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Editorial Perspective 

HEALTH AND ,MEDICINE UNDER lMPERIAUSM 

) ,, 
I 
I 

l 
r 

I mperialisrn is the highest stage ~f capitalism 
wherein monopoly capital dominates the life of 

society. Monopoly capital leads on the one hand, 
to a tremendous development of the productive 
capacity of human society, the .spread of relations 

. of wage-labour and capital throughout the world; 
_ __,,__t,.bpt on the other hand, the private monopoly over 

tnese productive forces leads to its underutiilisation 
its distorted development and the domination of · 
one country or a, grnup of countries over others 
either in the formof colonialism or otherwise. Wh~t 
are the specific effects of this phase of capitalism on 
health (the determinants, dynamics and the status 
of health) and Medicine (medical knowledge and 
medical profession) ?- In general, the contradictions 
of capitalism between development of :productive 
forces in society and the specific capitalist relations 
of production get accentuated in the period of 
lmperiatisrn. Thus' the tremendous development of 
productive forces in the period ofimperialism makes 
it more and more unnecessary for iN-hea'lth to 
continue to prevail. Moreover this development 
makes it more and more possible to improve health 
in a positive sense. · But at the same "time, capitalist 
relations of production in the imperialist phase do 
not allow ful!I 'utilisatlon of this possibiiity. ~his can 
be seen tram only a limHed improvement in the 
provlslon of food, water, sanitation, safe working 

-1' environment, medical care, to ail!i th.e people in the 
, world. Further, monopoly capitalism affects the 

development of productlve forces in such a manner 
that they instead," foster ill-health by creating, mal 
nourishment all ·over the world· [ovemourlshmanr 
in the Imperialist countfies, and undemourlshmanr 
in the peripheral countries); potlutlon-crearlnq and 
accident-prone working environment, disease crea,ting 
medical interventions .and so on. 

This coritradjctlon isalso seen in medicine. On 
the one hand there has been a fantastic development 
in the medical. k~owledge leading to increased 

·""' _ possibility of preventing and treating diseases. But 
~ ,&n the other hand, the character of medical service 
· -c-->· -4:..as commod_ity. (though often paid through social 

..._. insurance) continues to limit lts.usefulness and this 
increasi.ngl.y costly commodity is not adequately 
available to vast sections of the population who 
cannot afford to pay for it. 'Even the development 
of medical knowledge and of the profession itself 

has been vitia,ted by the narrow interests of those 
in charge of this knowledge and the services. Thus 
for example there is comoeratlvetv less research on 
the health problems of the people ,in the peripheral 
countries; inspite of the rise of preventive medicine. 
clirnica:I medicine continues to dominate the scene; 
sexism, racism, expertism continues to affect the 

,.character of medicine. Medicine has also· played an 
increasingly important role as one of the ideological 
supports of the ,ruling class (Ehrenreich, 1978). For 
example, medicine gives "scientific" credibHity to. 
.the ideas of the ruling class that diseases-are caused 
by germs, .ignorance, bad habits and "ofceurse" 
poverty for which people themselves are to be 
blamed. and! that HI-health can be got rid of if people 
become wiser, learn to. live clean, gi,ve up bad habits 
and listen to the advice of the medical experts. 
Medical health care programmes ,h·ave been used 
to diffuse class tensions. 

Imperialism has developed through two distinct 
phases, from 1880's to 1945 is ·the colonial phase, 
wherein lmperlalist domination required direct 
political rule. the post-war period has seen the 
development of a new phase in imperiailism with a 
distinct change in the structure of lmperielist centres 
(rise of muiltinationall,, of state lriterventlon and so 
on) in the international division of [abour and rise of 
poli,tically independent bourg.eois regimes in peri 
pheral countries. We have to analyse heaHh and 
medicine in both these phases. 

Health in the lmperiaNst Countries 

After 1870, in countries like UK, the incidence 
· of ,infectious diseases and of diseases of malnourish 
ment started a secular decline, thanks to the rising 
living standards and some public sanitary measures. 
But the mortalltv and morbidity declined much more 
slowly among the working classes .. A substantial 
section of the poputatlorrwas stilrl undernourished. 
Thus as late as 1930, a study in UK showed that 
out of six categories of population according to 
their income. only the two most prosperous had 
adequate· diet (Doy.al and Pennel, 11979)." Even ii) 
1970s and 80s some undernourishment continued 
in some working class sections of the population. 
But gradually food consumption had increased and 
this along with better sanitation, housing, and 
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other facilities decreased the morbidity and mortality 
due to infectious diseases. It needs to be noted that 
the impact of cheap grains and other food products . 
from colonia,I countries enabled monopoly capital 
to offer coficessions to the working class through 
an improved food basket, without much rise in the 
money wages. 

The secular decline in undernourishment in the 
imperialist countries .was, however, replaced by a 
new form of malnourishment, overconsumption, 
thanks to the rise of monopoly aqrl-business especi 
ally after the second world war. 'Productlon of 
concentrated foods stuffed with calories by reducing 
its flbre content is the way of increase its value per 
unit of weight and the surplus vatue. (profit) 
contained in it. This low fibre, high caloric-density 
food led to the problem of constipation and a host 
of intestinal diseases related to it on the one hand, 
and the diseases due to overweight, cardlo-vasculsr 
diseases on the other ( Doyal & Pennel 1979). 

Monopoly capital gave rise to a whole variety 
of new industrial products and processes. _The 
technology to control pollution has, however, 
developed at a much slower rate since capitalists 
are primarily interested in profits and not in the 
health of the people. As a result, the workers and 
people in the neighbourhood were exposed to a 
new variety of pollutants, many ·of them being 
carcinoqens. A new set of "industria,I, diseases" 
have sprung up. 

Monopoly capitalism breeds consumerism. Even 
those products which are harmful to health· are· 
pushed onto the consumers through high pressure 
salesmanship which is characteristic of monopoly 
capitalism. Fm example, cigarettes, individual 
transport instead of efficient public transport, use 
of drugs and medical equipment when not indicated, 
and so on. 

AM the above tendencies are seen in a more 
sharpened form in the post-war period. The hazards 
of nuclear power reactors is an additlonal pheno-· 
menon, Increased alienation, psychological' stress 
and strain has resulted in a higher incidence of 
psychiatric disorders as indicated by the fact that· 
in Eng;land, 50 percent of the National He~,lth 
Scheme expenditure is now used to · provide 
psychiatric care of one kind or another (Doyal & 
Pennell, 1979). Massive state intervention ,in the 
economy is the specific feature of post-war capitalism. 
This has however not baslcallv changed the process 
of social production of HI-health; state intervention 
has not been able to control the · process of 
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overnourishment, pollution, accidents and psychol 
ogical stresses, generated by the incessant drive 
of the capitalist class for capital accumulation. 

Two imperialist world wars figure as two dark 
patches in this, otherwise not so ·happy scenarlo. 
Miillions and mlfllons ,perished, crores got inj,ured,. 
maimed, uprooted. Undemouslshment, infections 
raised their heads once again. These and other 
sffects turned the clock by decades. 

Hea:lth iin Peripheral Countries ~ . ~ ......... 
. . What has · been the effect of imperialism on l~." ' 
health of. the people in the peripheral countries\$.~ 
The deleterious effect has been manifold.' Wars of 
colonial conquest and lnter-Irnperialtst rivalry 'left 
many natives dead, injured and maimed. Th; ravages 
of war. the. decline in availability of food, social 
disruption also took th'eir toiU' in health. 

. 
. The impact o,f the policies of the colonial masters · 

have been studied by some researchers. Study of 
Africa offers a typical exa111iple (Furshen 1977, 
Doyal with Pennel 1979). · Alongwitli the conquest 
·by western lrnpetialists came a host of infectious 
diseases carried by the invaders from the pool of 
infection in Western Europe (Doyal with Pennel, 
1979). The imposition of high taxes i1n cash and 
commercialisation of agriculture· Iecl to widespread 
poverty and reduction of avai!labiility of food; 
the migrant labour system, plantations, and the 
filthy, newly-industrialised towns led to epidemics, 
premature deaths, venereal diseases and atcohollsm. 
The ei_<treme degree of exploitation with scant reg~rd .... 
to the health ,of the workers in the cities gave rise to r-~ 
a high incidence of industrial diseases (Elling, 1,ss·1) -~ 
and high incidence of infectious diseases. In the 
rurnl areas, indiscriminate tampering with the local 
environment led to epidemics of sleeping sickness, 
malaria and other diseases. 

,In the post colonial period, inspite of the faster 
tempo of tMe development of productive forces in 
the newly P.O'liitical'ly independent states the living 
conditions of the labouring people did not improve, 
except for a section of the working class in the 
cities. Eradication of plague, small-pox: decline in ~ 
cholera, malaria (in other words, those. problems: ';;,~ 
which are primarHy .. amenable to technological: soluti-.Y--- 
ons) have increased the average lonqevitv. But there 
are-medico-social and new health problems begging 
solutions. Those polluting industries which cannot 
now be tolerated in the West due to increased· 
popular resistance to polluti~n have .been exported · ....... 
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to the peripheral countries. Newly created hrigatiorJ. 
syster:ns have led to malaria, filaria and Japanese 
encephatltls in certain parts of India (PPST Bulletin, 
1984). Unplanned use of pesticides in the strategy 
of green revolution has increased the problem cit 
mosquito resistance to D.D.T. Dams have increased 
the incidence of bilharziasis in places like' Egypt. A 
series of wars amongst peripheral countries have 
benefited the imperialists at the expense of the 
health of the people. 

=--.. __,,Concentration of world food production _in · the 
ir!perialist countries after the second world war and 1 

tfi'e dependence of peripheral countries o; food 
imports from abroad has converted the food situation 
into a political issue. The sudden withdrawal of the 
US food "aid" component in the seventies led to 
wide spread hunger, death, malnourishment in 
Sahel, Bangladesh and elsewhere. The· health of .the 
people in those countries which are now dependant 
on food imports is now at the mercy of the imperia 
lists. 

Medicine Under Imperialism 

What have been the characteristics of Medicine 
,.... in the period of -imperialism ? It is only after the 

·"' ~- 1870s that clinical medicine acquired some solid 
'- · scientific formulation. All the branches of scientific 

clinical medicine have grown very rapidly during the 
last 100 years. But at the same time, medicine 
became more and more synonymous with clinical 
medicine since t't1e character of medical services 
remained primarily in the form of sale and purchase 

. between individual doctor and the patient. Though ' i the sanitary and social reforms were almost solely 
f"-responsible for the improvement in the health status 

~f the population, clinical medicine and the "ger;;, 
theory of disease" usurped the pride of place in the. 
ideology of medicine since the vested interests of the 
4linicians demanded this. With the establishment of 
scientific clinical medicine a final, decisive onslauqht 
on the traditional medical system as well as homoeo 
pathic system was made through the famous 
Flexner report in the U$ which argued for allowing 
only "sclentlflc mediclne "(meaning clinical medicine 
with al! the limitation_s imposed by the commercial 

~ professionalism of male doctors) to continue. 
'),_;.: ·scientific clinical medicine, however arrived too 
.1 --=-....< ~te on the European scene· since 'most ~f the. 

_.__ infectious :disgases had already declined substan 
tially. and · medicine had hardly anything to offer on 
the new health problems. The post-war period saw 
a nevv. explosion of scientific knowledge. In the 
absence of a proper social perspective, and a 
conducive structure '1of medical profession, this 
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new knowledge [ed the ideoJogy of supeespeciali 
sation and expertlsm. ,. 

The discipline of "public health" in the mid 
nineteenth .centrurv grew into a modern science of 
Preventive and Social Medicine (PSM) and still 
further Into Comrnunlrv Medicine in the twentieth 
century. But firstly this all important approach has 
been relegated to secondary importance by the 
medi~a'l:,ind ustrial complex. Secondly, the established 
discipline of PSM has neglected or rejected the 
Marxian approach, is informed by bourgeois soci 
ology and hence it has hardly any correct under 
standing 'ot the relation between health and the 
process of capitallst idevelopmant, of the changing 
balance of class forces. Its scientific insights are 
marred by its bourgeois paradigm/framework and 
hence cannot challenge bourgeois social order. Nay 
more - it tends to create illusions that ill-health can 
be eliminated through technical interventions applied 
on a social scale. Through concepts like "tropical 
diseases",. "diseases of industrialisation", PSM 
naturalises the· cause of diseases which are primarily 
of social origin. It has thus ·a .kind of fetishistic 
understanding of the diseases and hence has 
become a part of bourgeois ideology. 

The specific effect of monopoly capitalism has 
been · the rise of monopoly medical industrial 
complex. The monopoly drug corporations, medical 
equipment corporations <and health _insurance 
corporations have joined 'hands together (with the 
doctors acting as· accomplices) to exploit the people, 
to breed consumerism and help keep the labour 
force docile and productive. Some medical insurance 
companies .like Metropolitan Life, Providential have 
grown larger. than General Motors and Standard. 
Oil. Unncessary medical interventions at each stage 
of life; ("from- womb to tomb") this medicalisation 
of life (1 llich 1976) is a specific feature of this stage 
of capitalism. 

Special mention needs to be made of the drug 
companies. The explosion of antibiotics and other 
"wonder" drugs after the second imperialist world 
war is nailed as one of the greatest achievements of 
n 'odern medicine. But these druqs which can con 
tribute a great deal to relieve pain and sufferings, are 
riot available to the poor, Secondly, an illusion is 
being created that medicine can solve the healthy 
problems of society with the help of these "wonder" 
drugs. The potential created by modern sciences 
like chemistry and pharmacology is being used to 
exploit people and create illusions. There is plenty 
of literature available on this issue. 
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Thus the heightened capacity of medicine in 
the period of monopoly caoltallsm has not ontv been 
limi,tedly used, but the capaclty Itself has been, 
affected by monopoly caaital. 

Medici,r:ie and lmperiaUst Domination 
What has been the role of Medicine in the 

·imperi,alist dominatlon over the peripheral, countries? 
In the colonial period, medicine helped the conquest 
of colonies. Some of the infectious diseases like 
ye Mow fever and malaria, · took a heavy tot:! of the 
lrnperlallst army and hence made it Imposslble for 
the army to win territories. Medicine solved this 
problem by controlling. these diseases (Brown 1978, 
Doya,I and Pennell 1979). But, those diseases which 
exclusively affe~ted the natives were not controlled 
in this period. Secondly, effective curative services 
offered by missionary dispensaries created a good 
impression on the natives; and distracted their 
attention from the HI effects of colonlallsm. In the 
words of the then president of the Beckfeller Found 
ation, "Dispensaries and Physicians have of late 
been peacefully penetrating areas of Phillipines 
Islands and demonstrating the fact that for the 
purpose of placating primitive · and susprcious 
peoples, medicine has advantages over machine 
guns." (Brown' 1978). 

