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. . EDITOR/Al PERSPECTIVE 

,,. 

:r.., '\ S omelime during• the last year, some of us 
; ~- f' ~ working in the field of health realised that there 
-\ ' was a nee'd for a separate periodical which would 
~--!' -l .·:1nalyse and discuss ~ealth issues trom a broadly • 
i(g · 1'\J.marxist perspective. Socialist Health Review (SHR) 
1 · .is being published with a con"vfotion that it would 
( fulfil' this need by acting as a platform for disciussion ,. · 

and helping the propagation and development of a 
marxist analysis of health ( i. e. determinants and 
dynamics of health and disease) and medicine ti. e. • 
medical technology as well as sys_tems of medical 
care) . 

,t 

It may well be asked as to wha.t the necessity 
is of a separate periodical when there exists a 
plethora of journals devoted to both marxism as 
well as health. Since the 70'.s various groups and 
individuals with different ideological positions 
have-been working in the field of health. Many 
health workers, and doctors have, through their 
exposure to people's struggles to change the 
oppressive social reality, been a,ttracted' to th·e left 
movement and specifically to· marxism. They have 
come to realise the r:ieed for a substantia•, radical 
critiq:ue of health aAd medicine. Moreover, most 

. marxist doctors, health wotkers in India are more or 
vess ignorant.about marxist analysis of health and 
~·medicine. But with the growth of tt.le health and scie-

1 

nee movements in India, we have all increasingly felt 
the need to know and to develop a marxist analysis 
of health and medicine. At the same time, many poli­
tical activists and social, workf?rS too, as a ·result of 

1 _ i their exposure to health problems have realised the 
1 relevance· of such an exercise. rhe growth of people's 

I science movemer:1ts in the country (e. g. L,ok Vignyan 
,Sangathana in Maharashtra, Kerala Shastra Sahitya 
! Parishad, Kera la) has also contributed to this aware­
: ness. Activists of these mover:nents have been 
( exposed to, and have also challenged the existing 
~~and medical care system and consequently, 

•• 1 have -realised the need for analysing them. All 
~: (),ese developrnen,ts have resulted in gel'lerating an 

; <l;:Nareness amongst medicos, social w orkers and 
J • Jolitical activists of the relevance of radical he~lth 
1. _)raxis .to thP. left movement. . 

~

7 !'1 Such an analysis not only advances the general 
, ~eory of radical political action --: which we believe 
wJo be cri,tical for any tundamental change in the 

/ } ealth . situation - but also provides a specific 

' i t 
I t", 

< I 
I I 

1 

• . 

theoretic•aJ direct,ion ior radica,I health act-ion. As of 
,oday, in India, there .is 'little understanding of various 
theoretical questions celated to ·health and medicine: 
the politicat economy; the bo.mgeois, male domina­
ted ideological positions; underlyii,g positiv.ist out­
look etc. As argued earlier, the need to develop 
such a theory through mutual discussions and 
debates does . exist. Given the geographical 
distances that separate us, the best solution the 
situation offers is a periodical. 

Now, it could be argued ,that exist,ing forums 
like th~ Medico Friends Circle Bulletin could ·be utilised 
for this purpose. We feel that periodicals like these 
have played and will continue to play the very pur­
poseful role of exposiAg socially conscious-individuals 
to concrete alternatives and in developing a radical 
democratic critique of health and medicine. But, they 
have ·an inhereAt lir;r:iitation in that the divergent or 
sometimes equivocal ·ideological commitments of 
their readership makes a dis~ussion from a partic~lar 
·ideological standpoint! especially the marxist one, a 
a futile affair. Even when it does take place, much 
of the rigour is lost. 

. 'Periodicals like the EPW, and Socia./ Scientist, whHe 
publishing marxist analyses of society have an 
obvious limitation in that ·t-hey cover a wide field 
ar,id therefore, they cannot becorne platforms for 
continuous debates on heahh and medicine only. 

. This in short, is the raison d'etre of a separate 
periodical, devoted to propagating .and developi1ng, a 
_marxist theory of. health and medical care, a task 
which SHR proposes to undertake. 

'Edit~,rial Po.licy 
As stated ear,lier SHR will function as a forum 

for propagating and devoloping a marxist approach 
to health and medicine. B'y a marxist approach 
we mean tha,t ·analytical ~pproach which takes a 
historicaimat-erialist and dialectical view of the health 
o'f a people and the medica_l care system in a given 
social· 'order. From a marxist standpoint, hea.lth can 
be considered as a part and consequence of econo­
mic, political and socio-cultural development . of 
society. The problems of hE!al,th and the heaW:t care 
system ref.lect the problems of ,the. dialecti'c of 
production forces and production relations and the 
broader social order based on it. They cannot be 
separated from the ·problems of. this broader social 
order. As 'health care and medici.ne ope~ate today 
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through public Institutions and pr.iva,te clinics, tfie US and other. western couritties. ·M i 
i-nsights into who controls them aind' how this us are not exposed: io--these,. as not a.p -q.f ·u-i 
control operates is significant.~or ~uch :a_n -app-roac'l1::· :-·: ~1- ·a_ri· ~~a~'y .c;:~ ~cc_~S$: :10 · -t~e :_,r,efi(v;a:n.hr~:ding, ;rr 
The role p·layed' by these instifu¥tions in ·socia) control Therefore, the periodical will con,tai.n reprodi 
and re.inforcernent of the ·existing ideology wo-utd of such articles with introd.uctor.y comments 
·be the focus ,of such an anal,ytical' approach. ever necessary. 

The ,editorial policy wiH aim to ,pres~nt. .the 
vajious cuirrents which have c.ontrib1:1ted . ,_to the 
development of such a:n. ~pproach to heal,tb· . a,nd 
medicine. It must be emphasised here tha,t in -our 
opinion, there does not exist one single,' ma_rxist 
analysis - an all correct perfe.ct_ 'line' so to saY,, :of 
health and medici.ne. Only a continuot1·s i,11,teraction 
at the lev~I of praxis among.st the dif.fererat trer.ids 
within the marxist movement can lead to.the process 
of distiHing the truth. l:herefore,-' SH R wiH contain 
artiGles and v.iewpoi,nts reflecting this diversity 

0

in 
.marxlst thought albeit with the ,lir;r,iita-tjons speJt 
Qut later. · 

We believe that the women.'s _health . .moveme-nt 
has added a new .dim~-nsion 10 the critiqu_e ot the 
organisation and contents of. medicine. There.fore, 
SHR will also contain reflections mainly. of_." the 
marxist-feminist vie~point - a-nd sometirne~. ·eve~ 
of the non-marxist .ones -::-- direc.ted toward~ tf:te 
exposure of the ideological substructu:re 9f th~ 
developments-in medicine. · ·· · 

The llli.chian trend is characterised by its•crtticism 
of the bureaucratising and cen-tralising tei;iclency , of 
modern hea,lth ·care systems, while -overlooking the 
class b·asis of these tendencies. It ~as. nevertheless 
contributed. to_ the critical views .on medicar .care in 
bourgeois· soclety. This is despite the fact that \his 

· criticism arises from within fhe bourgeois ideol~-
gica:l standpoint. Occasionally, this current . may, 
too, find a place ~n this' periodical. 

These three points of view have one common 
di·rection : they oppose the existing ideolo.gical­
position dominant in the sociology of m~dicine\ one 
rooted in the structural-functiona,1 school. This' 
school' assumes the ne1:1trality of medicine {and al!, 
sciences}. and examines the heal,th. care .. s.ysteip$ 
wftho·ut reference to -the . character. of soci!;lt_y. 
It refrains lrom a pplitical,. analys_is of the medical 
system and places great emphasis on, .the: socia-1 
factors affecting heaJih without enquiring im,to ,the 
root ca.use of_ their ~Xi!?tenci:i, the economic. base 

· of society. 

ft is,this commonality tha-t forms the j-1:1stifica,tion 
for ir;icl,wding themttogether in this periodica-1. 

Ot'rafe, there has been a spmt in the ,literatur,e 
on the marxist analysis of health and i;:nedlcine -in-

2 

: In .order. to,:develop a 'c·oncre·te ana1,lysis' 
.concr-ete--si-tllation··, SHR wou·fd'ericouirage ,pu.ti 
of origi.nal articles pertaiAi•Ag to the I ndia,n si\ 
and deba-tes a.f:ld ,comments there\.1pon. Wf. 

· tha,t i:ma ,short time, ·original articles wil'I fa 
bu·lk. of ,the petiodieat · 

Keeping in view the deyeto·pmen.t of. the 
·rnarxist movement in _general, .the _f.olloV:.ing, 
view, ·mu·st be strictly -observe.ct whi'le wriJing c 
articles:· · 

. 1. Tne ·c;:entral propositipns of the a.rticle 
be _worked (!U_t logically with supporting ·en 
evid'e1Jce. · · · · 

. 2. Subsidiary· propositior.,-s -ain:d other ·! 
sta,te·rrnents regarding the economia and politici 
a,dori, tor. example,.,the:nah:ire of mode of prod 
;in Ifndia, ,strc}te_gies of 1r:,evoluti:on etc. rnu-sit 
direct bearing on the• cer:i-tra.l propositions. ; 
imperative in-order_to a yo.id a .debate ·on these· 
on the ,pages of this .periodiea1· (thotrgh ithe 
pbvio-usly essential ·foi pbli,tical activists) . i 

prev.ent irrelevant generaHsations. 

I h addit}'on · to t~esa" mafn articles, Sfi 
'a:lso contain features· like iiews,' book review] 
reports; letters to th'e° edito~ ~nd ·s~-o,n, 

-SHR'~: r.elation to ·the lef.t: movemeritt 
being a_ perjpdica,1 devoted ,to - tlleoretical -aspE 
health and medicine does no,t propose to .,b 

an action-or-i'ented ,. -periodica·I· ·iin- the . -ser:ise . 
or,ga1niser of ain ac-t'io·n· groljp·: We believe ti 
forrrnu,tatio,n and: clari.fication '.'of: · these .thee 
issu~s are· essential· for, sac0essful, po litically re 
ac-tion,and, iA th.at way. the petiodicaf would fa 
e.ffectiv~ ,beaithi .actioA. in the· m•ain11er a,f-ter. jo 

• like Mon,thly_ Review_ or Socia1-Sc✓e.ntist. 

, . We feel tha't the very · fact of the need' . f< 
a periodidl havi~g 'been felt i-nditates .tha-t the' 
mave~e·nt •within the··broad' ·1ef.t rnoveme; 
reaehed· a ·stag1/ of maturity though not of ' 
necessitating a forma-1' orga,nisa-tio:n:: 8 ut, thf: 
not and cannot, preclude·ihe po;sibi'lity of f.orl 
O! such an organisation in futu:re. 

• At present,· SHH would ~ontribute :to· the 
ral fur.id. ·of. marxist ana1lyses whic•h is · parti1 
def.icient in tbis ·resp~ct in l~-dia. We· consid 



through public institutions and pr-iv,a.te clinics, the· US and other western cou.ritries-. ·Ma·ny· of . 
insights into who controls them and how this us are no,t expos~d to these, as not a1I~I ,qf u,s have. 
control operates is sig1nifitan(for .~uch an· ap~roac·IJ~: :.·: :; a_,:p~a~Y.o;~~ccJ:isf ·10-.:ttle -~,reie:v;iuit'i 7r-ih:ai.ng ·rna,1!eriat 
The role played' by these instiftitions in ·sc)cia;1 control Therefore, the per·iodical, wi·JI contain .repr-oductions 
and re.inforcement of the existing ideof'ogy would of such articles with Introductory comments when-
be the focus of sueh an ana1lytical appre::ich. ever necessary. . , .. :· {'; 

The editori~-1 policy wil.l aim: to ;pres~nlthe , In .order to: develop a 'c'c>ncrete a·natysis ,i:),f the:f...:-1]-
va;ious currents which have con,tribu·ted . . Jo the concrete• si-toa1iion', SHB would e.ncou.rage publish'iing. 
development of .such an. approach to health· .and of ori·ginaJ. art-ic!es pertaini,ng t~ th~ lndi,an ~itu:atif +.. 
medicihe. It must be emphasised. 'her~ that in o-ur •and debates ar:id- .comments tliereupon. We· hope- :: r 
opinion, there does not exist one sin~1le, ma_rxist ,. ' that in.a ·short time, •original articles wilt: f'trrm~the · : 
a,nalysis ~ an all correct perfoct_ 'ltne' s:o to sa¥,, :Of bu,lk,af tlae periodicat · · 
health and medicine. Only a continu01j•i; inter.acti0.n 
at th1;1 level of praxis amongst the d~tferen,t trer.ids 
within the marxist movement c~n lead to. the process 
of distil·ling. the tr,uth. lfherefore; SH-R wHI contain 
articles and v.iewpoin.ts re.flectii:ig this diversi,ty · in 

. marx'ist thought a•lbeit wifh •the ,limita1tions spelt 
Qut later. • 

. . . 
W'e believe that the women's _health movement 

has added a new .dim~nsion to the critiqu.e of the 
organisation and contents .of. medicine.. '!~erefore, 
SHR will also contain reflections mai-nly of_ the 
marxist•femi.nist vie~vpoi.rit - and sonae·tim~~-·eve~ 
of the non-marxist .ones.- directed toward~- t~e 
exposure of the ideological substructiure qf th~ 
developments in medicine. ' . 

The llli chian trend is characterised by, its·criticism 
of the bureaucratising and centr.a,lising tei:idency ,of 
modern health care systems, while · ove1:(Qok-irm the 
class b

0

asis of these .tendencies. It !'las never,theless 
contributed to the critieal views on medical .care i,n 
bourgeois• society. This ·is despite the fact that this 
·criticism arises .from within the bourgeois ideolo­
gica:I ·standpoint. OccasionaJly, this c,~rrent may, 
tac;>, fi.nd a place in this periodical. 

These three points of view have one common 
dir~ction : they orapose tbe existing ideolo.gica·I 
position dominant in the sociolog,y of modicine, one 
rooted . ·in .the structural-functiona,I, sc;:hool. This· 
-school'· assumes the ne.utrality of medidne ,(and a-If. 

. sciences) and . examines ,the heal.th. caIre_ s.ysteins 
wl:thout reterence to . the character. c)f sc,ciety. 
It refrains from ii R91itical,. analy~is of the medical 
system and place~ great emphasis. -on ,the:sociaJ 
factors affecting heaJth wi.thout enquiring, into ,the 
root ca.use of· their ~xi_stenc~, the economic, base 

. of soci'ety. 

It is,this commonality tha,t forms the jj1:1sti.fica~ion 
for iAcl,uding themrt0gether in this periodical. 

Of late, there has been a spmt in. the literatur.e 
on the marxist analysis of heal.th a·nd, !Tiedicine·.in 
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Keeping in view the develo'p.ment ,of th~ .l'ndian . . . . 

rnarxist movement in genera-I,, the followi.n.g, .in o.ur 
Vl~W, 'inust·be strictly observ~d while writing od_g·i:n.al 
·articles:· . ·' ' 

. 1. The ·central propositions of the a.rticles must 
·be worked 9ut l'ogical'ly with supporting ·e.mpitical 
evidence. · · · 

. 2. S.uQs.idiary proposition's .and other .g·eneral 
statements regarding the-ecorrnmiC'and politica·I situ­
a,tipn, ~or. ~xam,ple, ,thei nat-ure o,t mode of pioduction 
:i:n 11,ndia, strqte_gies of: 1r.ev.o'lution etc. mu-st have a 
direct bearing: on toe · central ·pr,opositions. This is' · 
irmperativ.e• in mder,to avoid a, .debate ·on these· issues 
.o n . the .pages of this per,iodical (thot:Jgh. tl:iese are 
pbvio-usly ,essential for poli,tical activi'sts) • .and to 
:P~event irrelevant generalisations. 

. . 
lri addition · to tnese mai'n . articles, SHR- will/~. 

'aifso contain ·featur~i like fi~ws,· qook. riiviews, field'~f 
'reports; 'letters to th'€° editor and so on. .. 

SHR's r.elation·ta·the left,m·ovememt-·:· SHR 
.being a. perh!ldical devoted .to theoretical',aspects of 
h.eailth and medici1r.te does . n0t propose to .• Ibecome 
an ac,tionsor,ie,nted:, pedodica•I in, the . seAse· ot · an 
oi,gainiser of ain action· gro1:1:p; We 1believ~ that the 
f9r,mu1l'ation and cl·ari.ficatiorn . of · these theoretical 
issues are essen.tiaJ f0r. successful. poli,tica,lly- relevant 
action, and in_ •th.at way.: the pe"riadical w0,u'ld facilitate 
ef.fec,tive-,healthr.actiora. i-n the manner af.te~ ~ourna,ls 

• tik·e Mo~tMy_ Revie.w oi SociaJ:Scie.ntist. . · --~j 
·We feel that the very ·tact of the need: 'tofi~h 

a periodic~! havi~g'been felt ind,i6ates tha,t the' Jiealth 
movement ' wi~h!:n the·- broad l~ft movement"_ has 
reached·· a stage·· ot matur.ity though not of a level 
necessitating a formal' organisation:· 8 ut, this does 
not ana cannot, preclude-the possibility of form'aiion' 
O! such an organi$ation in.futu_,re. . . 

.At prese·nt, 'SHR wou,l·d •co.ntribute 'to· the -gene­
ral fund. -ot. marxist ,a,nailyses which is · particutf·arlV 
defiicient i,n tbis respect ,in IAdia. We' consider this· 



deficiency, even mistakes and distortions within the 
left movement, as our deficiency, mistakes and distor­
tions. And if they have to be criticised - which of 
co•uIrse, they need to be - the cr,iticisrn shou Id be a 
.self-criticism, with a view to .improve upon the past 

· -arid the p~esent so •that the movement proceeds 
with unity·, strength and on a polit1cally correct path 
towards its hi'stoti.cal goa'I:. Let me make it ielear that 
we do not stand for a goody-goody, cc1me: what 
may-we-sha:1I1-stay-united type of :left unity but we 
certainly oppose the kind of sectarianism that leads 
us ta mutl'lal mud-slinging while the enemy without 
goes une~posed a.nd onchaHenged. 

ln this. issue 

Ta d~ive home the point_made .above regardi.ng 
the r.elatior:tshi,p ,of :the .pr9blems o'f ·hnalth· and 
medicine with those ,of. society . in -gen1era,I, we 
qpen -.. our p·ublication with, an ,overview 1o'f Health 
and Politics. 

lri any cl:ass society, and ·by the same logic, i.n 
bo w·rgeois s9ciety,, every institution. is cont1rolled' by 
a: class/~1,asses to fur.ther its/their ,o.wn i:nterests 
.against ,certai:n other dassJcl.asses. Under the 
•hegemoriv ·o:f the bo1:M,geois, health has becom.e a 
commod'i,ty a,r:id ,conseqwently, there h'as: been a 
proliferation of health ;producing' institutions and 
busi:nesses. And according to the same l?gi~, they 
are control·led-by th~ bourgeoi,sie to perpetuate 8'[ld 
)ustify thei~ hegemony, The articles ·a,ppearir.ig in this 
inaug-ur.al. issue ·set .the keynote of the marx·ist 
approach to health aind medicine. -

. . 
Howard Waitzki,n iin his .article (a repmducti.on) 

A Marxi~t View of Medical Care rev.iews marxist 
!iteraituire Qn. health and n,ediciine. · The- article 
shows how the '.present health system ·r.eflects 
the cl:ass s1ru:<?ture •.of capta1list ,socie~y aind how 
this class structure manifests itself in varfous ways: 
control' over health institutions, stratification · tif 
health workers, health policy etc. He goes on 

~ f.Li'rther to show ·the penetration ~f monopoly Cc!pital 
- :· ' <into the 'medical-industria.l complex'. The article 

deal_s bdefly with the concepts of historic:a1! mate­
ria.list epidemiology focussing. on the effects of 
economic cycles, social stress, working conditions 
and' sexism on health. 

Amar. Jesa.ni and P.a901a Prakash in.thei~ article 
Po,lltical fron,omy of He.a/th .. Care in India s,elect one 
asp~ct of. the !~el.ationship of. health and politics a.nd 
p·ut it in the Indian perspective. They lucidly trace 
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the connection. (between the economic base of 
Indian society aod hea1lth system." · 

Bina-yak Sen's article focusses on areas which 
·have either ,been deaitt with only superficially in. 

· Waitzkin's article·or ·not at all. 
. . 

Anant .Phadke introdt,1ces tf;ie· book -.Cultural 
·Crisis of Mod(lrn Medicine edited by John .Ehrenreich, 
with -his cr,itical cornments,.thP.r,eupon:, 

From this issue onwards, each issue will · be 
r -
devoted to, one aspect o.f health .and medicine. 

· · · · ·An App:ea·I 

0 ur r-eader friends would ag.ree that building up 
a platform for the task envisaged by SHR requfres a 
lot of collective effort. We appeail to our comtades 

·to accept this cha.l'lenge and extend·their fraternal 
support to t his ventu-re. There are severaf ways in 
which SHR could be helped: 

.As with any other pub'licatii:>n, ,of this type1 SHR 
too, ;badly needs • -fiinanda1I s:upport. A'ltho,u,gh 
several friends ,have promised to collect fonds, the 
total amount would · just -be barely sufficient for 
.the first few issues only. Financ;:ial s-uppor,t for SHH 
'could be enlisted by either enroltling suoscr.ibets or 
collecting (Jor:iations. 

· -· In case, you -are -unabl'e to contact a person 
whom you know would be interested. h'is/heraddress 
could be. sent to us. W!3 weuld send the first 
issue with an appeal for su_bscription/donation. 

Original article_s· or _ (eproductions Jnclµdiing 
theoretical analyses._- releyant research paper.s, 
reports of alt-er~atives in he-aHh care, reports of 
health care in _p,ost-re~olutlonary s9cietie$, book 
rJ:!views etc .. could be sent to us for publication .. 
(See back cover). 

SH!:{ is a platform of disc.u_sslon. Hence opi•nions 
of_ the readers regardin,g . the · prod1uc.tion · 9f th~ 
perio,dical material publi~hed: and' ?f cour~e, the 
views _preset1ted here are vyelcome- nay, neces_sary. 
for the gro\/\(th of Jhis periodical. · 

. If one goes by the· entl:iusiastic respons~ we 
have received so far it ·would not be too much to · 
bep·e that the Socia.iist -Health -Review- in a, •short 
time, wou,ld• become a leading ,theor.eticar orgara,,of 
the growiing 'health movement within our country 
and wouild contr,ibute· sig,rii-fican-tly to- the general 
fund of marxist ·li-terature. · 

. . 

Dhruv Mankad. - -



howard wai:tzki,n 

Matxist stu<jies of medical care emphasise political power and. economic dominance in capitatist society. Alt:/Jaugh 
historically the' marxist p·aradigm went into· e.r;Npse during the early twentieth century, the .field has developed rapidly 
during recent years. The health system mirrors the society's class structure th·raugh cont1al over'hea/tl,, institutions 
strarification of health workers, and limited accu1:n1tional mobility into health professions. Monopoly capital is manilest i; 
the growth ·of. medical centres, financiat ,penetration by large corporations, and the· ''medical-industrial .camp/ex." Health 
policy recommendations reflect difte•renf interest g1oups' p.olitical and ecpnom.ic goals. T,l,e state's. intervention in 'health 
care. generaHy protects ihe capitalist ecan_omk system and the private sector. Medicai ideology helps'maint;in class 
structure and patterns of d_ominatian. Camparativ.e internatia'ilaf resea•rch analyses the.effects ol imperialisllJ, chanye.s 
under socialism, and cantraditians of health ref.arm in capital~st societies. HistarictJ/ materialist ·epidemiology focuses an 
economic cycles, social' stress. illness-generating conditions _of work, and sexism. Health pr.axis, the disciplined uniting 
of study and action; involves advocacy of" nonrefo,rmist reforms",and concrete types of political struggle. · · 

This ~eview surveys the rapidly growing r:narxist 
literatme in medical care. The marxist vi,ewpoint 

ques~i'ons 'whether major improvements in the 
t'lealth system can occur wi•thout fundamental 
changes in the broad social order. One thrust of the 
field, an assumption also accepted by many ,non• 
marxists, is that the problems of the health system 
,r.eflect the prol:il'ems of our larger society arnd can• 
not be separated from those probl.ems. 

Marxist anatlyses of hea,l,th care have burgeoned 
in the United States during the past decade. How­
ever, i,t is not a new f,ield. Its ea(ly history and the 
reasons for its slow wowth until recently deserve 
aittention. 

Historical 'Development of the F·ield 

The f.i'rst major marxist study of heal,th care was 
Engel's The Condition of the Working Class in England 
(1}', originall'l' p•ublished in.1945, three years before 
Engel's coauthored with Marx 'The Communist Ma11ifesto' 
(2). This book described the ·da•n_gerous working 
and ho.using· condi,tioAs that create ~II health. In 
particular, Engles traced such diseases as tuberc ­
uilosis, typhoid and typhus to ma lnut~i,tion, inacleq uate 
housing, contamina,ted wa•\er supplies and ov1:1rcrow­
ding. Engels' analysis of heal:t•h care was part of a 
broader study .of working class condi.tions: · under 
capitalist industrialisation. But this ·treatment of 
health problems was to have a profound e1ffect on 
the emergence·of social medicine in Western !Europe, 
particularJy the work of Rudolf Virchow. 

V.irchow'spioneering.st1<1dies in infectious disease, 
epidemiology, and "social medicine" .(a terrn• Virchow 
popu,larised in Western Europe) appeared with great 
rapidttv. after the publicatior.i of Engels' .book on the 
Er.iglish worki·ng class. Virchovv <himself ackr.iow. 
ledged Engels' influence on his thought. In 1847, 
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at the ~equest _of the Prussian _government, Virchow 
investigated a severe typhus epidemic iin a, rura•I area 
of the country. Based on tf;iis study, Virchow recom- · 
mended a series o·f profr0und' economic, poHttca:1, 
and socia,I changes that included increased employ­
ment, better wages, local a u,tonomy in govermmen:t, • 
agricultural coopera,tives, a.nd a more progressive 
taxatiQn st~ucture. Virchow advocated' ·no strictly 
medica•I solutions, such as more clinies or hospifals. 
Instead, he saw the origins· of ,ilil :health in, social 
pr,oblems. The reasonable· approacb to ,the pr-oti.l'em 
of epidemics, then, was to change the •conditions 
that permf.tted them to occwf. {4,5.) 

During this period Virchow was commi,tted to 
combining his rnedica,I' work wi,th poli,ticaJ activities. 
In 1848 he joined the fi.rst maJor working--class 
revol,t in Berlin. D-ur,ing the same year he strorag.ly 
supported. the short-lhted revolutionary efforts of 
the Paris Comm.une (6-8). In his scien,ti,t,ie fovestiga.­
tions and i.n his polhica.1 practice, Virchow exf:)ressed, 
two overriding themes. First, the origin of disease· ,is 
multifactofial. Among the most important factors in 
causa,tion. are the ma.teria,I· condi.tions of pe·o,ple's 
everyday lives. Second; an effective ·:hea'lth-care 
system cannot limit i•tsel,f to tr,eating the pa.t,hophy­
siologic disturbainces O•f i1ndividu.al patients. Instead~ 
~o. be successful·, impmvements in the heal,th care· 
system must coincide wi,th fiu,ndamen.tal ecoAomic, 
political and ·soci:al changes. The lattet changes 
often 'impinge on the privileges of weail,th and power 
enjoyeg by the dominant classes of socie.ty and 
thus, encounter resistance .. Therefore, in Virchow's 
view, the responsibilities of t/:le ·medi'cal scientist 
frequently ext•end to direct political action. 

After the revolutionary struggles of •the Jate 
1-840s suffe~ed defeat, Western European. g,overn­
men.ts heightened their conservative and often 

I' 



,repressive sociaJ· policies. Marxist anal'{sis of 'h
0

ealth­
care ~nt.ered a long period of eclipse. With the onset 
of political ,reaction, Virchow . and his collCi!ag,ues 
ti:Jrned· .to relatjvely uncontr!)vi;trsial research in 
laboratories and to private practice. 

laboratory-based medieine became th~ norm for 
medical education, practice, research and al'.lalysis. 

Recent historical studies ·cast do·u,bt on ·assump­
. tions in the F.lexner Report that nave comprised the 

~ widely accepted dogma of 1he . past half century. 
During the late nineteenth century, with the They also document the uncritical support tha,t the 

work of Ehrlich. Koch, Pasteur, and other prominent r.epo~t's recomrnendatio11s reeeived, from .parts of 
bacteriologists, germ theory gained ascendaf'!CY and the medioa,I profession and the large private philan-
created a profound change in medicine's diagnostic thropies (19-27) .. At least partly because of these 
aAd tlieripeutic assumptions. A unifact'lrial model . events, the matxist oriei:ttation in ·medical care 
of disease emerged. Medical scientists searched for , remained in eclipse. 
organisms that cause infections and single lesions in . 
•non-infectious disorders. The discoveries of this 
period undeniably improved medical practice. Still, 
as Autnerous investigators have shown, the histori­
cal importance of these discoveries has been over­
rated. For example, the major declines in mortality and 
morbidity from most infectious diseases preceded 
rather d:1an fo"llowed · the isolation of specific etio­
logic agents and the use of antimicrobial therapy. In 
Western Europe and. the. United States, improved 
outcomes in infections occurred after the introduc-
tion of better sanitation, regular so,urce of nutrition, 
and otber broad environmental changes. In most 
cases, improvements•in disease patterns antedated 
the advances of modern bacteriol·ogy (9-17). 

Why did the unifactorial perspective of germ 
theory achieve such prominence ? And why have 
the investigational techniques that. assume specific 
etiology and' ther.apy retained a nearly mythic charac­
ter in medical science and p_ractice to t~e present 
day 1 A serious historical r-eexamination of early 
twentieth century medical science, which attempts 
to answer these questions, has be,g;un only ,in the 
past few years. Some preliminaty explanations have 
emerged; they focus on events that led' to and follo­
wed publication of the Flexner Report (18). 

The Flexoer Report has been held in high esteem 
as the document that helped change modern medi­
cine from: quackery to respaAsible ptacti.ce. OAe 
underlying assumption of the report was the labora­
tory based scientific medicine, oriented especially to 
.the concepts and methods of European bactefio-

¥logy, produced higher quality and more effec­
tive medical practice. Although the comparative 
effectiveness of var.ious medical traditions (inch.id­
ir:ig homoeopathy, traditional folk healing, chiroprac­
t ic, anci so forth) had never been subjected to syste-. 