Later, the imperialists initiated health progra 
mmes for the natives to ,improve their health and 
thereby their productivity. Increased productivity 
meant increased profits for imperialists. For example, 
the Rocl<feliler Foundation programme to control 
hookworm lnfestatlon in Latin America (Brown 1' 978). 
Such.heatth-proqrarnrnes also offered them opport 
unities to export drugs and eqeipment. Problems 
Hke tuberculosis, leprosy, venereal diseases cannot 
however, be eradicated by such techniques of social 
engineering because they are much more deeply 
rooted in the social structure of peripheral capitalist 
countries. Colonialism has also led to the suppression 
of indigenous systems of medicine. 

In the post-colonial period, it is weM known as 
to how the imperialist domination in the field of 
medicine over pollticallv independent countries 
continues in an indirect form through the rnoltinati 
-onal drug companies, through· population control 
programmes and other "health programmes".· The 
role of western dominated ,medical education is 
also important. Western dominated medical education 
in peripheral countries produces doctors suited to 
work in Imperialist countries. This enables imperialist 
countries to import medical graduates from peripheral 
countries and save money which would have 
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otherwise been spent on training doctors :in: their own 
country. This "brain drain" ,is also a financial drain 
since peripheral countries spend so much on training 
these doctors here. Moreover, the 1iiHusion . that 
hesttb problems of your society can be solved • 
through medical, interventions carried! with the help 
of ' superior and benevolent". west, the ideology of 
medical expertlsm percolates through this type of 
medicai education. 

The period .of ,rapid growth of perlpheral 
capitalist societies after political independence came - 
to an end in the late sixties. As a part of its respo~ 
1to this crisis, the n.iliing 'class is changing, lts strate~l" 
of medical care. fhe cost o,f medical care is sought 
to be reduced through the scheme of village health 
workers. New innovatlons in the management of 
hea,1,th, problems are being used to create iHusions 
under the slogan of "Health for aU by· 2000 AD". 
The tallk about "indigenous" system being made 
more suitable than "Western medlcine" needs to be 
understood in this context." T:here·s hardly an 
adequate attempt to realily find out and develop the 
useful, rational aspect of indigenous systems of 
medicine. The continued neg1l1ect of these systems 
shows that the hollow praise bestowed on it is 
only a part o,f the new strategy of: dumping responsi 
bility onto the people for their health. 

A struggle to create a healthier society and an 
appropriate system of 'medical' care cannot be 
separated from the struggile against lmperiallsm. In 
this struggle, the aim cannot only be taking over 
the existing productive forces, the existing medical -c 
system and using. it in the people's interests. How ~-1, 
can people ln.a socialist society be healthy if they 22) 
consume the same amount and type of food as is 
being done in the US today or get their electrlcltv 
from nuclear reactors ? L:ikewise imperialism. has 
also vitiated the science of Medicine. How exactly 
and to what extent this has happened is a matter of 
further study. A word of caution is in order here. 
Let us not fa:H into the opposite pitfall of rejecting 
the relevant scientific advances made by medicine in 
capitalism. One cannot talk in terms of modern j 
medicine as such and reject it. Rather its a question 
of grasping the ra1,i.onal kernel of existing, medicine . . 
and developing it further Otherwise. we would . Z 
throw away the baby with the bath water. · • 1 >·---.,;__ anant ,phadke 
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In This Issue 
Radhika Ramasubban examines the colonial' 

hea Ith policy in India and traces its legacy · to the 
present public health system.LMeera Chatterjee high 
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transfer> high technology in medicine to India. 
Warren ·Sahnon's reprinted article deals with the 
increasing Interest and involvement of large L:l_S 
corporations in health issues ,in America and the 
el}1erging class stand which wil:I eventualtv restru-.- 
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~ one-billlion a day on such care is by Bindu Desai a 
/ ~ neurolnqlst working, in the Cooke Country Hospital 

in Chicago. The Bhopal Update which is Hkely to be a · 
regular featuee in future issues is a resumme of 
health issues, health efforts and on-going, medical 
debates conceming the Bhopal. disaster by Padma 
Prakash. We teature a review article on .John 
Braithwalte's exploslve new book on the drug, 
industry, Corporate Crimes in the Phermsceuticel tndusttv 
by Ravi Uuggal'. This book is a must for all: con 
cerned people - i.f one can afford the price ! J 
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radfuika ramasubbao 
Coionial health policy in India never really came to grips with the problem of public health. Th1ougJ1 tie 

evolution of a 'catoniet mode of· health care', the enclave sector - the army an;/ the Eutopss« civilia/n 
population -- kept pace with the metropolitan developments fin sanitary and wedicaI sciences while attempts 
to introduce epidemic control and public health measures remained abortive. In the last years of the nineteenth 
century when the situation eitotded a compelling basis for a far-reaching publ1c health policy, the colonial 
government found an escape route in the new research possibilities. The contradictions of the hea!/th system in 
India arise from its historical legacies. This article traces the vstious stra1,ds which e,volved during the p1:riod 
otcotoniet rule and the manner in which they continue to shape the present public health system. ~ . 

· This article is an abridged version oten earlier research report by the author'. "Putdic Health and Al/edical 
Research in India. Their Origins under the Impact of Colonial Policy" ,(SAREC, 1982). 

The task. of tackling widespread disease and of 
raising the health status of the population requ 

ires coming to g•rips with the condltlons which cause 
debUity and disease. The three main instruments for 
such a .strategy in the Indian context are thorouqn 
going public health measures, improvements in the 
standard of livir.ig of the population through raising 
incomes and providing employment and n:iaking 
the health services available to those in need. 
Obviously, the heaith system atone cannot cope 
wi,th aH these chaillenges and in a general sense the 
contradictions of the Indiar» health system are a 
reflection of the contradictions o,f the development 
:process itself. More specificailly, the contradictions 
of the health system in India arise from its histotlcal 
legacies and the overall! framework which guides 
its nature and functionlnq, 

India missed going through the period of 
sani,tary reform which swept through most Of 
Europe in the 19th and early 20th centuries. 
Colonial health poHcy never really came to gr.ips 
with the problem of public heailth in India, whereas 
through a policy of segregation and what evolved 
into a •co'lonial mode of heatth care', the enclave 
sector - the arrny and the European clvllian 
poputation - kept pace with rn~tropolitan develop 
ments 1in sanltarv and medlcal science. In the 
absence of general pubtic health measures, epide 
mics of smait pox, cholera, plag,ue and Influenza 
continued to recur among the general population, 
Some attempts made in the first quarter of the 20th 
century to evolve epidemic control measures 
remained abortive due to the administrative disrup-· 
tions caused by the two world wars and the pre 
occupation with the health of the army, particularly 
the control of malaria 1in the eastern theatre of the 
second world war. 

6 

-.:;l 

The independent Indian State, although it 
recognised pubtlc health as one .o,f lts main con 
cerns, lacked the commitment to carry through a 
public heailth revolutlon. Seen in the wider 'historical 
perspective, the hu,ge expenditure that public health 
measures require have been incurred by the State ,in 
the westem countries for ensuring a steady supply 
of the labour force arid for ,raising its prodiuctivi,ty. 
The capitalist path of development • launched in 
India h'!s remained distoded and slow: It cou<ld' 
neith~r impart dvnamism to the pu!blic health system 
as it had very little demands to make, nor could the 
prodiuctive forces develop to the extent which 
would improve the health status 0,f the popuilatior:i 
by meeting their nutritional anc;f: other !basic needs. 
About ha1lf the 1lndiari population ,is stiilil1 'living below 
the minimum nutri,tioria1I standard for meeting the ,J 

energy reqiui:reme.nts of the body and the· incidence _ !. ~ 

of diseases prnventibl,e through -puiblic hea1lth jj 
measures dominates the disease prome. 

The problem with undertaking, · ;far reaching 
public heallth measures ·such as pr.o,tected and 
adequate water supply, sewerage syster:ms and 
better housing and nutri,tion Ts that i,t requiires 
massive public expendHu!fe. The independent_ 
Indian State, h.o.wever, has not been ,able to meet 
these re,qu1irements (Rar;masubban, · '1984). U has, 
instead, settl,ed for softer options which are ·essent 
ialily a continua,tion of· the .cofonial. tradition. The 
attempt here win be to trace the ·v.arious strands y:_ 
that evolved during the period of colonial, ruile a:r;id:_ ~~ 
the rnan,ner in which they con,tinue. to shape the y ·~- ~ 
present public health system. - 

lihe ,Evolution of Colonial Health PoHcy 
The main fac,tors which shape.di colonial health 

policy ,in India were its concei;n ·tor the troops and 
the European civi1l offfcial populMion. The response 
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to this concern underwent a series of stages cones- 
ponding to 1.he wow,th Rf ~now ledge in England 
about the g_r

1
i,r:iciplt!_S of di$eas,~ causation, The old 

qi.1i:!1]a~i.9 th,epry,~a!:_l, \ha,t the ln.cJ.ia,~. climate caysed 
diseases in the ·abdominal cavity; yvhile that of IO t· °' '" ' ·. ,..._ • . •• 
EurQP.e ya used di;se,;1i5.e. in the ·thpracic cavity' 
(Scott., w~s).' Thi.~, gay~, way to Ntt theory of 

- , miasma;,./e~.~ltjn~ l~ ,a p9licy of ,$egr~~ation ~nd 
ti> sanitation . which began [n the . m1'dcn· ineteenth , '• CV'~ 1• .. t ~ - · 

century and contin1 ued through untlt the, e,n1, of the ( · I " ' • l . .. . 
century. The re~ul~.iw:as_ t~r pvotl!;tion1of a ,ciii?-.ti,~5tly 

.~colonial mode .of hE:alth;car~r T.hi9 polic1
y; a~&o, tqok 

· ·i ~;o- account statistic 111: ! patterns, of morta l!tY ·,i_?;r\d 
simple. prediction of eoipfrnics,. T~e, Q~nerc)I' i'spJep,d 
of epidemics resulted, however, jn the mobili~ati~n 
of Intematlonal opinion. anc~, the .perceptlon 9f. t:tw, 
Indian population as a, secendarv ~~WJYCe of infe~tioctt 
brougi,t the general population ii'1t9, the ,;1;1J19i,t if?f 
health policy. But the main conce,m.-.rem,iinedr,,\~a 
army, and therefore. the evolution I of colqnial 
health po'licy has to be necessarily plaGeCjl ,,vy:i!hi,n 
the framework of the army. The shift. in, fqc;\Js in 
England and Western Eu rope from sa,nitati~·>rr;i t~. 
epidemiology and bacteriology, which began· i,Q, the 
1880·s and gained revolutlonarv momentum in ther 
fol!lowing decades. had significant implications for 
·India. ·sy the turn of the eenturv, laboratory investl 
gations were instituted in the four army commands, 
to put army health on, modem, scientific principles. 
Althougih the direct Hnk between health and 
medical! research remained confined within, the 
framework of the army, the growing interest in and 
official patronage for the disc1:p_line .. ot tropleal 
medicine ·in Eng:land integrated lr:idia, the largest ---1 natural ,disease laboratory in the British empire, 

.. ,into metropol1itain scienitiiiiQ activities, and a few 
, laboratories for rei.earch were set up within the 

country. 

The army, the main instrument of the East 
India Company's :political consolidation, was 
primanly composed of Indian soldiers, the European 
component"being. outnumbered by roughly eight to 
one (Imperial Gazetteer .of India, 1909). The high 
cost of transporting European soldiers to India and 
of invalidjng due to sickness, and the time taken in 

........._, further recruitment and ·,replacement, were the 
, -· major factors responsible for the .excessive reliance ~•c >- , 

. ;-~ -J>~n the Indian com~orient. . · . 

Mortality, sickness and inva,lidi,ng in the Euro 
pean army was due mainly to four .major diseases: 
fevers, dysentery and diarrhoea, liver diseases and 
epidemic cholera, in that order,. all of· which, perti 
cularly the last-mentioned, assumed virulent form 

I • • 

when tli~ troops were -on the march. And the troops 
':Jl'ere alm~st constan'.tly or:i· the march in the prevail 
ing unsettled state· of the_ ~ountry,. 

As ,regards the EvmRean civiil population, .a, large 
section was concentrated, in the three Presidency 
towris of Cailcutta, Bo·m·ba.y ,and M7adiras, which were 
cenJres of g,ovei-n~ent aJ welll' as ,the major pmts. 
Her.e Euwpea1n arec!S oJ. r.esidence were secl,uded 
from ,the ilndi:an are.as and along -with the canton 
ments iri ·these· towns, were fully. s.elf-con,tained. 
By the mid-nineteenth centu:rv. these areas were 

·relatively vvelll planned· and drained arid vaccina,tion 
a·gainst smaU pox (the only effective prophylactic 

,kn,ownJ; among the ·Eurnpea,n civil'ian residents and 
among, the residents of the · cantonments, was 

I .o • 

aimost ,unive~saL 

· The iwents ·ot 1857 - ,the 'lndi.a,n Mutiny' - 
hi,g.hlight~d as never before, the i,mportance of the 
'British soldier's health aind efficiency. Army heal,th 
~hJ°c·h, b;caqi~ t~e p,rima_ry concern ·Of colonial heal,th 
policy :refr1ained~ an abitjing._ concern as, with the 
expansion oHhe".B.,ri,tish ~mphe, th"e :army ,in India 
i'.ncr~ased·in importance as the largest'. single force 
i:n the ernpiire, and: as' a key instrunae'nt :i,n the se<:airity 
of Britain/s eastern possession. The 'Mutiny' o.f 1i857 
had ·higihliglhtedi the insecurity ,of Bri,tish miHtary 
:power in fodia. Reliance had hithe'rto been placed 
on 11ndian sdldiers and they had vastly outnumbered 
the European com,poAent. Although"the· maj~r.ity of 
the Indian troops had :remained !loyal to ·the Com 
pa1ny and the 'Mutiny' had been successfu'lllv. quel1led, 
it was . de.cided that the det.ence ot. india would. 
henceforth fiave to be ,in British har:ids, anp it ·"'.Yas 
resolved that -the ··sri,tish army .. serving, in India,' 
should form part of the Imperial B,ritish arm.y. This 
necessitated the tra·nsfer in 1858 ·of the European 
troops o.f the East ·1 ndia· Company to the Crown and 
a Hoyal' Commission was appointed .to, work out the 
a·rmy's reorganisation. It recommended rnising, the 
number of British· trqops, and that the ra,tio .of ilndian 
and British ·soldiers should be ,of tne order o,f 2 to 1. 
The resu,lt was a 60 per cent 1increase in the ,niumber 
of Bri,tish troops; (Imperial Gazetteer'of India, 1,909) 

The result of the ,increase in the strength of 
'British troops was that or:ie-third: of alll British forces 
came to be stationed 1in India. 1fhe problems in 
acclimatising such large numbers to. Indian condi 
tions and ensuring theiir '1:1ealth, therefore, assumed 

. impor,tance. 

Along with the Indian Mutiny, the Crimean war, 
too, played an active ro'le in focusing discussion in 
Eng,laind on the health of the British aimy. The 
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Crimean experience had shown that mortality among 
troops had been due primarily to epidemic ravages 
and the insanitary state of barracks and hospitals 
rather than to wounds of war. It hlqhliqhtedthe need 
to apply the principles of modern sanitary science 
currently championed in England by sanitarians like 
Chadwick and John Simon, to the army. In ·1857. a 
Royal Commission was appointed to enquire into 
the regulations affecting the sanitary conditions of 
the army. the reorqanlsatlon of miHtary hospitais and 
the treatment of the sick and wounded. The enhanced 
streng,th of the Brltish army in India required a 
similar enquiry into Indian conditions, and :iin 18'59, 
another Royal Commission was appointed to enquire ,. 
into the Sanitary State of the Army in lndia, 

Of the total' number of deaths in the period 
examined by the Commission, i. e., 1817 to 1857, 
only 6 per cent had been due to war. The rest were 
caused by fou:r major diseases : fevers, causing 
about 40 per-cent of aU deaths and three-fourths ofa,111 
hospital, admissions: and dysentery and diarrhoea, 
liver diseases and cholera, being the other kiHers. 
Fevers, .besides the suffering and immediate risk to 
l!fe, also i~ad a tendency to relapse dangerously and 
affect vitail organs, resul,ting, in considerable subse 
quent iiHness, mortality and invaliding among 
Britieh troops. At this time 'fevers' was stHI a gene rail' 
term for most forms of sickness. Clearly, therefore, 
"the main enemy of the British soldier in lndla was. 
not the Indian e_nemy but disease". (Hoyal Sanitary 
Commission Report, 186.3). 

a) Sanitary priililciples ·aind the :policy of segre 
gation. 

1The situation, however, was neither unfamiliar 
nor irremediable. The old climatic theo.ry had he(:d 
that the ilndian climate produced diseases distinctly 
different from those resulting from the Engillsh. 
climate, Now, the diseases which were fatal to the 
British soldier in India were recognised as familia,r, 
as those which had untlt recently caused the highest 
mortatlties in Eng119nd, and which had been brought 
undw control ,in that eounrrv throu.gh sani,tary 
p'rograrrimes. ·· · · 

. . 

The keynote of metropolitan sanitary science, 
Which grew OUt of the compulsions· ot urbaAisa:ticm 
i11) Eng,landin the eighteenth and nineteenth centuries, 
was envlronmeritet control. The means through 
which l this was · accomplished were mainly town 
planning, housing and. 'sanitasv engineering. These 
measures, required administrative and government 
institutions. embodied in 'local governments', which 
were responsible for lnvestiqaticn of local insanitary 

8 

conditions and their control, and given the force 
of legal sanction through pubHc health legislations. 

The physical ptacernent of the iEuroJ:Jeanpopula 
tlon ,i,n India was, as far as possible, based on the 
principles of this sanitary science. Using criteria of 
soil, water, ai,r and' elevation, the Hoyail' Sanitary 
Commission on the army 1in India .lcid down el,albo. 
rate norms for the creatlon and d'evelopirnent of 
distinct areas o,t European residence, and the 
'cantonment', 'civl] lines·, 'clvrl station' and 'hiM 
station', ,regulated by legislations, developed into a"" ·· 
coloniel mode of lhea,l,th care and sanitation bas~~"i'ffi' 

"' on the principl'e at social and ,physical seg,regation,. 
From the ,time o~ the Roya,(' Commission's Report of 
1863, the locarlon aa1d layout of European civH and 
mi'litary areas were determined iby criteri,l of health 
laid down by the prevaiil'ing medica1l scientific 
theories o,f miasma and environmental control rather 
than by µol,itica,I and strategic criteria1. Most o.f the 
,troops wern located at 'hiH stations' or on elevated 
gro,und. h1 cases ·where strntegic stations were 
uinhe.althy, only smaN' ,iorces were posted there to 'be 
reiniforced at short notice. Earlier, the 'na,tiive l'ines', 
i. e., ,residential areas of Indian soldiers, had 'been 
,left outside the pale of col'onia,F planning and' con 
struction .ac.tivity for ,troops. Eu1ropean, fears of 
miasma emanating, from them had' even 1led to· 
construction of wa•l1ls lbetweera Indian and European 
troop locations to keep the miasma out. The Royal 
SaHitary. Commission voiced concern ior the heail,th 
o,f the Indian troops and 1recommended' tha,t canton 
ment planning should also be extended to ,the 'native 
lines'. 

b) P1:1ibliic lilea,ltlil macll1i1Rery : vita,! statistics ·~ 
ailild disease control 

iFoHowing the Hoyal Gommission'.s !Report, 
Cantonmern,ts Ac:ts, Heg1uJations and Codes were 
issued. modelled . ,on public health acts in Britain. 

\N'hiil'e segregaition · was ain effective tool. at least 
in t'1e thr~e Presidency towns corn:tact with the native 
pop1:1 liation was unavoidable. Native servants often 
lived in ,the n9,tive areas, and native dealers and 
tradesmen serviced the can,tonments and dvit :lines. 
Grossly insanitary conditions prevaiiled in these 
larg.e and unplanned urban centres and the nativ~, 

- ··- population could weM serve as secondary sources>'· 
.:J• 

at .infection. An understanding of disease among 
them was, theretore, considered essential'. l:n his 
despatch to the · Government. of India, the Secretary 
of State for India pointed out, "lihe determination 
of the effects of loca11 causes on, the mortality of the 
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native population, besides its Int rinsic value in con 
nection with the. welfare of the people of· India, 
cannot .fail' to have an important bearing on the 
health of the Europeans resident among them." 
Gazette of .lndia, 1864). 

Three Pre·sid'er:icy Sanitary Cornrnissions were . 
--.._ set up in 1864. The basis for the functio_ning of 

fD' · these Commissions was to be the systematic genera- 
__ _, tion of facts about mortality, epidemics and sanita- 

tion, which would be embodied in an annual 
_ sanitary report to be submitted 10 the Government 

,---:-~!;i!n-dia by·t~e _San!tary Co~missione~ to- the Gover-. 
ni:r,ent of India. This would 1n turn be summarised 
in annualreports presented to parliament on the 
progress of sanitary measures in India. This laid. the 
foundation for a pubUc health machinery, parti 
cularly in the field of v'i,tal statistics and disease 
control. 

The investigative tradition was an in,teg,ral part. 
of the sanitary movement concurrently 'takinq place 
in England; in fact, the first stager of the public 
health movement was that of govemmen,cal investi 
gations on grand scale. Regular statistical reports 
were also seen as essentlat to any systematic publ1ic 
health control andi since the establishment of the 
office of the Registrar-General of Biirths, deaths and 
Marr.iages in 183'6, the steady accumulation. of 
statistical evidence had! ,generated a. demand tor 
further research into the causes of epidemic diseases. 
{Shryock, 1948) 

In keeping with this tradition, the Government 
· of India appoineed' ~n 18611

, the first systematic 
~ enquiry iinto a major epidemic - the cholera epide- 

-~-mic of ·1'86~. The facts that it highiliighted were 
followed up in the ann,ual sanitary reports, which 
resulted in a steadily growing volume of statistics 
and facts "about the disease. 

"The · significance of the 11861 epidemic was 
that its impact was not confined to ilndia alone; it 
was followed-bv another epidemic in 1865 which 
spread from, Egypt across Europe to England. 
Cholera had been the most important factor respon 
sible for initiating the public health era in Britain in 

_, the ~arly ni.r:i~teenth_ century. The 1861. epidemic 
':!1(..:7·- PJ._OVtded the fmail and most powerful spur to sanl 
'~v:., .:qary legislation in Engiland. This was the Sanitary 

Act of 1866 embodying the. [rnportant principle of 
compulsion bY. the centret authority if the locat 
sanitary authority failed in its duty. 

This epidemic also gave rise to four international 
sanitary conferences participated in by European 

. . 
countries In, 1866, 1874, 1875 -and 1885. -Thev 
devoted their detiberatlons specltlcallv 10 this - 
disease and attempted to work out quarnntine 
measures acceptable to aWI '·p.a:rtidp'at:i~€f 'co~ht~i~!s; · 
systematise existing knowledge· about 'fr:e dise~se 
and .identify major. questi'o~s·-ro; further.inv"estiga-_ , 
tion: and, recomrnend''.me·~SUire's .f9.r 'prev.ention.,t 'As, , 
the :1861! epi,darni~had :~r!g•inati;id'ir-i ln.dia,, th~ . firsf ' 
Conierehce at Ca.ristanti.riopJe disc~·ssed India .as . a 
major topic. : ;. · : - '" · ''-.. · · · 

• I, '1 
• ·_7 ... • 

. The Gonstantinopie Cont.'e{ence p~t· the Imperial 
govprn;rnent ,in,t~-a ij~1.a:ndarv 'by_,-·pr_~noufi!ciir1g: ind_ia:· 
the ,n3turail home o,f •chofera .. In the absence. of any 
breakthroughs i,n l<riow: edg,e· ab~ut th~ cause and 
mode of Infection, tfie Confe.rence stressed: the need 
for stricter imp'lementaion of ,ri£Of<?US ~ndi lerigthy 
quarantine· both in sea and land movements, .. 
greater clean,li,ness andi disinfec1ion of shiips, houses 
and rnerchanc;lise, a:rJd care to avoid'.,ov.ercrowding. 
'The centrnl consensus of tl;ie Conference was that 
the spread .o.f choler~ epidemics Wcl.S dt:J,e· to .rapid 
movements of groups o,f people. aind their-personal 
effects, water 9,nd . .food· swpp,lies. :l1t pronounced' 
that in the case of India the moyement. of pilgrims 
and large co,r:igregations at fairs and f,estiva:l's was 
the singile and : most ,powerful, ,of al1l1 the causes 
which conduce to the dev.elopmentand propagation 
of epidemics of cholera". (Cholera Committee 
Repmt, T 867). Jn ·the' ·opinion of the'. Conte.reilc~ 
when the pHgrims cong,rega,ted, the ,cho'le~a spread 
among them and when they dispersed they carried 
the contagion·with them over ,Jong distances: Th_e 
Conference recomniended' elaborate · :preventive, 
sanitary and c1:J1ratiVe arrangements ·•at· pilgrim · 
centres and on pilgrim routes. · ' 

ifhe ,internatiqnaI ar.rangements outliined · -t:or 
ql!9raintine and the ,recmmmendation proposed · 
regarding piilgrims, by the Gonst~1ni_inopl'e_ Co;nfere 
nce, were particuliakly ,i~ksome to ·Great iBri,fctin whic.~ 
had the larg.est ,intema.tional mari,time.'tr{lde as well 
as.the most frequent ,troop; and n~¼ail mover:n°EHits_to, 

' • • , ' t • - • • ... ~ • J! 

and from its col:Onies. In tlie face of·stri~ter qt:J,~ra,n- 
tine restrictions imposecl by the .:~~nstaqt_l-~ople 
Conference and the intet.nationa:1, press1:J1re to·:¢britr9J1 
cholera within ,India and prevent ,its spread · there 
from, Great Britain responded by ,instituting1 ·,its··own 
investigations ,i,nto the authentici,ty o,i a. qua:ra,ntine 
poHcy, i. e., whether i,t was local cond1tioris' of soH, 
air and water rather than contagion carried through 
people and their effects which caused the spread of 
epidemics, and whether there was a possibility of 
coping with cholera through effecting sanitary 
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r 
improvements, rather than: quarantine. Professional 
medical opinion in, Enqland also provided support 
to such a move and ,a special enquiry came to · be 
sanctioned bV the Secretaries of State for ·war and 
India into the mode of origin and transmission of 
cholera. 

While the results of the scientific investigation 
were being awaited, . practical sanitary measures 
were intensified ,in relation to all cantonments, 
smelter miHtary stations, troops on the march, jails, 
hospitals and seapcrt towns. By 1872 local medical 
officers :in aH the various ··miiitary stations were 
doing simple qualitetlve analysis of water. The 
prohibitions upon. 'soldiers going into the Indian 
cities or cholera affected areas were more strictly 
enforced and "sanitaev cordons" (suggested by the 
Constantinople Conference) were erected around 
cantonments to prevent persons residing. [n .nearbv 
vi.lllages-and localities andthose suspected of carry 
ing cholera, from enteri~ng the area. Infected cases 
in cantonments.were isolated and barracks, [ails and 
hospitals fumigated .. 

Hiitherto, troops on the march had been the 
most vulnerable to cholera attacks. The new 
sani,tary mies governi11g the marches also included 
ru (es ,regarding" railway :travel, such as provision of 
good drinking water and wholesome mealsat halting 
stations, isolation of'the troops tram thenative towns 
and bazaars en route and' at destination, thirty 
minute stops every four hours and travel for not 
more than. twelve hours at _a stretch. 

Systematic statistics about cholera were aecu 
mulating with the ,regular publication of annual 
sanitary reports. These statistics pointed to direct 
personal, contact as an extremely unlikely cause of 
infection No.r· was 'land .quarantine doing,· much 
good; and nor did cholera appear to travel along 
highways and major lines of communication. As 
,regards sea travel, however, stricter control was 
instituted; mainly in deference to international 
pressure. 

Until the end of the rnao's, cholera of alll dise 
ases pressed most. he<;1vily on British soldiers in 
India. being the most important cause of mortaHty 
although not adding significantly to the sickness 
rates. The investigations of Lewis and Cunningham, 
by going into the question of sub-soil water levels, 
had launched on a relatively fruitless Hne of enquiry 
which failed to produce conclusive evidence oh the 
cause of cholera. But alth01:1gh their study (Lewis 
and Cunningham, 1876) made 'little impact on the 

10 

control of cholera, it was valuable in that it stressed 
the importance of looking elsewhere than into, 
contagion through personal contact. But by the 
period 1870- 79, the combined effect of sanitary 
measures and other reforms had brought average 
mortality due to all diseases among European troops 
down to 19.34 per 1030 of strength, of which cho 
lera accounted for an average of J.22 (calculated 
from Annua! Sanitary Report for relevant vear~). By 
the end of the century the severity of cholera, came 
down even further-and after l900 rarely one person 
in 1'0,000 amorig the 'E,urope.an troops can~e do.ljllQf.-; ~ 
with 9holera (Annual Sanitary Reports, 1899-.192~)1. 

The year ~88 3 was one of the major landmarks 
in scientific investigation into disease causation. 
A German Commission led by Robert Koch dts 
covered the Cholera 'Comma' Bacilli us ,i,n Egypt and 
visited Calcutta ,in the same year to confirm the 
discovery. Koch's discovery was a significant con 
tribution to the germ theory of disease causation 
which had emerged in, Western Europe in the 1860's 
and studies like· his and those by Pasteur, which 
linked a specific orqanisrn with a specific disease, 
helped to firmly establish the theory in the 1870's 
and 1880's. ·i-his modern scientific revolution in 
mediplne challenged and ultimately triumphed over 
the earlier miasmatic theories. · 

c) Genera,!. Population 

The Constantinople Conference's declaration of 
India as the source of epidemics, its condemnation 
of the British .government for fai,ling to control these.-_, 
epidemics and the latter's own recognitlon that the -~ · 
Indian po,p1:1lation constituted a secondary source of)_ 
infection, provlded the compulsion for broademng , 
the scope ~f health policy and include the general 
poputatlon in its purview. 