· matic test, the report argued that medi,cal schools 
not oriented to scientific medicine fostered mistreat-· 
mer;it of the public. The report called for the closure 
or restructuring of schools that were not equipped 
to teach laboratory-based medicine. The report's· 
repercussions were swift and dramatic. Scientific, 
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-Although some of Virchow•s works gained 
recognition as classics, the 1)1.Ultifactorial and, politi­
cally oriented model that guided his efforts 
has remained largely ouried. Without doubt. 
marxist perspectives had ·important impacts on 
health care outsi'de Western·Europe arid' the Untied 
States. For example, Lenin applied these perspec­
tives to the early construction of the Soviet health 
system (28}. Salvador Allende's treatise on the 
political economy of health care, written while 
Allende was working as a public health physician. 
exer"ted a major inUuence on health programmes in 

· Latin America (29). 'The· Canadian surgeo,n, Norman 
Bethune, contributed analyses of tuberculosis and 
other diseases, a~ well ~s direct political involve­
ment. that affected the course of post-~evolutionary 
Chinese medicine (30-32). Che Guevara's analysis 
of the rela,tions among, politics, economics and 
health care - emerging partially from hJs exp~rience 
as a. physician - helped shape the· Cuban medical 
system (33,34). . . 

_ Perhaps reflecting the" political' ferment of the 
late 1960s and widespread dissatisfaction with 
various aspects of modern health syste·ms (35), 
serious marxis t scholarstii,p of he~lth care has 
grown rapidly. Recent w ork began in Western 
Europe (36,37) and spread to the United States 
with the publi'cation of Kelman's path-breaking 
article in 1971 (38). The following sections of this 
review focus on current areas of research and 
abalysis. · 

Class Structure 

Marx's definitions of social class emphasised 
the social relations of ~conomic production. He no­
ted that one group of people, the capitalist class or 
bourgeoisie, own or control ·(or both) the means of 
production : the machines, factories, la,nd, and raw 
materials necessary to make ,products for the market. 
The working class or proletariat, who do not own. or 
control the means of production, must sell their labor , . 
for a wage. Burthe value of the product that workers 
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repressive social· policies. 'Marxist analy.sis of"health­
care, ~nt.ered a long, periodI ot eclipse. With the onset 
of political reaction, Virchow and1 his colrleagl!les 
turned to relatjvely uncontrpv~rsial research in 
laboratories .and ,to private practice. 

During the late nineteenth century. with the 
work of Ehrlich, Koch, Pasteur, and other prominent 
bacteriologists, germ theory gained ascendaf!CY and 
created a profound change in medicine's diagnostic . , 
and therape~tic• assumptions. A unifactorial model 
of disease emerged. Medical scientists searched for 
organisms that cause infections and single· lesioRs in 
-non-infectious disorders. The discoveriei; of this 
period undeniably improved medical prac:tice. Still, 
as numerous investigators have shown, the histori­
cal importance ofthese discoveries has been over• 
rated. For example, the major declines in m1Jrt.ality and 
morbidity from most in.factious diseases preceded 
rather than followed the isolation of specific etio­
logic agents and the u~e of antimicrebial therapy. In 
Western Europe and. the United $tates, improved 
outcomes ira infections occurred after th13 introduc­
tion of bette~ sani,tation, regular source o·f nutrition, 
and other broad environmental changes. In most 
cases, improvements··iA disease patterns antedated 
the advances of modern -bacteriology (9'-'.il·7). 

Why did the unifactori-al perspective of germ 
theory achieve such ·prominence 7 And why have 
the investigational techniques that. assume specific 
etiology and therapy retained a nearly mythic charac­
ter in medical science and p_ractice to ·1:he present 
day 7 A . serious historical r-eexaminati~,n of early 
1weRtieth century medical science, whic:h attempts 
to answer these questions, has begun only in the 
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past few years. Some preliminary explanations have 
emerged; they focus on events that led' to and follo­
wed publication of the Flexner Report (18). 

'fhe Flexi;ier Report has been held in high esteem 
as the document that helped change modern medi­
cine from· quackery to responsible ptactice. One 
underlying assumption of the report was the labora­
tory based ·scientific medicine, oriented uspecially to 
the concepts and methods of European bacterio-

-::Jlogy, produced higher quality and more effec­
tive medical practice. Al,though the .comparative 
effectiveness of various medical traditio1ns (includ­
ing homoeopathy, traditional folk healin~J, chiroprac­
tic, and so forth) had ·never been s,ubjec1ted to syste-

. matic test, the report argued that mediical schools 
not oriented to scientific medicine foster,ed mistreat-· 
ment .of the .public. The report called for the clos.ure 
or restructuring, of schools that were not equ·ipped 
to teach laboratory-based medicine. The report's· 
repercussions were swift and dramatic:. Scientific, 

laboratory-based medicine became the norm for 
medical education, practice, research and analysis. 

Recent historical studies cast dot1bt on assump­
. tions in the Flexner Report that have comprised the 

, w idely accepted dogma of 1he . ,pas,t half century. 
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They also document the uncritical -support that the 
report's recommendatiol"!s received, from parts of 
the medical :profession and the large .private philan­
thropies (19-27) .. At least part ly because ot these 
events, the matxist orientation in medical' care 
remained i•n eclipse. 

-Although some of Virchow·s works gained 
r_ecognition as classics, the J!,lUltifactorial and, politi­
cally oriented model that guided his efforts 
has remained largely &uried. Without doubt, 
marxist perspectives had important impacts on 
health care outside Western Europe arid the Untied 
Sta-tes. For example, Lenin a,pplied these perspec­
tives to the early construction of the Soviet health 
system (28). Salvador Allende's treatise on the 
political economy ,of health care, wri-tten while 
Allende was working as a pu1blic health physician. 
exerted a major influence on health programmes -in 

• Latin America (29). The· Canadian s.urgeo.n, Norman 
Bethune, contributed ana·l'yses of tuberculosis and 
other diseases, a~ well ~s· direct political involve­
ment, that affected the course of post-~evolutionary 
Chinese medicine (30-32). Che Goevara·s analysis 
of the relations among, politics, economics and 
health care - emer9ing partially from h_is experience 
as a physician - helped shape the· Cuban medical 
system (33,34). · · 

Perhaps reflecting the· political' ferment of the 
late 1960s and w.idespread dissatisfaction. w ith 
various· aspects ot n1odern .healtt:i sy.stems (35), 
serious marxis t scholarsf:lip of he~lth care has 
grow n rapidly. Recent work began in Western 
Europe (36,~7) and spread to the United States 
with the publfcation of Kelman's path-breaking 
article in 1971 (38). The following sections of this 
review focus on curren,t areas of research and 
analysis. 

Class Structure 

Marx's definitions of socia l class emphasised 
the social relations of economic production. He no­
ted that one group of people, the capitalist class or 
bourgeoisie, own or c9n1trol .(or both) the 'Fl~eaRs of 
production : the machines, factories, land, and raw 
materials necessary to make products for the market. 
The working class or proletariat, who do not own .or 
control Hie means of production, must sell their labor , 
for a wage. Burthe value of the product that workers 
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produce is always greater than their wag_e (39). 
Workers. must give _up their product to. the cap_italist; 
by losing control of their own productive process, 
workers become subjectively "alienated" from their 
labor· (40). "Surplus value", the difference-between 
the wage paid to w orkers and the value of the 

,product they create. is ,the objecth,e basis of the 
capitalist:s pr.ofit. Surplus value also is the st1 uctural 
source of "exploitation''-; i t motivates the capitalist 
to keep wages low,· to change _the work process (by 
automation and new t e_chno'logies, close supervision, 
lengthened work day· or overtime,, speed-ups and 
dangerous working condi,tions), and to resist 
workers' ·organized attempts to gain higher wages 

· or more con fro I in the work place ( 41 ) . . 

Although they acknowledge the historical chan­
ges th~t have occurred since M~r~s. time (52-51 ), 
recent marxist studies-have reaffirm~d the presence 
of highly stratified class structur~~ in ady~nced 
capit-alist societies and T,hird W9rld nations (52-54). 
Another topic of great interest is -the persistence or 
reappearance of class strncture, u~uallv based on 
expertise and professionalism-; in countries where 
socialist revolutions have taken- place (55,56); a 
later section of this review focuses on that problem. 
These theoretical and ~rnpiricial ar:,alyses shQw t~at 
relations of economic produc~ion remain a pr.lmary 
basis · of ·class structure and .a reasonable focus of 
strategies.for change'(57-59)._ · · 

Miliband's (59) definitions of social' c lass have 
provided a framework for marxist research on class 
structure in -ttie heal'th system. This research has 
shown that the health system mirrors the class 
s tructure of the broader society (60-63). 

The "corporate class" includes the major owners 
and controllers of wealth. They comprise 1 % of the 
population arid own '80% of all corporate stocks 

-
. -

. and state and local gqv~rnnient bc;,nds; their medi,an 
a1,1nµal income {197,5 estimates) is 114000. dol.lar$ to 
142000 dollar~. The "working cl.ass", at th~ opposite 
end of the scale, makes yp 4~% df. the popuJatio11, It 
.is composed of annui31 laborers, service workers, ahd 
farm . workers, who generally earn 8500 dollars per 
year or less. Between these polar ~lasse·s_ are the . 
"upper middle class" · (professionals like .doctors, 
lawyers. · and so f-orth, ·- comprising 14% ~t. the ~ 

, • population and earn'il1g about 2560_0- collars; and 
middle-reve'I business executives, 6% of the popu­
lation and earning· about 22700 (d~llars;·and the 

- "Jower middle class" (sh~pke~pers, se:l.f-empJoyed 
people, cra;ffsmen, arti~ans, comprising 7% of · tne 
population, earnin_g about' ~ 2000 dollars and clerical 
and sales. workers, 23%-a't the population. earning 
dbout ·9200 doltars per y·ear),. Although -these 
definitjons prov,ide sul'l)mary descripti~ns or a v~ry 
complex social ;ea'lit y, :they are useful in .ana·lysing­
manifestation~ pf class structure in the health system. . . ... . . ,· . . 

·Control over Health Institutions' . 

Navarro · (60-62) has documented .the pervasive 
- control that members ,ot the cor;poF.afe · and upper 

middle classes 13xert within the policy-making bodies 
of American health insJitutions (Table_ t). ifhese 
classes predominate on the governing boards of 
private foundations in toe· heal!~ sysbm,. priy ate and 
state medical teaching ·institl:'tions: and 'lo~al 
voluntary hospitals. 0 nly· on the boards· ~f state 

-Jeaching institu,!ons and V?luntary hospitals : qo 
members of the- lower ·middle class ar working class 
gafn any appreciable represer:itation; eyen t11ere, t f'te 
particirpation from these classes falls f arbelow their 
proportion in fj,e general'population. Local research 
has documented corporate control. of ·he_alth 'i nsti• 
tutions in many par.ts of the Unhed __ States. Navar~< 
·has argued, ·based partly on these observatfons 

-1 

Table 1 : Social -Class Composition of U.S. l abo·r Force and Boards Qf U.S. ·health· instituti~rts 

U.S. labor force 
Board members 

Corporate 

Foundations 70 
Private medical teaching institutions 45 
Stale medical teaching institutions 20 
_voluntary hospitals. • 5 

Upper 
middle 

20 

30 
55. 
70 
80 

Cl.ass* •. (%) 
L,ower 
middl·e 

30 

10 
10 

Working 

49 

5 

* See text "tor definitions : source, Navarro V; S9cial po'licy issues~ -an expalanation of the composi"tii 
nature, and functior:iS-of the present healt~ sector of the United-States·. Efoll 'NY Acad Med 5i :199-234, 1'S 
(Reference 60). · · · · 
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pmduce is a,lwa,ys greater than their wage (39). 
Workers.must give _up their product to the ca,pJlalist; 
by losing cor:1trol of their own, productive process, 
workers: become subjectively "a!(iena,ted" from their 
laboi· (40),. '.'Su,rpl'us value", the diff.erence-between 
the wage paid -to workers and the value of t,he 

\product they crea,te, ·:is the· object1ve basis of the 
capitailist'.s pr.ofit. Su:rJ)l:us· v.alue a,lso·ris the st1,·uctu1tal 
source of "exploita-tion'''; Jt motivates the capitalist 
to·keep wages .tow;· to•.change the work .proce~s (by 
a utoma,tion and, new ,technologies, close. super-vision, 
lengthened work day · or over.time,, speed-ups a.nd 
dangerous working conditions), and to resist 

• worke~s• ·organized attempts 10 gaiin higher wages 
· or more control in the workplace { 41 ) . · 

. 
Although they acknowledge the·historical chan-

. ges that. have occurred since Marx'.s :time (52-'51 ), 
recent marxist studies have r.ea,ftfr.m(ld th~ pre~ence 
of highly str:atified class structm.es in adyance.d 
capi,t,alist socie,ties and. T·hird Wprld .. ~~tions (52-54,). 
Another ,topic of great interest is the persistence or 
teappeatance of class structure, usu.all¥ based on 
expertise and. pro.fessionalism~ in , c~untties whe.re 
socialist revol,utions have taken place· (55,56); · a 
later section of this. review focuses on that problem. 
These theoretical• and er.npiricial araalyses slitQw tt:iat 
rela,tions of economic productio,r.i remain a pr.imary 
basis· of class structure, and .a reasonable Joc,us of 
~trategies.for change (57~59) .. 

Miliband's (59) de.fini·t'i'ons of social class have 
provided a f·ramework for marxist research on cl'ass 
str,uct1:1re · i'n ttie health system. This research has 

. shown tha,t the health system mirr~rs the class 
structure of the broader society (60-:63). . . · 

The "corporate class•!' ·includes the major owners 
and' contr.oMers of wealth. They comprise 1 % of the 
population a11d oviin '80% of all corporate stocks 

. . and sta,te and' -lacaJI g,<;>ver,nni~h,t !b<;>nd~; their median 
a(Hill.Jal incor.11e· •(1975.eslil'liates) is 1:il4QQO .. do'l:l'ars.to 
1,42000 dollar~. 1he "worki1ng cli!'Ss", at th·e op,pos·i,te 
end o,f the sca·le., makes up 49% of.tlw po_pu~a,tion: It 
.ls composed ot ann,ua1l1 labe;,rer.s·, s~rViice w·Qr,kers, and 
f~rm . workers, who generaitly ·earn '8500 do'tlar.s per 
yecir or less. Between these .po·l•ar, •c.lasses are the. 
"upper middle class" (P.rofessionails' 'like ~,octors, 
lawyers, · and so forth, · .comprising 14%' ol the 

• population ·a·nd' earn1ng about 2560_0 ~ollars; and 
m·iddh~-levet business executives, 6% bf th·e popu­

,, (ation· and earning abo.ut 22700· (d·atila'rs; ·and the 
".lower middle class" ,(sh_(!pke~pers, se:lf-einpl'oyed 
people, craffsmen, artisan's, comprising 7% of trae 

, population; eari:i~ng abouf 12000 dolrlars a'nd'.cl'eric•a1 
and sales. woYke.rs: 23%of tfie populatiqn, earni·ng 
c1bou,t ·9200 doll'~r·s pe~ y·ear) . . Altho·ugh . :these 
defini,tibns provide summary ·descriptions. cit a very 
c6rripl~x social rea'.fi.ty, :.th.ey ar,e usetu't i'rr'.analysi·~g­
manifestation~ o't c1·ass structure in ,the health system. . . . . .. -

Control ever l'leattl:l •lli\sti,t1:.1tidns0 

. . Na:Varr,o · (60-62) l}as. documen.ted .. the,. pei,vasi,ve 
· contr.ol that members of the corpoiate · and· urpper 

middle classes exert witb.in1 the ,policy-making bodies 
of Amerieara heal,th institutions (Table 1.).. 'Jihe$e 
classes predominate on the governin.g bQards of 
private founda,tions in toe· health system, pri\ia,te and 
.state ·111edica·1 teaching ··insiituticin;, and "local 

: voluntary hospitals. Qnly"' on the boards· tjf st~•te 
. ~eaching institut\ons and voluntary hosjiit°als : qo 
· members of the lowflr 'rriid'dle· class or working class 
~ain. any appreciable rnpresentation; eyen th·ere, . the 
participation from these cfasses falls far'below their 
proportion in the gene·ral"poj)u,lat'ion. Local resean;h 
has documente9 corporate cci_ntrol. of ·heal,th 'ins1i­
tutions in many parts ofthe ··thii.ted . States. N.a.varro 
, has argued; 'based partly on these observatfons, 

Table 1 : Social 'Class Composition of U.S. La'bo'r Force and :Boards Qf U:S. ·health instituti~ns 

Corporate Upper, 
rrric!dle 

Cl;ass* •. (,%) 
Lower 
middle 

Wo_r,king 

" 

.. J 

- -U-.S-.-,-a-bo_r_f_o_rc_e __ ,._ ________ 1 ___ __;_2_0 ___ _,._3_0 _____ 4_9 _________ :~-

,Board members 
Foundations 70 
Private medical teaching i,nstitutions 45 
State medical teaching institutions 20 
Voluntary bospi,ta:1s. • 5 

30 
55. 
70 
80 

10 
10 

• See text ·for definitions: source, NavarrQ V; S9cial pdlicy issues~ ·an expa'la.nation of the -~omposi,tfon, 
natu·re, and functiORS- of the present health sector of the 'United-States·. s· u•ll1 'NY Acad Med 51 :1·99·-234 · ·1'975 

' : • + , 

(Reference 60). ·· 
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,that con,tr-ol over health.institutions refllects the same 
pa,ttems. of cl'ass d'omfoance that have ,arisen in 
other areas of Amer.ican economic and1 political life. 

Stra.tif.ication -within Health ·lm,titutions 

As, members of the 11:1pper middle class, p_hysicians 
occupy, the'.highest stratum among, wotkets in health 

. institutions. -Composi,ng 7% of the health .labor force, 
phys.ic'iains receive medi·a1~ netfocome (appro,xima,tely 
,53900, dollars in 1975) that places ,them ilil the •upper 
.5% of the income distr.ibution,,of the United States. 
· Under physicians and P.rofessional admiinistra.tors 
· are members of the. ,lower midsle class:. ourses, 

_ phy~icaJ_ and ocpup·ational therapists:, and ted1ni~ 
cians . . They rriake . -1:.11p 2'9%. of the l)ea:Lth labor force, 
are mostly wo.men, ainsJ earn abol!t 3!500 dol!ars .. At 

. the botto_m of ,insHtu1ion~I !;)ieiarchies -are clerica-I 
wor.kers, .aides, .o.r~·er-lies, and' kit-cheri and janito.rial 

. personnel,, who ar.e the worldng, das.s of the health 
sy.ster:n. ·Th!3y have . a-n income o:f abo·ut . • 700 
dollars p~r year, represent 54% of the -health 'labor 
force, ~nd ar_e 84% fep,ale and 30% black (60,6·3). 

R-ecenf studies have an.a·lysed -the forces of 
professionalis.r:n, .elitism, and specia.lisation . tA~t 
divide .heal.th workers from each othBr and prever-it 
them from r.ealising common interests. These pa.tter:ns 
affect · physicians (64), nurses (165,_ 66), and 
technical and service_ workers who comprise the 
fastest growing segment of the hea1lth labor force 
{67-72): s·u,reaucr.atisa,tion, un'ionisa,t,ion,. ·state 

1ipterve,n.tion, .. and the potential '_'pr.oletarianisation" 
of professio·na'I hea'lth workers may a'lter · futu.r.e 
.pa,ttetns of st!-atification (73). · · 

Occu,pational Mobi.liSV" .. 
Class mobHity into professional positions is 

quite :lir:ni,ted, Investigations of physicians' ciass 
bacl<ground' in both Britain and the U-riited S1ates 
have shown a consistehtly small reI:uesentation of 
the -lower middle and wor.kin·g classes. 1among. medic a I 
stud1,mts, and :practising: doctors (23, 24, 74: 75). l'n 

_ the United · Sta·t~s, ,historical documentation is 
~-- avf)ila'ble to trace changes. in class rnobllit,y during 

the twentie.th century.. ·A~ Ziem '(2.3, 24) has fo1:1nd 
despi,te s_ome ·recen.t impro.vements for other dis­
advant{lged gr:ol!l.ps-:lil<e blacks and women, ,recruit• 
mer.i:t .of wor-king .. class medica:I, ·studemts -has 'beeA 
very l1im_iJed since shortly after. pll'blication of the 
Flexner B~port. In 1920, 12~{ of medical students 
c~me from workin•g cl~ss families,. and . t,his percen­
tage has stayed almost exactly the same uAtil the 
pr~s-~n! time. . . 

'Emer.gence or Monopoly Capital in the Hea:lth 
Sector · · 

D.uring the past cerifory, economic ca.pi,ta-I has 
:become more conce~,trated ',in. ·a smaHet numbei o'f 
_companies, the monopolies. Mooopoly ,capital· has 
emerg_e? i-n essen.tiaHy,all advanced,capitailistnations, 
wt.Jere the 1p.r.ocess ·of -monepolisation has r.ei,riforced 
pri·vate .corporate profit FO,. 7·6-, 78'). (In a .much 

! -different form. monopcJisat_io'n also :occurs wi,thin 
socialist ce,unt-ries, wber.e the •state .OWl'ls major 

r _capital assets and .· strongly limits.' pr,ivate .p-r.ofitabi­
.lity)-. Monopoly capital. has. become a, ,,prorniinent 

· featur.e •of most_-ca,pitaHst heal.th systems and ,is 
, manif~st i:n, sev_era.l Ways. 
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. Medical <:;enters 

. Since ·about ~191 o:,. ·a continuing grow,th · ,of 
ru~dical_center.s has occimed', usually i,r.r a,f.tiliation· 
with_ 1;Jrniversities: Caµital is highly concentrart~d -in 
these medical centre.s, which are heavily oriented 
to ad~anced technology. Practitioners .have received 
trqi,!1ing: whe~e. :technol_O!:JY 'j~, avaiJa·bl~ and ~p_e,ciaili­
sa,tiOA is highly .. val<Ue_~. _ Par.tl.y ,a,s a ,result, h"ealtf;l 
wor,t<.er~ are_often reluc-tar:i,t.to pra~tise ,iin.areas with­
out_ easy_ 8CC7SS to medi~al centers. The neai:ly 
unrestricted growth_ Qf medical centers, coupled 

. w.ith their key -role in rnedica1I education and the 
"tec'hnolog_ic -imp_erafr,~e:·~ .~h~y encQu.ra_ge, ha?· COl')f­

ributed to tp~ malaistribution of. health1 workers and 
facilities through:out· the.-"t:fnited . . .States and' within 
regio!'}S (3~, 6:1). 

;~inance Capital 

MonopoJy capital also has-beeri a1pparent i:n the 
position ,of .banks,-:t~usts ·.and insur.ance• companies 

.tt.le ·largest · pr.ofi.t mal<ing corporati'o.ns u.nd·e;· 
capitalism. For - exampl·e, in 19731. -the flow of 
hea,lth-insurance dollars· :tnr.ough. ,pri,v.a;te insurance 

.rom13anies '-'.Vas ·29· billion:; about hal-f e,f the total 
insur.ance • sold: Among• cornroerciat -insifra:nce 
companies, capital is highly concentr.a:tecf; -abo,ut 
60% of the h~alth-~nsU'rance . industr.y is con,trolled 
bv. the 10 largest" insurers. ' Me.tropolitan Life and 
Prudentiahfach _control rryore than 3'0 bj.(:iion ,dollar-s 
i:n assets, more than Ge,n'era'I Motors, S.t~·nci'ard Oiil -of 
'New .1.ersey, or lnfern.ationa1I· 1felephoh~ a,nd 
'Telegraph (60). 

:F,i,f1aince ·capita1I fig,ures. '.Prominently" •in cwnent 
hea,1,th r.eform proposals. ·Most plia,ns .for ~naitiona·I 
healt_h instJr?nce ,Would· permit a,1coritinwin..9 role t,0 :;, 

thednsurance industry (79·,80,). Moreover., -cor,porat,e 
investmen.t i1n hearth maintenance organisations is 
i,ncre-astng, ·ur:icler the· ass1:1rnJ!)tion ' that national 
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heal,th ,ins·urance, when enacted, will assure the 
profitability of th~se ventures (81.) 

The "Medical-Industrial Complex" 

The " military-industry complex" has provided a 
model of industria'I penetration in the health system 
popuJarised by the term, "medical-industrial· comp- ' 
lex." Investigations by the Health Policy Advisory 
Centei (82,83) and others have emphasised tha,t 
the exptoita.tion of illness for ,private profit is a pri­
mary feature ot the hea'lth systems in advanced 
capitalist societies (64). Recent reports have 
cri,ticised the pharmaceutical and medical' equipment 
industries for advertising and marketing practices 
(82-86), price and patent collusion (87), mar-keting 
of drugs in the third world before their safety is 
tested f88-89), and promotion of • expensive 
diagnostic and therapeutic innovations without 
controlled trials showing their effectiveness 
(13.so-sn. 

In this context, "cost -effectiveness" analysis 
has yielded useful appraisals of several medical 
practices and clinical decision-making, based in 
part on analysis of cost re'lative to effectiveness 
(94-1'00). Although recognising its contributions, 
marxist researchers have criticised the cost-effecti­
veness approach for asking so':'e questions at the 
wrong level of analysis. This approach usually does 
not help clarify the overall dynamics of the health 
system that ·encourages the adoption of costly and 
ineffect,ive technologic innovations. The practice 
~valuated by cost-effectiveness research generally 
emerges with the gr-owth of monopoly capital in the 
health system. Costly innovations often are linked 
to the expansion of medical centers in the health 
system, and the promotion of new drugs, the 
pe·netration of finance capital and instrumentation 
by medical industries. Cost-eff,ectiveness research 
and clinical decision analysis rernaiA incomplete 
unless they consider broader politica,I and economic 
trends that propel apparent irrationalities in the 
health system (90). 

Inter.est Group Politics 

Marx argued that class position and ,economic 
resources usually determine political power. He 
noted that the domir.iant economic class is composed 
o f var-ious groups w ith sometimes different interests. 
Although these groups u.nite when they face basic 
threats from the working class, t heir varying 
iralerests generate contradictior.is that can provide a 
focus f.Pt political strategy (101-105). In.studies 
of healt,1 car:e, the analysis of interest group politics 
has foc1:1ssed mainly on the tJAi,t~d Sta,tes and 

.:_~reat ·Britain (106.--1; 10). This approach demystifies 
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the policy recommen~gtions o~ many groups 
advocating lhea1,th ,reforms. From this ,perspectiv,e. 
these groups' viewpoints and proposals reflect 
large,ly their ow n political and economic in,terests, 
rather than simple concern for -improving the health 
system. 

Alford's (106,107) research deli•neates t1hr.ee 
major interest groups V¥ing for povyer ~nd finances. 
The professional, monopolists fncl ude physicia•As, 
specialists. and health research wor.kers in medical 
schools, u:riiversities, or f!)r-ivate practice. The main 
consequence of their activity is a "continua-us 
proliferation of programs and projects" tfuat 
"provide a symbolic screen of legitimacy while 
mai1ntaining power relationships" in the· health 
system. 'Corporate rationalisers' are -persons 'in top 
positions w ithin health organisations : hospital 
administrators. medica·I school deans, and public 
health officials. The corporate rationalisers•~overall 
eff.ect, according to Alford, -is to complicate aind 
elaborate the b"ureau.cratic' structures of the health 
system. As third interest group is the diverse 
community popul'ation actually needing and affected 
by health services. Generally, Al.ford observes, this 
interest group's efforts are likely to faii. A high 
probability of cooptation means that leaders may 
assume symbolic p5>si·tlon_s on advisory 'boards or 
planning agencies, without real change in• power 
structures. 

The analysis of intere;t group politics has pro- . 
ved helpful in understa,nding local contro\lersies 
such as attempts at community control of health 
institutions (111 ) ; conflicts among the govern(ng 
boards, administrators. and professional staffs of 
hospitals (112); fa.ilures in compr,ehensive health 
plapning and regulation (1 13-1'16); and the expan­
sion of medic~I institutions into urban resiaential 
areas ( 11 7-1 20). A similar perspecti,ve has led ,to a 
clearer picture of national health poli.cy decisions, 
for example, those pertaini1ng to cancer research 
and occupational health legislation (83-123) .. 

These studies' implications tor r-eform wi,thin the 
present system tend to be pessimistic. Because an 
"instituiional and class structu,re creates and sustains ~ 
the power of the professional monopolists and .....__ 
corporate rationalisers". -Alford writes, "change 
is not likely without the ,presence of a socfa:I1 a,nd' 
poli·tical movement w 'hich ,.ejects the · legitimacy of 
tbe economic and social base of ph11r-a11ist politics ... 
(106). 

The State aAd State Intervention 
Because the state encompasses the . major 

institutions of political power, its stra.tegi~ import­
ance is obvious. The state acts generally to· repress 
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revolutionary social change or poli,tical. action that 
threatens the present system in any fondamental 
way aftet socialist revolutions, the stato apparatus 
must persist for a long time. but with ,greatly 
modified functions. Before focussing on health qar,e, 
a brief overview and definition of. the state are 
necessary. , 

Marx and Engels emphasised g1:>,vernment's 
crncial role is protecting thei capitalisit economic 
system and the interests of the capitalist class. 
The famous. homily of The Communist Manifesto, 
was "the state is the executive committee of the 
bourgeoisie" (2), Lenfo (124) concludEid that the 
capitalist class would intervene forcibly to block 
any electoral victory that seriously thr,eatened the 
private enterprise syste!TI~ More recent analysts have 

, studied the stmctura,I pattems tha,t p,reserve the 
dominance of the capitalist class over state policies 
(53. 69), the mechanisms by which the 1state eases 
the recurrent economic crises-of the capitalist system 
,(125-127); and ideologic techniques by which the 
state reinforces popular acquiescence '(128, 129). 

In this context the following definitlion, though 
limited by the subject's complexity, is appropriate. 
The state comprises the interconnec:ted public 
institutions that act to preserve . th1:> capitalist 
-economic system and the interests of th1:> capitalist 
class. - LThis defini,tion includes the· executive, 
legislative, and jrudicial branches of government, 
the .military: and the criminal justice· systern all of 
which hold varying degrees of coercivEi power. It 
also encompasses relatively noncoercive ilnstitutions 
within the educational, public Vofelfare, and health­
care systems. Th!ough s,uch noncoercive institutions, 
the' . state offers services or conveys ideologic 
messages that legitimate the capitalist system. 
Espe~ial'ly in periods of economic crisis, the state 
can use these same institutions to provide public 
subsidisation of private enterprise. ' 

The Private- Public Contradiction 

Within the health system, the "pubUc sector," as 
;;µ. part of the state, operates through p-ublic expen­
- · ··ditures and employs health workers in pulblic institu­

tions. The "private sector" is based in private 
practice and companies that man ufacture medical 
products or control finance c;,ipital. Nations vary 
greatly in the priva1e-public duality. In tthe United 
States, a dominant private sector coexi:sts with an 
incre~sing1y large p'\Jblic sector. The public sector 
is ev-.:~, larger in Great Britain and Scandinavia. In 
Cuba and China, the private sector essontially has 
been e'liminated (64) . 