In keeping with the theory of contagion, the 
ptaces of piilgrimage and pUgrim routes became the 
starting. point of h.ea:lth policy in relation to the 
genera,( pop,ula:tion, and the forma,I motions of 
attending to the problem were gone through. 
Committees were appointed aind reports prepared. 
But when it came to giving a concrete cour~e to ~~, / 
the po.Mey, however, the goverr:iment's attrh:1de ,.. ::"""-=-i:, . 

. d'. . . ' '~-" J remarne ·' evasive. "~ _ ·-~."f:·, 

Whj,(e the suggestions of the Constantinople ·-~,:-:;" 
Conterenc~ regarding, the desirabiHty of saini,tary 
precautions in relation to large groups of people 
on the move was quickly given effect in the 
case of troops on the march. In order to prevent 
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the outbreak of epidemics among them, the ques 
tion of epidemics at the pilgrim centres was treated 
as a puzzle, and various other considerations such 
as finance, reHgion and race clouded the issue. 
However, at the 1867 Kumbh Mela, the " govern 
ment as a test case made some ad hoc sanitary and 
hospitas arrangements. These had proved success- 

C:--. ful in curbinq cholera on the fair grnunds. · 'But no 
sooner had the pilgrims dispersed, than the cholera 
that they carded spread in the reqions through 
which they passed and in their ultimate destinations 

~.._ ev~I) as for as 700 miiles away. This seemed ~o 
'i~ply that not sanitation atone but land! quarantine 
measures were required. The o.fficial position was 
to see this as an lntractable problem, tor quarantlne. 
was not considered to be a/feasible measure in the 
case 0:f people who would be dispersing over · a 
,large area. The response of the Government o,f 
India was to rest content wi,th the prohlbltion of 
piilgrims from entering miilitairy stations or even 
their neighbourhood. 

,- 

In fact, the whole question of pilgdms . taking 
chclera back with them to their towns and vi1l'la'ges 
raised the uncomf ortable issue at an extensive 
pubHc healthmachinery for the general population 
on a contin'U'ing, basis, which would be the cmly 
countervai-li:ng force against epidemic cholera 
emanating from pH'grim .rnovements and con 
gregations. 

But sanitary reforms were··. expensive· and· 
umemunera,tive. The MacKenzi,e Commlrtee appol 

, nted to go into the pilgrim question rscomm 
----S ended that the government should under 

. \,. take the responsibility for at · least .a tew such 
measures at pHgrim centres. llf public health 
measures for the genera:), population at large could 
not be adopted; at 'least thE; enforcement of con 
servancy measures. at fairs and pilgrim centres and 
demonstration by the government· thereby of the 
desirabHity of sanitation would' act as an incentive 
for the genera,! population to voliuntarHy adopt the, 
modern sanitary principles 1irr;i towns and vi!l'ages. 
The Committee argu,ed that such a, step wal also in 
the interests of the El:1rnpeaii population. But the 

~ government rejected the. idea of· expenditure on 
r#; ~rns~rvanc_y measures and sanitary potiee at 
--*-l~ilgrim centre_~· ~ndl policy floundered on the issue 

of whether p11lgnms should be made to pay for 
sanitary arrnngemen,t thro,1J,gh a sa,nitary tax. 
(MacKenzie, Commi,ttee Report, 1868) 

Proqress on sanitary reforms concerning· the 
genernl population was blocked on the gr-ound that '- 
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no measures could be enforced, as any element of 
compulsion would offend the people's religious 
sensibilities and be construed as interference in 
their customs. The 'bogey of interference iin, the 
religion and customs of the people was not new, 
but was more self ccoscroustv applied afuer the 
'Mutiny.' Ei,ghteenth centurv Eas,t 1lndia Cornpany 
officia,ts. many of whom recognised ,i1n, lin.dia a 
superim civiilisa,tion, had beenrnpilaced in the early 
nineteenth ,century by a,dministr.atoJs who saw theiir 
mission as 'civi11'izing' and 'modernising' Indian 
socie,w. 1lindian society was seen as a tabula ra~a 
wai:ting, to be recast fail the Western litlOUild. The 
civi:lising i1hfluence wo.uid be Western social ai:td · 
econoinic · h1stitutions and W·estern religion, :Le., 
Christianity. After -the 'Mutin,(, however,· the enth· 
usiasm .for remaking lindiain socie,W declined. ifhe 
climatic and socio-re'l'iigious theories gave way to 
theories of .racial' exclusiveness~ as Britain. establi~ 
· shed 1itse'lf as the supreme governing ·power and as 
the Eu1ropean establishment ,in the countr,y perfec'ted 
:the· mechanisms of phy~icall ,and"soci.a1l1 segireg,a,iion .. 
'lndian·s now came to be seen as a diistinctly i,nferior 
race incapable of appreci9,ting, or successfu111ly ado:p 
ti1ng Bri]tish habits and ins,ti,tutions. lnha,t 1iinterterenc~ 
1in social and teliigious pr~ctices wou;ld offendi i'ndian 
sensibilities, was only the 1rhe.toric, OUer.ed: f~r 
government inaction to bring i1ntci force .a, pu'blic 

· health machinery ·and sanitary reforms ,in !India 
along, mod~r~1 i11ines. · · · 

As far as·the people themse'lives were con-cerned, 
the M(acKei}zie CormmiiUee w_hich ·sought Indian 
opinion ~n the matter of sanitary measl:lires· at pi1lg 
riiil:J centres,· fo,und that the people we·re willlira'g, :to 
submit to any measures .calcu1lated to promote their · 
heailth. There was· also, evidence that the arrange- · 
ments at Hardwar in 1867 had suitably ·impressed 
the piilgrim~. · · 

While the government persisted i1n i,ts evasive 
ness the raiilway companies, rnaili:sing, that pHgrirns 
were good 'busi1ness, Were cashing i11i1 on the age:old 
en,thusi•asm, .o,f lndi,ans for und'er,ta'king, pi1lgdlil'lages. 
A large number of piil.g1rim centres existed across the 
country, andi i,t was ,the aspiration at every lindian 
to vish at least one of these cen'.trns in, his- l1i:fetime. 
There were ailso i::ertaiiin specific relig1ious fes,tivals 
which drew farge numbers at certain times o,f the · 
year. In the old days the journey use~! to 'be long 
and arduous and·done on foot or by animal: carriage. 
T~efe were. accepted pilgrhn mutes and halting 
places aTviil!l:ages en route w~ere· accommodation 
and food' or .faciilities for coo~ing were avai!lable 
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Most of these were free and rna1ntaine·d 'by phtianth 
ropists. 

The introduction Of ra,ilways offered a universal 
opportunity for undertaking pilgrima·ges aind the 
,possibiility of a singfo person perhaps undertaking, 
several in his lifetime, aind rallwavtravat for this p un 
pose became extrernelv popular. The railway compa 
nies responded quickly to this source of profit, offer 
ing, return tickets and half fares for children. But the 
fadHties were appafili,ng. PHgr.ims were stuffed Into 
dirty goods wagons with no ventilation. lighNng, 
drinking, water and sani,tary arrangements on board. 
The doors used to be fastened from the outside and 
not opened for hours a"t a stretch, as aHowing the 
,pilgrims to climb in and out at stations en route 
would cause delays. The few thlrd class carriages 
allotted for piilg,rims were impossibly overcrowded. 
And for a, long time no provision existed for clean 
accemmodatlon,' drinking. water or meals at halting< 
stations. Death tram suffocation and disease in the 
goods wagons· and cholera epidemics on railway 
journeys and at pilgrim centres became more frequ 
ent as the pilgrim tra,ffic increased and the rapid 
communica,tions spread disease more rapidly. Pi:lgr 
lms now pouredi into holy places in much larger 
numbers than these ,places had been provided to 
cope wi:th arid problems. of senitatlon were further 
aggravated: !Even:as cholera had almost disappeared 
amoAg the troops, epidemics continued to rage 
among the general population. the Committee 
which ,investigated the matter recommended that 
government move 1in to check the worst ab uses o,f 
railway tr.ave(. and reguil'ate the conditions of ,pilgrlm 
movements. conveying piilgdms in closed air-tight · 
wagons meant for goods should be· discouraged, 
eating: houses at rai,lway stations be licensed, and 
provisions made for drinking water and toilets a,t 
stations. 

The sa,li~n,t feature of the pHgrim movement 
now was tha,t the congregations of people did not 
take place only at-certain times of the year; rather, 
. the pi1lgrim. centres had a constant ·flovy o.f people. 
round the year. Ad hoc measures, therefore, could 
no 'longer be considered an effective, sol ution to the 
epidemic prebiem. ' 

The :f'ast decade Oif the ninE!teenih Cf;ln.tu:ry W~IS 
a period of signi.ficant landmarks in determining the 
course of the colonial: health policy. The two gave- . 

. rning1 landmarks were the plague epidemic which 
broke out i,n, Bombay in 1896 and the discovery in 
India by Ronald Hoss of the Indian Medical Service 
of the mode of transmission in mailaria in t897. The 
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responses to these two events reflected the growing 
complexity of Britain's international position and 
rise of British lrnperiansm, Britain's perception of 
India's place within the Empir,? the lnternat changes 
effectedby the Government of Indla to adapt India 
to 1its new role, and the contredictlons within the 
Government of India's policy. 

The neg1Ject of puhliic heaHh measures among ,..~ _f .--.c...,i)' the genera1I population; accompa,nied by the - -'{,J" 

intensification of trade and commerce and the 
_grnwth of ,population in the seaport ,townsi as we(il 
as the iincr.easing impoverishment i:n the :rur,a,I a,r~~-:-- - 
a,n:d the How of migrants i,nto the towns and :ci{1s 
fail search ofwork: came to a head when the plague 
epi,demic which broke out in Bombay in, 1:896 was 
Jo'llowed by SUCCflSSiVe epidemics which spread 
the _disease to l:arge parts o,f the country, and' which 
by 1918. had taken a totll · of a:lmost 110.5 million 
liives: What was striking was that a:111 the ptag,ue 
deaths OCCU:Hed o,nly among• the Indian popul:ati.on. 

'Plague was known to have been endemic to 
Europe since ,ea~ly times but by the end of the· 
seventeenth centu,~y :it had completely disaippeared. 
When the pl?g,ue brok.~ ou~ ,in Bombay, the spread 
of t~~-. epidemJc within the city and -to. other :parts of ,r::-\ 
the ~o~ntry combin_ed with.the. movements-of desti- '½-J 
tute people :out 9.f the rural ar(;las and ,into the 
towns d.ue to the widespread famim~, threw the 
a·,uthori,ties. iinto a fiurry· -~f confused activity. The 
B,ombay plague committee was set up on a crash 
basis for the ,period 1897-1-898. :In the absence of 
any scientific knowledge -a'.bout what· caused the 
disease. it was treated as contagious. House to 
house sea,rches W·ere ,condt1cted -with" ~the aid~ ,,o.f ~ 
police cordons ,to ,r.eg1ister deaths and! rem~ve sick ~, 
persons for isolation,,'-· di1lapidatecl houses· •were 
vacated and disinfected.'a:ndith; ,jmna,tes rema'ved ·to . , 
C3mps, rnra'I' r:nigrnnts to the city were de,tained in 
camps to prevent disea?e condi:ti,ons ,exacerba,ting! 1i,n 
the city, ancji_a,t the rai,lway. stations passengers and 
their baggage were disinfected .• 

. . . 

iButthese- ad hoc measures were no solution to • 
~. situation whicli ~as rapidfit-:g,~,tti:ng ~.u,t Ot hand. 
The sing.le most. irnpb"ftant ,c9,~se·6f bubonic plag1ue'. 
was ,insani,tation which crea:ied the condition~ for a· 
large n·urnber o,f ~ats to 1:h,e in a:nd a~o.u;;,d hurnari , . . . .· ,, ~ 

_ dwel!li1ngs, and p_oorly· con~truC:ted, d'ark, ill-venti1~l~· , ~}_" 
lated houses where.ra,~ Jleas co,uild take· refuse awaw·,t-· --- 
from air and suni[ig,!,t · which wer,e .. ,tl'i~ir lililOst effoc;,:· · '"' 
tive ki1l:fers. As ,(o'ng as drainage, sewerage and · ;! 
.pla-nn"ed housing remained severa1(,(y deteciJve· or 
non-e:>dstent, the plague, once introduc~dtw.ou:l.d 
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continue to remain endemic. The transmission of 
the disease from the rat to man through the rat flea 
and not through human contact a.s in pneurnonic 
plagHe (familiar to England as the 'Black Death') 
rendered Isolation arid detention. camps. useless. 

, , The plag,ue epidemic could have provided a 
·~ take-off point for a morefar reaching public 'he~'lth 
F policy. True, the unreformed sanitary conditions' · 

among the genera;!population exacerbated 1by the 
impact .of colonial economic policies - and. na,t-u;ral .· 

~c~ami,ties had worsened public heaitth '.co.nditions ... 
\/ViYile the urban centres were undergoiing a hapha- ,. 
za'rct development, the countryside was bec~ming 
increasingily impoverished. But the res Ult of the 
plague iinnoculation qrives, the first major attempt 
at epidemic control, was the growing awareness of. 
and desire for sanitary reform among the genera,! 
population. Representations were-made by Indians • 
requesting the government to take the initiative in 
maintaining the stmggife against the plague, and ln 
widening, the scope of sanita.ry reform. The need to 
create an effective public health machinery had' 
also been unequivocally stressed by a body of 
expert scientific opinion from England who, in 

' ~ elucidating the mode of transmission of bubonic' 
.., · plague, 'had pointed to insanitation as the single 

most important cause, and had evendrawn up a 
tentative scheme for public health administration .. 

The scheme remained unimplemented by .. the 
Government of India, and once again, the · om 
ciat response was the rhetoric of caution in q u1i- 

1 ckening the pace of sanitary reform for fear of 
\pressurising pubHc oplnion. ·In fact, as far ai 

the government was concerned, the living· condi 
tions of the genernl population were "beyond 
the ,influence of sanitary effort ... " (Annuail Sanit 
a,ry Report, 1900-01 ). Articulated public health 
policy was gmwing into one of leaving the Indians, 
to their own efforts. 

The plague epidemic and Honald Ross' malaria 
breakthrough had been the thereshold1 for the 
developments between 1900 and 1935. A step' 
could have been taken in the direction of 

--s. ..._ focusing. policy on evolving a public health machi- 
1~' my:y. However, the possibiHty of research also 
/ ~-tt_esented itself at this moment and the celonlal 

government for its own. reasons chose the f,aiter 
;..,~ Option. 