A genera,! theme of Marxist· anal-ysis is that the 
private sector drains public resources and health 
warkers· time, or1 behalf of ,private iprotit and·to the 
detriment of patients w,ing the public sector. rhis 
Jrall'!ewor.k has help.ed to explain some ofthe problems 
that have arisen in such countries as Great. Britain 
(75) and Chile (130, 131 ), where priva,te . sectors 
persisted' after the enactment of national health 
services. In these countries, practitioners hc!ve. faced . 
.financial' incentives to 'increase the scope of private, 

r practice, · whi'ch they often have conducted 
within public hospitals or clinics. In the United 
States, the expansion of public payment programs 

isuch as Medicare and Medica aid has led to 
increased public subsidisation of private practice 
and private hospitals, as well as abuses of these 
programs by individual practitioners (64). 
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Similar problems have undermined other public 
health programs. These programs frequently · .have 
obtained finances through regressive taxation, ,plac­
ing low-income taxpayers at a relative- disadvantage 
(79). Likewise, the deficiencies of the Blue Cross 
and' Blue Shiefd i.nsurance plans have derived iargely 
f rom the failure of public regulat-0ry agencies to 
•control payments to practitioners and hospital's in 
the private sector ( 132). When enacted, nat-ional 
heal,th i-nsurance also wou,ld use public funds to 
reinforce- and strengthen the private sector, by 
assuring paymer:i.t lor hospitals and 1ndividual .phvsi­
cians and possibly by permitting a continued role fo'r 
commerci,al insurance companies (64, 80). 

. Throughout the United States the,problemsofthe 
private-public contradition are becoming; more acute. 
In most large cities, public haspitals are facing 
cutbacks, closure, or conversion to pr.ivate. owner­
shfp and control. lhiS' trend heightens row-income, 
patients' difficulties· in finding adequate health care 
(133) . It also reinforces private hospitals' tendency 
to '•dump" low-income patients to public institu• 
tions (13~). 

General Functions of the State within 
the H~alth. System. 

The state's functions in the health ·system have 
increased' in· scope and ·complexity. In the fi rst 
place, through the health system~ the state acts to 
legitimate the capitalist economic system based in 
private enterprise (135, 136). The history of public 
nea,lth and welfare programs shows tha,t state exp• 
enditures usually increase during periods of soci~I 
protest and d'ecrease as unrest 'becomes less· wide­
spread (137, 138). Recently a. CongressionaJ 
committee summarised public opinion surveys that 
uncovered a profound tevel of dissatisf~ction with 



government and particularly with the role of 
business interests in ,government polides : " ... 
citizens who thought something was 'deeply wrong' 

· with their country had.become a_nationa·I m~jority ... 
And. for the fir.st time in the ten years ot opir.iion 
sampling b y the Horris Sur_vey, the1 gr-owiing 
trend of public opinion towards disench,rntm.ent 
w ith governme.nt swept mor~- tha,n haU •of all 
Americans with.i t" (139). Vndersuch circrumstances, 
the state·s predictable •r_!:!sponse is to exp1rnd . ·health 

· and other welfare p~rograms. Th~se incremental 
reforms, ~t least ,i,n part, •reduce the l~gitimacy 
crisis of the capitalist system by restoring confidence 
that the system, can meet the people's. b,1sic neeqs. 
The cycles of politic<!I attention devoted ito national 
health insurance in the United States appear to 
parallel cycles of pof)ular disco~tent (135). Recent 
cutbacks ·in p,ublic health services to low-income 
patie.nts fol low the decline of social protest by 
low-income groups since the·1·960s. 

The second major fonction of the state in the 
health system is to protect and reinforce_ th~ private 
sector. mor.e directly. As. previously not~d . most 
plans. for national health insu,rance would permit .a 
prominent rol; a~d continued prpfits for .the· ·private 
insurance industry, particularly .in. the admi,ni~tration 
of payments, record keeping, ·and .data collection 
(64,80, 140) . Corpora~e-partidpation in 1new heal.th 
irii.tiatives sponsoFed by the st_ate - including health 
maintenance organisations,. preventive· screeni,ng 
programs, computerised components of· professional 
standards review organisations, algotithm and , 
audiovisual aids for patient education programs - is 
providing ma1or so·t:Ucesof•expanded ·profit (81,141). 

A 1hird (and subtler) function of the· state is 
th~ rein.forcement of dominant frame'!Vorks i:n 
scientific and clinical medicine that- am consistent 
with the capitalist economic system and the suppre­
ssion of alternative frameworks that minht threaten 
the -system. The United States· gove1rnment has 
provided generous funding for research on the 
pathophysiol'ogy and treatment of specific· disease 
entities. As. critics even within goverinment have 
recognised, the disease,-centered appr-0ach has 
reduced the level of a·nalysis to the: individual 

• organism and~ often inappropriately, hats stimulated 
· the search for unifactorfal rather than rnultifactorial 
origin (142) . More recently~ anal,yses emP.hasi~irig 
the impor.tance in indivjdul "lite·~style" as a ca use 
of disease (14, 143. 144) have receiv!'ld prominent 
attention from state a.gencies in the l:J nited States 
.and Canada (145, 146). Clearly individual differ­
ences in personal habits do affect health ·in all 
societies. o,n the _other h~nd_. the lifestyle argument, 
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perhaps even- more than- the e<!~lier ernphasls on 
·s.pecific ~ause, obscures 1important sou,rces- of 1ill­
ness and disability in 1:he c;apitalist work · process 
ain.d industri'ahmvironment; ·it also puts the· ,burde·n 
of the health squarely on the individual, r.ather than 
seeking coUective sol utions to health problems 
(147, 148). 

The issues that tlie state has downplay,e.d.·in i,ts 
research and de'!elopment progr.ams are w,ortll .not-

,. rng. For example, based on a.vaiJable data, it is 
estimated that . in Western industrialised societies 
environmental factors are invo'l.vedi in• the etioJogy 
of approximately 80% of all cancer (149). · In its 

• session on "heal.th and' work iri Arrieri·ca:· the 
.American- Public Health Association in 197,_5 produ­
ced an exhaustive documentation, o,f, common 
occupational carcinogens ( 150). A task force for 
the Department o,f H ealtl:t, Educijti:011', a11i1d Wei.fare 
on . Wo1k in America, published by a nongovern­
ment press in· 1973, 1reported '• l'r.i an impr:essive 1·5-
year study of a·ging, the strongest predictor of 
longevity was work ·satisfaction . . T·he se.cond best 
predictor was overall ·happiness' ... Other factors 
are undoubtedly important -diet, exercise, medica.l 
care. and ge~etic inheri'tance. But .research fifldings 
suggest that these factors may account' for only. 
about 25 pe~ cent of the risls. factors in. heart 
dise·ase, the major cause of. death ... "(153). Such 
findings are· threatening to the current organisation 
of capitalist production-. They have recei,;,edi ,little 
attention or support from state agencies. A l rame­
work for elifrica,I i,nvestigation that links •disease 
directly to the structure of capitalism is likely to 
fac·e indifference aQd active ,discouragement from 
t he- state. 

Limits and. Mechanisms of State Intervention 

State intervention faces certain structural l'imits. 

.. 

Simply summarised, these limits restrict state i~ter­
vention to policies and programs that wi'II not 
conflict in fundamef)tal wavs with capitalist econo­
mic processes based on private profit, or with the 
concrete interests of the capitalist class _ during 
specific historica'I periods. -.,.._ . . 

"Niegative selection mechanisms" are forms of 
state intervention thE!t exc_lude innovation~ or activi­
ties tha.t chaUange the capita:list system .('125, 126). 
For example, agencies of the state may enact oc­
c1:1patior.1al health ,legislation and enforcement 
regulations. However,. such reforms will never 
,reach a l_evel strict enough to in:terfere witl;i profi­
tability in _specific industr,ies. Nor will state · owner­
ship of industries responsible for opcupational or 

•. . 
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environmental diseases occur to any major degree 
.( 135 ). 

Negative selection also applies to the .potential­
alisation o.f the heal,th.system as a whole. In ,:nost 
capitalist societies, the state generally has opposed 
structural changes that in,fr.inge on private medica1 
practice; private control of most hos'pitals; and the 
profitabili,ty of the pharmaceutical, medical· equip­
ment. insurance, and other industries operating 
in the health •system. While excluding na.tiona·lisation 
through negative selectilln. the state sponsors r 

incremental· reforms that control excesses in each of 
these spheres, thus maintaining the legitimacy of 

· the whole • . As. ·an example of negative selection . 1 

congressional deliberations in the United States 
sy~tematicallyexclude serious consideration of health 
service (as opposed to national health insurance) 
th3t migr.tt question the appropriateness of private 
medical practice or the nationalisation of. hospitals· 
( 152 ). Another examp'le is governmental regulation 
of the drug and insurance irrdustries; . aside from 
its erratic effects, state regulation rnles out public 
ownership of these industries .. 

The state also (can use "positive selection 
mechanisms " that promote and sponsor policies 
strengthening the private enterprise system and the 
interests of capital { 125, 126 ) . The positive selec­
-tion of financial reforms like health' insurance, for 
instance, contrasts sharply with· the excl-u~ion of 
organisational reforms that might change .the broader 
political and economic structures• of the present 
system· ( 1 35 ) • 

Medical Ideology 

Ideology is an interlocking set of ideas and 
doctrines. ·tha·t form the distinctive perspective of 
a social group. Marx introduced a distinction 
between two levels of social structures. The "infra­
structure", or "economic base," comprises the 
concrete relations of economic production; social 
class, as determined by ownership or control of . the 
means ,of production, or both, is 1he, primary feature 
of the infrastructur!! On the other hand, the 
"superstructure" includes govemmen,ta,1, a,nd, le,gal 

--:-e' iostitutions. as well as the, dominant ideologies o'f 
a specific historical period (39),. lhe events of histo.liy, 
in the Marxist perspective emerge mainly from 
economic forces; 1his "economic determinancy" gives 
causal primacy to the sphere of production and 
class con,flict. Thus. the economic infrastructure 
generafly determines features of the superstructure. 
l,deology arid other parts of the superstructu-re, 
however, help·. sustain and reproduce the social 
reladons of production and, especially, patterns 

·ot domination ( 153, 154 ). Marxist analysis emp­
h~sises the subtle "ideologic hegemony" .by which 

· institut_ions of civil society { schools, church, family, 
and so forth ) promulgate 'ideas and beliefs, that · 

·support the establish·ed order ( 129,155}; the 
·" ideologic apparatuses" that the capitalist class 
uses to pressurise state power ( 1,28 ); and the 
ideologic features of modern science that legitimate 
social policy decisions made· by "experts" ih .the 
interests-of the dominant class (156). 

Along with other institutions such as the educa­
tiona·1 system. family, mass, media, and· organised 
religion, medicine promuJgates an ideology that 
helps mairntain a_nd reproduc.e· class structure and 
patterns-of domination. Medicine's ideologi.c feature 
,il'l no way diminish the efforts of individuals who 
use currently accepted methJds io their clinical 
work and research . .Nevertheless, medical. ideology, 
when analysed as part of the broad social, super­
structure, has major social ramiiications beyond 
medicine itself (157). Recent studi~s have. ide·n,tified 
i;everal c.omponents of m?dem medical ideology. 

Oistur't;,ances of Biological Homeostasis ar:e 
Equival'ent to s·reakdowns. of Machines 

Modern medica,I science views lhe human 
organism mechanistically. The health professiona.l's 
advanced training permits_ the recognition of specific 
causes and treatments for physical disorders. Tf:ie 
mechanistic view of the ·human· body deflects atten­
,tion· from multifactorial origin, especially causes· of 
,dis.eases that derive · from the environment, work 
processes, or social stress. It. also reinforces a 
geperal ,ideology that attaches positi.ve evaluation to 
iodustrial te.chnology under specialised · control 
,(5,.135, 158, 1.59)·. 

11 

Disease is a Problem of the Individual 
H_uman Being 

The. unifactofial model of disease contains 
red,uctionist assumptions, beca·use it focusses on 
the individu~I rather than the ilJness-generatin.9 
conditions of society. More recently, a similar 
reductionist approa~h has discovered' sources of 
illness in. lifestyle. In both cases, the responsibility 
for _disease and cure rests at the individual. rather 
t~an the · collective level. In this sense medical 
science offers no basic critical approach of class 
structure and relations of production, ·even in the 

• implications for health and illne~s ·(J 35, 1.59}. 

Science Permits the Rational Control of 
Human Beings 

The natural sciences have led to a ·greater control 
over nature. Similarly, it is often assui:ned that 



modern medicine. by cmrecting, defects of indivi• 
duals, can, enhance their controllaoility. The quest · 
for a reliable work force has been one motivation 
for the support of modern medicine by capitalist 
economic- interests (19, 26). Physicians· certification 

• of illne·ss historically has expanded or contracted to 
meet indt.Jstry's need for labor (160,· 161 ). Thus, 
medicine is seen as contributing to the 1ational 
governance of society, and managerial principles 
increasingly are applied to· the organizatiqn o,f the 
health system (1 .13-115). 

Many Spheres of Life are Appr~priate for 
Medical Management 

This ideologic assumption ha!i led to an expan• 
sion of medicine's ~ocial control function. Many 
beha.viours that do not adhere to society's norms 
have become appcopriate for management by health 
professionals. The "medica'lisation of deviance" and . 
health workers' rol·e as agents of social control have 
received critical attention (14, 64, 162· 166). The 
medical management of behavioral difficulties, such 
as hyperkinesis and aggression: often coincides with 
attempts to find specific biologic lesions associated 
with these behaviours (167-171). Historically, 
medicine's social. control function has expanded in 
periods of intense social protest or rapid social 
change (1 72), 

Medical Science is Both · Esoteric and Excellent 

Accarding to this ideologic principle, medical 
science involves a body of a_dvanced .knowledge 
and standards of excellence in both research and 
practice. Because scientific knowledge is esoter!c, 

• a grol.fp of professionals tend to hold elite positions. 
lacking this knowledge, ordinary people are 
dependent on professionals for interpretation of 
medical data. The health system therefore repro­
duces patterns of domination by "expert" decision• 
makers in the workplace· government, and many 
other areas of social life (1'73, 17 4). The ideology 
of .excellence helps ju.stify these patterns, although 
the quality of much medical research and practice 
is far from excel'lent, this contradiction' recently has 

. been charac.terised as "the excellence· decepti9n" 
in medicine (1 76). Ironically, a similar ideology of 
excellence has justified the emergence of new • 
class hierarchies based on expertise in some coun­
tries, such as the Soviet Union, that have under· 
gone socialist revolutions·. Other conutries, such as 
the People's Republic of China, have tried to over­
come these ideologic as$Umptions and develop a 
less esoteric "people's medidne" (176). · 

Studies of medical ideology have focused on 
pu9lic statements by leaders of the profession (in 
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professional journals oc the mass media). as well · as 
state and corporate officials whose organisations 
regulate or sponsor medical .activities (177). 
However, health prof~ssionals also expr_ess ideplogic 
messages in their face to face i nteraction wlth 
patients (160, 163). The transmission of ideologic 
messages within doctor-patient interaction currently 
is• the subject of empirical research (178-180) 

Comparative International Health Systems 

, Marxist studies have focussed on three topics in 
this area: imperialism, the. tra1J&ition to socialism, and 
,contradictions of capitalist reform. 
i 

Health Care and Imperialism 

lmp~ri.alism may be defined as capital.'s expan­
·sion beyond national boundaries, as well as the 
social, politic'al and economic effects of this expan­
sion. Imperialism has achieved many advantages for 
economically dominant nations. Marxist c.ritiques 
have dealt with imperialists of both advanced capit­
alist countries and socialist superpowers (especially 
the "social imperialism" ofthe USSR). (28, 181,182). 
Health care has played an important role in several 
phases of imperialism. 

One basic feature o~ imperia,lism is .the ~xtraction 
pf raw materials, and human ca1pi.talJ which move 
from third world nations to economically domi~ant 
countries. l)lavarro ( 183) has analysed· how cthe 
"underdevelopment of health" in the third world 
follows inevitably from this depletion of natural and 
human resources, The ext;action of we"alth 'limits 
underdeveloped countries' ability to construct 
effective health systems. Man.y iJ"hird World countries 
face a net loss of health wokers who migrate to 
e~onomically dominant nations ahf?r expensive train­
ing at home. WOTkers abroad who are employed by 
multinational corporations a'lso face high .risks of 
occupational disease (184) , 

By imperialism, .corporation·s seek a, cheap labor 
f.o~ce. Workers' efficiency was one impor.tant goal of 
public health programs sponsored aproad, especially 
in Latin America and Asia, 'by philanthropies close·ly 
tied to, expan.ding industries in· the :United 'States 
(27,27.). Moreover, population-control programs 
initiated by the United States and other dominan,t 
countries have sought a more relial:jle participa-tion 

.by women in the labor force (186, 186). 

One tbrust of imperialism is ,the creation of .new 
markets for products me.nJfactured in dominant nati­
ons and sold in, the third world. This process, 
erihancing the accumulatian of capital by mul,tinational 
corpor~tions, is .r:iowhere clearer than in• the 



phar_n:iaceu.tica·I. afld medical equipment .industries 
(88,8.9). The monopolistic chatactei of _thes.e indus• 
tiies · as well as 'tt:ie .stultifyi:ng impact that imported 

. technoiogy has exerted on focal reseamh a,nd deve­
lopment, has led to the advocacy of nationalised 
dr.ug and equ'ipm"ent fiormu'laries. i-n ·several countries 
(187,188) . . . ., .. 

., l'mperiali·sm tei.f.l'forces~ '.inter-national ·clas·s rel a•• 
tions, anti medicine contributes to this phenomenon 
(54, 18.9,). As -'in the U.-S., · medical ·-professionafs 
·in •the·third world -most ·often come from higher in-­
come-'famili'es. 1EtteA when·they do not; they freque·n.tfy 

;vie-vv medicine as a,.,rc(>'.ute,, .of -upward mobility. As· a 
,resulf,.medi·ca'll professi'omil's t~nd ·to ,a.lfy thernesefves 
with the capitalist class, the· "n1a,tiona:f bourgeoisie'\ 
of thi'tdworf'd countries. They also frequently support 

-cooperativ.~ ''linl<s bet.ween-the :focal caplitalist class 
·and -business <interests·.,in economicalJ.y ·dominant 
-countries. The c'lass, positiqh of ;heal:th professionals 
has led th·~~. t<;> .r~~lst'_ social .• ~ha,nge .that would 
·threaten-cwrent c-lass -structure, either .nationally or 
inter.~~ti~nali-y. ·Similar. :pa.tter.n~ ha'!e e.mer_ged in 

0

sow.e . p,o_st~r.e_,':O,lutlon;ny-.;.,sqc;iei.ti~. In the !JSSR, 
.profe?siqnals' n.eW. cl.as$. .. posi;t•iPn,,b<!sedQn !:lxpertise, 
-has caus~<}_t~~fl'I_Jo.a~t .as ~- .r:ej~tj,v:ely· conservative 
:9f~_1.;1p.in ;peri~ds c;>f s_o_qia'I .c'.ha;nge ·(28). EH,tist te.n­
,d~p~ie~ ;ii'! th!:l ,post 'rf:lv~I ut_iOf"!<!,Y ._.C upan professiorr 

. .also, have. receiv.e~ cr;i!ic;isrn, fr;~~- Marxist analysts 
,fl ~O, 191) ; siudi,es o.f's_eyetal c~rnn~r\es have 13n13ly• 
-~ed., the .relation ,a11Jon9:. ·cJas_s-, jmperialism, and 
1pro,fessional fe·s~stan~e,tQ,~hang~_(1·30, 131, 19Q-1-95). 

Frequ·ently imperia•Hsm has i·~volved'' 'direct 
miliitary c~nquest; ·recer:i.tty .. health woikers have 
assu:m~d.military or .P~rar,;ii(itary _ro'les 'in Indochina 
.and No'rthem Afriq"a .. (19€t-1 s·s). Ii ea Ith i·nstitutions 
also ,have tak~n ,pa_rt as .base.~ for ~ou~ter-ins.urgency 
'a.o·d __ l_ntel!i,~e~~e. operati~'ns ·in ~atin A~erica· ~ng 
Asia (199) . 
. ,,.,. ~ .. ' - ·: ~ . . 
· Health ·c,!re'and' th"e,:Transit:fon to Socia,lism ·- ·=··· ., ... · . : · .-"~·"t.· " ; ·, .. .. · 
, The number o:f nations undergoing soeiallst 
rE!vo.lu,tiO[ll> :·,t.las,. i:ncrease.d . idra.ma.ticall'y- .in. ;recent 
ye~.r.s,_pa~tic;,l;!l_arl_y in. A~ia1.a11d .Afri.ca bu.t. also . in 

~,parts of.La.tin · America~ .tbe ·Caribbear:i and:Southern 
. £uir.ope. ,Socialism is ,no panacea1

: N u.merous prolj)'lems 
h'ave arisen in all countries that have e~per,ienced· 
socialist re.volutions: The c,ontradictions that -have 

·· ·· em·erged'.Jn · most -~o~-rev~lu:i onary cQuntri~s. are 
. deepl,y trOl:lDling to' Mar~ist?_; .. if]ese _contraclic-tlons 
have beei;i the· subject of 'interiMve analysis an,d 
debate. • · · · · ··. • · ,. · '. . ' ·. - . 

;_ .. On sth.e. -oth.e.r .hand;. socialism ·· can · l:5roduce 
major ·imo.difo:;atiQns 'in-. health~s.ystem· ,org·anisation, 

• t • 

• •• ' • .,., : I 

inut~ition, ·saRitation. housing and other services. 
These• changes can lead, through a sometimes com• 
plex chain •o.f events, to, remarkab-fe ,improvements in 
health'. The tnorbidity and mortality. trends: that 
.fplfowed socialist revol·utions i·n stich countries -as 
Cuba- ,aind• China -now are .wen ·l<nown · (1'90,t91:. 
200-207). -The transition to ·so·ciali~m· in· every case 
has resul'ted~in reorganisation of the ·'health system, 
emphasising- -better .distribution of health · eare 

·· facilities 1 and, ,person.nel, Local· politi'ca•J. groups in 
the· commu_ne, f:!eighbourhood,: or workplace ha,ve 

,, assumed responsibi1lity for health ,education and 
preventiv·e medi_dne programs. C_l'ass-strugg.fe conti­
nues throu,ghou.t th1ttransi}iQ,:i Jo soci~,liS!Jl, .~uring, 

, Chile's brie,f per.iod of: socialist gover.nment, r:na'n,y 
·p.rofessiona1$ ·.;~si&t~d_.~der.nocrati$ation of ·health 
!n~titutions and sup~·orted. the capita!ist ~lass that 
,pr-evious,ly and s.u-b,seq.uen,tly ruled the , · c9u ntry 
{130,131.,1!:l2-1,95).. Countries s1:1ch. as China and 

I • • ~ - • • • 

Cuga elimjna~1:10 th.e rnajot source ol sqcial _class: 
the pri-vat~ ownership of the .means ef productio111. 
How~vEfr, . :3s me~~io~-~9 .pi:eviousl.y, n~w ·clqSS • 
relaiions began to emerge th_at_ were. based •Qn 
differ,~n,1ia_1- experti.se., 1-jea,I,t~; ,professionals r,eceived 
jar,ger· .safaries- and· .maintai~ed higher I·e.vels · :o.f 

• , ... . • ... • . . • i ' 

_prestige and aut h9riW: _On.e /ocus of· the ~.hin.e.se 
Cultural· Revoiution was 'tlie str,uggle against the' 
new dass ·ot' experts that haa-gain~d power-in the 
health •system ~ a.nd elsevi,.~e:e,-,·iin soci~ty '(5'6; 202'):. 
O.ther ·caun-tr.ies, incl1.:1c:ffng·· 'Cuba; l'ia.ve· nqt con­
fronted th_ese ne":'..:elass_ r~~fa,t~'ons a~ explicitly (1; 91.): 

Improved ·heal,th care remains !:inked· to the . . .. \ ' ~ . . ' . 

general lev.el of economic developr:ner:i.t. In some 
{\frica·n .nations, f~~~i,nst<!nce~. s~ver.e,pov.e,ty,,.tiamP,er~ 
org.anisadonaJ a,:ie .,;>rograr;nmfltic cha·r:iges. Countdes 
like Tanzania .irid Mozarnbi1:1.ue hav,e .undertaken 
~eahh planning that ~i~s· general ec_onom_ic ·develop,­
merit tQ i·nnQva,tions in: health c.are: .(208-'2U } . ' . , - .. . - . 

Contradicti'ons' of Capitali~t Reform 

• ~!tho~gb:.they ~retai,n the essential ,feat11res of 
their ca1pi,talist ec;.onomic ~ystems, several nations in 
Europe and Nor-tti .A.r:n~ri(?!3 have instituted ma.jar 
·reforms in therr hea'lth ·syst~r.rii;. Some fe'forms have 
proquqe(i, l;>e~eficiaJ e'#ec.ts th.at ,poli.cy · ,makers view 
?IS P.Pl>s[b!e mod.els. for ·the- l:.l'nited States . . Hecer:it 
Marxist. studies; a~thoiu_gh, .acknow ledging many ~ 
irnprovements,, h a:v.e .rievealed' tre·uiblesome contr,adic., 
tions tha,t seem. inher,en,t-in.r.1;if.or111s attempted: wi-thin 
~api.ta:list.;rv,stem~. ·:t:h.es_e ,studies· c;;oncl·usions; are 

.. no,tppt/.mi_~t!C a_b,o_u,N~e Sl:!Qqessro,f prj>pose<i reforms 
fn, t he United States-. • , • 

1'3 

- ;, -_ . - ..... . ,.,. . -, 

: ·•, · G·rea-t:.BtiUli1rfs' ··rta'tio-n·at .'1nealt1'1 SefVic·e has 
: aitrac'teo· ·great· i,"nterest: :Serfous "pfobfems · have 
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balanee.d many ·of the u.ndenfabl~ ,benefits that the 
18,ritish hea'l.th service has achieved. Chief among 
these probl'ems ,is, the r::irof_§ssional and corporate 
d'omi.nance tha.t lhas, persisted: since the seivi$;:e.'-s 

'.h1teptio.n,, iOescision-.making: 1bodies ·contain. lar,g.e 
pro.por.tions of ,professi9nals, sp~cialists, bankers 

·.and corpora.te ,executives, :mamy of whom. have 
• • ~ I 

direct or indirect rlin~s with ,pharma-ceu,tical and 
:medical equipment indust.ries (75, 110). 

The private-public contradiction, discu~sed 
ear,lier, has ·remainedl a. so·urce· of con•flict in several 
co1mtries that have· esta'blished national heplth ser­
vices or universa,I insurance progr.aliT.\S. Use of public 

· facilities for private- ·prac~ice has ge.,:,era,ted' criticism 
focusing on public subsidisation o'f the private sector. 
:fA :Britain; for·exampl'e, this corncem (aJong with more 
genera'! ofgaraisa.tional· problems that impe~ed' com­
.preheF1sive -care) was a .primary motrvation for the 
recent reor.ganisation of the national hea!t-h service 
('11'0). In :Chile, ·the attempt•to reduce·· the--us~ of 
public facilities for private practice led to crippling 
oppo~i·tion tram the organised me,dical profe~sion 
'\ 13·0~ 131 1 19~). The private:.,public contradicti~n 
wit( contili1oe to cr~ate COf.)flict and ilrniit. progres~ 
when· countries institute ·oadona-1 health services 
while' preserving a str-Ong priva.te s·ector. 

- - . . 
i:he limits of state intervention also have. becc;,me 

clearer. trom. the. examples. of Quebec and Sw.eden. 
~·oth bave ,tr_i~~ t~-establi~h: far-reach'ing programs' Qf 
health insurance, vv,bil.e preserviAg rr;,riv.ate pr.acti~,e 
amd corporate de_alrngs in p~armaceuticals a~d 
medica•1: eqtJfpment. R'ecent studies have" shown the 
inevitable •eonstraints of such ref-orms. 'fy'l'aldistribu·­
tiolil ol fociJi.ties and personnel have· persisted., and 
costs -ha.ve remained high. Th1f accomp_lishments-of 
Quebec's and Swedea-'s•re.forms: cannot pass beyo.nd 
the state's respoasibiility for protecti~g private enter­
prise (1·36, 242). This·observation leads to·skepti'cism 
·about health re.forms in the .United States that rely 
on. pr1vate market mechanisms and t-hat do not 
rihallenge tbe broader structtire within which1 the 
healtrn system is situated. (64, 2113). · 

Historic~I Materi.a-1-ist Epid~miol6~,y 

Historical materia'list epidemiology is a, rapidly 
gr.owing . field ·in Marxist.studies of . 1health ·Gare. Its 
ara.tecedents deri.v:e 'from the classic research of 
faigels (1 )., Virchaw (3, 4) .amd.ihe nineteen,th-eentury· 
school of socia'I medicine in·Europe.-Si"2_pl'y· ·defined', 
historical :mater.ialist epidemialogy 1relates. patterns of 
death .arid . disease to- t~e political, economic, ancf 
social struct1:1res of society (2114-21'6) .' The field; 
emphasises changing histQric_al patterns of.- disease 
and the sp~cific material·1«irct1mstances under which 

· 1people li.ve .ai:id worrk. t:hese studies 4ry to• transcer.id: 
•the ,i-ndi,v.id'1:1a·t1 level of amalysis to, :ii0dI :how historical 
social ,for.ces, ·at feast i"n- .part, determiAe health and 
disease. · 

SQcial Class ancl Economic· Cycles -

Consid~rable evidence· indicates that the 
incidence and prevalence. -of :merljtal ·inrness closely 
f.ollpws p~riods, of ecanomic gr.owthr or .recession. 
The relations are c::or:i:iplex and differ by social 
.class ( 2.17) . Recent st,uc:li.es ~,l'so-h_ave I1imked, ec.on.e­
r mic cycles, particutarly -thQ.se• that ri:nvdtve -exp,andin.g· 
or contracting ern,PIOY,A'}81:l-t, t-o ,g,emera.1,.mottaljty an~ 
Jli!Orbidity ,tremds amoA€J vaFio1,1s sociat class~s: and 
bge groups ,( 218., -21.9 ) . 

Stress a-nd Social O-r:ganisation 

Previous h1iter,est 1n stress us·ually has- foc;used 
or.1 the individual 'lif.e1 cyc'le•or• family 1:1,ni,t H1istorica'I 
materialist,epidemi'ology shifts the ·level of anal,ysis 
to stressfl:1I(,.f.orms of ~ocia'I' organisa.tion connected 
to capi,falist production• and ,industrialisa,tion { 220 ); 
1-il'ype~tension· ra,tes, fer example, ,comsisfemtlrhave 
increased wi,th fhe disrupt-ion of stable soci'al -cem­
r:nci.ni,ties and orga,m'ization ofwerk thatlis hierarchically 
controlled and time1,pressur-ed·. linese obset.vations· 
apply to cot1rntries that have fo.Jlowed: ca'pitalisUines 
.et development and' socialist ~o.u;ntries ,that have 
industricflised rapidly (221, 222'). ·Si'milar- .. investiga­
tioAs o.f co·ronar.y lifear.fdisease :( 223, 224 ), cancer 
( 225 )',. suieide (226) and ·anx·iety ,( 227' ~ •Ct!mently. 
are in progr.ess. 

Wor~ a:nd. Pr:of.it 

•M'arxist s~udies in occupa,tiona-1 .t-iealth.ernphasise 
the contradictioms between pr.otitability and ,improved. 
health condi,tions in capitalist indt:1stries .(184,228) . . 
Specific ·r:esearch has clarifiied the illness-generat,ing· 
·conditions of the work place and prof.it systern· wi,th 
referenc.e to disease entities. such as asbestos ar.id 
mesothelioma ( 83 ), comp'lica,tions of vinyl clilloride 
( 123 ). drtig abuse { 229·, 230 ), and accidents 
( 231 ). On tbe other ,t.land, •Observa,tion ,of ,occt1!Pa­
tional: heal,th ptacl,ices in, socialist ·corui:it•r.ies- lha'.'e 
showr:, that. raJl)id ,impu:>vements are p-essible, wheA 
prh,ate' ,profit is removed as a disjnce•nti,ve to charage 
l 176,232 ). 

Studies in this area focus oo tlile in,ter_p'lay arnomg. 
sex, crass structure, and· work processes •. Th_e varyimii 
experiences of women and' ·men B!•e ,-elated to• their, 
rnortalhy rates and. Ji,fe expecta:ncy ( 233, 234 .). 
Hristorically, women's µse· of heat.th tacilities ,arad ,the 
auitud~s of medical p1actitio-r.1ers towards women's 
heal,th 1problems hmte depended :lar;ge.ly on,worner,i's 

. .. . 



class positions ( 161 ) . This t:o~clusion ,is: especiafly 
evident from . the -history of the birth corutrol move­
mer:it {235), psychiatric--diagnosis (236), ,and gyne­
cologic surgery '( 237' ). The unique hea'ldth hazards 
and difficulties that·women face as housewives (238) 
and paid workers ( 239, 240 ), currently .are attrac­
ting greater attention. 

. 
The C!)ntradictions of patching have no simple 

resolution. Clearly health. workers cannot deny 
~ervices· to clients. even wben these services pe1mit 
clients' eontinued participa~ion in iltlness-generating 
soci~I structures. On the other haAd, it is important 
to .draw.this connection-between social issues and 
personal troubles (242). Health praxis should H11k 
clinical activWes to efforts aimed directly at· ,basjc 
socio-political change. Marxist analysis has clarified 
some fruitful directions of political strategy. 

Reformist Versus Non-reformist Reform 

Wh~n oppressive social conditions exist, reforms 

· ,One unifying theme i.n the field iis modern 
medicine's limitations (15).- Traditional epidemiology 
has searcfled for cau'ses of morbidity and mortality 
that are 'amenabl~ _to medical intervention. Although r 

it acknowledges the importance ot traditional techni­
ques, historical materialist epidemiology ~1-aas found 
causes. of. disease and death that derive -from . broad 
social structures beyond the reach of health c~re 
alone. 

, to improve them seem reasonable. However, the 
history of reform in capitalist countries has showA 
that reforms most often .follow social protest, make 
increm_ental· improvements that do not change over­
all patterns of oppression. and face cutbacks wheA 
protest recedes. Health praxis include~ a 1caref.ul 
study of reforrri, proposals and the advocacy of 
reforms that will have progressive impact. 

Health Praxis 

Marxist research conv~ys another basic: message: 
·that research is not eno.ugh. "Praxis," as proposed 
.throughout the history of. marxist scho1larship, _ is 
the disciplined . uniting of thought and practice, 
study and action ( 129). It is important to consider 
poli,tical stra•tegy. especially as it c.oncerns the health 
.system of the ~nited States. 

Contradictions of Patching 

Health workers concemed about pro~ressive 
.social change_ f{lce_ difficult dilem_mas in- •th1~ir ,day-to­
day work. Clients' problems often-have mots in the 
social system . . Examples abound: drug acldict.s and 
alcoholics who prefer rwmbn.ess to the1 pain. of 
unemployment and inadequate. housin1;1; persons 
with occupational .diseases that require treatmeAt 
but will worse~ upon retur.A to illness-generating 
worl<. condi,tions; .people wi.th stress-related cardio~ 
vasc1:1lar disease; elderly or- d,isabled peop_le whp 
need periodic medical certification to obtaUn welfare 
·benefits · that are barely adequate; prisoners who 
develop iillness because of prison conditions,(64,,241 )'. 
Heahh workers usually feel obliged fo re,spond to 
the expressed needs of these and many similar 
clients. 

I,n doing so, h6wever, health workers 1engage in 
.£;E----.., •patching". On •the individual - l'evel. p_atch'ing 

usually permits· clien1s to keep functioning in a 
sacial system that ·is often the source.of thu problem. 
At the,'societal• leve'I. the c·umul'ative effect of these 
interchanges is the patching of a ·social system 
whose pat1erns · of oppression frequen1tly (?ause _ 
disease and rpersonal unhappines. The, medical 

. model that teaches ·health. workers :to serve 
individual 1pa.tients deflects' attentiqn from this 
difficult and frightening dilemma (64). 

A distrnction d~veloped by Gorz (243) clarifies 
this· prdblem. ·"Reformist reforms" provid"e small 
material improvements while leaving intact cur_rent 
·political and economic structures. These reform·s 
may reduce discqntent for period's of time. while 
helping to preserve· the system in 1its, pfesenrt forms. : 
"A reformist reform is one which- subordinates 
objectives to the criteria of rationality and practi­
·cabili,ty of a given system and· .policy:.. (It) rejects 
these objectives and demands - howe.ver dee.p ttie 
need for them - which are incompatible with the 
preservation of the system," "Nonreformist reforms'.' 
actlieve tr.ue ana lasting c;hanges in the ·preset1t 
system's structures of. power lndl linance. Rather 
fhan obscuring sources. of exploitation ·f>y . small 
-incremental improvem~n-ts, nonreformist reforms 
expose and highlight structuial ·inequities. Such 
r.eto_rms ultima,tely 1increase ,f.rustra,tion ,and po,lii,tical 
tension fri a ·society; they do ,not seek to reduce 
these sources bf political energy. As Gorz (243) 
puts·it: ": .. althoug~ .we ,shou.ld .not reject inter.-

, r:nediaiy r,efor.ms ... ,i,t is wJth strsict rproviso tha,t t·hey 
are to,,be regarded as a means·,and' lfl'Ot an'. end, as 
dynamic phases in a progressive stmggle, · no.t as 
stopping places." From this viewpoint,· health 
worke.rs. car;i• try to discer.n which current. hea'hh 
retonm proposals arE!- feformist and l(Vl:iich are -non­
refonJ1ist. They" also ,can take active advocacy fol es-, 
suppo.rting die latte~ an.di opposin·g. the· form~r. 
AHhough the distiinctio:n is. · sel·dor.n e·asy, h has 
received detailed;analysis with reference io specific 
p~oposals (64, 8.3,.107, 213,244). 

i5 



Reformist refor-ms would not ehange the bverall 
. structure of the health system· in any basic way. _For 
example, . natjonal health insurance chfefly_ would 
create changes i'n financing,<f'at ·her than,·in the organi­
sation of h~alth system. This reform may reduc·e the 
organisation of the health system. This reform may 
reduce the fi~a~cial crises of some patients; it would 
help assure paymen~ for health professionals and 
hospitals. On the other ],and, national health insurance 
will do very 1ittle to control profit to~ medical indus­
tries or to correct problems of maldistributed health 
facilities and personnel. Its incremental approach and 
reliance on private market processes would protect 
the· same economic ,aind professional i:nterests that 
currently dominate the health system (64,83,213) . 

. Other examples of r~formist reforms are health 
maintenance organisations, prepaid group practice, 
medical ·touncfations, · and .professional standards 
r~view organisation~ (64,213). With' rare ~xceptions 
that ate organised as consumer cooperatives. 
these innovations preserve professional dominance 
in health care (245). There have been incentives to 
improve existing patterns of maldistributed seryices. 
Moreover, large private corporations have entered 
this field rapidly; sponsoring profit~making health 
maintenance organisations ·. a:nd marketing teq_h-

:nologic aids for peer review (81 ). 

U'niil rece~tly, suppoit f,or a national 'health 
·service in th~ United States has been rare. f.or several 
years, however, marxist analysts have worked with 
member.s of Congress in drafting, preliminary p ropo­
sals for_ a national health service (1·52) . T.hese 
proposals, if enac.ted, woilld be progressive in 
several ways. Tlhey P.romise to, place stringent limita­
tions on private profit in the health sector. Mast 
large t.,ea,lth institutions gradually would come l!lnder 
state ownership. Centralised health planning would 
combine with policy input from local councils to 
foster respansiv.eness and limit pro·fe·ssional domin­
ance. Financing by progressive taxation is designed 
•explicitly .to benefit .low-income pa.tieAts. Periods of 
required practice in underserved areas WOl'Jrld address 
the problem ot maldistrlbution. rhe eventual develbp­
ment ·of: a national drug and medical equipment • 
formularly promises to cur.tail monopoly capital in 
the health· sector. 

Although these proposal's face· dim political 
prospects, support is growing. For instance, · the 
Governing Council of the America·n Public Health 
Association has passed two resolutions suppor:ting 
the concept ot a national health service that WO uld 
be. co·mm1:1nity based and financed by progressive· 
taxation (24(5, 247). This reform con-tains contradic­
tio~s that pro~ably would generate frustration and 
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.pressure for change. In, particular, these proposals 
wo-uld permit the continuation of private p~actice . 
.and. therefore, the inequ·ities of the private-public 
dichotomy. Yet, because a nationaJ 1hea,l,th ser.vice 
provide~ a model for a more responsiv~ly organls.ed 

_system,. advocacy of this refo,rm seems '.a key part .of 
h.ealth praxis (207). · 

H4=:alth Care ~nd Po,li~ical ~trugg!e 

Fundamental social · ~hange/ 'however,· comes 
not from legi,slation but from direct politic91 action. 

"Cuirrently; coalitions · of community· residen,ts i:fnd 
health workers are trying to gain co~trol over t.he 
gove'rning bodies of health institt1tions that affect 

• them (111, '.1 ·17-120). U-11ionisation activity and 
minority group organising in health inst i tutions are 
exerting pressure to modify P.revious patterns 0,f 
stratification (248 ... 25·2). 

Gaining control · of the state through a revol,u­
tionary party ramains a central strategic probl~m·tor 
activists ~truggling-for the apvent of socalisin (12~). 

·Party building no·w is taking pl·ace t'l'lrou·ghout the 
United States. Advocates. of " vanguard .!):arty" 
believe that historically al!I succ~ssful revblutions 
have resulted from the efforts of ·a ·small' :vanguard 
who hold cof\sis!ent ide_ol(!9Y· an~ attract mass 
support during periods of political and economic 
upheaval. Activists adopting the vanguard approach 
frequently take jobs as lower-echel_on.health wor'~ers; 
they recruit members during unionisation efforts ·and 
oppose cutb.acks _in· jobs ·and health services. Sup­
porters of a "mass party" arg,ue tha·t mass organising 
must precede rather than follow the development of 
a· coherent i'deology·; .therefore, political energies 
should go reward building alliances "that embrace' a 
·spectrum of an,ticap.iJalist views. Mass party o_rgani­
sers work toward commu.nity-worker contro'I' over 
local health programs, occupational health and 
·saf.ety, women's. he.a1lth issues, miAority r.ecr.uiitr:r.ien,t 
into medicine, and electoq1l campaigns for improved 
health services (254} : 

Recognising the impact of medicai 'id'eology 
has ruo•tivated attempts to demystif:y current ideolo­
g!c. p~ttern.s and de~elop alterl')ati1/e~. Thii~-"cquin,ter­
hegemonic': wor-1.<. oftep inyol,ve.~ . ogposition 1to 
the socia·I CQn.tr.ol functio,r.i, of medicine in such areas· 
?s d~ug ad.diction, geneti.~ scr~e~ir;i11,."_ ~ontraception 
and sterilisatian abu~e, psychosurgery, and• women'.s 
health care. A network of alter.nati,ve heal.th pr~graim,s 
has . emerged .that tr.ies to develop,. self-care and 

· nonhie!archical,. ainticapitalist.for~s of pra~tice; · the~e 
ventures then ~ould provide mo.del~ of ,ptogres.sive 
~ealth work when future. political_ qb~nge pe_rlflit~ 
their wider acc~ptance ( 265-25_9 ):. · 



In a'flti'-impeda,listorganising•, severa,t·groups-have 
assisted persecu1red heal'th wo~kers and have spol<en 
out against mediieal· cornplici,ty in·torture ( 1:30, 131", 
260 ). Health, and science workers also hav.e ,used 
histbrical materi·alist epidemiology in .occupational 
hea'lth projects and uni'onisa.tion str:Uggles. 

-A •corn-mon criticism of' the Matxist perspecthie 
is that it ptesents many problems with f.ew sor1:1.tions. 
Recent adv.inces; {n this f,ield, however, have clar-ified 
some -usefuf ,pirecti~ns o! politica1l str:a_t.eg~. This 
str,uggle win be. ,a protracted on1:: and "'!m involve_ 
action o"n many 1fronts. The present holds Ht!le room 
for .i;omplaisance1 or misguided optimi~m. Our future . 
h~alth system, as wel.l as t,he social order· .of which 

· it will be a par,t,. depends largely on the praxis we 
choose now. 
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HEAtTH CARE ~N A REV.Ol'-'l'l10NARY ,f'RA·M'lWORK :· 
·Possibil.iti:es for an · A.lternativ,e Praxis · 

binay~k sen andJlina sen .. 
Any health care- work is by its very nature, political. It is necsss:uy fol 1evo/utionalies to· get jnvovled in the non- i 

reformist reforms t(J achieve the aim oi social revolution. Starting from these premises the authors analyse health' crue 
in the revolutionary frame work from their own expe'fiences of health care wo,rf in the· militant workers' and peasants' -.i 1 

.movement in Rajhara. They have presented their views as.· q commentary on and a supplement to Howard Waitzkin's artic(e _i,., 
in this issue. ~ · · 

The note that follows is? co~m~~tary. ora an~ 
· a supplement to Howa'rd Wa1-tzkin.s article on a 

mar'xist view of Heath Care. The main theme of 
this note is .the 'relevance and significance of 'health 

•care work withi·n a left paradigm in India toda.y. 

To begin with however, a general -point about 
politics and health needs to be' made .. It is common 
in left political circles to regard . health c;are work as 
apolitipal, or at best, as reformistic. We wou,ld arg.ue• 
that politics - the 'proc~ss of exercising power to 
enhance the material interE:,sts; of a particular class 
dr social group- permeates all aspects of the·super­
structure, including he'alth care: The .dominai:it 
ideology at -different times has projected feudal or 
capitalist models of health care work. It is upto the 
left movement ·to expose their ideofogical' foun­
dc1tions and concretely ~·hape a future alternative. 

Health Care an~, Health Status 
Thi.words "health care work" have been chosen 

·deliberately, because the distinction between 
"health" and "health- care·• has· not been foHy 
rec1lised ,even in debates among groups of politically 
conscious health professionals. It is generally' appre­
ciated i'n such groups that health care is only one 
amo·ng,many determinants of the health of the com-· 
muAity, (other important determinants being political 
economy, education, culture andl so on). However, 
ttie. other side .of the coin that health care work and 

6,'Jhat health cart. work and 
heallh ~art syslcm har,t a·social 
cultural econ·omic and political 
significance that goes beyond 
lhtfr impacts on health status, 

has not been q,iven its due 
importance.,, 
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health ·care systems have a social, cultural·, economic· 
afi)d political: significance that goes beyond their 
impact on health status has not been given its due 
importance., Even when some attempts hawe been 
made to come to terms with ttiis aspect of the 
matter, h has largely been e>n the basis of trivial 
notions such as "he'alth as an en tr.y point ipto the 
commu.r:ii,ty:" This i_s ,because the paiticip.ants in 
these.debates _.have ~ardly ever taken the pQlitical 
s.ignifican9e of .their wo·rk as healtl) professionals 
seriously. While many of them ha1te sincerely and 
activ_ety taken .,up ,political roles, this has •a,lr:nbst 
always . been if!! areas of work, outside the fie·ld of 
health care itself. Both theory and practice have 
suffered·i_rt consequence. 

So,r1.e ~acunae in Current. Ap:pr.oach:es: 
t o a T·beory of Health .Care 

: ' 
The realisation that health care and fa~alth status .), 

are only distantly related has· ,created a. f.eelir:ig a.f 
deep frustration among many of those health prof~­
ssionals who are see'kiAg a means, withi:n the heal,th 
<:are system, to give expression to their . own· deep. 
commitment to th_e people'-s welfare. Lacking, a 
revolutionary · scientific perspective · about health 
care work that w<;>uld give criea!n:ing· .to their :profe.-
ssional practice, th~y have · taken up one .of two 
types of roles. On the one hand some · have ret-. 
reated into the practice of .health care eisentially 
within the bourgeois "welfare'" paradigm, seeking, 
to give their · work greater relevance by working 
among: rural or urban poor (often at considerable ~ 
personal cost). In many cases, they have also tried 
to give t~eir work scientific and technica1I va11idity by 
incorporating positivfat notions of a more rational 
epidemiology, with the intention of creating more 
efficient models ~f health care system for the future. 

The other group, claiming for themselves a · 
greater familiarity with the revel utionary theoretical 
apparatus, have nevertheless confined themsel'ves 



•· 

\ 

I. 

~'Jlhe.etiti·re ~~estio~-~f re-o~luti.~n 
as process 06-llht• elaboration of, 
an alternatfoe ,ara-xi:s based on 

.. :,~p,.•;t1g.#in~ maleria'l c~ndilions 
:· .· and)nco1!po1•alin.g,-cu.i•ten.Uy 
·· : .availab·le eltrne;nls of re.1'oluili-
.. · ona1:v iJi.~t.f1•y 'h•as.:be~ri,.by~pc.·ssed.,, 
~.. .; • " t - .. • • .. • . .. ... .: .. 

. almost excl ~~fve't"y wnhin' a vulgaii'~ied version of the 
Leninist ·fra~ework of .Paft.Y. and- State poli1:::y. · Their 
attijnt i6r1·especiallfin lrfdia:f1a··S' largelybeeli1 foe ussed 
on· attempting -critique~· of existing health ·service 
systems?- :'T,l)js•liasfargely been from the standpoint 

. Qnly of ·peliticaVecondriiy; the •geneial thmst of the 
ar'.!;}.u1;1ei,t):>.~ing . som~_t'!ii,,:i_~ •lik~ '.f;le~Lth. prqblems 

. carnnot be so lved within the bounds-of th,e capitalist 

. economy:;·~ome· hav1(atte!l).Pt;d . to . d~vi~.e alterna­
.. tives. ;but' these h'ave ~agahi. been: based ' either on 

~xis.ting l~xt:b~o'k :tejihniqu~s s'L!ch as epidsmi9logy 
or i>n. ·new· tecli,niques rooted in ~capitalist ctJLture . . ., . ~ - . -· . -- . ..,. . ... .. 
such a!'t operati'oris researclr-the-se··a1tetnat'ives wait 
for their reali~ati6ri ~rr a de~s.ex' machina,. characte­
ril?e~1 'var\oµ~·iy' ·-as 1~·poli~i'~~l will" (D. Banerji) or • 
"ci'fcta,orship of'the ·j:jrciletariai."' · • .. · : · r 

• l., J, • '." "'• : .t . .. . : • • 

1.n both these cases, the entire question .of 
revolution. as ,proces~-: of the elaboration of an _J~.., ai.ternative··,pra*is;•· Qased ·. on· ··prevailin1;;i •, material 

.,_ ) conditions and· '• i'nc'orporatfog current.ly available 
ele~e~is of revo·f ~Jionarv.. t_heory :_ li?1i; be~h by-, 
passed: "This · is· nof to 'neg'ate the importance of 
captJring State poyver., ·ouJ to .. erhphasi'se that the 
pr_o.ces~ of·_ d~'li:!gitirrltsi ncj the . e~sting litj'eology . in. 
all walk~ of life.has to begin 'here·and now. · ·: 

, ' _ ,. ~ • -- :: .. ! .l _ • t • • 

W'aitz~in'_s.~aper : -Critical Ceim~~nts 
. . . . , . .. 

, The importance of Wai-tzlcin's article, is that it 
serves as ?1,rl o~.erl{iew ~ ableit <! v.ery b.r-ief one - of 
th·e ~ arc~a . . o( i_n£~r~s~i9~; b_ejw~~Q-.,~n~. :practi9e of 
heal.th care. al)d c11rrent-~on.cepts in :l'{lar:Kist revolu-

~tion,:1Ty, theor,y .. ,: , ,-· •. .-.· 
~~ . . . . · ' -

· -. 'It remains to··cQf:nment ·upon some o·f the ·points 
th"at.he. has: iaised' in his ar-ticle~ ·· · . ,-~ ·, 

•• . . ' .• ;, .' "· ' .. .. ' ' ' .. t ~ 
a) ·•Reformist Ve'rsus ~ c,n·- Reformist · Reform · 

. .. ' • f' •• • . - • # • ' J. • • • , 

.. \f\fhh;t'1.~•!,l)(e~piio~/ p~r:h~Pe, ~f a~.ademic and . 
technical rJei,earph, all the ·kinds " Of .wo1rk av-ailable 
for ,the ~ey~l~t(o_~~ry. p~acti~13 ~f .h·~~lfh ~are. r~g-ui;~ • 
parti~ipation in .. pi~c~·r11f:!al ref9r:in programmes. The 
~istin<:~i!)f'!.betwe~f'!;,ref9rm,is.~ ;angL flO.A•l'e_fpr~i~t. (Of : 
revolutionary) ,[eforJ:!1.~.<? 1.:1!li11e,d b Y:. G_orz ?.r:i.d. ,.q_u9teg -~ 

' in Waitzkin's article, is therefore deserving· of care-
ful study and reflection. However;: the necessity 
of such. reforms t9· any rev.oh.J,tion,ary programme 
has not been given adequate importance in Waitz- . 
ki?.'s article. He.'contents himself by .saying _-in. :the 
opening sentence of this section, that "when oppre- · 
ssive social conditions exist r_!lfo~ms to !mprove then:i 
seem reasonable." 

The necessity of social reform programmes was 
put forward much more strengly by Roza Luxemb~rg 
in:her attack on Bernsteinian •reformism, " Reform or 
Revo·l.ution", she starts. at the very· ootset · "Can tl'le 
so·cra·l -'democracy (i. e. Communists) ~e·. against 
reforms 7 Can we counterpqse the social• revolution, . • 
the tra_nsformation ,pf th'e existing social ,order, our 
fi r:ia l. goal, to socia.l ·reforms .7 :Certainly not. The" 
daily struggle for reforms, .for .~he.amelioration of the 
w orkers w ithin the· existing, social·- -order; :and fot 
democratic socictl ·institutions, offers to· the social· 
democracy the only.me;H1s ot ·engagrri_g irr the prole­
tarian class w.ar and w orking .in-the direction::. of the 
final goal - the co.nquest of political power ·and-.the 
sup,pre.ssiQo.of wag~ lab,our .. Between so.cial iefor.ros. 
and revolution there· exists for the social democracy 
an iAdissolubl~ tje. The str.uggle _tot r.eforms is its 
means; the sociafrevpluticin, its aim.". . 

f" - • • • .. 

Th_e distirctio.ns. m~ntioned)?Y Gorz_-~p~ly .m~in­
ly at the level of health policy ·rather than the 
practice.of..hea.lth care. Moreov·er, Wai,tzkin· seems 
to so,unq a~ thq~.9~ .•there are: ~r can!pes·sibly be, a 
set of independent criteria on t he basis of which it 
is possible t.o decide whether a proposed reform is 
reformist or oon-reformist. The f undamental ques. 
tion of the oasic po'litical frarriewor'I< 'wifliin' wlifcti 
the slruggle for t hese reforms i s to -be carried out is 
not emphasised. · · ~ . ' 

How are the differences between :reformist . a~~ 
non-·reformist health care praxis to be e~tablished ? 

For the; last three years, in Rajhara, -th~ <:::hha­
thisgarh M u~ti Morcha has - been. runiiing, a he~lth . 
programmE: b?sed on a milit~u:,t, organised·· woikers.' . 
and pesant~' . movement. Sor;ne . indica~ions r:n~y, · 

66 · . · •. 
Belwu.n social· 1•t601•ms and 
repo[uli9n there ·e~isls fp1• -lhe 

. s<?ciat dern_ocra,(,,j an· ind,iss.oiuble . 
tie. 'Jhe slru.()gle for refo1•,ms is 

ils means, lh~ sodq.l.:~;...~)'.olµlion, 
. . ' ·. ·_fl~ -Jilti·.;i: ·;);,: . . 

• . ; . • •. !• ,, • 
,. . .. ~ • ,•;·, 

.. - ..... .. ·-··· ... t:-;: . . .. ~· J 
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perhaps. be obtained f.rom the· experiences gained 
· i,n the·,oou!l'se. of ttris. wo(k. 

lhe f,irst dif.terence, is -that Jefor:mism is directed 
primarily at suppressing· emerging class antag·onisms 
and CO'l'.ttradictrons between state power ·and peo­
ples' power. Revolutionary reform, 011 t_he other 
hand: by the, very' fact that it. is· based on a m!litant 
recognition of class antagonisms and· of t'he oppre­
.ssiv.e nature of state power, is directed towards 
precisely the opposite goal. Consequently, the most­
importai:it goal' of a .revolutionary reform prog.ramme 
is ,not the achievement of the retorm, towards which 
it is putatively directed, but to further. th·e political 
struggle of wmieh it tor-ms a part . . 
\. . 

The seeond difference is that. revolutionarv. ,r.e­
form does not derive ~ts str.ength frolin any exogenous 
gro.up,•of "reformers' sta·r,iding outside the •main­
stream of the popular consciousness. :1.nstead\ its 
primary reasources are the poHtical 1consciousness, 
organised str.eng,th and :creative power of the wor­
king class.and:,peasantr,y . . Consequently, we cannot 
take·. a: ,single. -step._ in ·such a pr.ogramme without 

' '':Jhe 'Ret1olutio.narv rtlorm dots 
not derit;e ils s.frenglh frgm any 
exoge~oqs gr'oup of «reformers» 
slan,d,tn•.g· outside the mainstream 
ol the· popular con·sciousntss. ,, 

cor:iside~iAg the direGtion in w~ich ,the peo,ple want 
it to ·proceed. Any attempt to work out i:ie.w fdeas 
has to be preceded by an effort to explain these to 
the people, and t·o establish them in the popular 
consciousness. 

Ttiis. a'lso means tha.t at any given moment, the 
direction ot .the programme canAot be .governed by 
a f'a priori"_-·considera-tion of the appropriateness of 
the measures taken . . The existing direction is always 
limi,ted by the existing per.ception of the people, of 
the issues around which the programme 1is formed, 
based on ,their collective past experience. Never­
theless, 'it is necessary for those leading such 
prograr;llrnes to have a deep and concrete historical 
understanding, of sirmi.lar programmes, and· o·t the 
iss1:1es as they exist ir:t the community, (In the case 
of health care, this would mean that we should 
pQssess, a know.ledge; of· .epidemialog,y and a know­
ledge of the health service programmes.) This 
knowledge is :Aecessary so that it may _be posed ,in a 

constanrt dy,namic teAsion to existing· percepti oAs, 
so that the tw.o may .come close· ,ta'.,each othef 1in a 
•ser,ies, o,f. successive approxima-tiOfilS. 

The third· diUerence ,is that •revol,utionary ,reform 
is ·vitally consci.ous of tl:ie .inevi,ta'bility of ·its own 
failure. That is, we belreve ,tlilat the ills wl:lich owe 
their existeAce •to an oppresslve··soci'al ,order carnBot, 
except marginally, . be .cur,ed except ·by a radical· 
·restructuring of tl,;iat order, - that is - revo.ltJ,tion Con­
sequeAtly, we do •not hope nor expect that our 
praxis wirll succeed ·in effecting: mor~ than .margililal 

"impw.vemeo.ts. in the .beal,tfl ,of .the, peopte or ev.en<in. 
the ·availability .of cma,ti:ve care: Hawevei, 01,1r; ~ue­
mpt is to direct the energies of the people into the 

1 establishmen.t of an . institutior,i and a, pr,ogr~mrru~ 
which r.e,flects their .aspiraticms. This pr.ese111ts to ,the• 
peop·le a radically new visiorvot an .alterfilative.so<::ia,I 
order, and a .living ,critique of, the.,existin~·o'ne. 

b) Medical ·Care and Ideology : :Hegmony and 
Counter Hegemony. · 

Waitzkin. Jefers . .in the Jirst paragraph, of the 
section ,on Medi ca.I ideology to t~e tho ug~.t of Grarn-
msci. However, once again ;1he r.eference is so bdet 
that anyone lilO.t .alr.ea,d,v, familiar· witli the Gramsclan 
id~a Qf Hegemor;iy wou.ld be u,nable tQ make much 
of the ,reference. It is worth: .goililg into the ·idea in 
slightly greater detail, -since it forms one of :the ,chieJ 
plants on which a revolatiomar.y med:ical praxis,, is 
based. · 

· Gramsci considered that ttile 1ulir:1g· cli:lsses· 
exercised a·md· perpetHted their CQBt-rol over •the 
whole of society AOt or.ily througt.i tlile· exer-cise •of 
poli.tical force, but also .through the pow.er of dile . 
ideology· elaborated by the r,uling class inte'llectl!Ja'ls. 
Through •this process of ·1egi,timisatio111 the rulim'g 
cl.ass obtained the consent of the whole of sdci'ety 

-to exercise· the power of Governmemt on i•ts be.ha'lif. 

"In order to establish its own begemolily .the 
working class must d'o more than .struggle for i.tS' owD 
narroliV sectari•an 'interests; :it must be ·able to present 
itself as·the• guaranter of the interests ·of society as a · 
whol·e .. ". Gramsci had a br-oader view of tl:ie ,party· 
than Lenin perhaps partl.y because he 'h.ad greater :i~,! 
experience· ot· a develQped bol!lr,geois ·socie.ty. He 
conceived of it as deeply committed:to an ideological. 
and cultural struggle as well as to 1he seizure of 
state _power .•. Thrus he advocated a party that 
was an-ed·l!lcational institu~ioA offeringa-co,unter-cCJI• 
ture w.hose aim· was to-.gain· an, ascendancy in'most 
aspeets of the' superstH1ct·ur-e (as. opposed ,todiiectly­
p01itical insti.tutions) before the attempt was·· 1made· 
on state power. The·•'par.ty ·orgaritisers,• trained tf:le 
wo;.kers ,in the -ass1:1fililption ,of control ·over their' own • 
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lives and th us.anticipated a ·post-revolutionary··sltua­
·1ion. '(David Melellan : Gramsci, in "Marxism after 
Marx"}, 

lde0logy- i,n· Hea'lth Ca,re· 

iJ"hrough its·medical institutions- ranging all the . 
way from state run hospitals thr-01:.1gh the Jasloks and 
the- mission hospitals to the ,lovliest pri'vate practitio­
ner, the ruling class is coAstantly engaged in the 

. elaboration and perpetua~io.n of an ideology that 

lnfl,uer:ice ·and thus 1reiriforce working class .miHtancy 
'and self confidence. · 

(b} ldeo.logy. and· Technology: 

. The .second area. of ideplogy in he'alth care tha,t 
ne·eds to be considered is that relating to medical 
technology. Waitzkin's article dpes go into. this 
aspect Qr,iefly, 'in the section en,titled ''Medical 
Seier.ice is both esoteric· ar,id excellent." A much 

~ . 
more penetrating and thorough going critique of the 

serves to .o_ppress and -control the workers and the 
poo~. 