In Eng:fand, the public health system 'had· 
come into ·.i,ts own by the time · of the scientific 
advancements in medicine, and the new stream 

'of scientific ideas whi,le they revolutionised health 
-caire,· did' --not replace ,the pu1bf:ic. health machinery 
which ,conitiniuedl ·10 enj,oy a relative autonomy. 'l'n 
lndla, th·e. rnetropo'litan sanitary science was addre 

· ssed only to the coloni:a,l population resulting ,irn 
wha,t we hadl ea,rliier refer,rnd to as a coloniali mode 
of health care. It, however, had a demonstration 
~tf~~.t on. the general poputation, which beg,an, to 
see ,it; P.~te~tiail in tme jfast few years o,f th~ nineteenth 
c~·ntur{ . : . . . . . .. ; :: .. ·- ' ~ - ~ 

'· · p'.~bM~ opinio1:1 was beginning to form the 
basis· .fo( a potential sanitary movement iin i,mdi,a,. 
The Indian . eHte showed eagerness .to 1:ay the 
foundations in the co~ntry for the growth of 

, rnedicaf sciehc·e in which Indians could participate 
·and benefit' the~~frmn. The various i11'1:ternaitionail 

..sanitary : conefJrences a;nd the British l?lague 
Co}nrnis'sion wete an 1added source ot pressure 
·upon the co,foniail gpverr.1rne:nit to pay attention 
to puhlic health. ·. 

. Just at a time when '.the situatiOA afforded 
th~ c~mpel:liing\basis for a far-reaching pt1ib'l'ic heaf,th 
policy, the·coloni·a,I governmeri,t found an escape route 
in the new ,research possibiHties, and p uibliic heail,th 
poUcy as ,in the past rer:nained sporadic and ad 
hoc. The Sanitary Department was most ,unpopufar 
with the co'loni,al · medica,f bureaiucracy aind by 
the ti•rne sanifaHon ·and puibJic health were made 
a provincia,f subject· .in· 1911:9,.the Sanitary Depart 
m.en,t already tacking ~ :coh~ren,t.policy or suibstantial 
fi:nancia;f -provision, _was d~pleted .o.f ,r:most o,f its 
supervisory pe·rsohri'el. 'In the remaining decades of 
coloniail ,ru1feno,thing1occrn,red to'.changethis pattern. 
N~ single authori,ty ·responsible t.or the efficiency of 
health mea.sur~s t.~ro u,ghout fir-idia ,came to exist, 
and nor. was ,there ar:!Y singile Puibliic Health A_ct as 
in· Englarnd. The 9"nly. concr,.r.n, -of the '11rnper,ial1 

Government was port . quarantine. Vita,( statistics 
remainedvery dE:f.ectivedue to the absence ot a wide 
depifoym~nit of 'f!1edica:f pernon:nel. 

.• 
With the superceding o.f the era o,f active 

sainiitary · reform by am, em a,f emerg,ing1 professi 
ona1lisation in medicine in England', the consequ 
ences for Indian public heaifth, ,in, terms ot the lost 
historica1f possibiNties were far-reaching. ~Medical 
education had been initiated. · in the ,Indian 
Presidency towns by the rnid-ni:rieteenith century, 
mai,nily ,to, train hospi,tal assistants for mU1i.tary and' 
civi1l hospitails. The medical colleges also received a 
steady influx of Indians .right from their ,inception. 
When the bacteriol9gica1l advances\ ·of the late 
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nineteenth century put curative medicine on a 
scientific basis and Jed to its increasing, profsssi 
onaflsation this served as an argument for colonial' 
policy to encourage the expansion of the pr,ivate 
medical profession (both European and ,1,ndian) 
- for a few medicat coMeges were a cheaper 
altemadve to expending goverernmen,t resources 
on .sanitarv reforms tor the general "populadon, 
The growth o.t preventlve and soclai medicine was 
Irremediablv pre-empted and the rising medical 
:profossion made its spclts from the ever-expandlnq 
disease market, 

T,lile ,f>~esent Health System 
and its ,coa;atradictioms 

The 'fu:nctionail1 approach', which sees hea:l,th 
as 'fitness' to, undertake one's work as a produc 
tive member of society, and ill healith as the 
result of malfunctioning of one particular par:t of 
the body which can be corrected through medlcat, 
interventions, arose out of the conditions of 
maturing caplteilst development 'in Europe in the 
t9th century, and· achieved .final consolidation 
with the development ot the germ theory in the 
last two decades of the 119th century. (E>oya,I, 1979) 
But the fu,nctional approach could come into i:ts 
own mainly on the strength of effective declines 
in ,mortality and morbidi,ty due to the control of 

,infectious diseases brought about by the State .i,n 
the pre-germ theory era through ,effective public 
health measures which stressed the predominantly 
envlronmenta! - 'fi,1:th' OJ 'miasma' - causes of 
disease and death. 

In India this functional approach, carried over 
from the experiments duriing the colonial rule, has 
remained partial, and lneffective. In those spheres 
where the reg,u,lar supply of skU11ed and phy&icaHy 
fit 1manpo.wer has been crucial, as for instance the 
army and capltat -.and technology-intensive sectors 
of the economy, . the 'colonial mode has been 
the prnfeHed pa,ttern, :. social, and physical, segre 
gation o,f employees and their famiifies Into 
exclusive ,residen,tial areas or housing cotonies 
with clean and sanltarv environments, access to 
subsidised a:nd good quaNty medical and clinical 
care, educational faelllrles, etc. To . take care of 
:the possibiiity that the rampant infection, ,parti 
cularly :in the poorer urban areas given their 
haphazard growth and ir:isani,tary environments 
might break out in epidemic form, vaccinations, 
hospitals a111d selective measures for improving 
drinking water and sewage disposal have been 
resorted to.' Otherwise the rural areas and the 

r 

14 

urban slums where· most of Ute· population, liv.es,. 
remain by and large-untouched by the existing health 
system. For the health system to-reacb them, in any. 
signHicant way, within the fHnction,a,I approach, 
requires heavy doses of public ·ex,penditu.re. tn-the 
absence ,of effective preventive measu~es, the ,indivi 
duafs own, approach towards health care has been 
tha,t o.f.copi,ng with repeated aittacks of ,infectious 
diseases only through rnedicail ,intervenfions. The 
private consumption• •expenditure on medical and 
hea:ith care as estimated from the 28th iround of 
the NSS in 1973{74 was three times the p.JJb!le..._. .. 
expenditure on.this-activity (Lakdawaila, 1978) ~~ - 

Sinee efiecting. puMic health measures ,through 
environmental sainiita,tion and provision of ho using 
air.id sa,te dr,inking ·water is an expensive proposition, 
the Indian State, ihelpe"d lby advancing medicail tech 
nology aind ,i,n,ternationail assistance, ,resorted to the 
easy ailternative ot tackling, communieabl'e diseases · 
through verticail, :programmes that i,nvolvedi the use 
of known and testei:i: technol•ogy such as vaccina 
tion and DDT spraying in the ,case of small pox and 
malari:a respectively, and isolation and treatment as 
in the ,case of the other major comm unicabl'e diseases 
such as TB and leprosy. \N;ith the exceptioi:1 o.f 
vaccina,tion and revaccination ag,ai:nst srnaH pox, aH 
the other known medica+ interventions presupposed 
the existence of effective public healtti meas,u,res 
and in, a si,tuation where ,the ;latter condition did not 
exist, could be expec,ted ,to have only Hmited 
efficacy. 

Next to smalil pox, the ver,tica,1, programrnes~ 
showed some signs of success in the case of mailaria, '.f 
supported througlh ,i:m,ternationa,I: ai:d for the import_;:· 
of. powerful' insecticides and: drugs which had proved 
successtul' ,in malaria control' 1i1n the second world 

_war. Be,tween 1953 when the Na,tiona,I Malaria 
Control Programme started (it was stepped up to 
''Eradication' in, 1'958) and 1965, the incidence 
o,f the disease was brought down from around' 
100 rni:N1ion cases and 1 lil1iiUion deaths to 1 
mHl:ion cases. a:nd no reported deaths (Got, 1977.64 
TaMe 51'). These achievements. as Cassen(1978:86) 
has argued, must surely lbe recognised as :the single 

,most important caiuse for the steep dec'l'ine ,in 
in lil10rtaility that India has been able to eff~ct - 
atter independence. l"he 1965 record, howev;r. 

~'t. .. 

regressed soon after, and the incid.ence o.f malaria 
has been showing .a, sharp upward trend (Gol, 
1977:64, Table 54). Whiile ,the resurgence of 
lil1alaria may not 'have aftected mortaHty so far 
because. of the ~dominance o,f the mi:lder ,vivax 
1i11alaria, :i,t has grave coosequences for the population. 
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particularly since malaria tends to become 
chronic and debilitates its victims 1leaving them 
open to am other Infections, and since rnatana 
has been demonstrated to be a major cause of 
infant mortalhy. This regression In the case of 
malaria demonstrates the floundering of the functi-· 
onal approach. Apart from the 'h urn an factor' - 
premature acceptance of success and complacency 
in sustaining the momentum of progress - and 
organisational · problems, the main reasons for its 
failure structural in nature. They emphasise the ~1ed for coming to grips with the problems of 
d~_turbances in the ecology, centre-state rela- r 
tlonships, crisis in the economy and the. general 
condlticns for research and training. In the absence 
of planned research even while the eradication 
programme was in progress, fuM, knowledge of 
the epidemiology of malaria and the ecology of 
the mosquito was lackinq. Chanqes in the behaviour 
at vector and parasite partly due to developed 
resistance to insecticides and partly due to the 
disturbances in the ecosystem - in the form of 
population movements and congregation due to 
war, floods and large scale public works projects. 
clearing of forests for cultivation and refugee settle 
ment and large scale use <?f insecticides in agricultu 
ral production, without an integrated approach to 
the environment - have contributed to the aggrava 
tion of malaria in the country l Ramasubban, 1978). 
The slug.gishness on ·the part of the state govern 
ments to commit necessary funds of Malaria 
Eradication units, initially centrally sponsored and 
subsequently handed over to the states for the 

I .• 
7 ~alnt~nance p~ase, represents the uneasin. ess in 

,, financial equations between the centre and the 
~t~tes. The shortage o,f insecticides for malaria 
control in the wake of the oi:I price rise and com 
peti,t!on from the aqricultural sector further highHghts 
the interdependence of the communicable disease 
control programmes with the rest of the economy. 

Epidemic cholera, which alone among the 
faecalily related diseases has come · under. specific 
control measures - innoculation and chemothera 
peutic measures - has been far more difficul,t to 

-" control, being food and water-borne rather than 
~- c9ntagious and finding fertile ground in the widely 
./ ·,-_,.--:e_revailing _un~ygienic conditlohs of food and water 

use. The incidence of cholera which came down 
"'":-.,_,' drastical1ly from 176, 307 cases in 1 t 50 to 22 065 

in 1954 steadlly rose to 66,076 in the follo~ing 
four years, came down briefly to _14,617 in 1959/60 
but saw a sudden spurt again to the t954-59 levels 
(Go,f', 1,977). Here, again, the effectiveness of the 
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conitro,f, measures was greatest ,iin rediuci,r1g. mortality, 
and 'the deaths due· to cholera which accounted for 
2.4 per cent o,~ all 'deaths towards the end ·.of the 
colonial rule came down to 0.4 pe~ cent h/ 1'966/67 
{Cassen, l978) :siut giiven the absence of pro,tee;tedi 
water supply and envlronmentat sanitanon. cholera 
contlnoes to pose a threat of epidemic outbreaks 
during droughts, famines and floods. 

"fhe policy of vertical: programmes tor the' 
control of communicable diseases atse incsuded TB, 
leprosy and fitariasis. TB has remalned more or less 
firmly entrenched since 1958 (Cassen, 1978 : 90) 
and nearly 2 per cent of the population is estimated 
to be sl:lffering from TB, of which 25 per cent are 
Infectious sputum positive cases (Gol, 1.980 'b). 'l't 
is significant that in spite of a National Programme 
for domicitiarv treatment launched in 1969, the total 
number of cases detected as a percentage of totaf: 
estimated cases is only 30 per cent (Go,I; 1980). 
Although several ''operationa1I lapses" were identi 
fied as reasons for failuire in an assessment done by 
the Indian Council of Medical Research (ICMR, 
1976) the more fundamental problems are those of 
poor nutrition· and overcrowding, Moreover, the 
chemotherapeutic domiciliar;y treatment is stiilll too . 
long-drawn O 8 months durntion) for an average TB 
patient to sustain, given the lorig distances ,to be 
traveHed to ~he hec:11l,th centres. The deceptiy~ 1ieeliing 
of imprqvemen,t in the first phase. o,f trea,tmernt may 
also be resppnsible for discon,tin,uation and relapse, 
in the absence of regu!lar supervision (Casseri ·1978) .. 
The grqwing evidence on the ineffectiveness of BCG 
in several cases and its temporary natu'.re in providiing 
immunity, poi1nts to the inevitabiHty o·f taking cogni 
sa'.nce of the structt:i:ra1I _factors. The N,ationa1f1 Leprosy 
Control Programme which was launched in· 1955 
has also not made any headway. More than hailf the 

· population (Go,I, 1974) is exposed to the risk of 
contrac_ting this disease· which flo,udshes under 
insanitary and overcrowded condi.tions. There. are 
3.2 mHlion estimated cases Qif leprosy in the country 
of which 20 per cent are infectious. and another 20 
p~r cent suffer from various de.forrni,ties. The· total1 
number ·of cases detected as, a percentage of to,taif 
estimated cases is 60 per cent whHe disease arrested 
cases is only 20 pei' cent, which goes to show that 
the Control Programme has not ·rea:llly°been effective 
and there has to be a much more concerted e,ffort in 
controlH~g this disease. Much the same picture 
holds for filariasis wliich came under a Contro!f, 
Programme-in 195 j. 

The contro:f of communicable diseases through 
vertica'fi programmes poses di,fficul,ties. because 
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these diseases have Hnkages with multiple factors 
and deaHng with them requires socio-economic 
changes and a concer,ted action in the field -of public 
health measures. Accomplishment of this task wi,thiin 
the context of the health system would requ1i1re 
greater, expenditure on health by the centrat and 
state qovernments and/or effecting: redistribution 
within the health system in favour of public heailth 
measures, and reorien,ta,tion of heal,th policy, backed 
by determination to act in that direction, to 1:i1lt the 
ba1l1ance in favour of the rurat areas. Here, again. 
the main challenqe Hes in resolving the contradic 
tions giving rise to the dominance of curative 
services over preventive services, the urban-rura I 
dichotomy and the lack of commitment on the part 
of the State to provide necessary fonds ,in the health 
sector. 