_ There are three specific elements of ideology in 
health -care which are not adequately dealt with by 
Wai.tzkin and 'hence need special cdnsideration. 

,. disabling and iatrogenic nat1:.1re of modern medical 
technology is coC'!tained in the work of Illich- to 
which, surprisingly, this section makes na refer-ence. 
Illich.'$ work also cor:itains the notion of a. demy-

' stified, Jocally-1::ontrolled, human-scale technology~ 
His ,notion of a society, incorporating ·these ideas 
is free of:.class, tree ·of. history· and· independent of 
political proce_ss-. He,mak~ a fetis,~ ·of Technology. 

a) the CQoJ:ept 0 ,f Charity: 

The first, and in our view·, the most imp_ortant 
of these,-is the conc~pt of charity, or "daya". This is 
not considered Jn Waitzki~~s article. Perhaps tnis is 
because he writes frorti a Western background, ·in 
which there already exists a clear distinction between 
the humari~t . and· tE:-chni,cal aspects 0~ medical 
prJ!Ctice·,: 1 • 

This is not tlfe place tp embar.l< OA· a · critique of 
llli.9h. However, irrespectiv,e ·of the. uiiibility of the 

How~ver, in India, we are air familiar witf.i· the -
idea that the medical practitioner, be be·ever so," 
crass, attains spiritual merit witf:I each transaction in 
which he plays the role of healer. The objective 
caste status and the subjectixe Brahminical manner 
of most practiti~ners of modern medicine· further ··· ·- · 
reir:1force this tendency. The influence of this tendency 

'' A-n impo~lanl p.arf' QI the abilily 
of l'ht txislin9: health car~ system 

, lo rq:,ro'il.uct ruling .class· · 
ideology.ls '4ue to tis. basis .. in 

an . esoltrk, monopolislic 
ltchnologv. suminglv di11orced 

lrom its roots· in ordinary 
manual and human skills.,,,, is yet again r1;1inforced and conscio1,1sl.y geAeralised 

hy the religions svmbolism that ·pervades the 
atmosphere and even the architecture in many of the 
important centres of modern . clinica·1 excellence. : 
(Apart from admi-ttedly religious hospi-tals-:--Christi.ar.i, 
Hindu, Muslim or Jain - ,good ex~mples are com­
mercial-community based hospitals- like Jaslok in 

· Bombay and the Calcutta Hospital in Calcutta). 

Of course, th.e fµnction. of. the. healer. nei,ther caA 
nor should be totally divested of transcendent. 
elements of spiritual and psychological authority. 

•. N~ither can the role of the patient ever be totall.Y 
~~ divested ofits elements :of-spiritual and psychological 

dependency. 

However, where the healing.instituticm has been 
built up- or:i the in1tia,tive, and with tt'ie resourcee 'of a 
militant organised working class movement ar:id 
functions sµ,ecifically within.·a revolutionary frame.: 
work, and with healers -who live among _ the people . . 
and aspire to be . identified as revolutionaries rather -
than as do-gooders, this rela.tior:iship, of authorify 
and d~pender:ice ,can have 0 a counter~ hegemonic-

.solutions . . proposed . by him,. the notiQn of demy­
stif_icatjon of t~chnology _i~ import~nt .to any alter­
r:iative praxis in the field of health care. This is 
;beda,use an important part .of the ability of the exist­
,ing health care. ·systemr to reproduce ,ruiling class 
ideology· is <iue to it_s basis,in an :esoteric, monopo­
,tisti(? technol_ogy, seemingJy. divorced from its roots 
in ordinary ma,:inua'I a·nd human skills: It is this 
technological· basis that ere.ates withi'n the· fieli of 
m~dical practice a steadily widenrng gap between 
·mental andtfnanual wotk. · 

' . 
. It is to reverse this trend \ha,t the. ,concept of 

the volu.ntaly health worker is important. 

ln the health programmE: at.' Rajhara, a training 
pro·gramrrie for voluAtary heal,th Workers· has been 
put into operatien. However, these workers are not 
seen .primarily. as.ag~nt~ who. by Rerforming simple 
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tasks in a dece,ntralised fasl;iion, increase .the seff.ici- .. 
ency of the health programme. Rather, the VHWs ~re ' 
seen as ordinary workers, who, by ,undertakinl;J to 
perform certain healing functions on the basis of..· 
their skills in and understanding of modem medica1I 
technol~gy,, render the entire cang~ of medicaII. tech­
nol·ogy accessaole to ordinary h u:rrian.understanding. 
The training programme al'so repeatedly· iempha-· 
sises the idea that the pri'rnary duty of the VHWs is 
to spread their u~d.ers~andin~ of hea.ltb . ca1·e tech-: 
nology among their comrades. · ·· . · 

C) ilnternal Organisation 

A third ideological functim:1, ,that a, !beahh, care · 
programme can pertorm is to,. c1ea~f!.- . wit.ln,iA the 
interna'1 organisatjon of the programme,,. a·ni.drnag.e 
of.what the social dY.namics of.such a:- progr1:1mm.e in 
a sociaJist . society. might .be. '11:1, particular; the 
undemocratic and hierarchical functioni:ng of 
most he~lth care institutions-' is soniethihg th~r a,;1y 
alternative•praxis of health 1care m·ust try to change. 

Conclusion · 

In, ·conc'lusioni,.the~· limits ·. of , 'this ;ndtei.;.... ail!' too 
apparent to the authors must,pe;.e.rriAhasised·strongly. 
In the first p'la.ce, .it . is a comment· on . W,aitzkin's 
article, and rnust ·be read• against· the ·background 
of the article i. e, .. not ind'ependently. .,.-,1 • · 

I 

Secqnq!y, t~tc;>ug'hout tmis note, in. order to 
achieye.the lir,ni;ted .ain:is which the -note seeks to 
futlfil',' an a,tternpt bas been made to ,e-mphasise. 

r 

a) health, ~ar,e as· i:39iji,nst he·alth status. 

b), S1,!iperstr:t,J,ct.1,1r.af ·elernen,ts as agijinst 
mor.e tunc!i:'lmental, aspects fe(a,ted ~o 
pqlj,tica,I· economy. 

c)• the · revoluti'onary ·possibilities ol aA 
·alternative •praxis .· ·of hea•lth c.are, as ,. 
against the humanist . val1ues embodied 
(or at least immi:nent in) more tradi­
tional form of h7?1th care work. • 

,t It ~~ui~rbe d·isast;qus it' .on the b'a~is of this' 
note, anyone should conclude that we consider '.the 
second, halves of these contrasts. to oe unimportant. 
On the cqntrary, in epch case, it. _is ., only possible, to 
emphasise' the• fiorme( · wh.er:e • the latter ·is·. already 

,,. : - • ' ~ • • i 

takeq-f,or graoted. This selective er:nphasis must be 
kept In. mind throughout the r~.~ding of ,this note.-

• l • ' • • • 

'· ·Frmi'lly; ·1:!'xcept. ·where direct ·quotations ·have 
been·ma'de, no ~eferences are incl,u'Cl'ed. _li'he · poin1ts:· · 
made in t)1is note have emerged through discus~ 
io.ns and practice, engag_~d i@ w!th maox gwups of 
fri.ends anc!: .colleag Y~s.,over a lo{lg per.iod •~f, till)e . . 

·w·riters ' j 

Geor~e Or,welJ i~ his 'f.olitics anc!_jhe English laAg:u.~ge' atta.ck~ jargons severel,y 
. and says: "Modern writing at its •worst does not,consist -in ;pieking out words for the • 

sake of their meariing and inventing.images in order to ma'ke the, mea,ning, clearer. ii· 
co.nsists in gurrimi!')g tog~ther lo.ou· st~ips ,of words which 'fiave 'a.rready been set in order 

by som~one else,.a.nd maki1r:ig; t!m ~esu,J.t~ presentable by sheer humbug ...... They wiH 
cor:istruct your sentences for you, Ieven think your though'.ts ,for yo{i'.;: 'to a .. c~rtain extent · 

.• and ,at need they WHI per-frorrr imt,or,t:aAt service of partially c6nce·a;liing your meaning 
even from yourself." H'e has given some rules ·to1 · w riters to follo,w: -(il Neyer- use a 

·metaphor, simile or othkr. figuri~ ·.9! spe~ch which · yo1.1 .. are · ~sed t<;>· se~i~g in prin•t 
{ii) Never use a ·1ong word w.~ere ll short one will do (iii) If it is p_ossible to cut a word out, • 

always·cut it out {iv)-Never .use 1tue_ passive wh~n YO!,!:. can. use the ac~ive. (v) Never 
use a foreign phase, a scientif-jc W'ord or a jargon wor<;f_ if y~~-ca11 think .-of an· ever,y,aay 

English equiva_leot (Yi) B"reak apv ·of these rules soon!:lr th.an sc1y anythiog, .ou-tri,ght 
babarous ...... The most importan:t thing to remember · is that ,.good wr.iting · is not a 
collectiort of he·autilul phrases''ot i:dio~s. Good writing, •is the result' of clear thin·ki:ng. 
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··'POllllOA-l ·E:CO·N·OMY O·F HEALTH CARE IN INDl·A 
: ·- . : : , , i- . I'~· • • : • • .. • • • ~ • • : t .· 

•· -=~ :•• ' · • -· ,. · .. e:- .: ·: An Outline · · 
: , • .... ~ • ,t 

"? , ; •• • ,. , ••• ... : amar jesani .and pachna prakash 
.... ,t ;. :- , • :. ~ • • • ~ • 

• e, )J~d{cin~ j§. n9t if,-SotiE?l!K i1pf,ep_~[1dent a,;tivity. It is always articulated wit/Jin a specific mode of production .. .Therefore, 
the-dominant medlcat practice in .India is hpurgpois, _medicine anil health care belps to strangtl,en and expand t/Je capitalist 
;,od;;of prod~cti~n. It al~~ J8'f!rodoc(!s the capitalist relations of production at every level of its operation. The development 
of. he.a/th care .. ';fl inoia.ls•:t .iami~ed lo the> t;~ntdxt pft/Je dynanJics of .socio-economic changes which have taken place 
~(nc~ independ,e~ce . . ·.:.: • • ; _,. · · ~ . . . 

,.: "·M;: in·q-1,1iry. J;d, ·.~~. ~o-.'= ihe conclusip~ · that­
n-~ith~r leg.al. rel~tjon.s. ·A,~r, ,pol(tical. f,orms ~ou1ld .be 
cor,:l_prehended w~.ether: -~y, · the msel.ves .or on the 
basiS>, of , so-caJl~If- _:g~ne.r:al : deyelop~ent·, of the 
human mind. but that. o.n.tl;ietcontrary they originate 

~ e ' - • 1 4'1 f • ' • • 

in. the material. condi-tions ,,of : life,_ t~~ ,totality of 
~hi~h ·Hegel, foll·o~ing --.the example of English,_and 
FrenclHhinkers of the eighteenth _century, embraces 
within the' term ,:.'civil "'society'; • that the' anatomy of 
this ,:civil 'soci!iiy;' However ,.'has -:to b.e· sought i·n 
Rdliticar- economy." · ~ • .• , ._ · .. . .. · :· 
· ; . ·,;; - . · · . i · .. • : . ~-· :: ·:, , Karl Marx: . . 
· :,>,&.' .r •·· :_:,. : •· ~·• ~ · ' ·.·Preface ·io •·-·­

A·Coninbutiorlto·tke Critique tst' Political' Economy. 
' .. . ,.," ~ •• '·· . ~.:· -- . , • • .r • • 

.. , ,: .. _ .... ~ = "'·~,· ·• 4, ~· ••- -_..i.: t 1J • • ~ ,.. • "·. , . EyeJY ~umao· being~ .. in,. tt.1~ 'last. analy.sl~, after 
. :,:. removmg. alkcoyers1-of:Soc1al, ex1st~nce, 1s: nat1J~ 
ral -and ther.efoie. biological'. ilihedlesh, blood ~nd 
bones comprising:·the human oo·dy, are· too materia• 
lis.tic.~fQr ·anyone'.to·. deny: the"i~ existence. B uMhis-
1Jatu1cal living : . incOvjdlfal•,is not. a lone, isolated: 
entity, Tbrough 'centuri.eSl,of ~social, ,develoJ)ment, tt.ie 
indivi$:11Jt1t·has. e.v.oi ved socially; ·coming, into, iAter­
action, with, nature 'cir.id··-..w.hile'lta·nsforming it, has 
hlmself/herseif been · transfor.nie1i•. J·o the· ,course of 
this social developmen.t,.human beings have entered . .. .... .. " , . ... t t.. . • . . . .. .. • , ~ .. : ,,.. . 2 

into v11rious: ' iypf;;1S
0 &f r~fatio1jshfps_ in order to, 

,. , ... ,, , •~ • r 1• ';/11 • • • · ..... ·- •• l .• 

P.rciauce,the necessa.ry means. of. subststenc.e and 
t~ •;;;p·rod_u·c~ .h1s1her'.~ow~ .. 

0

SP.8_q·f~s· and, so. given, 
rise'to th_e'.~oJTiplei9rganisJtiori Qt, to 1:J~e· Hegel's .1. :. •t • . ,. • '.;. • • 

t~rm, lhe, ; c,lyil- so,c!ety.,''l • . , '. . ·: .. 
~ 0 • • ♦... ~ • .. I • 

.<,A,. ' The ,n~tu.~ai'_ ~tAel b_iol~g_ic~I--fo~ms th7.~uin~_a.: 
, mental·.bas1s.on w liicl:i:.histanca11y., ·the -social ex1s.-: 

-~· t~nc'e. of. ,numan,:beings•,fias d·eveloped'. In the cour-se: 
of·tb'is de\'/elopmer-it ccfmpletery ri~w-forms of objec­
ti',;,ity :hav~-arisen and-a'lthbu"gh' s(icn-obje'ctivi,ty have 
no analogy in nature, they ·still r'emaiR SQCially t-rans-. 
f•ormed·. ,natural' objectiltities .. . 
·-·. ·~ · .. ~ . ·; ' ,, i~-•: :.~ J';; . .. < •.- ._1,. 
_ ;To illustrate, in-1primitive societies, the exchange 
af; r:iecessary .good$ .. was,r.iot. ·1he rule b t:1-t, more -the• 
exception. Her.e. tf.le,,,:ial,wial 0use: of those go·ods, ;to 

.r. 

satisfy hunger or other needs was the predominant 
consideration. .8 ut witli the evolution of a more 
cbmplex social organisation leading to the evolution 
of ·a social system based on commodity production 
such goods wbich were necessary ar:id useful for ili,fe 
also· acquired, exchange value of their owA. Every 
commodity in the capitalist econoq1y has therefore, 
two c~aracter~, the use value and the exchange value. 
Bu~ this exchange value cannot be located or ider-ati· 
fied' in the cor:nmodity. Exchange value is then, an 
e\clu.sive social category. which has no analogy in 
nature. " The main t-endency of the develop1:r-1ental 
process that arises in this way is the constant in­
crease both qua1nti,tative and q u-alitative of purely or 
predomina'ntJy social components, the 'retreat of 
the natural boundary' as Marx puts it. "(lukacs, 
19_78) . 

Health and medicine are such social categories 
• which have reference not simply to the biological 
• existence of ,the human being, but to the social 

pature of such existence. Tha.t is Why the u,nder.star-id­
ing of health has changed according 'to the needs 
of different social systems and the needs of the 
,:ullng ·elite ' of. that sacial system .. 

Features of the Marxist Approach to ·. 
·the Critique of 'Political Economy of 
. Health 
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Fo'ur ·ma,jor features of the Marxist approach to 
the political economy of health .may ,be ldentified-

- . , . 
The Social Production of Illness ; Medical­

defi ~itic;ns of h·ealth ~nd illness are located in tlile 
G-li~ical pathology 9f th_e indivldu,13:I. In i,t!> narrowest 
and, most limjted to.rm this definition locat-es the, 
~ause -;f dis.ease entirely .in · the human body and 
disease is seer:i as a conseq uen·ce o-f an ,unwa·n,ted 
attack of blQlogical entitie~, bacteria, or vir,us, on ,the 
huma,n bady~ The .cont1"oi of disease is seen to mean 
the. co~trol or eradication of these bacterial or 
c~u~ative · agents. The concept -tha! HI health is 

• 



directly tela.ted to the socio-economic- formation and 
to the production. relation's in society has been put 
forward by several analysts -since Engels wrote the 
•T/Je Conditions of the working class in England'. Tci~s'hen 
traces the origins of what is termed tbe 'cljni<;;al 
paradi€)m' aind diseusses its weakne;s. According to · 
her the discipline that comes. closest ,to explainin!;J 
the notion of ,collectivities is medical ecology: 
"Medical Ecolog,v; thus asserts a ·relatioiilship, ' ,bet­
ween environment, disease and man but selects 0Aly 
biological and socio-cultural factors as relevant." 
(Turshen 1977). This too ignores the illness genera­
ting forces in society. Doyal aod Pennell in their 
book Politic~! fcono,i,y oi· Health have. elaborated· ~~n 
the -e·volution of the c\iriica·1 paradigm in modem 
medicine, They discus~ the direct and.intimate ·rela­
tioi:ishir{betwe.en the· process of commodity produc­
ti'on and· destrµction of · fiealth .. and between 
economi<;.'Jnderdevelop

0

ment and heQlth. (Doyal a 
Pennel,' 1 981). This view does not exclude or deny 
the op.erat,ion of_ ~ne.· ~iological mecha~ism -which 

''11£aUh and medicine are· socia"t • 
cale901•ies wh.ich hav.t•. rderence 

nol simpl9. lo the liofogfoal 
txisltnce of t,he huma:ri .being.·· 

but fo the social nalure ot 
such exis'fcnce. , ., 

cause i.Ui:iess. The con9ept tha~ ill health can on·ly 
be understood· as a consequence of_th~ dynamics ·of 
class contradictions in society, and that the occur­
rence of disesse is intimately related to tile sociai; 
formation within which the biological, physical and 
chemical operate is o·ne of the major marxis( contri­
butions to the critique of political economy pf health. 

Health as labour power ; Under capitalism 
bealth ,is defin.e:d as· arr integral component .of an 
iudi.vidi.J.il's labour._ power. or productive capacity. 
labour power being a commodity under capi,talism 
has a specific exchange value· - the quantity of 
social labour ·necessar.y·t~ r_eproduce·it .... just as any 
other comrpodity does. ·In ·other words, the•exchaAge· 
value of labour power is the value of cons·umer 
goods ·and other services necessary to keep the· 
worker a,nd his/her children fi.t enough to work at · a 
given intensity af effort. But to maintain tliis ·level 
of effort, or the ma*im'um level of productivity, a 
certain level of physical and mental heal,th is' -vitally: 
necessary. Below that level of health the capacity" 

, to wod< falls off, and with ,it, -the amount of ,s1:1rpll:1s 
v,ah.1e that will ,be gemerated. T!ile •capita·1ist 1is ,simply 
not interested hil the level of heal.ti;)• beyond tlilis, 
eveA though the worker will ,be vitaliy 1interested 
irom the poililt of view of tt:le q1:1ality of life: and not ' 
of pfoductive capaci¥y (Schatzkin, 1978). 

, From this point of v.iew of• Ihea,ith as !labour 
power, Schatzkin 1argues that meoical car-e service$ 
ar.e-designed, for mair.ttai'nfng t•he reqj1:.1islte · level' of· 
i;ieahh, a kind· of labotir li)OWer ;repai'!: and 1mainte­
l)Bnce service'. While educatior.,al ser.vices ,help ·to• 
maintain the knowledge amd skill, compomelilt -0f 
work capacity, medical se1vices help ' to· maintain 
the 'Physica'I andl 'psychblagical comp~nents. SiAce 
t~~ pr.ov,ision ot health, is ,par,t' of •maintahling, fabo,wt 
power, it ·repi,esents ·to the ,capitalist, -a part of the 
wages he must pay ou,t, directly as ·wages or 'indi­
rectly as ·•social' ,wages in· the 'form• of· medical, 
serv.iees·. 

The commodif.ication of ,health, ,cue: A .com­
m,odity is an ex!ernal object. which -· 1t:iro111gb ·it.s 
quali,ties ·satisfies human needs, o( Whatever- Jkir:1d, 
and is produced' for excnange ilil tfue ,mar.ket. Health 
care is one ~uch commodity. Mistorica'Uy, througho_u.t 
most of hum_ari histpry, healtb . care was an orga,:iic 

- . - ,, - _.. - .... 
part of a comm u,na'l society. It ha1s otter,i beeA 
indistinguishable from religious or social ~ctivities, 
none of wlilichi were exchanged (al.thougb,gifts ,were 
o.ften, p~esente.d: to1 ~t,adi,tioAa'I' lilealers}. As:comtr11:1•Aal 
societies w~r,e .cooqwer.edl by,. fo1:1d_al1 and ,eventuall.y· 
·capitalist socieJies, ,health, care was taken.out oMhe 
hands of traditiqnal he.alersi:and. place~ -in ,the tfo:.. 
a;iaira, of doctors aAd' midwi;ves,. wbr0 ·.elilgag_ed,. ir:1, 
he.a Ith: care for a, .price i.e. as par.t of ~ moAey ex­
char:age, ,The ·phy,siciaA was an h:id.epe-ndelilt,producer· 
selljng tl:le prod1,;1_cu>t1his .or t1e.r own :frabat:1r. (Roder. 
and, Stevens.on; ,p, 1,9-·1•1Q8).~ . , . . . • .. , _ 

. B'ut ''capital,ist produc~i~n is A!Otmerelytbe· 
pr_oduction of ,commoditi,es, it · is. by· its ,ve1y 
essence, the produc,tiori · of surplus ·labour"· 
('Marx Capital, .p. 644): The capitalist can or.gamls~ 
the production of surplius va'll;!e' throl'lgh· tf;ie ,provi• 
sion of health car-e and can realise high pFofits i~ 
this .sefvJce li,ril.Qll.stry. l·t is irnmatertaif, wliletl:ler:: the -~· 
~t1rplus value 1iue~lised• dir,e~tly tbr.ougb,tbe ,prt0dit1c.-: .. -~ .J 

tiv:e activi~ies ila·the Glinics and lilos,pitals .owned; Jby. 
the· capi,,alist Qr indir,ecJlv,, _ tliln>ugf:11 ,the. :provisiOril!. of 
healt~• c.a~e,.by t_he· s~ate to mah1ta_i_n om :imcrease the_ 
pr.oductive capa.cUv of Jabour,., • _ · 

Medicine as a social' relation: Yicente'Navarro 
ha~ cQncretis~d our _uod'erstanding,,of. t:iow. m'edicine 
shou Id ,be \lieyve~ w.itbfa. th~ 1P,erspectiive · o.t the .so~, · 
cial .,system. He argues that ,r_nedicfo~. or :mealth, 
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services .is a :social• ·relation .and r.eprod·uces the 
do.r,oinant relatio.ns of production. Medicine, there­
fore,. has been different under different modes of 
production. Hie. argues that since the mode of 
produclioA is r1aproduc.ed not only at ,the econpmic 
.but also at the political and ideological levels, medi­
ciAe contributes to the reproduction of the mode of 
production at the economic, political and .the 
ideologi.car le·\lels and· tha•t mediciAe ,is always 
articl!llated' .. w.itliiin a specific mode of production . 

. ' . 
These are. ltbe features of Marxist app~oach or· 

methodology . which we will, use to exarrii1ne the 
political econo1r.ny .of health care i-r.i India. But any 
aitemp.t to examine fhe development of health care 
in India in the context ot socio-economic deve!Qp­
meAt brings into focus the su_bject of the mode of 
production in l,ndian .agricuUure. We are aware that 
this subject ha!, generated a lot of debate amongst 
Mar~ist~ in t,he 1.ast decade and there are div.ergertt 
viewpoints. We will not here revi:ew the entire 
debate that baf, ,taken place nor put forwaid our 
viewpoint on, tine subject and substantiate it. Our 
focus •is,the ·political economy of thealth care. We 
will, ther~fore, endeavour to show that, the vei¥ 
efforts of the Indian State to penetrate the remotest 
comers.of ,the agrar,ian ·.set-up through the provi .. 
sion, of health c:are facilities; is not any isolated and 
non-social phe!tomenon. But the effi;,rts in fact 
strengthen and reproduce the already existing and 
expandi'ng capiifalist relations of, production (whether 
fo " pure" forms or intertwined with the pre-capita-
list forms). · 

At the same -time, we must admit that this 
• , analysis is our 1first attempt and the vastness of the 

exercise 'has made us very aware ·of the ·inadequ­
acies in the sphete of in'formadon an~ data. The 
most evidently thin area of the outline i's the lack of 
ana:lysis and attention to the social roots of ill­
heal'th and di'sease in India. By and large, we have 

• merely assumed that the patterns of illness are 
reflective of thu class, caste and sexual contradic­
tions and'·are influenced by the level of develop-· 
ment, ·both quantitative and· qualitative, of the 
sociat system. \Ne have .also assumed that changes' • 

-.(".,;...,,_in tl:le pattern:s of illness are directly related to 
chaAges ·hl sociio-economic ·systerri; and have proce­
~ded to .focus on the chaAges in health care in· 
light of-the change in the mode of production. Our 
objective is t.o locate the crisis in ·health care and' 
mediciAe withii:n the larger political ·persp~ctive 1or 
~lass str-ugg_l~. 

Healtf, c_a-te· under. B.ritish imper,i-al'ism . . . '• 

Western medicine c,_ame to .India in the 17th, 

cer.itury. The first medical men to set foot on the 
stJb-continent were the surgeons sailing wi,th ,tne -
merchant ships of the mari-time nations of the•,time. 
TlilroCJgho,ut the ceAtur'{ .a n umber of EUTopeans 
found employment.as surgeons and physicians in 
the Courts of the tkings and nawabs. By ,the eAd of 
the 18th Century all the factories of the.East Indian 
Company had at least one surg~on in Y1eir employ· 
and the Indian Medical Service had been founded 
(Crawford, 1914) . · 

,, . At that rpoint ,of time- the medicine practised by 
the company doctor was hardly diffemnt from ~ocal 
systems. The doctor .ef the day. had a li-mited range 
.of therapeutics and curative procedures : .... herba'I 
•me~icjnes, a very few diseas_e-spec·ific chemical 
preparations, ,the new 'exotic' drug the Peruvian 
cortex (cinchona) for intermittent ·fevers, blood' 
letting, venesection and other such.procedu,reswhich 

~'.Sinct the mode of pro'41ucli~n 
is -reproduced no,f only at~ the 

economic b-ut also al the political 
and ideological levels, nuidicine 

contributes lo the reproduclion 
of the mod~ Q6 produclion al 

ihe economic political and 
id~ological levels and lhat 

medicine· is always a;li,ul~ted 
wilhin a spectlfc mode ol 

product.ion.,., , 

had been in vogue - since ttie-timQ of Galen. The 
birth· of modern scientific medicine-was yet to be. fn 
the followingcenh:Jr-Y however, there ill,ere enormous 
developments in -the content, theory and _practice of 
medicine in Europe. Not only had the knowledge 
base· of medicine expanded bt1t -i·t wa:, being· struc-· 
tu red to meet the-needs of the dominant class. For· 
instaflce, the two maJor disease casuality theori~s· 
that ware competing for acceptance, the · ~ootagion 
theory and an environmen,t theory wnre more thaff 
medical thellries-ar.idtheir'incorporation fnto contem­
·porary medical thought was dependent on how th;y 

- affected the operations of the dominant . class of the 
time. During the first half of the 19.th. century the 
contagion theow which s,uggested quarantine 
rneasurs as a me.ans of controlling disoase; was the 
best accepted. But with the increased movement of 
goods and of peopl~ towards ·the middle of the 19th· 



century, quaranti:ne measures .proved ruinio,us to the 
- new enitreprene.urs and merc.hants .. Omi important 

reasi;m for . the· accep,tance of the miasma. theory 
which k1ca,ted the c_ause of disease in. unsanitary. 
conditions was 1he .potentiaTly disastcous effects the 
acc1;1ptance of the contagion hypothesis wo.u.1~1 :hav~ 
caused (Tesh, 1982). 

By the ~nd of the 19th century, the sa,nitary 
reform movement in Britain had resulted in limited 
stai e intervention in the to.rm of legislations and in 
the creation o.f institutions for administe:ring t/:iem. 
But these ref.oms were,actually sel.H imiting,. •Although 
they affected ·a section ,of ~the capitaHsts ·wt.lose 
pr,ofits came·from housing, water supply ,md sewe­
r-age dealerships, they s'erved the needs of capital by. 
decreasing· th~ cost of disease. At the . same thne 
pu:blic heal.th work and preventive medicine ,col!lld; 
never gai·r.i, the stat_u·s nor weild the same! i:nfluence, 
as clin'ica,1, medicine. .Public health work highlighted 
the shortcoming of capitalism and it would fl19-infy 
benefit a class which was incapable of cdnf.erring 
status. (forshen, 1977),. On the other hand, clini-. . 