The I ndian medical profession has a longstand 
j,ng record of service, and in its development it 
would rank quihe high in comparison, with many· 
developing countries and is recognisedby the Indian 
population as etf<icacious and functionai in combat 
in,g disease. 

Western niedlcal education had its early ongins 
in cotoniat p.~licy, when the Hrst rnedlce] colleqes 
were set :up,iin the mid-19th century. Hight from 
their 1i,~ceP,tion these colleqes received a steady 
influx of tAdians. Around the turn of the-.. century 
when the bacterlcloqieat advances of late 19th 
century led to the increasing · professionallsation of· 
curative medicine .in 'the west, slmultaneouawlth 
the visible and rapid deterioration in India ot the, 
health conditions arnong the genera:I population. 
the colonial authorlties found it a cheaper ail,ierna 
tlve to respond to the incidence of disease through' 
extension of ,medic1al education and ·encou1raging

0

• 

medical practitioners (both European and Indian) 
rather than spend governrnent resources on sanitary 
reforms for the general population. i:he medical 
prctessionais, however, remained· concentrated 
mainly in the urban areas, which also meant con 
stant contact with sources of power. The rural, areas 
remained 'by and l~rge ignored and left in the 
hands of the practitioners of the traditional' systems 
of medicine. 

The concentration o,f health services in the urban 
areas contlnoes even thirty years afterlndependence 
and it is only very recently that we are wi,tnessing. 
an, increase in the flow of practitioners in the 
western system o,f medicine to the· ru,;ail areas 
State action to provide health services to th; ruraii 
population was ,inhiated through a network of 
Primary Health Centres (PHCs). The ·PHCs, when 
set up, were not meant to remain curative centres. 
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It was envisaged that en integrated preventive, 
prnmotive end curative structure cou1ld be built 
into the P'HC system, and that this was Just a matter 
at, creating a, team reHectiing, the three areas of work. 
The concern of the P.HC, therefore, was meant to · 
be mother and child welfare, control .of communi 
cable diseases, envfronmentel sanitation, school 
health, basic heailth education; cotlectlon of vital ,.~ 
statistics, immunisation and medical care services. 
Obviously too much was being; expected' from the 

. · P'HCs and g1iven the overnl:I national bias towards 
curanve and fan;,Hy planning services, the. iP'HCs,.-,--;-,. - . . . -~·- too, in practice, soon turl'\Eld iinto curative centres.~ 

. ~ . . ... 
* lhis article is an, abridged version of an earlier resea,rch report 
by the author, Puhlic0Health and Medical Re·serach in India : Their 
Origins Under the Impact of British Colonial Policy (Stockholm, 
Saree, 1982). 1'his is also why the detailed ,reforence to, source 
material' has been kept to the barest minimum 'here. Wl:iile the 
above-men,tioned research report is exclusively concerned with 
the developments in the colonial period, in this article a section 
has been added on th'e present public 'health, system. in order to 
demonstrate -the continuities ancl contradictions arising therefrom. 
A fo·ller account.of post-Independence·, developments in health 
policy, is, contained in, my paper !'The, !Development of Health 
Policy in 11ndia" in Tim 'Dyson and Nigel Crook (eds), India's 
Oemog,raphy: Essays on the Contemporary Population (New Delhi : 
South Asian, Publishers, 1984). · 
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of village health workers. But note : any collabora 
tive venture or technology-transfer must resist the 
malpro:portions o,f one of Mr Haj Naraln's efforts 
to provide medical services to rural areas. :If the 
import of the 300-odd over-sized mobile medical 
vans has come to, be known as the "white 
elephant scheme", any encore deserves worse 
epithets. If the absorption of such donations iAto· 
the public rnrnl healrh sector presents problems; 
there are innumerable private, community-based' 
health programmes yvhich would do good work' 
with them. Thus, the two aforementioned· aims 
of the Health Policy rni_ght be pollapsed into one 
more in keepinq with its overall intention - 
private collaborative enterprise for rural health care. 
However, I broach this idea with caution because, 
of course. the countryside is atso dotted with 
agencies who wouldn't do any work at al:f, there 
are many examples · of forelqn donations being 
frittered away, and I know of atleast one major 
unhappy experience of an NRl-supp,orted rural 
"enterpreneurshlp" programme going awry. The 
point here is simply that the challenge lies in 
rural health, and that a programme of greater 
benefit to more people than the proposed one 
might be designed around this challenge. Even 
the small funds envisioned to be spent on this 
scheme could be used to establish basic health 
care, so tha,t by the end o( the century a few 
more of our countrymen and women and children 
might be closer to the dream that is "health for 
c1H". As it is currently conceived, the proposed 
scheme may reestablish an umblllca! connection, 
but the product is likely to be stiHbom. 

· References 

Statesman, New Delhi March 5, 1985. · 

Meera Chatterjee 
E6/14, Vasant Viha·r 
New Delhi -110 106, 

{Contd. from page 16) 
Ramasubban, R., "The Development of Health Policy in india" in 

Tim Dyson and Nigel Crook (eds.), India's Demography: 
Essays on the Contemporary Population, New Delhi, South 
Asian Publishers, 1984. . . 

Report of the Commissioners appointed to enquire into the Sanitary 
State of the Army in India (1859), Vo(s. I and· IJ, 1863, 
British Parliamentary Papers, Cond 3184: •. 

Report of the Cholera Committee of 1867. 
Scott, H. H., A History of Tropical Medicine, London, Edward 

Arnold and Co., .1939. 
Shryock, Richard Harrison, The Oe;elopment of Modern Medicine, 

London, Victor Gollancz, 1948. 
Dr. Radh:ika Ramasubban 
14, Barrdatand Apts 
B.J. ·Road, 'Bandra, (w) 
Bombay 400050 

BHOPAL ,N·EEDS Y.Ol.:J 
ln March the Medico Friend Circle - a group of 
doctors and health workers .- jmdartook a syste 
matic study of the affected popuil,a,tion, in Bhopa,L 
In the coming. months they· wiiH :publish the report. 
of the study and plan to disseminate the [nformation 
mainly to ·.the local population, to doctors and to 
the health establishment and to voliuntary groups 
and activists working in and on Bnopal, Fo:lll'ow-w:p 
plans. also include a study of pregnancy outcome 
since the disaster. 
MFC appeals fo.r your support. donations and:..i:Q~c-r- 

,. volvement all ·at which are urgeAtly needed. Cheqiuft~ 
may be sent i,n.favour Of MFC Bhopa,I Fund. F<ir 
further i1nformation contact: Dr. Havi Na1rayan, 326 
V, Main, ii Black Koramanqala, B.angallore 560 034. 

Some Good News on-:the '.Drl!lg front at last! 
Ci'ba Geigy has withdrawn clioquino! containing and 
related drugs from March 31, 1.985. This group of hy 
droxvquinolines have been proven responsible for a 
serious nerve disease SMON (subaeute myelo-optic 
neuropathy). The drugs withdrawn are Mexaforrn, 
Entobex and Enterov,io,forrn. · 
(From: Pune Jo urn al of Continui1r:igHealth Ediuca,tion) 

Badica:I, c:a,mmuni;ty ',Medici,ne 
An Independent Journal .of the 
· Politics of Health 

(A. Qu.arte:11ly) 

Original Articles in 1984 included : 
Childbirth, men and the problem of fatherhood' : 

Jeff Heam 
Comm ur:1ity developr:nel"),t through .a •cor:nmuni,ty 
health proiect : Jane Greetham. 
Sociail . lnequailities in he81,th - the medical 
empire strikes back: Col.in Thl!lmhu,rst 
I neq uaHties ,iin heailth-deprivaition or distribution·: 

Roy Carr-HMI 
P.ublic·health down the drain ? : James D1ulop 
Is the U. S. entering a retrogression in :public 

health·? : Richard Cooper 
Epidemics-and social control: in South Africa, : 

Shu:la Marks and Neif Anderson , 
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TRAN:SFEHFUmG I\IIED1ICAt i:ECHI\IOL011GY 
Revivi11g a1 1Umb1i'liicali C1un111e,cti1u1 7 

meera chatterj,ee 

The American Association of Physicians of Indian Origin and the Medical Council of India hove tecently 
agreed to sponsor a new scheme for training Indian doctors in the latest medical techniques. This article 
describes the elements of the scheme and discusses its implications especially in terms of its relevance to 
the Indian health seem and the dependency retetionship it would reestablish and strengthen. -The eutbor 
contends thst go.vernment has devised an ideslplsa to keep ain important restless andfairlypoliticised group 
medical professionals - happy ;:t only a smeli financial outlay. Could this money not he better spent on 
strengthening existing sources of medical knowledge Sf!C/J as professional foreign journals or a.vailable 
medical equipment? Or for that matter, could the money not he better spent on strengthening basic heeltb cere ? 

T/Je scheme goes into operation sometime this year a,tJd needs ur.gent consideration. We invite teeders to 
critically examine the scheme and to generate de hate sround the issues it raises in SHR a.nu in otberIorums 
as IAleH. 

A new scheme to "transfer high technology" in 
the fie'id of medicine has recently been announ 

ced by the Health Min1istry. 1:ha Ministry has jolned 
hands with the Medica,I Council of India (MCI) to 
support a venture of the American Assoclation of 
Physicians of Indian Origin (AAPIO). We are told 

'--t( that this scheme was cleared "at the highest levels" 
last year, and wil!I commence duri,flg the course of 
this year (Statesman, 1985/. 

What is the proposed content and mode nf 
functioning ,of the scheme ? From the Jnforrnation 
available, it appears that lndian doctors residing in 
the USA wilil! be .invi,ted by the Medical Council' 10 --t train their loca;f counterparts ,i,n, the latest medicail 

., developments. Training, wUil be "on the [ob", using 
demonstration techniques - "most probably" on 
patients. "New" medical technology is to be used. 
H is proposed totrain doctors at 20 centres and in 
20 different medical speclatities in the next few 
years. Each group of trainers is expected to consist 
of 50, doctors. The first such group wil!I travel.to 
the ma~or cities of Bombay, Delhi, Jaipur, Madras 
and Trivandrum by the end of this year. They wH:I, 
undertake training inrnology, neuro'logy, cardiology, 
etc., staying, for "no more than three to seven days" 
at each centre. The cost of the scheme ,js intended 

--s___ __ to be borne by the lndivid uel doctors from the US- 
;~ ~fi · estimated 1,00,000 dollars this year - except for 

-----ibeir local transportation and stay costs which wHI 
""':--,_, be met by the Indian Government. The scheme is 

proposed' on an "ongoi:ng basis". 

Several points need to be mads about the 
proposed scheme and some ques.tlons raised along 
side. First, one must note that the programme is 
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geared towards tfue training of Iocal speciallsts in the 
use of recently developed medlcat :technologies 
rather than to the transfer o,f manufacturing know 
how. It wou'ld be interesting, to know speci.fica1l1ly 
which medical technofogies wil:I receive attention, 
and whether the equipment linv.olved is manufactured 
locaillly. The only clue we have ,is· the emphasis 

'.placed on "new'.' technolog.ies and ''sp~~iailist" 
centres and personnel. This l'eads Ofle to believe 
that the trniniing might be in sophisticated medical .. 
techniques for which the equipment is not fo!;a'lily 
ma1n,ufactu1red:. In the absence of~sfleeific.plans for 
the ,concurrent importation of blueprints. to manu 
facture the eq,u,ipment ,i,ndiig,enously, one ca,n on!y 
concliude that the govern.ment in:ter:ids to import 
,ready-made, equipment from abroad for .use py tt}.e 
trained speciailists (or 'has ailircady done so'),. Is it 
the government's, 1i1nten1ion ,10 enter 1i,n,10 schemes 
which provide a market in 'India for exoge,nously 
manufac:tuired eq;u1ipment? If this be the·· case, I 
must opine that the governn:ient should not ·be 
spending, the· very scarce resources. of the heailth 
sector -however Httle of them - on such an objective. 

A second question that. must be ;ai~ed is : Is 
the scheme a' good way to bring locail, medical 
specialists up-to-dete with the latest ,1e·chnologica'I 
developments ? To answer this question ~ne can 
cornparn the drcumstances i,n which the 'trainers' 
acquired their knowledge, and those.in which they 
seek to ,impart it. The American medi.ea1I practi1ioner 
practices his speciall1ity in a miilieureplete with ·the la-. 
test medical technology. The American doe'.tt>r is in,. 
undated with information on, the tat~st developments. 
through literature, sales rnen, tJ,~ media, acce.ss to· 
professionail ·.associa:tiOAS· and Speciality conferences . . . . . 



(where, lncldentallv, a prominent part is usually 
p,layed by the promoters of new drugs and 

. equ:i,pment), not to mention his everyday work 
environment. On top of alil this, according to a 
spokesman, of the AAP:10, US-based' doctors study 
their speciail1itv. an extra 50 hours a year to bring, 
themselves abreast .o;f the knowledge required to 
pass th ir licensing exams. 

ln contrast, the scheme proposes. "three to 
seven.hours" of demonstrations for the local: doctors 
at speciailist centres. The Indian medic, tho ugh 
also exposed to a fai,r amount of pnomotlonal 
literature from drug, and equipment firms and some l' 
of the other 'aids', does not have an easy access to 
broad-based scientific literature which can assist him . 
in making reliable judgements on the use of new 
materials. As a case in point one can cite the 
rapidi,ty with which private practitioners prescribe 
the [atest formulation of a dimg,. The culture .o,f 
"kickbacks" from company salesmen (calendans, 
plastic knick-knacks, tickets to dinner at a, local 
five-star, free samples, .support for travel! to 
conventions, and much more) has tended to sub 
vert the spiri.t of scientific enquiry, and even clinica! 
ethics. On the other hand, practitioners may hesitate 
to acquire even time-tested diagnostic equipment 
a,t their private clinics, larqelv because they have 
no shortage of clients, .regardless how 'backward' 
the service ,they deliver. (None of this is to say 
that such abuses do not take place in the US 
as well:, but the points of check-and-balance 
are considerably different.) 

the situation of public rnedlcat personnel - 
including: those ail: specialist centres - [s sirni:lady 
problemadc. They work in intensely over-crowded 
and poor.ly supplied circumstances. There are severe 
bureaucratic and .financial constraints to the 
aequisitlon of ·new equipments. Adlunct medicail 
libraries are rnostly in a sorry shape. Few pro 
fessional associations bring out high quality jouma:ls, 
and personal subscriptions to foreign ones are 
prohibitive. There are few incentives or opportuni 
ties to upgrade one's knowledge and sk,iills. Thus, 
the very different mllieu of trainers and trainees wilil 
make the transfer of knowledge extremely difficult. 
One mig,ht suggest, provocatively, that the 100,000 dollars 
the AAP/0 oroposese to spend an.(lua.lly on airfares to 
India would be better spent on supporting loams] 
subscriptions for Indian institutions, or on schemes to 
provide young Registrars and Senior Residents who are 
anxious)o upgrade their skills access to the "Interest 
ing" /difficult case's and specialist equipment which are 
usually naboed by their seniors. Such efforts to fertilise 
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the soil before the specialist knowledge is trans 
planted may resu It in a richen harvest . 