''One ol lhe aims o( lhe planning, 
was lo aid' lhe capital acc~:mu-•. 

tation in lfie prit?ale' sector.,, 

cal medici'ne with it~ focus on the individual rather 
than the social conditions underlying disease· states 
offered a means ~f dive'tting public attention horn 
the ills of capitalism. 

training, centr:es wer.e ·set up tO! teach ,midwives ,the 
'modem' methods .:of childbirth; _ T.he ·.,fundimg: for 
these came from weal,thy Indians who w.isliled to 
set up Jaospita·ls as u~ecnorials. (H1,Jfoagton, t9~3}. - " 

• ~ ='" - " • • 

MedJca} CoTleg·es V'.'.ete se.t up to trai11 assistants_ 
~nd a· la,rge n ~mber ~f l'naians. we~e. tc'!~in.s ava1n,tag,e' 
of the oppoft~(-li.ty. The u'.pp,er castes wer~.s.pecia,il1fy' 
encoura9;ed to enter tl:t~'se c9!11eg£:S, Righ~ '·t~or:i the 
beginning, a:lf'o~athic ;~edj~i~e ·im India, ·c1c·1qu1red.·._an. 
upper caste·elite bas·e. '(Bi iner·ji.'1,974). Wofiien ~foo 
were given special concessiotis;- so tha,t . the new 

rmaternity homes cc;,uld 'be wetl-staf,Jed. · •• 

· The development •if .;cienti,fic' ·c.liriical med1cfoe 
wnich -~inbqdied 'bourgeois ideol;ogy and ,ielat'io:;;s ~f° 
~pro·a·uction was far . mqre important than . th.e ·crea­
tion of a public health system whfch- 'rriight . ex pose 
the true· nature of .Britiih imperialism. . • . ' 

• ~ •~ ~••- • ~ I 

·. ··The healt/:1 car.e, . n·et,work u:nder the :Srhi'sh 
cc,>1;r,Jprised .desl!lftorily .implemented: sanitary meaS'l!J,r:es 
and a fait number of ·hos1;1ita1ls :a:nd dispens·ar.ies.w Jth, 
a · growi•ra,::,,'.:number 0f,-me"clicJ:1I r:esear,ch ,f.acili.ties 
ur:idertaking wor.k on tropical diseasei; u:ndei the 
tutel<!ge of Europe·an. doctors. an~ ,re.searcher,s. : · • ,' 

Tb-~. P.a1h: ?i c;le.v~lo1f?r:nent: c·.p:nsc:io~~~s'ly 
ado,pted: by the l.ndi1a:n ruUng· classes 

· at the t ime- of l.nd'e,pendence. :., ... 
- -;, .,.. 

1::11,e jpc.reasing •PQPt!l1larity p f :modern allopa,ttJic 
medicine a,mongst ,thei. lm:liar,1. elj,te 's.tra,ta .was not al[) 
accidental phenomenon. It was rather a p,ar.t ·af ·the; 
proces~ of emergence o:f Indian bou.tg~oisie ,as an 
economically powerfol , ,and politica,l[y shrewd class 
under :Bri•tish if.Opetialis·m._ As we wiJI . ~how-la,ter· in ... 
this s~ction, th~ c_h9i_ce of modern af:fo,pathic .("scie·-. 
ntific") m.eaicin_e· as a 

0

bas,s -of . develo,pn;ie'n,t 'of 
he;.lth-care .systenf in !ndia v.ias de'libera,te :(d~s,pi,t~ 
the i act 't h~t other. _ch?ice's ,<!nd concrete, ,pr9pdsa,ls 

• • • • • I • , •· •., • • , . 
~xisted), . pod was,.in consonanca w1,th the 'P,ath o.f 

The origi•ns of the sanitary reforms in India• are 
rooted iin a differe.nt set ot circumst~lil'ces. Aft!:l(i 
1,857, and the tak~ over by the ·Crown, the· number 
o-f troeps _on ,Indian soil incr!;lased,and the health ·Qf 
the arnn\:'. became a sul;>ject of di_sf:ussjof!. More~ 
over, cholera which had been cor:ifi(]ed tm .India s_o 
tar broke out in a d'evastating, e,pidemic ,in Eu.rope. 
The British colonial .gove~nment was. pres_st1rised into 
ini,tiatlng -sani·tary me~su,res in .the P.residen,cy. lilJEilats. 
But these measures .did not. ,giv~ ,rise _t_Q1 a1 ,publi<;: 
health ;ystein and the gov!3rn,:n~!"]t chos,e, iin_stead, ,t,o; 
~ncourage the_se.tting up,pf_ medicaJ .r~$ea1c.h;.fac.iili- • 
ties for the assa,wlt on tropical ·diseases, a,n_ -assau:I,( 
master minded ,in England. (Ramasubban;. 1'982},. • 

socio-er:ion·omic dev,elopmen,t adopt~d 'QY the lndi,an 
ruHng ~fas'ses. To S•UQstanti'a,te ,this st?iemen,t,, :we wHI 
e)c°amine ,the .sit•U.ption·. at the tirn.e o( lnde,pende,nce,, 

• u,n.der . three ,ti1:1~dings : ,aj the stre'Qg.t6 . of .l.a.di'an 
' • • - - ;,'!I • • \,; 

Outside the gover'!ment tra·mework, a number 
of missionary groups and individuals had also begun 
to set u.p hospi,tals and ·medicai' ·in~titution~ . . ,For. 
instance, a number of ~aternjty .hqspita~s ans:;f, 
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bourgeoisie at ~h_e ti~e of !'od~J?eo~:~nce,, 'q),. __ the '& 
po)iticat and economic strategy, a_dopteq1by .the 1 ndia.n. 

·b9urgeoisi~ for, strengthening ·tts class n i,le, ,a~d. c) 
the .·· heal:th care . strat~gy adop,ted .. as a pa!t ··,of 
de_velopment• :pe_r-s~_eeji,ve_. . - . .. • -

" ~ , \.l ,•'• t • 

~al "f.he strengtl:l,.of thei l,ndiar:1;, !bo_l:lrgeoisie 
at the time of independence : On the ,eve ef 

independence, al.t~o·ug.l), India's. ·to_tal1 • ·eco.r.ii;>rT\:Y; 
was'cive·rkhelrrffng1V'"a'gricu:lt~ra1I, . shbstai:i,t i ~J ·i1nai~·.· 
stri'alisa,tion hladfta.ken place. IA.Ja.c.t, India w.as,.A11uch, 

'I 

◄ 

j 



•'b·1;3tter placed than most othei colonial, oi ·semi­
coloriiat co1:.1n.tries of that time. 

India's domestic capital, at the time o,f indepen­
dence ,near.ly··occupied an equal place w'it:h foreign 
caprtal in lndianeconomy.!(.Bettelhei'rn, it9~i8}. Accor­
ding, to the same· source, foreign capital's sphere of 
influence w.as particu'larly in tne princip,al foregin· 
cl!l,rrency •ear.rainn industries (tea;· jute and cotton-} 
arid in those whic'h were the maim sources1 of power 
in· l'ndia (petrole_um, coal, electricity). 

,t,n assessi·ng the poli.tical• .streng,th of the fndian 
beurgeoisie· at the ,time of independence, ,t.wo points 
should be understo.od. firstly, Indian capital had to 
develap u:nde~ the •tight .con,trol .ofB~itish irnperia:lism. 
In its ,confnmtation with foreign ,capital and imperial 
policies, i.t was'but na,tural ,that a tendency developed 
•towards •developing stronger economic· arnd politica I 
,orgar;iisa,ti.ons ,of i,ts own. Mareover. ·Indian Capi.tal 
,did •not .d'evelop throt:1gh ''free competition;" Due to 
sever-al i·ntrinsic factors, specific to 1India, an·d due .to 
tbe· fact that World Capitat was a.lready at the 
·manopolistic stage, there was- naturaHy a tendency 
· for· · Indian ·industral capital to take me>nopolistic 
for-JiT'ls. This situation hel'µed it to organise its various 
g~ou,ps with much more ease and al'so maide 'it more 
shrewd ,ar:1d1 alert i'n extending right political 

· patronage. 
-
· Secondly, the ·Indian .ho1urgeoisie was ,poli.tF 

,cally ~hrewd enough to understand the .importance 
~ 

~ -lr-- ,of Gandhi's id~ology o.f ha~mony betwe1en ·capital 
.&fld labour. 0 1uring the· 191 a. te){ti,le workers' strike 
,im. .A-hl(Oedabad the newly formed 'Bombay MiH· 
owners' Associatioll! utilised. this oppc>rtu•Ai,ty to 
establish •coi),tacts witlil: Gandhi. Subsequently in 
H)21, wi,tl'l ·the launching of the Swadeshi movements 
they ,found :in Gandhi a• represen.ti3tive lea1der and in • 
the Congr!;lss ~heir irepresentative P.arty. It is impQr• 
tant to· note that from this point onwards, .the 

· bourgeoisie never lost its political leaderslhip o.f the 
·nationa'list movement. Thus; at the tii:ne of indepen~ 
dence, :the party of the l'ndian bourgeoisie" the Indian 
National' Congress maintained i,ts 'leaderslhip cit the 

. ~ na,tionalist mavemen,f and very meticulot1sly imple-
.,,. mented the· str-a,tegy of the Indian bourgeoisie·for the 

post 1indepeodence growth of capi,tarlism in l'ndia. 
. 
_.. . ,b) The .political .a-nd eco111omic str:ateg,y ado·-
.:pted by the ~radian ,bour.geoisie fo~ streingtheni111g 
,its class rule:: 'Fhe Indian independence was not a 
s.ocia,f revol1ution.in which, one cl.ass through .violent 

- means seizes politica·l1 and socio-econolil'lic.1POWer ,fcom 
an~theri. ,lfll ,fact, .ind'epende.nce was J,ust trnnsf.ei of 
,political· power. from Bi:itish impeiial isrn into the 

r. 

hands O•f Indian ,bourgeoisie, keeping tlie socio• 
economic str-uctu1re of the,society·more-or-less in,tact. 

-Moreover, undet the 'Mountbatten, p1·an this transfer 
·was aif-1:ected thrnugh, 1ne.gotiation and: bargain. 
Ther~fore, after.taking· over the-reins of State power, 
the Indian bourgeoisie did' not ado.pt ,radical mea­
suies attemp_ting' to- do away· with I ndi'a'·s pre· 
capitalist forces. I~ so f~r- as those forces did nat 
seriously .obstruct its plan of grad'ua1I transformation 
of Indian agriculture thr.ougl) sta.te intervention it 
adopted' a policy of compromise and _accommodation. 

At the same time, in the .tor.bu-lent 1.940s ·,the 
·IAdi·an bourgeoisie feared ,the militancy of the· work• 

l ing masses. l•t should be noted that from, the· :1ate~ 
·hatt of !I 9·30s, .the mass umest had ·a:ttained serious 
pro.portion. On the industria,I .fron.t; the number of 
·stri~es in 1:-937 reached 379, ,the !highest since ·rs21. 
Between 1'942' and 45, the cost,of living went up by 
200· percent. The year 1940 saw another strike,wa.ve·, 
in which -workers of cotton textile, jute, oi'I, coal, 
iron: and steel and ,many other !industries partici­
pa,ted. The lil,umber at tr.ade unions- went u.p from 

'''lhc Jndian bourgeoisie ,opled 
lor a model o.6 heallh ~a:1•e 
str\?ict in which .heaUli c;art , 
could be lransfo1•:med inlo a 

commodity·.,,, 

18ij in 1938 to 515 in 1944 with the membership 
_rising from 3,65,450 to 5,0~.08~· {D u-tt, 198.3)._ • 

At the same time, the All India •Ki·sa:n Sabha, 
which took a ,leading· role i1Jil fighting against govern• 
m_ent repres~ion. and had 'helped· org.anise · self-heltp 
movements for f.opd and fonds, quadrupled its mem~ 
bersh1p between 1942 and '45. (Dutt, 'I 983,. 
p. 279). The end of the war saw ,two sigoif,icaint 
peasant movements• .the Tebhaga.mov.e.n:ieo,t b.etween 
'46.and '47 in what is now_ s·angfadesh and: the 
Teiangana strugg1le in '46" an·d '511.in Andhra,. These 
· yv-er~ the most outstanding.' indicators of peasant 
:ferm~nt brewing all ov·e, the country. · 

,fhe politiea:I ferment also ·sp~ead ,tCil the ar'fued 
·foices i,n (46·. T,he 'RIN mt:1tihy and the> st1ppor,t ,i.t 
gained in- Bomba,y from, ·the working :,class. :and 
·middle• classes shook 11:le. l'ndian, 1bomgeoisie. 'Fhius 
,althougl'l, the Indian ,left.-·.because'. of ~maAY reasons 
·ifl,tO which we- CaflnOt go i1n iA tl1is artic'fe, co1:1M 
not destab'i'lisethe,bourgeoisi•e rn'1r 1havea 1:1erspective 
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to take ·control of the natior-ial movement, the latter 
was forced to recog·nise the explosive. pc,ten,tial for 

•mili.tarn:y ~monQ the 'l'abouring masses. ,:jfhe ,rea1li­
sa-tion that the mass pressU:re the 'bourgJ;!O.isie had 
so far used to .thei,r ,advantage could get ou.t of 
hand, f.oiced-them in.to granti·ng, concessions in the 
.overall plan of deve!opm_ent at i_ndependernce. 

,In the context of the above, ·the bourgeois 
strategy tha,t developed after independence was 
twofold. 'Parliamentary democracy was acc·~pted 
beca•use it lJl!Ou-l'ci widen the mass base of the. 
regime, to g,ive ,room ti;,-th.e ·contendi•ng socio-erwno­
liTiic;: forces ,itn ·the :governmental block and to 
provi'de a· .saf~ty valve for mass discontent . . This 
method of bQurgeois rule granted _!,lni,vorsa,I fran­
chise, f,9rrnal pQlitical democracy, P.q,uali,ty before 
.the law .a,nd so on ,a·H at one stroke, In the Cbns,titu;­
tion, it _gave .the State ,l?ower .a clea, bourgeois 
impress by making the· right to -private property a 
fundamenta,I right. 'the right t-o work, the right to 
,eceive. f.ree•healfh car~. education and so pn wer~ not 
rncl'uded in the_ lisf of fundamental rights but were 

.,.,.:Jhe .expansion ,06 caµif.alisni i's · 
dependent on a polilicall11J 

, slable and ltcatlhy labour fora.,, 

relegated to being direclive principles. Also. for the 
future socio-economic development of l_ndia, plan­
ntng wiith the active intervention o,f the St.ate in the 
economy was ado.ptod as the best way for industrial 
development and for the transformation of back-
wa~d ·agricul.ture. · 

Briefly, the aims of pl'ainning· with t_he active State 
intervention ion the ecoAomy · were the following: ·(i) 
fo devel.op an infrastructure of the heavy industry, 
transport, comm.unic·ation, and energy, so vita'lly 
necessary to overcome the most gfaritng weaknesses 
of ifldustrcy or the under-developed capi.ta'I in~ensive 
industries. This development requfred huige invest­
ment aAd a long.-gestational period for invosted capi­
tal. the pri-vate sector was not yet readly for this. 
(ii) To ai9 the process of capital accumulation in the 
pri'1ate sectQr. :rhis was to be done ,providiing .pr,ivate 
,capital with, easy access to, ,the infrastructure,· by em­
ployi,ng, piivale~contractor,s in the operation; of, public 

5
ector, -by enriching individuals or grouIps oJ indi­

vidt1al1 b1netiucrats and so on•, and (iii} to carr,y,· out 
limited' agrarian ceformsJ to provide faciilitiHs f.or agr,i­
. cu,ltur~I cleveloprne~t and streng;then and expa.nd 
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existi1ng1 bo,urgeoise forces leadi1ng! ,ul.tim·ately to. t.f.1e 
modernisation of agricul,ture on a,·capi,ta:listic basis. 

c) T·he •heal.th care· strategy ado_p:ted. as a 
,part of the• development 1persp~<.fo1e: Anhe ,tililile 
ot ind·ependerce, three major reports, C(?ncei;ning· the 
heaJ.th syst•em in the new na,tion 'Saw the ·light of ,the 
day. In 1939 the nafron-af.plann_ing commi:ttee !had 
set. up. a s·ubcor:i:irni.ttee to pre_pare a ,plan. .tor 'health. 
In 1940. the Chopra Committee was, constituted. ait ~ ·, 
tlie first health minister's conference. And the B,hore t-~ 

r committee began work in 1943, and was charged 
with the task of conducting, a.· survey •of ·1he entire 
field of public hea,J,th and medica,I relief on which to 
base plans for post-war ,dev.el.oprnent in the ·health 

I • 
.field,. (Shore, 1946). It adv0ca:ted a ,doctoi-cente~ed 
sys.tern of hea.ith care and urged. the mea.tion ,of a 
vast health infrastructure.· Its main, ,inspirationi were 
the• Flexner report ,(whicr.i consolida,tedth~ estab,list.r­
ment of •·scientitic· medic;ine in t'1e• . .US) and\• the 
Goodeno,u9h Committee·· (which had, been a,more 
r~i;:en.t report ,restr.ucturing medical educa,tion -1in 
.U·.K.). 8,de

0

fl.Y, the Bhor.e co~mittee ,recom~~~cl~d 
(i) .the .main tocus of a.II ,health measwrns sh.ou-ld be 
.to enable people to ~njoy li,te ~·O· the. fo•l·lest exten,t 
:a•nd to help t~e individ:ua:I reach, his maximum level 
of ,prod.uctive .capacity; (ii) the futur~ heahh care 
system should_ be a doctor-based, hospita,1-ce_r;ltered 
system with a proliferation of heal,th i.nstitutio·ns; 
(iii) a salaried service sho,uld be preferred over 
private pr.actice although "any appre'hensien that 
,private practitioner wii l be seriou-sly af'fectedi to their 
d'etrimeA;t by our proposals for a, sta,te 'hea~,th service 
is unfounded'," ,(iB.l:lore, rn4s·p. 16~;. ,(iv) occupa,tion­
a·I and, •industrial 1health was aA impoFta,nf aspect 

· of health services; (v) .matem·alI• a'.nd c"1ild' health 
was to, be .given a-high priority; and (vi} comiequent 
,on the developmen.f of .a heailt-h infrastructure,. tf1e 
i:>t:larr:naceuticals and the. surgical' goods iridtlstries 

-would :ha,ve to be encou1r.aged •to expand'. 

'The. Ch0ipra · committee (the cornniiittee o.n 
Indigenous System of Medidne} reJ)ort was publi-
shed in 1948 and made recommendations which, 
had they been ,implemented at that time, wouild 
have iesulted in, a drasticaUy di,fferrmt .system 0f ~ 
medicine; tt saw. an utgen,t r.iecessiity for ev'o!,vi.~g 1~- 1 

. one u,nlfie.d sy,stern. It pointed out tha.t the 8,hofe ' 
Committee had been, rather silent or:i the qruestior.i, of 
.indigeFJous systems .in their gr.and pl'an for the 
development pt health services · .•i1n Jr.idia,. f.ihe 
Chopra Commi.ttee, in fact, had'. dr.awA up aI plan ',f.or 
.health .services: where· the, primary .lev.els. wo:Lilld 
most!¥ use .. indigeno1:1s' system and the ta'l,uik hospi.ta1I 
and beyond would practise •syr:fthesised,' rne'dici'l'le . 
Almost• ai!I t:he recomrnendactions were, 'rejecfed'. _ llt 



was decided tha,t a fuU course in modem scientific 
medicine was to-ibe .the basis on which ,o.thei systelif.ls 
were to 'be .engrafted. 

. The ,India~ bourgeoisie opted' for a model of 
heaHh -care servi_ce ,in which health care1 cou1ld be 

·transformed ·into a commodity. Even i•,n adopting 
the -recomme,nda.tions of ·the Shore co,mmi.ttee, it 
selectively incorporated those recommendations 

·which con.iributed to the growth of the health 
.in,frastr uctu:re and the consolidation of lbourgeoisie 
and i-ts·concomita,nt organisation. lhe di~velopment 

. and consolidation of aHopa.thic •seien.ti.fic:' medicine 
was also a deliberate .choice which offe1red severaJ 
adva.n,tages ·which we wHI elaborate in: a later sec­
•tioo. Fot the moment it is suffici~nt. te> state the 
sUJpposed resolve of the Indian, bourgeoisie to 

• develop indigenou·s systems did not. get transla,~ed 
-into aoy' 1r.meaningfol, ,programmes aAd India was 
well ·set oni •lhe wa.y to enlarging the worl'd base for 

· ,the practh::e of "scientif.icmedicine'. 

. · First fifteen years. of Planning 
. (<!1),°Gro.wth of. industliies 'hasteai•ng captial 

accamulation : fhe public expenditure; on develop­
ment il:I' •the iirst .three :live years plan period was 

.as shown: i111.Appendix 1. · · 

From. the second i>lan, Industry anti m1mng 
started receiving the attention of the p,lanners and 
in the third ·plan it got the first priority. The maj'or 
investment iA this branch was in heavy industry. By 
1965, substantial changes took place in the in-' . ' dustrial: structure, The gross value o·t output of lig'ht 
•iAdl.istry increased from Rs. 17,100 miNion i-n ·1951 
t~ 3'5,SQO mi'liion in 1'965, i. e. it more th an doubled 
i,n 1'5 y~ars.'I~ this period, tl:leoutput value increased. 
by 8.5 tir.r:ies in the heavy industry. The share of 
heavy industry in the total output of 1na1nufacturing 
j,111dustries. went up from 22 to 52 pmcent. The 

: i11:1vestmen,t in, tcleavy industry wen•t u1p from 43.4 
.percent of the.:total investments fn. thema1n1ufacturing 

• i,ndustries ir:i 1951 .to 79.8 per.cent in 1965. (Shirol~ov, 
1980). . 

Thus, a,t the end of tfiird plan• period, fhe p1:1blfc 
...... ~ se~lor had ser up prod'uctlve pll,ants mainly in the 

'sphere of heavy industry. l·t could do this b',' recei~ 
ving s0ft-·term loans from the Soviet and other 
·socialist' countries. 

• 
1Evel'l wlirle developing the industrial -infrastruc-

.t-t:i,r~, in: this peried a slow but steady traflsfor-mation 
•of.the 1l·ndian ,agrarian sector, was also begu·n. 

.(b) the Transformatio.n1(?f lndiana1grict1ltur:e 
'fhe progress·in the agricultural sector in the first 
'tifteen. years ca,n at ·best be termed m1odest. The 

,pr.eduction, ot tood gr..iins recorded a, much sma1ller 
,grow.th than · that of ·cash/i-nd1ustriaf cro,ps. The 
r-ise im gr:ain :production, did · not outstr,ip or even 
eq,ua'I .the rise -in· :popula-tion. l'he sectocal allocations· 
in: :the first p'.1-an· · gave tirst priority to·.agricunu~e, 
·cor,nmunity development and iirriga-tion -which · 
together accou1nted for 35.8· percent of the outla¥, 
After that, the percentage share o·t the o,utlay· ,iim 
these areas consistently decreased . 

· ThroU"gho.ut this period agrc!rian 'legisla,Jion 
,. streng,thened lhe posi,t-ioA ,of the_rural upper d_asses . 

The ric'~er :Peasantry were ab'le t•a •gctiA greater firee­
dom from, t~eir l·andlor-d's aAd were abl'e• tQ ,iner:ease 

1 their holdings. Tf1e ,big lar.1dlords Wflie !,)~i·rm. ,trc!.fls­
form~d i-nto capitalist farmers. The conditions of the 
po_orer pe~san1ary consider,ali:)ly worsened during 
these-years. On,·the whole there· was .a, slow develop­
ment et r ura'I ca,pi-ta lism. :{Bettel'eheim, 1968). 

Agrarian retor!Jils w·ere in this ,period directed 
not so much a,t transforl\t'ling ,the modes of produc­
tion in agricuilture, as .adapting, the ,coloniat agrar,ian 
structure to fit the pattern of growtlil envisaged by 

,,jlie pro-g.ramm-es like mala1•ia 
conf-rol·musi'be ·se·en as .dealh 

conir.ol progr.a-mmes pr.tcedin9 
l'ht.birlh .confrol pr-09~ammes 

of a later period~'' 

the· bourgeoisie. They we;e dir-ectecf ,a,t eliminatiAg 
the intermediaries a:nd middle men.and reducing; ,tbe 
effect of. feudal .and ser:ni-fe.udal ,rela,tions. Agric1:1•l·­
tur.al policies and programmes fa,vQuted those· land.­
lords w.ho had u,ridertaken cultivation on ,their owA 

' ' • I 

rather .than rentier land.for.as (Joshi, 1969),. The 
non-implementation or failure of those portioms .or 
land reforms or the •failure of land reforms' was not. 
su,rpr,ising,, considering as Davey rernar,l<,-s. aptly, that 

_ t_he state ass1:1m~.Hes. were d9minaiedi by landlords 
and kula~s. Likewise,: land ,ceiling•_ legisl.aitiom v,;as 
easi,ly ~ircum\(ented. Trhe Fa Hur~ .to ensur,e sec uri-ty 
of t~nme has resulted Jn. evictions. · l1f1 the Pu.AJab 
alone, the nUO'i)ber of ~enancies~fell f,rq~ 583A{i)0 
in H;l55 to 80~520_,i,n_ 1960 -(,Davy, np5} 

The Commta:nity Developmen,t'Programme: 'laun­
ched' with l:JS aid iii1·the·iirst plan further strenQ,lh• 
ened· the eco~omica'lly · and ,politicailly dominaAt 
·c'lasses. Later evalua,t-ioT-1s ·showed' ·tha.t -16· pe·rcen-t 
of the benefits from agricU'lturaf·extensian wen,t · to 
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the elite ·groups, the more affluent and influe.ntial 
agricuii-tvrists" '(Dubey,. 1969). The CD projects 
wor.ked through existing vJ.llage institutions which 
were i:no~e ofaen tha:n not, dominated by ·landown-
1ing grQllipS, Tlhe <S~~amd_an' drive which was sup-. 
-posed to encourage people's .participation, .in terms , 
of. f.tee labo,u'i on road oonstr uction and ,r.epa1r . ' 
was usua,1:1y c_ontributed by the poor who had 
nothi~g1 to · gaiin from ,roads; whi'le those who bene­
fHted from the roads, the large landhol'deis who 
meeded ts transport goods out', got away 'by merely 
supervising. 'lhe C'D programmes not only streng­
thened' the rural elite but also created 'burea­
eratic ,instrtuti,cms w~ich· acted as a link between 
the, rural-elite and. the0government. 
1 

• After ,19Gi_O, agrarj",n- ,po·Hcies and p.rogrammes 
becalilile opeA,l,y favqor.able ·to rich _,peasants .. The 
Ford Fo undatiiOIJ• sponsored'.! nte nsive Areas Dellelop­
men-t Programmes with its packages of creditr 
modern /1nputs, marketi~·g facilities and technical 

--,-,Bo-urgi?ois radiccilism eilh.er in. · 
lht lor.m ,ol r,eporls· or · 

leg,islafions..or pro,gramme·s can 
b(sl ,l,e viewed ,as conces~ions 

,g-aine.d by, working da~s 
militancy.,, 

· advice was o_ne such. lhfs_ meant al'so the increas-
ing. use of t,igh yielding, varieties and' ·fertilisers. 

· Between i 960! and 1966 the consumption · of fer~ 
tiHsers.more.thian doulJl'ed {Davey, 1'975). The two 
disastrous drough~ts 'in '65 and ·67 upset ·'bourgeois 
pla.ns· of · str,engthening'~ and c:leveloping rural 
captitalis!'"· 

(c)- H'eallth Care ln a Planned: econo.i:r,y: The 
,evaluation -of heal.th services and the growth 
pf rnedicine"in .. lndia ·tan only be arialyse0 in the 
·backgrountl: of f!te development·strateijies employed 
by. the Indian bourge<,iisie. A·s we have seen the 
prir:na~y-arm o1f · Indian capitali'sm a,t independence 
was the comsolid!ation and ·e~pansion of capi,talist 
r:elations and th_e- tr~osformation and inte~ra.tion of 
pre--capitalist r:i,a~de of :pcoductio!'l; Accotdingly•, the 
hea_lth stra:te,gicas. that were chosen directly or in­
directl.y suppo11ted and· strengthened the drive for 
capital ac~umulation. 
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There wete fpu1r· factors, one ma,y cal'I' them 
constraints, which limited' the.bo urg,aeisie's. options 
in the hea'lth sector. Firstly, they foractioned in ,an 
economy link.ed to and subservient to. Wofld 
capitalism. Secondly, they were comrn1tted to 
planned cfovelopment. Third'ly, they hiad to fonction 
within the ,garb of a 'welfare Stato' and fourthly, 

"in the beginning at least, they -had t,o counterpoise 
· and_ diffuse working class demands a:nd: tensions. 
WhEJt were th-e he.al•th plans and programmes of · the 
period and.hpw did. t~ey aovance bourgeofs a,ims 

r and ideology? 

In 1•951, the, popula,tion o,f l'ndia was 361' mi.I'• 
. lien. N'early 38% .of the work,iing p,opu:lation •Were • 
t wage-earners, {Be.ttelheim, 1·968). T-he econolitlic • 

.growth envisaged. reqiuiredr a heal,thy ar.1d ;pro­
dactive• !about. However, t-he· .t,ecen.t series of 
famines and dtot:J-ghts, increased' explpictat-ion ,of war, 
further deterioration Qf the abysr.nail ,p:ulblic 'hea·l,tli 
and sani·tary services, the post parti.tien exodus tlad 
resulted in a la'bo1:1r which obvioil'.lsl,y cou:ld r:iot con­
tribute its best in terms of productivity. The si-fuation 
also favoured political instabi'lity. 'th,e expansion of 

·.capitalism is .deper.id'ent ,en:a p0Htfoa11·Jy sta·ble a,:id 
healthy labo 1,H force and these cal'led f.or. rnec1sures 
to reduce mortality a,nd mo(bidi,ty iin the Country. 
Moreover. the unhampe.i:ed. bourgt~ois hegemony 
of the national movement had' been paid ior by 
making ,promises. to the working class and its !leaders 
as well as the.progressi:ve· e<;lucated elite . .l n •response 
to 'the growing mass discon.1ent the bou-rg,eoisie·l:lad 
t~ m~ke visib le gestures which cou-ld demonstfa,te 
·their concern and their iintention. o.f futfilili-ng, ,pr.orni­
ses. ~nie c;reaition of large heat!th. institutions-. a,~.d' 
bu.ildi,ng qt° m?dica,I Golleges aod res~arch estab'lish­
ments wa§; a most aippropri~.te· ~t!a,te£1y. 

At t:he same time i,t w~s- 1r-eco_gnised 'tha,t the 
reinfarci-ng "of -capitaHst id·eology' a•nd 1r~prod'uc.tion of 
b'eurgeois ' class -rela·ti'ons was nec,~ssary ,to, the 
growth il'rtd development of;caipitali:sm. ·'Scienti,fic' 
medicine' which had ev<Hved .. and ,rnatu.re.d under 
capitalism was obvio1fsly the most ap,pr,opiiate d10-

jc~. _In t~is sense,. the adoption. of 1;rnJqern i:;nedici,f:le 
as ,he dorni·nant system·of medicir:ie a1nd tt.ie' c~ea,tioo 

. of hospita:Hnffasti uctures where i,t ,cour.ldipe·practised ~ ;;. ,._ 
was an. ideo·l_ogical a~ w_ell as poH-ticaif. necessity. 

1) Reduction i,n Mor:bidity and M'or'.taHty: At 
the lime of i,ndependence ·50 ,percent -of-aH dea-tl'ls 
were estir:Flated to bEl tr,am epidemic. diseases. T,he 
expec-t_a.tion of life at -birth w~s 3'2.45 ye~r,sfo;· ~a:les 
and 31.66 for females (Hea,1.t_h Statisti~s, 1982). 
Cholera, Malari'a, tubercu[osis and s'.maHpox were 
major killers. I:n 1950 · malaria kiHed 75 rrnifliOn and 
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it was estimated that '156 mH!ion work d,3ys were 
lost-ca:using a, loss of Rs. 75 mi·llion. IPAC 'Report• 
~983~·84). 'Moreover, "aggregation, of' J.aboor in 
irriga,tion, hydroelectric and industrial projects is. 
attended wit!"! severe o•utbreaks of mal'arin". (Fi'rst 
F. Y. 'Plan, 1952, 'P· 500•501). Tuberculsoiis was the 
other major killer which claimed fives lakh~ lives 
annua'lly and rendered 25-lakh people illl. It was 
estimated tha,t 900 to 1-000.million mandays were l'ost 
because of the disease. (First 'F. Y. plan 1952). 

The Malaria control :Programme co-ordlinated all 
Malaria con.trot activities and consisted of DDT 
spraying·, treatment with antimalarial dr~gs 1;lnd pro• 
vidi.ng ,ma-1-ati a engineering services wherever there 
were de-velopme.nta,I irrigation and hydroelectric 
projects. 

T.he Tuberculosis Control Programme included 
vaccination with BCG, clinics and domiciliary services, 
and aftercare. The emphasis was on prevention 
with BCG. Both these pr?grnmmes depended on 
internationa,I agencies like the l)NICEF and WHO for 
·su,pplies of necessary chemical.s and vaccines. 

Both these programmes, especia11;, Malaria 
Con,trol .Pro_gramme, achieved spectacular result~ in 
the beginning,, a.f.ter which their success level'led off. 
By 1956 the mortality due to rnalaria had dleclined to 
119.3 mi'llion and in the first year of the p1rogramme 
tne numbef of workdays saved was est►mated to be 
116 milHon. 

T:hese programmes, especially the rn;;1Ilar-ia pro­
gramme eonducted 'like a. mili.tary camp,:1ign were 
conceived in such a manner that they wEire bound 
to. fail. Cleavef (1976) points out that programmes 
like malaria. control:·must be ·seen as death control 
programmes precedi,ng the birth control prQgrammes 
of a, ,later period. Together they c~nst;iti:Jte "the 
means for obtai,lili.ng control over popul'atian growth 
and thus over the supply of :labour". Tlhese have 
been the ·strategies so,ught 'by. business wher:ie.vei­
they ha~e so:ught to ·invest - in US, Sou-th, SW Asia 
or China. 

~ These prog_ramrnes have also been useid to divert 
attention fiom the rea'I' ca.uses o.f H'l-hea'lth by equa• 
ting disease eradication to 'technical' mea:sares such 
as D'DT spraying i·n the case of malaria or BCG 
vaccination in the case of TB. 'Both eradic:atlon and 
imr:nunisa,tion ·programmes constitute the 'meclicali­
sation' of sodal'ly and econ·omic"alily determined 
problems of health. ' By introducing disea:se control 
and· later •eradication µrogrammes, the Indian ·bour­
geoisie was ensuring· contro'I over labou!r supply. Its 

· early spectac ufar resu,l1ts also• aided the legidrnatio.n 
of the 'welfare sta,te'·. 

By the '6(:Js. i,ncreasiing · urbanisation w·i,th a 40, 
percent 'increase of urban popi.Jla.tion, inadequate 
housi•ng and ·living condi,iioris, :1pw availability of 
food and impoverishment and. unemployment had 
pushed up disease incidence rates. T·he health 
impact of new industrriar .processes that were being 
introduced went wmecorded. IA industry, 1intensiii­
cation of labour ,coupled with, chronic ,rnal,nu,trition 

,. accounted. for a 'rise in ind.ustrial ·inj urles which rose 
by 30 percent between 1•96,1 and 1966 w.hiile work 
force ros.e only by 16 per-cen,t (,Aj_it Ro_y, 1973) 
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2) lnst:itution .Building : Both the Bhore 
commi,ttee and the F.irst_P,lan took ser.ious and ainxi• 
ous note bf the lack of medical facilities. ~OW!,health 
status was seen as being primarily because of 
lack of medical faci.tities. The ,ma1or e~phasis in the 
first fi,fteen years was an ,increase of hospUals, beds 
and dispensaries and the numbers of doctor:s, 
nurses and° other healtf:t personneL (Appendix 2),. ' 

,, :Jh'e f ailldul implemenlalion 06 
recommendafions is, 

conlradiclo.r.y lo th.e .i,nl~rests 
ol capital an-d can !.be brought 

· a.bout. only by continued 
• slr·ug,gle.,, 

. The first pl-an envisaged' an increase of, 24 per­
cent in the number ·of hospita'ls, a simi'l-ar.-focrease 1ri 
the nl'Jmber· of urban d!spensaries, a 1'1 percent 
increase in the· number of ruraf dispensaries -and a 
10 percent increase ·in- hospi.ta11 beds. "ifhe m:iml:>er 
of ma,ternity and child hea'lth ,centres botf:i ln ,urba.n 
and rural areas was also to be increased. More ·than 
fifty pe·rcent of the budget for -medical schemes was • 
allocated to _the establishment of hospitals and 
dispeRsaries. -

P.u'6'lic heal'th expenditure. wen~ into, ,the previ­
sion ,of water suppl,y and health sanitation,• the· 
major share going to Madras and -'Bombay; Since 
tr~ining, o,f personnel· of at:I 'kinds-was so ir:npartant·, 
institutions aAd faci.lities. for traini,ng• weFe ,gwen 
high priority. The establishment ,of the At11, 'l'ndian 
Institute for stanclardisiAg, and co-ordinating, past­
graduate· medical ed,ucation·was a1lso initiated- -(flr-st 



F. Y. P,lan) ... TAis ·ventur'e, .as wall «is otners, such as 
the seHing. up, of the Virus Research: Centre in Pune, 
and ,the expansion. of the AU . h1dian · .l'nstitute of 
Hygiene and. P.1:1iblic Health, was assisted!' by the 
'Rockfeller Foundation. This trend for increasing the 
medic91I infrastructure conti-nued· throughout 1he 
tifties a1nd the early sixties •. 

The Mudliar committee which published its 
repGrt in 1961', recommended a, ·strengthHni.ng of 
the-district hospitals a•s. against ,a-ny expa1nsion of 
prima,y health centres. In its opinion, the ,r1~sources 
in reg,ard. to ·p~rsonne'I, ,finance were not ,available 
suff,icientl,y- for an,y further ·expansion o,f PHiiCs. 

It must be pointed ouUhat-most ef the! expan-
. sion in facilities took · ·place in ·urban areas and a 

ma~o~ity o,f the medical graduates ·set up practice in 
cides. Together with this. the pharmaceutical 
industry which· 'had··made small beginnings. after the 
first world' war had expanded· a little <luring •-second 
world war. By the beginni'ng' of the •50s, l·npia was · 
self~sufficient in all the ·galenical prepara,tie1r1s, most 
of the vaccines and al'kalpids. But medicines like 
Pencillin-, Streptomycin and. sulphas were lar·gely im-

, .,Jhc -ralionale 06 the' ~ndi1an 
bourgcoi·sit in a'dopling mass,11"·e 

fam.ilv pla,in.ing· dri\?e was ,c:z 

.means, rof confr.olling,.labour.,, 

ported. After 1956, many foreign subsidiarios which' 
had.begun.as ttading,operations w~nt into ,the, pro~.u.c­
tion of formul·a,tions:, and p1,1bHc, en.ter,prises such as. 
Hindl!lstaFi Antibiotics and Hindustan Organic Chem­
icals were started in the la.te '50s main,ly with the 
help of Soviet aid .and technical, know-Row. Bu.t the 
maj,or exparasiora, o~ producti'on was of_,the foreign 
sub.sidiaries. l}y '68-,'69 th~ _a,yerage profits for 
pharmaceuticals. was ,20.3 percent (Rangarac1, 1,a77.) 

. Im short, the health care system being duveloped ' 
was a docter oriented, hospita'! centered; curative 
system. largely d'ep~~d~_n,t om modern pharmace1:1tics 

· wi.th .its ·locus in urb~n areas. For ,he ,Indian bourge- · 
oisie; such· a ,health system cr,eated a large base for 
coos1:1-mer durables which wete manuJacwr19d in the· 
private· sector. It.also mot,ivated the growth ·of the 
phair:riaceuticaJ and· ,chemical industry. lnc;rease ,in_ 
the. number of hospitals and, medical ins.titutions 
also ll';le~n.t many more- '.cony_er,ts' to ,b(?.th 'scientific' 

medicine .and the grow.Eng array of .drugs a,nd ·asso~ 
ciated products. Also, these ,i1nstit1:1tions were an 
emphatic and 'visible' assertion of ,the Sta,te's cor:ic,_ 
em in fulfilling, Hs 'Welfare' goals and in <kee,pin.g, 
with the 'leap f~ogging'' approach to catch u;pwiih 
developed countrie.s. that was being advocated. 

This is not to deny ,that -the increase in the 
num!Jers of health pefSO.l:U:tel a,nd institutions was' 
not necessaw or usefut Tha,t would be paientl,y 
untrue. But arg umen,ts which place blame foF the 
cyrrent crisis on the non-im~lementa:tioA of 
'radical' recommendations :o-f .tt:Je 'Bhore cor:nmi.ttee 
are ,i1nadeq1,.1,ate, Given the pa,th of devel'opmen,t . 
chosen by the bourgeoisie, the 1aHema,tive ,offered in, 

I • . 
say the :Bt:iore -reporst or the, Community -Development 
Programme could never have been implemented. 
B01,1rgeois radica,li'sm either in the form of -repQrts or 
legislations or' pr.ogrammes can best be viewed as 
concessions gained by workjng class mili,tancy. fhe 
faithful impl'ementation of iecommendations 1is. con­
tradictory to the in,te.~ests of capi,tal and can -be 
brought about only by continued struggl1e. 

3.) Reproduction of bourgeois social 
relations a11d, soda•! control. : l"he ,bourgeoisie • 
always adopts pl:>licies. and ·strategies. which wili. lfe­
prodl!lce and reintorce · bou·rgeois social, •r.e'latiOQ$. 

(i) The adoption of allopathic medicine as, -1he 
dominant medical system : From the o.utset, it was· 
clear that the .;,,esl ern a.flopathic system was• to be · 

• th~ medicine of choice. In the .period be.tween 1,9413 
•and 1960 :tour • committees. C~opr.a,, Pandi,t,. Oave 
and Udupa) were cons,ti-tuted: to p'.lan for the, de\le.­
lopmenit of ·indigenous. systems· of rnedicifile ,in ·the , 
country. By and! la:~ge the on•ly recomme,nda-tions. 
wnich were implemented were those·which helped 
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to s.uppress..or discow1rage the growth ofindi'genous. 
systems. We have already• Roted what happened1·,to 
the Chopra Committee report. Later reports ,increa­
singly emphasised the need to, examine :indigenous 
medicine 'scienti.ficaily'. •Further., it was gerner.al1ly 
agreed' tha.t the ·only area where i1ndig.enous: medicine 
could play a role in the hea:lth system was in. area' 
of drugs and remedies. · 

Why was tbe adoption of a'ltopathic system as 
the dominant system of medicine so impor,tan,t to the 
bou,rg~oisie·? fostly, the class and sex biased, posi­
tivist individualist ideology of ,modem medicine 
refl~cted bourgeois ideology. The hospital, system, 
reproduces the _social .structures of bo·wrgeois 
society and by doing so reinforces and.-authe.ntica,tes 
it. Modern me.dicine with its dependence .on ,lili'l·YS· 

sterious sounding, drugs and its ar,ray of task spec•ific 



fUrnction-aries and unfamiliar 'language facili,tated ,the 
monopolisation Q,f knowledge and skil1ls. F,r,om this 
comes the .power aad influence to those who have 
access to this knowledge viz; the doctor and to a 
lesser extent ,other . health ,professionals. These ~ 
profossional's, ·mainly doctors, who shared th,e same 

-..,_:!'- dass .background as the ,bourgeoisie were ne,cessary 
-...,;~ fpr the legitimation, strengthening and maintenanc~ 

-?~, of- the •ca.pi,talist order,. In recognising and 'l1Dcati,ng 
~ ·scientitic' medicine- as. the dominant syste1r.n, the 
~ bourgeoisie were a1lso acknowledgrng and encoura­

ging the role of the educated elite. 

(ii1) • The development pf maternal a,nd. chi1ld 
hea'lth services .; Concem for the hea,l•th of women, 
as ,mothers, has a long history in lndi_a. At thie ti'ine 
of i.ndependehce, the sex ra-tio. (women to, 1000 
women) had a'lteady started• declining. B-ut none of 
the health pl-ans nor ,policy statements we,,e ever 
c.oncerned wi,th this. However, investment in the 
,heal,1h of the ,child (and incidentally its mothe,r) were 
.seen· as an inve~tment "for, building a sou-nd and 
heal.thy nation" (First F. Y. Plan). These· f,1acrlities 
were seen as facHities through which wome111 could 
fu,f,f,il tlieir social'ly determined primary role as 
mothers. · -In consequence, women's hea'lth needs 
became· su;bordina,te to the needs of the famil,y. The • 
deterioration ef women's. heaJ.th and women'Ei status 
throt1gh the '60s 1is t:o a large extent the resul.t of the 
polides and programmes that have been ado1pted by 
the Indian -·bourgeoisie. 

liihe provision of MCH service,however rnlevant, 
in thej absence of primary care· ~ccessiole to !women 
i111directly ,perpetua,tes 'the my.th of motheroc,d,' and· 
ihe social :location of women under capitalism mai-
nly as ·~eproducers of labour: 

(iii) Health :Educat:ion. One of the most 
'important compone.nt -of ·preventive· E:ervices 
was and has been health ed·ucation, which 
mainly reinforces. ,the vic,tim,blar:ning: ,ideology of 
madern. r:nedicine. l·t also •helps t:o mask thu social 

. roots of illness and -disease .. The emphasis on chang­
i·mg li,fe styles l'ather thaA on changing the socio­
poiitical er:wiFonment which. endanger such lifestyles 

~ro,tec;ts the existing1 power structures in society and 
the exploitative ,mechan•isrns of capitalism. 

Chang1es ,in Health P(?licy after 11965 
. 

In the heail,tb secto~ the tFends which were 
discemible in the first decade aft.er -indepe,ndence 
continued to be prominen:t u,ntil abo,ut the '70s. In 
tbis section,{,we will, analy.se the seemingly drastic 
chamg.e in_ health policy and programmes in 'the mid 

39· 

'70s in the context of socio-poHtica,I ,and -economic 
developments. 

The two - coosecutive dra,ughts .in, the ·mid­
si~ties had broug'ht i'mpoverishmen,t:andl ,r1:1i,n, •to the 
rural landless and agr-icu,ltu1r.al' labourers. lihe• pm­
portion, of ,rnra.l ~opuif,ation below poverty• line 
reached a •new hight of 57;9 ,per-cen.t (Shan). The 
nett per capita' dai1ly availability -ot food-graiAs. was 
around 402 grams the, ,fewest sinc::e 1952. It w.as inJ 
this situation ,that the Gr.een revolution was 'l'a1:.11n­
cped-; lihe· concept itself, ·according ,to, Davey was a 
part of America's-post war strategies and was an 
extens,ion of the agricultural research of the Rock­
feHer and Ford Foundations. ";J:he Green revoliu,tfon 
al~o coincided with the glut in· the world,for,tilizer 
market. 

In the arease where the green revolution to~k 
root tlile crop yields shot up and also altered the• 

., .,ne.dudion e-6 slalt inputs tn _ 
-· heal.fk- care and a great· · 
invo.lvtmt'nt of lhe: private 

stclo1• were· the ou-tslanding 
f talures of I ht nalional heallh 

policv and is in keeping, wilh 
the objecli ves 06' lhe new . 

- bourgeois slrafrgi} lor health 
,Carit~.,, 

, .-. 

agrar-ian struc.ture.- 1here was a.n, increase i,n,•the 
numbers of .agr'icu,!,turat labourers and despi•te 
mechanisatfon, the demand for .labour also-went tip .. 
In time the ,landless labour gained ,i;n, strengh and 
emerged as a-distinct class (1Bhalla, 1'98-3)~ Most of 
these a1so, belonged, to the; deprived sections - the 
scheduled _,castes and scheduled tribes. At . the· 
same• tifl'le the i1otroduction· of new technology -a,nd ~­
easie! credit facmtie~ had streng,thened: t~e sma 11 
and marginal, tanners· a,nd incr-eased .their. staying 
power. Rielil ,farmers were,,una·ble_ to.buy them ,octt.· 

However there were nc::, basic contradictio.ns between, 
the large aod n:li!rgi1r;ial/smal'I farmers. Tnese hold-· 
ings ,constituted ,two-thirds •of. the ·cu,1,tivating house­
holds. In such a si.t,uaition1 agra-rian struggle· was 
inevitaQle. Agitaitions. fo~ better wages ;were also, 
in rea1ity strugg;les, agair.ist caste oppression .. 

In areas_o-utside the· green revolrution aMa such 
as M.P., Rajasthan, Gujarat, parts of Bi,tia; 4 a1nd 



or:issa and West Bengal, it was the small and 
..,.middle farmers who gained most by the 1i.ntroduc­
, ti.oA of new technology. They soon began to chal'l­
·enge ,the economic am!. political power of the land­
'lords. most of whom• were jlbsentee fa-ndlords. The 
interests of these new 1rich . sma1ll and m{lrginal 
farmers were cont~adictory to both that of the 
landless as we1U- as. that of the 1politically in'fl uentia•I· 
landlord. Having, gai,ned economical'ly this 'section 
of ,the p~asani;ry, the middl1e farmers who were 
usual:ly from, lihi~ middle castes, began to· develop· 
poli,tical ,clout both on the iregional, and, the national 
scene. They a'lso began to d~mand development 
inp•uts which would e!'lable them to, gain a q ualita ... 

tively bett~r standard of living,, . electrification, 
consumer g.oods and health ·services. • 

By the beginning of the '70s, industrial produc­
tion had stagnated, the rise in ,national income 
being only 4 p•~rcent in 1971-72. The pop•ulation 
went on risi·ng, hence the labour force had con· 
tim!led to e~pand. The total work force was 1'-84 
million, 8 perce1nt or 15 mi.man were unemployed. 
Whi.le wages had remained stagnant the average 
product per worker had increased. So, the employ­
:ing class had 'benefitted, thus polarising, income 

(Davey- 197"5). 

The Fourth Plan's emphasis was OA rural and· 
agrarian programmes and the en9rmous emphasis 

• on fami,\y plainning. This was an attempt to postpone 
and forestaH1 th1? crisis and also a recognition of the 
new and growing political infl:uence of the middle 
peasantry: In tlhe health sector almost half of the 
aHoca,tioA went to fami1ly planning. 

There have; been a number of ana,lyses of why 
there ·was an emphasis ,on family p'lanAing. The 
most obvio,usei<planaUon ,is of cou:rse, the enormous 
spurt in n.umbe1rs in ,the previous decade, which was 
mainly because of decrease in death rates. Even~ 
though ·epidemic diseases had not been eliminated 
ther,e was a dec:rease ~n the number of death in each 
of these .epidemics. Another less obviou·s reason 
was tl:!at g.iven, the high rates of unemployment and 
impoverishment, the sheer numbers. presen,ted1 a, 

threat to the sta1bHity of t,he system. That ·there was 
imperi-alist · pr-eHsu~e, through the use o,f coriditio'nal 
ioterJ1ationa1\ lo,ms and such, cannot· ,of cou:rse be 
denied'. But th1::l ~atiooale, ot the Indian bou:rgeoisie, 
!n adoptrng a m,assi-ve f.amtly plainning drive was a 
m~ans of con,tretl'ling .. la.bour s.upply to ·sui,t the expan-· 
sioA of more capi,tal intensive ;mod~rn !industries. 

1"hroughou1t the first half of tne '70s there was 
a ,marked iAcreiase in the number· of industria:I 
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conflicts. s,tr,il<es, .peasant agi.ta,tioi:is, ,tribal move­
ments, student and rmass movements most o.f which 
were directl,y or indirec:tl;y ,concemed with. economic 
grievances. T,he Gujrat and the JP movement wer.e 
against price ,rise initiaUy but later ·made ,po.litical' 
dema,nds. The Naxalite movement" a.ndl' the revolt o.f 
the triba.ls in Srikakulam, were more broad 'based ·· 
and dir,ectly ,challenged class ,opp.mssion. Tha,t 
bruta,I repressive measur~ were used to break ar,dl 
suppress them, was a.n indication- of 1the inseci,u,rity· 
of the (,ndian .bourgeoisie. 'f'he world e•conomic ,situ,~ 
ration had also changed ;by ,the mid '70s. Many 
advanced capitaHst countries were on ·the briillk of a 
third techhologici3,I revolution, The n ationa,1 bour­
geoisie realised that if t,hey were ·to forge -a new 
relationship with the vyotl.d capitalist e,conomy they­
had to re-structure the industria,I secto1r by .reducing 
state intervention and iw::rea~ing opp,ortu·nities for 
foreign investment. This a.Isa meant disciplining and 
contromng labour and stabilising the political 
climate. 

Inputs i~to rural development tnm'etore ser~ed 
two puirposes - firstly,-_ the,y facilita,tod the futther 
peAetration of capital and secondly, 'visible' e.ffor,ts 
such as provision of health care, _educational facili,t,ies, 
electricity, low ca,pita I intensive. 'appro,pria,te' tech~ 
nologies would not only nu:1:li-fy -th~ growi,ng dis­
content and political i:n.fluence of ,ifhe new rich 
',middle' peasants _and capitalist farm~rs but aJso 
strengthen them as a class who wouldassoc.iate wi.th 
the indust1:ial bourgeoisie in1 opposi"ng, and! s.u.pJi)ress­
ing working ·class struggles. Moreover, these• efforts 
would also mean an ,exp.anded market for, the new 
technological consumer prpducts.' 

The Fifth Plans' Minimum Needs Programme is 
just one such ·strategy. In the hea:lth sectors it-was 
being realised that a· hospital· based hea:lth system 
supported by vertica,1, ll)rogtammes swch as Mal-aria • 
Eradication and Family Pt·anning .110 1on,ger performed 
either this ideological r,0le or achieved their soci.o-• 
poHtca,1' objecti,v9s. There h·ad not been ciny 'large sca,le 
improvements i1m, 1hea!t'h i,ndlcaters in the past years. 
Their ·role as advertisements for_ the -boU1rgeoisie's 
concern for 'welfare• ha1:Pton-g outHvedit,suseful:ness. ~­
Moreover, it was .r:10 longer a goocl economic option. 
The amount spent for welfare of the working class 
comes out of the s.u-iplus value 1being created, J.f 
this no longer achieves lhe purpose , of either 
maintai,ni,r:ig, and reproducing l'abooF o~ 1□f streng,tHen- , 
ing ,c lass rela,tions by reproducing a-ndl legi1tir:na,t~ng' 
the capitalist order,, ~he loss iin su,rpl-us vaJue ,cannot 
be-justifiea:.-The, ,o~ly answer was a ,change in· stra­
tegy. 'Scientific' rnedici.ne gave way to a 'community' 
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conscious science.:based medicine which was accom­
modating- enough to_ allow the operation nf other 
systems under ,jts hegemony. 

Through the '70s a number of voluntary agen~ 
des.funded' by industrial houses, Christian missions 
or foreign development agencies, and individual 
professionals frustrated and disgruntled w ith the 
existing system _began to 'experiment' with alter. 
native health strategies following essentially the 
'health-by.the people' approach. The rising cost of 
health care, of medicines and equipment prc,vided a 
further impetus to many. Naturally enough this app­
roach had an instant appeal to a mass of socially­
conscious urban and rural youth, plaguec1 by the 
threat of unemployment and sensitive to the increa­
sing depiivation of the masses. Many of these 
projects achieved _initial success Jn,improvin!l health 
indicators such as infant mortality or matern_all deaths, 
epidemic deaths and achieving high immunisation 
rates. 

In 1975, the Srivastava Committee was the first 
official' document which put forward a proposal for 
health care which created a new health func,tionary .. 
the community health worker. Based on the premi• 
ses that most of the commonest health problems are 
of the easily preventable kind and may be easily 
looked after at the village level, the committee pro­
posed the training of selected villager~ as the first 
contact fo the new rurai health care struc:ture. It 
suggested a wE!II organised and graded structure of 
dispens~ries, hospitals and referal services. 

The alacdty and the speed w ith whic h these 
proposals w ere 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 J anata Party, a configuration alb,ait tempo­
rary, onhe commercial bourgeoisie and capitalist 
farmers had dislodge·d ·the Congress, which then 
represented _mostly the industrial bourgeoisie. 
The Janata Party saw the provision of rural 
health care as a means of fulfiHing election. promi­
s~s. Moreover, they were the representativE1s of just 

__ : those sections who wquld be benefitted m,o$L. the 
-'-- ~-rural rich and middle peasantry. Democtatic selec­

tion processes notwithstanding, the community 
~ealth workers were certainly not to cc,me from 
among the poor.. · 

Around this time several countries, met under 
UN auspices at Alma Ata and signed the Oeclara­
tio·n which proposed just such a strati~gy. The 
international move conferred on the pro,;iramme a 
nigh status which would play a part in pe-rsuading 

reluctant and antagonistic professional bodies to 
co-operate. 

. In 1980, the new strategy for rural health· was 
formalised ,and integrated l.nto overall bourgeois 
stfategy in the form of a nat iona-1 health plan, 
proposed by the ICMR-lCSSR committee. This • 
report a good indicator of the bourgeois radicalism, 
in the ·80s, propose·d a pyramid' model of health · 
care, based on a diffused pdmary health care 
programme relying on ·limited, cheap, labour-inten­
sJve techniques and technolo_gy · 'and a · smcrller, 
capital-intensive, mainly curative, referral _and speci­
alist service using sophisticated, modern, high tech 
resources, and the' hospital system. Both the termi• 
n

1
ology and the spirit o f. the report w as greatly 

influenced by l'llich. It saw the org,anising of primary 
health care on a community basis as an essentially 
'po'litical experience' which would enable people to 
tight other battles and this in turn would set in 
motion a 'process to strengthen a, decentralised, 
democratic and participatory ~ocial order' . (HFA, 
1981 ). The major recommer,idations of the HFA 
were incorporated into the Sixth Plan. 

In 1982, the government ot India published a 
Statement on National Health 'Policy: J't enunciated' an 
integ-:ated, comprehensive approach ·toward the 
future development of medical education, research 
and health servi-t;:es. Broadly itfollowed and repeated 
the recommendations of the HFA. B,ut in doing it 
re-emphasised certain. trends which had been barely 
discernible in the HFA and the Si~th Plan. For 
instance, it focusse9 . greater· attention- on -reducing 
governmenta.l expenditure and utilisin.g untapped • 
re~ource~ to encourage the establishment by priv.ate 
prac1ice professionals; .•. and financial and tech­
nl<:al support to voluntary agencies (NHP 1.982-) . 
More importantly, it focussed on the need' to 
establish a referral system which could provide 
speciality and super speciality services. Again, to 
reduce governmental expenditure private investment 
in suc'h fields was to be encouraged. In providing 
water supply and sanitation too, appropriate tech• 
nologies were to be used 'to reduce expenditures:. 
The 'involvement of ·community' in the implementa- · 
tion was also seen as a means 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· 
bo·urgeo'i::. stra·tegy for health care. 
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We will examine briefly how the alternative 
strategy fits into the overall strategies adopted 'by 
the.bourgeoisie since last quarter.of 1970. · 



(1) The grewing mass of rural poor hE,!s little 
access to any kind ot heaHh care. 'Disea~es whjch 
ca:u-ld be easily prevented were still claiming lives. 
Mater-nal and infant morta1lity rate~ were still pretty 
high. Cammu-nity health workers, tiowever in­
efficient orinaJPpropria1ely selected wou 1d ameliorate 
sickness conditions to some extent. The credit for this 
ih turn, would accrue t,o the party in power. 

{2) Mor,1e importantly the new alternative is 
demystifying nnedicine just sotticlen,tly for people to 
,learn to 'USO and, ,to become depeirdent ' on 

. mocferrr drug$, If until now injections had a 'magic' 
value, soon rnetronidazote or B-Complex. which the 
CHVs use will become familiar enoll'gh for people to 
ask for and demand them. This expands the base· of 
~peration for pharmaceutical companies. 

(3)" As we have ·noted earlier. the rnedicin~ 
practised' by tlhe , i;:ommunity health •worker was no 
different from the medicine practised ,by a hospital-
1.ocated heal,th, fl:l'nctionary. Its ,content was the same 
but its ,garb -was ditterent. "fherefore, the dominant/ 
dominated relations that it embodied are strengthen­
ed aAd·. reproduced. Since the outreach of these 
rural :health alt1ernatives is so much lar,ger, bourgeois 
.ideology is bei,ng strengthened .. It is possible that 
these programmes are hastening the degeneration of 
indigenous practices and local healers. 

As the r:nai1n disseminators of health ed·ucation 
·messages, 1he vrllaffe•health workers are al'so sprea­
diAg the ideology of 'victim blaming' shifting atten­
ti'on frorr:i socic,-political roots of illness and masking 
c:lass contradictions. In locating the main focus of 
health care in the family, programmes determine and 
,lend support to the oppressive institutions which 
are so neeess,aty 1,0 the maintenance of capitalist 
order, . 

Moreover, the, village health wo.rkers have ·gene­
r,ally ·been· from among the rich and middle peasants, 
and' middle castes. The a.cquisition of .new techniques· 
aind knawledg.e, has led to a different level of mono­
poJi'sation .strengthening,the power base of this class. 

•The existing, ,selec1ion process does -not cut aoross · 
exist'iog power r.elatior:is in society, including that 
o1 man and w01111an, and so reinforces them. -. , 

,(4) This separation of primary and- refer,rel 
facilitated the modemisation a,nd. development· of 
productive ·1orc1as of modern medicine on the one. 
'hand, while at the sarne time a'ppearing to cater to 
thei needs ,of the, ma.sses. The new str.ategy attempted 
to, .resolve the mowing ,contradictions between the 
relations of production and produ~tion forces. in 
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modern medicine. +:he introducti'on of CAl " scans 
linear accelerators, lapioscopy and1 so on, io, the ,tast 
few years must be viewed in this context. The inew 
'medical leasing' companies which have started 10 
function wiH fadlitate the introduetian, af new 
technology and instrumeints in health institutions. 

Cooclusio,n 

• Medicine is not a socia:11,y indepH,ndent activity. 
The evolutkm of medicine and · the develbpmen,t of 
health care can only be understood within the laiger 
perspective of the oveia,11 devel,op,rn,ent of the 
l_ndi,an ei;:onorny and the changes i(I 1:he rela;tion -of 

·• production that came about .. 
l . 