It is in this context that the fact that the 
proposed scheme does not mention the importation 
of any equipment or blueprints gains extra 
significance. "Three to seven horns" of demonstra 
tion wi1U not overcome the problem of short 
supply of equipment extant at most centres. 
Does the government see this as a lesser constra 
in~ to the proper functioning of its health 
institutions tha:n a lack of training, in the "tatest 
medlcae developments" of its doctors? Of com,~_e, 
much sophisticated .medtcat equipment is a,lrei~v 
manufactured iloca,lily and therefme does not need 
to, ,i,ndeedi should not, be lrnparted. But the heavy 
busden on speclalist health centres, the lack of 
adequate procedures and faciHti·es for maintenance 
and repair of equipllilent, the bureaucratic red-tape 
which dstavs or prevents the acquisition of 
replacements, as weH as the politics and mal 
practices reg,a1rding the use of certain types of 
equipment at public heailth institutions remain 
·maior problems the govemment needs to tackle. 
The thiird point then is that, even assuming that 
the trai1ning programme is successful, ,in, transferring, 
the requisite speciailist knowledge, it is ,difficult 
to see how the specia,lists wi,U be able to apply 
thei~ training given, existing COl'lditions. 

A Jouirth and related question is: Are the 
,1ndiain doctors trnvelilirng home from the US the 
r:nost suitable trainers ;tor ou,r foca:I, specialists? We 
must recail!I tha,t mos,t .of these doctors wou Id .. 
have left ,India after thei1r emly medica1l1 education, 1 
acq:ui1r,ing the bulk ot :thei,r spedaliist exper,tise , 1 
abroad. Notwithstanding their Indian ori,g.ins and~ 
basic exposure to lliledica:I cam i,n, India, how 
appropriate ,is their ,practica:I expertise when 

· transplanted frorn the ste.rile, almost martial, 
atmosphere of a, l.lS hospi:tal or cHnic, to a local' 
ceri,tre where even the supply o~ gauze and 
cottonwoot, 'leave ailOne adequately aseptic instru 
ments and operation theatres, is in doubt? The 
main, reason, howeve~. to concede their suita'biil,ity 
(assuming - only mor:nen,tarHy - tha,t atraining 
scheme is necessaiy m desirable) is that it .is difficult 
to think of ·a better alt~rnative. Non-lndiiains from 
the West have the same handicap, perhaps withou't, 
the mitigating factor of cultu:rnl empathy. Sendin'g ~'-· 
loca'I specialists abroad for training is of course 
a greater burden on the exchequer, and ,runs the 
risk both of irrelevance and ot fuuher 'brnin, drain' 
although this has worked in many instances in 
the past. 
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Returning to the proposed scheme, one is 
compelled to ask, who are the intended bene 
ficiaries? In view of the very short 'training that 
will be g:iyen and the lack (to our knowledge) 
of concurrent plans to overcome the bottlenecks 
of inefficient management, poor logistics, highly 
politicised working conditions, and low pav that 

----._ hamper the functioning even of our super-speciality 
~- centres, it is doubtf ul that the local speclalist tra.in: 

ees have rnucb to pain. lhe pati"ents ori whom 
the techniques would be demonstrated yvouH:l 

:;;:----;--n;t erely be playing the roles of .quinea J~igs, the 
lik~lffiood <;>fa spread of benefits _yo vast numbers 
befog most remote. Thus, one is forced to seek 
the answer to this fifth question elsewhere, for 
example, in th~ panicipatin_g. Association ?f Phys,~f 
ans or in the Indlviduat physician tralners 
themselves. 

As the membership of the AAPlO currently 
numbers some 25,000, it is worth investigating, 
whether the scheme passes muster on. the ground 
tha,t a sizeable group oif, important people would 'be 
benefited. Simple arithmetic, however. _tel!ls us that 
over the next 116 years (,unti1I the year 2000 by which 
time the world commurJity: is· striving to· achieve 

' ~ ,"Health for Ailll"), at the current ra1:e o(50 doctors 
per year, 800 may participate in the scheme. Alter, 
natively, if one ailows for a five per cent per annum 
rate of growth in numbers of .partrclpants fn lhe 
scheme, the totat rnay rise to 1:2CO. Even !his 
higher figure is iless than five p,ercent of the· curre:ri>t 
membershipvof" the AAP'IO (which wilil ,,inevitabty 
increase oven the yea:rs):-a figure so smalt.the; on~ 

-:i" w. ould not expect_ sizeable benefits 'tc.accrue •.to th~. 
. '\.Association at large, especially as we have not been 

told of ~.nY mechanisms that the Association .. propo 
ses to i,n;troduce t,.o. "spread" the effects, o-f such a 
scheme among fas members. We must remember too 
that the AAPlO 1is an.,u,r:nbrel'la organisation .cornprl 
sed of 1.5 · other associations of Indian physicians 
resident iin the .us. ifhe ,s-~alfor organisations all'ld 
their members are scattered thro~ghout the country, 
a lan·d two-and:-a~haf;f times ·--the size of our own 
vast one. Doctors ·,i,i-1, the US ailso work under most 
rigourous, albeit better facilitated and more remun- 

. ----.,__ erative, drc~rnstances. So, how a 1000-odd le/tows who 
~- ·ha;e participated in· training -· their counterparts lo,, ''three 
/ , _,.. -41....,seven days" on one occasion in India can benefict/Jeir 

own larger community remains to be .disclosed. How their 
"-,.=_, participation in such a scheme can help to br'ing 

about the political doiit tha,t they ,aspire ,to wiithiin 
the American medical ··fraternity and with the US 
congress is certakHy impossible to · see. . '~. \,., 

In the absence of the possibility of wider faHout 
from this programme- either to the U'S-pased or 
indigenous professions, one can on'ly conclude that 
the main beneficiaries of the scheme would be the 
participating dqctor trainers. To p u!_ this in,to pers 
pect-ive, ,it must be rea,liised that m:iany., ~f these 
doctors moved away from the fand of their birth.and 

~ I t• • t 
ear,liy medical' training with te~lings o;f despondency 
~ndi,r;1 search of bett~r opportunity. Thus, we need 
to c·onsider their ,p~rticipaiion in the s6_herne at a 
pu:re,ly huirnan ley~J. The s~heme. p_rovi~es a '.rnebli 
anism _thro,ugh which· :they can. ,rnake · up' in ~ome . 
S(nailil, par~ vyhat they; have t~ken from their :homelanq . 
qndi the g,over!1rn.e:r;i,t ~~me(. I ther'eby/'the :Indian 
people"} in t~e yvay_ o,f ~~' hi,g'h:ly-subsidise.d and 
western-oriented me91ca'I education. ,In my · ten 
years of resid~n~e i~, the u~: l'k;ne·w many ifndians 
i-ncluding pro.fessioaals in, the liea~th tield, who telt· 
intense feeliing·s of g!U:iilt OA: thf~ score, and constantly 
a Ai earnestly .sear~hed for .. yvays to assuage this 
guilt. Another feeling was that of confusion, about 
cultural ,idefftity fo10hich.many ·emigres are subject 
and 'l~dians iri the US..:. doctots inc'luded- are no 
exception. This is manitest in a desirn to have b·oth 
~orfds-the better-heelea:, mo·re· Sfticient working 
and liv,iing en!Vironfuen:i. of'the we~t, as well as the 
i:more- "homely", co'lomfut. and: 'lil}eaningful lite of 
India. Thus, the scheme, '.al-another fovel provides 
an, opportur;1ity, to bring t~i~ dr.ea_m)o fruition. f.f 
nostalgia, aged ,parents, .. or .. ti-re seardh for a. 
prospec.ti,ve son-in-law._·· ('a , q9c.tor who wiilrl quaiity 
for -a Green Cara?): draw';partic:iip·ai:i\s'to the scheme. 
atter the seven days. of tral'nin~fvy,il!l ,coriie",the' famiily 
reunion, the· shopp.ing1 spree, foe~.ttrip to K~shmir. 
1G,iven the g_~oiiils (!tJ:iQ.or m~,r~, t!J~ scne"?e ,r:riay 'be 

· ., · : :dev~Jopm~r;i,t:•t.ourJsm," in'· '.i,t~ most di~g,uised for·m 
yet. · · 

Ir. sum i,t is possJble that the docfors of the 
AAPl•b w~lU;ld benefit from· this scheme, but as far 

~as I can;' see tisle benefi,ts wou Id be social and 
psychofogioa( rather "tha~, pro;fietsional. 

test the.1~eader misun.derstand, let me be. ;per 
tectlv clear.· Both the. sets of :feelings r:mentione<;I 
a:re perfectl.y human. and one .syrnpa,thises deeply 
with those who experience -thern. But the question 
here is: ,is it .~ecessary or cl,ppropriate for the Indian 
government ~o" use :its money aind rna,teri_als suppor 
ting, tocc1,t transportation and stay costs, not to 
mention the valuable tilime. qf the trainees an,d the 
'far;1fare that wHI ,undo1ub1edly accompany the train- 

1ing,· to assist a: few individuails (who· are fairly 
.cornfortably off)· to overcome their pangs of con 
science or estrangement ? I _ think there are :more 
pressing priori,ties for the very scarce resources of 
the health sector . 
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If the scheme fails' the test at its overt .lnten 
tion - professional devetooment-c- w.e must con 
sider a sixth issue, its possible "hidden agenda". 
The first Item on this agenda could- be-the -conduct 
of collaborative research between the two groups of 
doctors. India, as we well "know, provides,a huge 
sea of human beings on 'which experiments could 
be conducted, a vast range of pathologies -whlch 
pose reaf scientific problems or can be ·used as 
"models",' and sufftcierit institutional facilities for 
highly sophisticated experlmentatlon.Blmllar material 
is hard to come by in, say;'a US situation .-while the 
medicat-selentltlc community there faces immense 
pressures to do significant_original research, "publish 
or perish". Many Indian :practitioners also· would 
welcome opportunities fhr. collaborative research 
because they ·~ay have i~sufficient · funds of their 
:awn, they may be devoid ~fi ideas, 'or "they ·may be 
facing a problem "getting· published" in reputable 
international journals. These problems could be 
overcome through coltaborative efforts. The 'scheme 
under discussion may welil intend to foster such 
'mutually beneficlal' arranqernents, As a young . 
doctor ~r,iend of mine put it, "in· 'three to seven days' 
there is little the US-based doctorcan teach - but 

- t .. • 
much he can learn" and.] would.add, aminge... . 

On the face of it, sucli eoltaboratlve efforts, 
shoutd perhaps be welcomed if they further the· 
cause of science. But the point at issue is 'whether 
this government· appointedscherrie. will provide any 
safeguards .against the abuses with wliich we are 
aware the system is already rife. While in the west, 
human experiments and trial~ are rig,idly controlled 
by law, medical ethics review committees have been 
widely established (particularly 11i large hospitals 
affiliated with teachi,flg1 or research institutions), 
and wro,ngei patients orunknoviring indlviduelshave 
·legal' recourse tnrough malpractice suits, in, 11 ndia 
the fiJfc:I is a,lmost"wide open. We have no laws 
expressly controlling human experiments, ·other than 
torts. The potential; · of medicat technology to be 
misused in our social and economic . context is 
amply Iltustreteo by the saga of amniocentesis arjd 
fatal sex determination, and l,egal .lacunae by the 
governments inabiliW to bring unscrupulous medic~.13. 

practitioners to book· in.this case. Ethical guideline~ 
issued by the ,l'ndian Council of Medical, Research 
are at best applicable. to its own institutions and 
projects, and not binding on others, nor on, private 
practitioners. Al,though" consent may be sought at 
hospitals and clinics for various ,invasive procedures, 
this is rarely "informed". 

There is a second possible item on the scheme's 
· hidden agenda. It may simply be another way of 

20 

attracting investment from· non-resident. Indians. 
· Indian doctors in the U.S are certalnlv.a g,roup worth 
··· enticinq as-the most· successful .arnonq them ~ould 

have annual earnir;igs ;0f . over 1, o,ooq, ,dpllars and 
·'consider.able savings. Their membershlp ,o~ associa- 

. tlons rr akes' them easy to reach with inve.stment pro 
paganda. The doctors ,also e1;1joy, pr~~tige _among 
other · non-resident lndjans (!}JR.ls), and so there 
could be some •snowba:11' effects' on. investment. •· 
Without going ,jnto the pros and cons of NHI· invest 
ment I should>like to take a close look at whether 

- th·e rnerehanics .of thiiS·t scheme.. would meet this 
objective ·and,·.rn~re· i1~port~;n_t1y:.'a{·.w~at the-ttcl'e?~..:;. 

~ effects may be fo~ the country's health system. 
Hegardil"ig the mecha,~jc;, · 1' have already pointed 
out that the number of doctors the scheme can 
reach is sma,t!I. Although we do not kno·w ·yet what 
criteria· would be used by the AAPIO .to select 
participants in the programme, ,i.f a good: proportion 
o;f the.;m are to hecome·.•,in~,estors, selection would 
have fo favou:r those who a.re :-cor;nmercipl:~linded' 

, and.have large ban[<· accou11.t§..··ln the ,US, .as in 
India, wealthier doctors tend,to qe,in private practice 
rather than in public hospitals or. 9cadetnic ipstitu- 

.. ·tions. They are liikely to b.e the,bes,t -particip.ants in 
the,'scheme from the _inve'stment ,P.oint .of view. But 
they may not be the besi c-~n<;liq1ates ( even from. ~·:;;, 

• • 1<" 
among fne membern of. the AAPJO) frorn fl prof es-_... 
sional ·point of. viE;JW, · s1,.1gg(;)sting ,a .diametral 
contradiction. between the · setieme's overt and • f + • ····1 . 

· possible covert aims. . · · • t !-· .., 

There are. a'lso, other possible negative "side 
effects:·. in th'e,'h~pe 'of.; attra'cting fina·nci.a;II invest 
meflt, are we potentially addiing to the··:braln drain'"~ 
of dectors o:ut of 'th~·. country'? We must' not be },,.., 
blind: t~ the continue"a·.·desi,.re of m'a,ny:inaian doctors!· 
to smigrate· - a:nd this, scheme mciy ;provide a good 
opportunity for the 'recruitment' the'y seek: There·'is a 
growin,g disenchantment with~ emigr.atfon to Africa, 
the Middl'e East and the 'Gulf, and a •renewed eHort 
to get to the:c_ountri~s\lt the west'is eviden'.t. l:here 
may also :be _signs .. of a.;relaxatiori' 1in the embargoes 
placed by Western 'courtries on· immigration of 
South Asian doctors five or seven years· ago when 
thei1r health system/ were ·saturnted · at-id' when a 
sen.se of f~terriati9na'.I re$p6nsibHity·:in~·trie·,~-wake of 
the Health.-for-AU movement may·· have i;l'revailed. _; 
A dl;l,:nO'nstration that· ari einigh'lting, doctor· can ha\,e .,,,. 
his cake and roti too may act uncon·sciously, t°i--'.>·--= · 
motivate others to fol!low suit. Th.us, while 'the scheme 
may rneet its unspoken tlivestment ·objective, it may 
obliquely harm the existi1ng· medical 'services. It is 
worth reca,lllir.g the Hippocratic oath - and hoping 
that our policymakers and the doctors who propose 
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to pattlcleate in the scheme will do the same; "First, 
do no harm". 