The choice of •scientific' mudfo-foe, arnd a 
hospital-centred structu1e through wtrich ict can be 
practise_d was a de'liberate choi~e on t:he part of ,the 
Indian bourgeoisie and was a n,ecess,uy c:o:,npone.nt· · 
in achieving tha objective of a capitatistic transfor­
mation of India. This also had a profound' impact 
on the traditional practices in l_.ndia. not, simply in 
ter.ms of making thefr techniques less eff:eefive, but 
more so by changing the social, rel)atim11shl~p tha,t 
such practi~es, of those · techinquets emif!>odied. 
Such transformation has further slrattgith~n1ed the 
domination of bOU,rgeois, medicine. 

The community hea,lth approach so lauded 
since the late '70s initially gave an Htusio:.n that 
radical - changes were being brouuht -about in 
health care. We have argued here that this approach, 
was never intended to 'bring about! any radicaJ 
'chaAges but on the contrary, it was very much a 
part of a strategy to. ~xpand the hc).sptfo~-centred 
healt~ care structure at the primary and secondary 
level m the rural areas. Not only. The strategy aJso 
inilol,ves inviting private investmen,t anid coUabora­
tion in the health care system with state, gradual'ly 
reducing its inputs in health. The com1rnu,n:i:ty ,hea,l,th 
approach also helps 1he pharmaceutical and suirgical 
goods industry (which is largely in the domain of 
the private sector) to expand their dornesti;c. ,mar.ket. 

Lastly India with her vast area and dense popu­
lation divided into cl~ss, caste•, . sex, cultut~I, ethnic~~., ... 
and a, host of other d1Here--nces 1s pr.oba:bl:y the' most ..J 
comple,x of socio-economic iormation:s rende~ing 
attempts to properly comprehena' i,t a tt'ms,t dmicul,t 
task f.or the social •scientists. TherE:· is always ,the 
dan.ger of making sweeping _,gener:a!isaiti:olflis and 
civer-simplificafions in prov.iding an ~na1J'ytic;:a,1 
outline of the development of health ca,e 11n the 
~ontext of 'the dynamics of socio-economic changes 
in India. We have not taken into co01sid'eration io 
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· this, ana·lysls the Iregional differences and the uneven­
riess of socio-economic development. But· V'J~ have' 
identified the· dominant trend of development at the 
general level and analysed how the development 
of health care services is integrated with it. We are 
also aware that we· ha1ve not. fo·c1u·ded in our ana­
lysis the relative · strength and political influence of 
medical organisations like the Medical Council of 
India nor their relationship wi.th the pharmaceutical 
and surgical goods in~ustry. 

Given the vastness of the subject it was only r 

na.tura'I that all aspects could not be covered. But 
the article, we hope, will generate eAough interest 
in this subject so that the analysis can ~~e deepened i 

and broadenl:)d. · 
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Appendix 1 

... 

First Plan• Second Plan Third Pl.an 

Rs._in in per Rs. in • -i·n per Rs. in . in per 
thousa.nd · cent. thousand cent . t,ho•usar:>d - cent 
million. million ~ million· 

Agricult Lire and 
community 
· Development 2.9 14.4 5.7 11.8 

. 
10.68 14 

Irrigation and 
21.4 5~3 Major projects 4.3 11 :1 6,5 9, . ' 

Electricity 1.5 7.4 3.8 7.9 10.1,2 13 

Industry anc;t 
18.6 Mining. 8.9 1'7.S::4 24 

Other Industries 1.0 5.0 -. 
Transport and 

5.3 26.4 Communication. 13.8 '28.9 · 14.86 20 

Social and other 
services. 5.1 25.4 10.5 21.7 1'~.o - 17 

Stock's 
. 2.0 .3 

Total 20.1 100 48.0 100 75.00 .100 

•Actual result. 
(Compiled from, Bettelheim, 1968, p. 157, 161 and 1'6~) 

(Appendix'/ 'colltd. on page 48) 
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REVIEW ARTICLE' 

A .CULTURAt CRrno.uE OF MODERN MEDi.CU\JiE 0 

anant phadke . . 

. . 
TM Cultural Crisis of _Modern Medicine, John Ehrenreich ·(~dited), 

Monthly Review PressJ New Yqrk and London, 1978,' 300 pages, · $ 7.60 

It is quite often alleged that marxism is inte­
rested only i;n the economi_c aspects of. society or a 
part of it. But this view is at best a· misunderstand­
ing. Marxism d,:>es attach primary importance to the 
analysis ot _the' process of social·production ("econo­
mic aspect") 01' any society but it is also quite con­
cerned with a· c:oncrete analysis of the superstruc­
tural, .-aspects. lln the field of analysis of Health 
(determinants and dynamics of health status of the 
people) and Medicine (as sci_ence and technology 
and as system of professionals geared to in•terven­
tion based on this science and technology) ma,xists 
have gi,ven due primary importance to the political 
economy of · heahh. But the ideological/c;:ultur~I 
aspects of heaHh and. medicine ha"'e . alse been 
anal\fsed by Marxists. The Cultural ·Crisis of lvJodern 
Medicine is one of the most important (?Ontrib-utions 
iA this field. What .foltows is ·niore ,of an · introduc­
tion to this bo;ok than a critical review. 

The book is a collection of a dozen essays 
abr.i~ged, and ~di,ted · by John Ehrenreich. In his 
Ieng.thy introduction • . John E.hrenreich first traces 
the histG>rical and.political origins of the ' 'cultural 
-'Critique"· of modern medicine. Ehrenre\ch alleg_es 
that the politic.al, economic critique concentrates 
its fire on-the inequitable distribution of health­
services. o~ the problems of organisation of medical­
car~. and is n-ot mu.ch con_cerned with the nature of 
medicine itself. Ehrenreich is not entirely correct in 
his assertion. There a_re mar,xist analysts who 
analyse t_he p_olitic~I economy of health not pri­
marily from the standpoint of distribution of medical 
services. For example, The Political Economy of Healt/i by 
L~sly Doyal and lmogeh Penn~! is primarily concer­

!ned with showing the relationship between phases 

minorities lJl!ho pointed· out that ·io th~lir exper,ience, 
medicine was ·not so much a helpful measure as a 
tool, of ideol'ogical, and cuJtural domirnJtion. Along 

'\il)ith the radical community movements. the other 
sources of cultural critique were some critical health 

.analysts (Dubas, Mckeown, Pow.ls, . I llich) .who 
•showed that modern medicine.bas not at all been as 
effective and beneficial as it is made O'1Jt to be: Most 
of the infectious diseases in Europe 'lVere w ell> on·.th'e 
way out before the era. of c1.ntibiotics. ·w~en antit_,io­
tics came, the West· had by -theri ac,quired:the ·so­
called diseases of industrialisation, cardio-vas~ular 
diseases, accidents, -cance~, psycbological .a.nd, 
geriatric problems, and so· ·OJ) f<;>r which, medicine 
has not much to offer in real terms. 

0 • 

Ehreareich in his intro_d!,J~tion al'so po{nts out th·e 
problems of a cuttural.-crifique. For eixample when. 
one says that the existing system of Medic1ne is not 
very effective, or helpful, this gives a ground for 
conservatives .a:nd reactionaries · to a1rg.ue for a re-

. . duction in the subsidised, sodal m!:l~ical-care·-progra­
mmes. lo backward, developing_sqci eties, e ven. a 
rise in the availability of cor.wentiona,l medicine can .• . 
help to improve the health status of the population. 
ln,such countries a cultural .critiQue is not a pri<;>rity, 
thopgh it is still televant in such situaiions. Irr such 
situations what is needed is more medicai care. and 
,Jlso a better one, a helpful one and, not.as a toot of' 
domination. He points ou.t other problems· such 
as ,dependency, professionalism, ,problems of .tech­
nology. Capitalism has given a parti,cular shap;· to. 
these problems. We should 'reject their capitalist 
form hut the problems· ,i,n Ehre•meich's view.· do not 
end Jhere and hence concrete socialist alternatives 
need to be worked out. 

• in the-bou-rgeois economic development in Britain 
. . -~~ ·with the deve•lopment of Medicine .and it shows the 

.:.:r .....--- ide.Qlogical/political role of medicine at di.fferent 

Medicine and ·soi;:ial C~ntro'I ·: The. Bq~k is 
divided. into three parts. The fitst Sec,tion consists. of 
three essays which deal with hQW ~oder11 b~u.rge9is 
medicine ·acts as one of the mei::hanisms -of Social 
Control, of perpetuating and corisoliclatingboµrg~ois 
social norms and ideology. Medicine ,wd social coi,ti.ol 
by Barbar~ and John Ehrenreich makes a · crititj,u'e of 
Talcot 'Parson's '(the famous bourgeois: sociologist) 
concept of 'sick-role' which go\i'erns·the .uriderstand­
ing of the relations between th'e sick-per.spn ~!19 

_., ·historical juni::tures in Er,i_gland. It is howevec t rue 
·· that . tradltiornal marxist analysts have almost exclu­

sively focuss,ed on the lack of proper medical 
·facilities to thie poor and on medicine as a money 
making •ind us.try. 

Ehrenreich P!Jints out that the question of the 
purpose and nature of mec;licine was bro1;1ght forward 
b1/· the women's movement, and movements of 
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,the society in bo,u•r,geois society. The medicaJ pro­
fession decid'e,s as ,to, who· is sick and how , a sick­
pers~~ should behave. A particular person may be .. 
pronouinced us below normal, or neurotic .even if 
'he/she is just -different from or rebelliing against 
what the da,ctor a-nd the bour.geoi·s ideology 
regards as nmmal.• A wqrker m·ay be UII, but the 
doctor may declare him _to be norma:I and fit for 
work so, thatthe empl·oyeF · does .not.have .to give 
any 1co·ncessi'o.ns to the worker .during .his ,illness. 
Like law or ,re/ligion, these medical· l.l,erdicts cannot 
be cha·H'enged. This povve'r ,of the m~dical ,professioh 
is one of. the 11i:iechanfsms ,thwugh whi·ch people are 
made to beha1v.e in the way in w'f1ich bomgeois 
society wants t-hem to behave. ·lihe a,uthors show 
that the. ,medlica'I socia·I control .co'uld be •either 
disciplinary or cooptive. Oisciplinary control ·mainly' 
dire.cted against the· poor, discour.ages people from 
sa,ying tha,t thiey ar-e sick by making sick,ness an 
unpleasant, 1p,ainf1:d episode--- long · wai.ts at the• 
doctoi's elinic,, unpleasant' reception by the medica'I: 
profession;, ·c,ostly, p.ainJ:u'I treatment and so on. 
Cooptive control, o~· tHe other 'haLIJd coo.pts the reci­
pient of medical care (mostly well-to-do, · rich 
people), into. the domir:iant mainstream of social­
cultu:ral :life by creatfng, and reinforcing a certain 
ster~otyped u·.n_derst?1nding of what .c_?nstitutes 
pro.per socia1I beh_aviour. There has been a bemendous 
incr~ase iri thH juiisdii:tion 'of the medical professi?.n 
(from ,br.i:th to m·arri-age to old age). in the availability 
of medical services, and through these two, ·in the 
dependency Qf the peop'le on the medic-al profession. 
Tl'le authors show how the situatio_n of interaction 

'between the hi'ghl¥ trained', higher-midcJle-·class 
doctor and cl patient from a poqrer or '8 -minority 
-communi,ty 0Ir a woman is a_ fertila situation for 
-convev.ing ide,ological messages and· cultural values; 
a;nd how thfa iis done in the,U. S. today. T-his fram·e­
work is. a gooij starting point for' us here -in India to 

• expl'ore aur own situation here. 

lrvimg, K:ennethZola in Medicine as an Institution 
of Socia/. Control continues with the same theme 
and further unravels the ramifica:ti.on~ of this 
mech·anisr:m. Her analysis however. focuses exclusi­
vely on the dQmina•tion ,of the medical pro.fession 
'wi,thout linkin!g h w'ith the capi,taH~t cha·racter of 
today's mediciine and tQday's _so~ieJy. It [eads more 
like-a radica1l a,ttack on nio_der.n medicine ,as such, 

·and •not on itH c;;apitalist character. Nowhere does 
zo·la .make a distinction •between the capita,list 
limitations of •modern ,medicine and the potentialities 
•cr,eateq by it \l)lhich can be used in a socialist society. 

M~rc Renaud in Structural con'Straints. . to !Slate 
intervention . in He-a/tit first ·shows h·aw the medic_al 

profession, even atter the ad:vent Qf -modem 
medicine, has played' a very small-role fo, th~ •improve­
ment -in tlie· health of the people. He, quo,tes impoJ-

·tanJ atJthorities !O back:up. his statemeA,ts. He tlien 
shows how, by their very nature, Hrn incidence and' 
effe.cts. of the so-cat:led diseases of, i,nd.ustr>ia'lisatioh 
(fot examp'le, cardio-vascufa·r diseases) are not ame­
nable to curative .services. So long as the profit~seek­
r,ng ·giant E:or,por.atio,ns conti,r.w-e -'to· d1ecide wfrat we 
eat, what work we·do,and, how we: Mve~a:pd,_ tra,v_eJ, ~ 
w hich consumer goods we shall' us·e, m: l:i'ealth :is · 

1 

,. g0ing to continue. The state a.lllows.'this ba'sic mech­
anism of production of iflne-ss. on a: social sca'le; 
unaffected. It also a:llows the· ,commodificaHon of 

• medica,I-care. All it does, iis rati'onaJ'ise the aGcess 
. to medical care :and make it less:cOstly". B'Ut t he dwg­
industry a'nd the hea.lth.~i1ndus,tty :iin ge.n.er.,al,, WOl!Jildi 

~onfrnu-e to -live 'ha:ppi.ly. The· ma,n ufa~turE!rs . of 
Ht health would then cofl,ti.raue• to, accumufate.pr.ofit; 
as before. Tn(:! l:>ourgeois state is not ·-preparedrto 
stop the pr-oduction o.t sur.pl.usNa:lue even f f - Lt 
threatens the healtb st'atus of tliie pe,oplE!.; it. ca:11oot 
stop ·the commgd!tv character ,oJ medic:a,1, care· .. if,t)is 
is the limit of state ,intetven,tion: in bou~gebi$ ·$Qciety. 
Rertauds ar11alysis ,is ·a good concrew ,case s,tud;y of 
tlie limitatidns of. sia.te· interiv.entior,1, in bo,(:J,rgeois 
society .and a-so'Hd indictment of t l:Je· Hmi:tati9ns cf 
,rnedfca,J' care in this society._ 

Women, l'flness a:nd Msdicir:ie ·:·•Tfile sec'ond 
section of. the book -consists of five concrete ,case-­
studies which demonstrate how medicii,ne in botirgeois 
society acts as one of the meclianisms of s~cia,I 
·con,trol over women. In Sick wqmen of the• upper classes 
·Barbara 'Ehrenreic'h and Deirde Eng,fish -shQw haw 
medicine-·in ·19th c·entury Britain ·reinforced •stereo­
.typed image~ ·of women tha,t they are . i.nhefAtly 
prone to illness, and' that they 'Ought ·'to be, trail, and 
engaged only in · "feminine · p·u:r_s'Uits"· 'like deco­
ration. court~hip, motherhood. -, 'If 'a woman wer,e -.to 
engage herself in social', i'ntel!l'ectua,I activit\t; she 
would be regarded as being abnormal · and 1inviting 

·;1Iness. By "women" the, medical profession- meant 
Qnly upper•class women since it had .,a ,vested 
interest in the cu It of fema•le invarlidiism a mo.ng 1its ·r • 

. ,t. -upper-cl'ass clients. 'Medicine gavI~ a " scientific ' :"'"'· 
· basis" to the male-chauvinistic ideas by proposi,r:ig 
'-'scientific" theories ·which had no r-eal scientrfic 

'basis. S'cientific 'knowledge , of hovJ s·exual1, a.rad 
reproductive -organs fl.i'~ct'ion did 111I0t ,ex,ist theti. 
This opened a· wide door for the· n:1ale · preJl!ldices 
a.mongst medical men to be propagated as, scienti­
fic apir.i,iqns. medical treatmen,t was more of 'a 
punishment. l.t. ~s quite a shock to r1~ad about _the 

-barbaric methods of treatment empo'l1fed by -doctQrs 

46 



' ! 
r 

'/ :, 
I 

r; 

~ 

tQ treat women includJng. the c!Pl!>lication of .leeches, 
blister: pfoducrng~ counter-i-rritants t_o genitalia, 
removal of. the 9.varies_(for. "conditions" like tro4bl~­
some menses, eating like a -ploughman, erotic 
t~ndencies; dysmenorrhoea ... !) and others. The 
accoui:it of hysteria by the author is also extremely 
r.evealing._ . Th.is short essay js one of the most 

· damning fodictr11ent of medicine in the 19tti cer:itury .. 

· · h is quite a surprise to learn that doctors were -~•-Lo ppos~ to the birth-control mo~ement as 'la,te as 
· the 1920s. Linda Gc;>rdon 1n her piece on The politic--s 

of /Jirt/J -controi documents this opposition· and the 
reasons for i,t : She also- sh·ows the connection· 'bet­
wee~ the left. the f.eminist · and the birth -cootrol 
move~ent, and how later, ·due to the. problems 
created by World War I, the birth-control movement 
lost the leftist political.edge. j;.ater, the medical ,profes­
sion instead of oppossing birth .control, 9ecid'ed to 
co-opt ~nd monopolise it. With their entry and with 
the d.ecline of the ·role of the. lej~, the birth-control 
m·ovement no more ~emained a people's movement. 

· Alori'g with the femi.r1ist birth- control · movement, 
therf:l w.as the tei:ide"ncy in the U.S. o.f new, eugenics. 
The "ess"ential ~rgu'ment of th_is eugenics' was th~t 

\....,,- # unfi.t p_eo_ple suet, as .crimina"ls, and 'paupers, were 
' ,genetically"i nferipr. They ·were therefore, interested 

.in. the compulsory birth-control for these "enemies 

C. 

of civilisation." Because of the lack ot strong anti-­
racist .traditions in the U.S., ,even th'e feminist used 
the eugeoics arguments tor the propagation of. the 
,birth-coo.trol movement. This, togeUier with the 

•·J Jack of interest Qf the le~dership in "ireformist. 
~····>--- . 
..,'-... .. peripheral'! issues lil<e birth.-control, resulted.-in• the 

decline of the paople's 'birth-eontr-or movement 
·and made it i"nto one dominated by conservatives, 
reactionaries, racists· and the ilk . .In. the 1'930's 
however, euge.nics Jell . ,in•tO ,disrepute because 
Hitler's Nazi Germany took i,t 0\ler. This -zigza.g 
movement of the status of 'bir.th control makes very 
interesting ,reading: . . 

The next three artic'le~ show ·how the ideology 
of s~xist or oJ·scie.nticist,· cornrnerciar professionalism 
affects clinic,!1 practic9 even today. Doris Haire in 

.her, Cu/turui warping of child /JirtlJ -makes a point by 
r ~poin,t critique of the varlous technical measures 

-employed· by American ebstetfici'iins for conduc.­
ting, deliveries frorn c<;>nfining the ryormal woman to 
bed, to shaving the birth ·area, to Routine Electronic 
Foetal Ma'nitoring. Sh1;i' argu~s that af.l these 
interventions are not realfy indicated and 
that they ar-e . not beneficial to patients 

.·bt:J.t ,t~ · doctors ar;id to <::orµrnerc_ial_ interests. 
It is because of these unnecessary and potentially 
hazardous medical inter'ventions that ·the U.S. is-

outranked by 14 other ~ations in the low rate of 
infant -mortality although the U. ·s. is the most pro­
sperous and advanced .nation in the wor,ld. The U. S. 
leads, all- other developed countries ,in the rate ·o-1 
infant death~ due to birth i•njury and respiratory 
distress such as- postnatal asphyxia and atelectasis, 
The reason ? - monopolisation by doctors· of mid­
wifery ·(unlike in Europe) and their overinterventfon·­
list strategy. One cannot ·i:lisagree with Doris Haire. 
One may add that even in countries lrke •Britain with 
a long history· of legal, expert, trai·ned midwifery, 
doGtors more or less decide the strategy ·of in:ter,ven­
tion and the midwives have to follow it. The 
midwives are fighting this 'Out and are putting for­

. wacd a serie~ of arguments, facts, figures, and 
a.J.ternative practices. This disease of monopolisation 
and overintervention is no longer unique.t~the U. s: 

1he oth(i!r two essi:iys in this section focus on 
the sexi~t biase~ .in the medical textbooks. Mary 
Howelil exposes the p~edietricians . whereas Dianna 

• Scully and Pauline Bart pin down the gynaecologists 
:tor their sexist·bfas and t l:leir ignerance about female 
sexuality1• Like other. articles .in this book, t~ese are 
also made up of quite concrete stuff. 

47 

T·he ,third section, of this book deals w1th Medi­
cine and imperialism,. Frantz Fanon in his Medicine 
and · Co/o-,,fi-fism depicts the hatred, • distrust< and 
ali~na~ion· felt by.the ~·Jgerian people towards. their 
colonial masiers.and· their doctors. Most ·ef the 
doctors ow ned land or some business and were 
directly a part of the expl•oiting system, even ,of 
political oppression and torture. This expiains the 
ill-feeling·•of the Algerian, peop~e about these doctors. 
As opposed, to this, the Algerian people were extre­
mely coe-perative, helpfol to the health programmes 
and to the doctors of the .N'ational Army of liberation. 
It is difficult ·to fully a.pprec"iate the situation in a 
colonial country for those of us from the you·nger 
generation who have never experienced it. B,ut 
'Fanon has made his point clearly. 

E. Ric~ard Brown · in his, .Public Health in Impe­
rialism shows how the Western interest 1n tropical 
diseases and public health in tropical cou·ntries was 
motivated by their imperialist interests: The American 
imperialists waint~d an o.veral.l pe,netration into South 
Arnerica·' roY-hrgher·profits. B,u,t tfle productivity of 
these people was low. The .reason for their "laziness". 
was . found to be diseases like hook-worn. Hence 
the Rockfeller Fo.undation's first act after its incep­
tion in 1913 was to create an International, Health 
Commission to extend worldwide the hook-worm 
and public. health programmes i1nitiated in the U.S. 
The programm~ against hookworn in Costa Rica 
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succeeded and · resulted in .a 60 percent .rise .in 
labour productivity. T,he Rockfeller Foundation had 
quite clearly expressetj why· it put a priority. on the 
hookworm progr.a:mme. "On account. of the direct 
physical and economic, benefits resulting from the 
eradication of the disease and also on account of the 

It would be worthwhile to study the relationship 
between imperialiSJO and medicine in l'ndia, keepi~g 
in mi.nd th~ five featti't'es discussed by James Paul. . . ' . . 

, usefulness of this work as a means ,of creating· and, 
promoting influences." Thi~ latter element was as 
important as _the first one.· Br9wn convinc:ing,ly 
shows how. B.rown. clearly welcomes the better-: 
ment of the health status of the population but 
shows that ,th~ chief aim of these progr.a·mmes was 
to prepare- better conditions.for the accumu·lation· of 
imperialist capital, and people's health was subser­
vient to this aim. He. shows that Health was defined 
as the capacity to worlc and other aspects of health 

The ,last article in this section traces the relation~ 
ship between the military and· :medicine. It shows· 
how me<;fic}ne has on. many occasions n.ot been ;:- · 
above nations, andl 'how it has· directly, and indirect- . _., 
ly helped ":"ar-efforts. this .much.is not sur,prising..,~ .. 
What is mor.e sta.rt(ing_ is t~e consciou~ . effor.t _ of in: t:.,:;/f-

,. v_aders to us_e medical_ wo!k to. boost ~P the image of r 

the conqueri.ng na,tion- Howard Levy bas· success­
fully shown wi,th the help of quotations 1r.om military 
me11. how this occured in the case of the America-a 
Army in the fifties a_nd the sixties, especial-ly in th.e 
V,ietnam War. 

were neg_lected. · 

James Palil•:in his snort essay Medicine and Impe­
rialism puts forth an ·overall picture of the ·relation­
ship between the lwo. He considers five "principal 
featu-res of medical imperial politics:- (1:) physicians 
as covert diplomats; (2) physicians as propagandists 
and spies among colonial peopl_e; (3) medicin~ as 
a vehicle for imperialist propaganda in the metropo­
litan centre; l4) colonie_s as territories for medical 
sales and medic~! experimentation; (5} Medicine as 
a vehicle for establishing and maintaining the exp'loi­
tative social relations." His. analysis fs; however-, 
exclusively based on ,the coloI,1ial· e~p.erience ·,a,nd': it • 
has to be seen •as to whether and how many of these 
five features continue in post-colonial imperialism 
~nd. whether any new features are added. (F.or 
example : rhe question ot brain-drain ) The distinctly 
new phase of imperialism•after the World War II must 
be borne in mind. Many marxists mistake c-olonia.t 
imperialism in general ·and hence genera'lise from the 
colonial experience. Jc:!m.es ·Paul's analysis tilts 
towards such misinterpretation. He howev~r points 
out that the contradictions of " imperialist medicine" 
and henc~ 1~e possibilities of revolutionary change. 

On the whole, the book is rich_ andw~de-ra~ging 
in the nistori'cal material. i~ contains w_hich exposes 
the ideological role played by medicine in bourge·ois 
society. It does nof, 'hqwever, show lhe corres­
POQdence between the.differe.nt stages of the develow 
in~nf of capitalist economy· and the developme~t of 
health and medicine. .This is partly because of i·ts 
character as a collectioo of essays. s·ut th·at ,i~ 
itself cannot explain tnis,weakness. Se!:oridfy, the 
contradictions in medicLne in bourgeois society are 
'no where posited cleady, er:nphatlca,f!y. ·Tfle analysis 
therefore c·an· be misunderstood ,i:IS an attack on 
medicine as such and not· on its bourg_eois form. 
Mor~ver the possibit~ty. and necessity of revolutionary 
change does not emerge because of 1his· .failure 
to point out the c0ntradictions in today's· medicine: 
Though not a v~ry systematic. accou1nt in this sense · - ' 
this collection of_iocisivs and very absorbing piece~ 
of historical analyses.is one of .tfle -mo.st ·important 
'and useful ad~itions to the marxist analys·is of medi­
cine in bourge_ois· society. It is essen-tia.l reading, for 
anybody wanting to understand the. nature of :medi­
cine in capitalist society. 

(Contd. from page 44) 

Appendix 2 DEVEtOPMENT OF HEALTH INFRASTRUCTURE IN. INDIA 

Year Doctors 

1951 69, 338 

1965 
(1950). 
99,779 

1975 1,97,650 
1981 2,68,712 

Hospitals 

2694. 

3900 

- 4023 
6805 

Beds 
('000) 

-. 117 

295 

404 
477 

Dispen- PHCs~ Sub 
saries Centres 

6515 7.25 

9486 
(1951 ~56) 

4793 17,521 
'(1-967J (1967). 

11295 629'3 33,616 
28312 5951::1• 51,1,92 

Pharmaceutical 
Prod~ction . · 
Rs. in Crores 

l=ormu-la_. · Bulk_ 
tions· - .· ~ 

10 

1'50 

560 
1;430 

-18 

130 
, 289 

Source : Health Statistics of India, 1971 -75 and 1982 Central Bureau. of Health intelligence G6vernmer:it of 
ln.dia, 1971-75 and 1.982. . • . .· ' 
Health for A!I , An alternative Strategy, Indian Institute of Education, ,P.u.ne.- 1980. 
OPP_Bulletin, July-August, 1983. . 

48 



t 

~ -~"" .· ·: '>-'-" 

This periodical' is a collective effort .of many indi-viduals active or Iiinterested in, the 
,field of hea1(,th •or intetested in health .issues. The chief .aim, 0t the journal is to provide a, 
forvm for exchange of ideas and f,or genera,ting a debate ,on, practical and theoretical, 
issues in, heaith from a, radical or .marxist perspecJive. We believe that oaly through 
such ,interaction can a coherenil radical and r:narxis•t crilique · of, heal,th and: heal,th care 

be evolved. 

'Each issue of the journal, will focus on one theme, but i,t will also ·carry (i} O.iscl!ls­
sions.on, articles p,uib'lished in earli.er ,issues ~ii} Commentaries, reports, shorter con:tri­
bu,tions outside· the mai1n theme. 

O.ur forthcoming issues will f.ocus on : Women aad Health. Work and Heal,tlii, 
Politics of, Popul·ation Control, and! Health and Imperialism. 

If you wish to wri,te on ,any of these issues dd let us k now immediately, We have 
to work three ,months ahead of the da,te of publica,tion. which means that the issue 0h1 

Women and Health ,is already being worked on. A full leag,thi .airticle should not exceed 
6;000 words , You will: apprecia,te that we have a broad edi,torial ,policy o·n the ,basis of 
which articles will' be accepted. 

We would also like to receive shor,ter articles, commentaries, views. or reports. These 
need. not be on the themes we ha.ve mentioned. These at.tic•les shou,ld not exceed' .2,000 
words. We wiH also be :i11woducing .. ai •tette.rs' coluiilm, SQ please do write ar•d te·111 us 
wha,t you think of this issue. · 

All ar.ticles should: be sent I1ri duplicate. They sho,uid, b~ nealty typed iin dbuble 
spacing, on one side of the sheet. This is necessary because we do not have •o.ftice 
facilities here and the press .r.equ,ires all, ma,terial to, be typed. ·.s_ut ,i,f it is. impossible for 
youI to, get the fflaiteri·al typed, do ,not let it stop you trom sending us you.r contributions 
i,n a neat handwritililg on one side of ·the paper. Send' us two ,copies o,f the article 
written it1 a l!;!gibl'e handwdti,ng with words and sentences liberaU.y spaced on one side 
of .the paper. 

The best way to crystallise and c'larify ideas is, tO•:PUt them,-dowh 1in, w ri,ti;ng. Here•5, 
your. ,opportunity to interact through your wri,ti1ng arad Jorge links with· others who are 

. wptkfng on issues of i•nterest to you. \ 
WORKIIN:G EOI.T.OR:S 
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A Worker's Speech to a Doctor 

\ 

We know wha.t makes us ill 
When we are m we .are told 
That it's·you who will heal us. 

,. 
For ten years, we are told 
You learned healing in fine schools 
Built at the people's expense, 
And to get your knowledge 
Spent a fortu'ne. 
So you must be able to heal. 

Are you abl'e to heal ? 

When we come to you 
Our rags are torn off us 
And you listen all over our naked body. 
One glance at our rags would 
Tell you more. It is the ·same cause that wears 
Our bodies and our clothes. 

The pain in our shoulder comes 
You say, ,fr-om the damp; and this is a'lso tl:te reason 
So tell us: 

Where does the damp come from ? 

Too much work and too little food 
Make us feeble and thin 
Your prescription says : 
Put on more weight 
You might as well tell a bu.llrush 
Not to get wet 
How mach time can you give us 7 
We see : one carpet in your fJat costs 
The fees you earn from 
· Five thousand consul.tations. 

You'll, no doubt say 
You are innocent. lhe damp patch 
Qn the walls of ,our flats 
Tells the same story. 

- Bertolt Brecht 

.. _ 
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