As an aside, it is possible of course that this 
scheme is seen (at the same' time as being invest 
ment- motivating} eo be precisely an answer to the 
brain drain issue. By making specialist training 
available [ocailv, it may be hoped that the desiee of 
young doctors to ,go abroad, ostensibly in search of 
such training, would dirnlnlsh, Jt is also easy to see 
that by putting out a relativaly small amount of funds, the 
government has devised a 'plum' to keep en important, 

~ +resttess, and fairly politicised group of professionals - 
nfledir.a/ specialists...:._ happy and feeling that India will 
enter the 21st medical century on time. Neither of these 
situations is likely to obtain, however, in the conti- 
nued presence of the irritants discussed earlier, 
which motivate both the outmigration phenomenon 
as well as the political volatility of young doctors. 

Another posslbillty that deserves some con 
sideration i~ that the scheme has some actual or 
potentiaJ connection with the programme of con 
cessions to attract non-resident Indian professionals 
to return to lndia - to reverse the brain drain, as it 
.were. AH that needs to be said on this, in the light 
of the foregoing, -discusslon, ,is that concessional 

. strategies .tend to g1loss over the underlying, causes 
of the exodus. Thus; ,in ,liieu of them~ if there lsanv 
connection - the government would do better to 
concentrate its attention on improving the _wo~kiing 
condltlons of those doctors who remain :in India, 
preventing. not just legally but substantively, a 
f;urther drain. 

-{ R.et. timing . to the investment possibility, one 
--\ can further -refine ,it. The government perhaps 

hopes that the US-based doctors wiH invest not 
[ust ge.r:ier~:lily in Indian enterprises, but specificaltv 
in the msdlcai and health sector. 'It may be with 
such prescience that the vice-president of the 
AAPlb has expressed confidence "that this Scheme 
wiiM do a lot of good to the cause of the Indian 
medlcal services" (for, as we have suggested, it is 
unHkely that the training itself wilil achieve this 
broadside.) The dual: health economy is we,111- 
ensconced in India. Many large hospitals and 

,~,. specialist treatment centres have been established 
~- b,.Y private investors including major _industrial 

1 , • • -houses such as the Mafatlal and Mod, groups. 
j ., -~rivatisation is also being_ seen as the fut~re modE_J, 

I
,~ , The recently:framed. Na.,t1.onal Health Policy speci 

fically· calis for the encouragement of private 
investment in speciality and super-speciality servi 
ces, as wen as for the government to "utilise 
and assist" private: voluntary orqaolsetlons to 

- 

participate in health services. At one leve1• 
these are welcome su,ggestions because of the 
lnnovatlon Ukely to be brought to the 'health 
sector through these mechanisms, and more so 
because they are intended to reduce government • 
expenditures for sophisticated medicat care, 
thereby making, more monies available for primary 
health c~re and public health services. The pro 
posed scheme may be seen as a, step in this 
direction, but there is also the grave possibility 
that the cart has been put i,n front of the horse. 
There 'is already considerable investment in 
, speclalist health faciiliities in terms of their share 
of the health pie. What is needed, first, for 
"health for all" is a ,reai(ilocation of funds (at 
least plan funds) to rural health schemes. H is 
also essentra I to enlarge the tota1l a,lfocation to 
health. To put further . investment ;into· the · 
sophisticated medical sector (however small! the 
.arnount) without such realfocation is to relegate 
much of the Na,tionail Health Poliicy to the status 
of a lame duck. If · the budget to the health 
sector does not increase,. bo,th in reall terms and 
in terms of per cent of GNP, such skcewed' 
investment may be tantamount to. the government 
opting out of health for a:1'1 al,together. To attempt 
to attract external investment through a scheme 
"update'' speciailised medical personne'li 1in the 
",11a,test developments in medica,I science" ,is to 
give the lame duck a forther kick in the .pants. 

This brings us the most crucial question of 
alil : is the proposed scheme relevant at aN to the 
country's needs? The National Heailth.Pol,icy itset.f 
has caHed the existing system of sophisticated 
healtl:i services ''inappropriate and i:rrelevant'' to 
the country's needs. Is a scheme which proposes 
to upgrade them any less so? the specialities 
mentioned thus far are ,certa,inly not those ,requi 
red to treat the major diseases or prevent the 
UAtimely deaths in our country. In this respect, 
the scheme is · what Lewis Thomas has calfod 
"hailfway'' . technology :rather than "real' high 
technology" which is addressed to significant pro.: 
blems, is eff~ctive, inexpensive andi inconspicuous. 
In the latter ca,tegory are many potential points 
of coUaboration between the government and the 
AAPI0. 

If the government is at aU serious about its 
commitment to primary heal,th care, it should 
perhaps encourage the AAPIO to 'invest' in 
establishing clinics to supply basic health care 
and rnedicines to the remotest rural areas, and 
to "donate" personnel' time to training trainers 

June 1985 



of village health workers. But note : any collabora 
tive venture or technology-transfer must resist the 
malpro:portions o,f one of Mr Haj Naraln's efforts 
to provide medical services to rural areas. :If the 
import of the 300-odd over-sized mobile medical 
vans has come to, be known as the "white 
elephant scheme", any encore deserves worse 
epithets. If the absorption of such donations iAto· 
the public rnrnl healrh sector presents problems; 
there are innumerable private, community-based' 
health programmes yvhich would do good work' 
with them. Thus, the two aforementioned· aims 
of the Health Policy rni_ght be pollapsed into one 
more in keepinq with its overall intention - 
private collaborative enterprise for rural health care. 
However, I broach this idea with caution because, 
of course. the countryside is atso dotted with 
agencies who wouldn't do any work at al:f, there 
are many examples · of forelqn donations being 
frittered away, and I know of atleast one major 
unhappy experience of an NRl-supp,orted rural 
"enterpreneurshlp" programme going awry. The 
point here is simply that the challenge lies in 
rural health, and that a programme of greater 
benefit to more people than the proposed one 
might be designed around this challenge. Even 
the small funds envisioned to be spent on this 
scheme could be used to establish basic health 
care, so tha,t by the end o( the century a few 
more of our countrymen and women and children 
might be closer to the dream that is "health for 
c1H". As it is currently conceived, the proposed 
scheme may reestablish an umblllca! connection, 
but the product is likely to be stiHbom. 
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BHOPAL ,N·EEDS Y.Ol.:J 
ln March the Medico Friend Circle - a group of 
doctors and health workers .- jmdartook a syste 
matic study of the affected popuil,a,tion, in Bhopa,L 
In the coming. months they· wiiH :publish the report. 
of the study and plan to disseminate the [nformation 
mainly to ·.the local population, to doctors and to 
the health establishment and to voliuntary groups 
and activists working in and on Bnopal, Fo:lll'ow-w:p 
plans. also include a study of pregnancy outcome 
since the disaster. 
MFC appeals fo.r your support. donations and:..i:Q~c-r- 

,. volvement all ·at which are urgeAtly needed. Cheqiuft~ 
may be sent i,n.favour Of MFC Bhopa,I Fund. F<ir 
further i1nformation contact: Dr. Havi Na1rayan, 326 
V, Main, ii Black Koramanqala, B.angallore 560 034. 

Some Good News on-:the '.Drl!lg front at last! 
Ci'ba Geigy has withdrawn clioquino! containing and 
related drugs from March 31, 1.985. This group of hy 
droxvquinolines have been proven responsible for a 
serious nerve disease SMON (subaeute myelo-optic 
neuropathy). The drugs withdrawn are Mexaforrn, 
Entobex and Enterov,io,forrn. · 
(From: Pune Jo urn al of Continui1r:igHealth Ediuca,tion) 

Badica:I, c:a,mmuni;ty ',Medici,ne 
An Independent Journal .of the 
· Politics of Health 

(A. Qu.arte:11ly) 

Original Articles in 1984 included : 
Childbirth, men and the problem of fatherhood' : 

Jeff Heam 
Comm ur:1ity developr:nel"),t through .a •cor:nmuni,ty 
health proiect : Jane Greetham. 
Sociail . lnequailities in he81,th - the medical 
empire strikes back: Col.in Thl!lmhu,rst 
I neq uaHties ,iin heailth-deprivaition or distribution·: 

Roy Carr-HMI 
P.ublic·health down the drain ? : James D1ulop 
Is the U. S. entering a retrogression in :public 

health·? : Richard Cooper 
Epidemics-and social control: in South Africa, : 

Shu:la Marks and Neif Anderson , 
Doctors, ,t~~tyre and the 'law: MervynBennan _ ~- 
Annual Subsciiption : £ 6 (U'K); . 

£ 8 (Europe & surface mail); £. 13 (airmail) 

Address : 5,- ,Lyndon. 'Dr.ive, 
Live,rpoo'I t '.J, 8 ·GH P 
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'MONOPOLY CAPITAL ~ND THE REORGANISATlo:ru 
·_.OF THE HEAlTH SECTOR 

..... p I :_ j warren salmon 
The 'health care crisis' pmcleltned by_Richard Nixon. in 1971 revealed the health sector's interconnections 

with the overeitpoliiicel ,econ-omy_ .. These ext~nd simlll{aneol/sly to prob/ems in the health stetus of the people; 
the effectiveness of-ined.icine itself. and the p;gan'isa{foiJ and financing of medical care services. The fllling 
class has attempted 10 ,~.solve the present ;;;/sis·by inf;odllcing fl stracturel reorganisation of the health sector. 
The corporate cla}s·-~has :become increasingly actiye-='in he.a/th policy .snd programme development at national 

~- _ as well as loco~ lev~_ls.' TJ11s article, reproduced from 'Review of Radical Political. Economy' briefly looks 
· · .J. at the role of nfo;:f!_poly capital" in ihis reorganisation. What is the. capitalist perspective on the crisis in· 

· health care ? flow· 'are, they' adyancing theitclsss interest% by themselves 'end throllgh the state for a redesigned 
health care qeliliery~: system~, The author reviews· the discussions, activities and important. pllblications 
of a few selected ca,pitalis(,p/anning bodies, showing their ideological development as they educate the 
corporate ctess: These discl/;sions a,rg 'a key to shaping a ctsss stsnd to eventllal/y transform. healt'h 
services dellvf!ry .11n(e, .. monopoly- contrat.: ·· . : 

t.._ ,f • ... I." " p • • ~ 

" There is a better way to go and that would he to strip the· m~dical· 
societies of the pow~~ to.lnhlblt more ~fficient methods of delive 
ring medical cere ....:! corpar~te organisation, for example -·and.the_ 

:'-. p • • • various restrtcttans o.n_ competitton.: 
Editorial, ·Wall Street Journal 

January 16, 1 ~76 

The presen·t- org.anisation of the health sector, 
with its excessive- use of 1resources, has- come 
into contraolctton · with the· needs of monopoly 
capitalism todfuv.-A petty-bourqeols mode: of health 
services·--(~truc·t~rep. 'around solo fee-for-service 
medical 'praetice and cost-reimbursed hospital care) 
wil·I '\iielq, · over., ;the next· few decades to a· 
new, qualitative11/ .. different stage of development-. r This emer.g,i:n,g_ delivery- system may eventually 
\_be, do~fiia,ted .~v-::H~alth :Mai_ntenance Orqanlsations 

· (prepaid gr;Qµp 'medical practices) sponsored by large 
corporations 'financed ·by some form of national 
he~Hh · iris~rar:ice, .. arid ·regulated by corporate 
~o.,1ifot1ed pl~,nnh:ig bodles.s 

::::::..•,."'l ·ct~, to .. J • • • 

,.:,1..,;,:~!:.:'Mo~C:J-a-1v capital recognizes the health services 
. inclustry/a~1t,0r-gal11isationaMy backward compared 

. to ottier'.r:~~c'to~s of the economy. Although severnl 
modes ~(·production coexist. a small scale· mode 
still. predomi,r;iates., principaHy controUed by petty 
bou·rgeois · physicia:ns. " This condition entails· 

:-._, institutionaliisE;~f waste, including low productivity 
~ · ~f the health~ 1'abor force, substantial clinically 
,,- .,_,._-...lunnecessary care (and its related high hospital 

~tilisation), and the aHocation of substantia1l .resou- 
'-:-.,./ . 

rces to non:pro·ductive segments of the population 
(e. g:, the poor, disabled, aged). Frain the monopoly 
capitalist perspective, the health s~ctor diVerts a 
substantial portion of'state fonds and an increasing 
amount of variable capital costs (in the form of 

-- 

fringe benefits) from the sphere ot monopoly capital. 
The surplus g,enerated in the deHvery of medi.ca,I 
care is chi.efly appropr°iated by physicians, hospita1ls, 
medical schools, and nursing homes3• 

These conditions contfibute 10 esca,lating and 
yet-to-be controlled costs,1 under the present 
organisational form and. control. There are two 
aspects o.f this cost problem. 

1) 11'8.5 billion. dollars. were spent for hea,lth 
services in t975, mo,re than a, 200 percent rise since 
1965. Health expenditu:res .are thus nsmg more 
rapi,ct;ly than the overa 11 ,rate o,f inflation in the 
economy, propelling them to 8.3 percent·of the GNP 
last year. 

2) 57.9 bililiondoMars were spent by government 
- 42.2 percent of these tota,I expenditures - and 
,is _critical, in light o.f the fiscal crisis o,f the state.5 

Over the past decade the .federal and state 
. governments have institutedincreasi,ng costcontrols; 
however, the cumulative effect of these poUcies '.has 
been minimail.6 

· This problem of escalating costs is related to 
an additional one concerning doubts about the 
g,eneral effectiveness ot medical care services in 
amelforating disease patter.hs related to heart, 
cancer and stroke. The leading mortality indicators 
for Americans under 45 -.accidents, suicide and 
homicide - a,re conditions which the medical care 
system does not, and cannot, address, given its 
present. form.7 Studies are showing that heailth 
levels are not altered significantly now by incre- 

- mental medical care services3• A growing ideological 

Jl/ne 1985 23 



response may shift attention away from medical 
care institutions to contain the costs of the health 
sector." 

The drastic decline of U.S. power in the world 
capitalist system has shaped an international situa 
tion which has aggravated the acute domestic 
stagnation. To cope with these conditions, the 
capitalist class has 'been looking more and more .at 
the potential. of the health services industry for 
greater social efficiency. In the present economic 
crisis, the containment of social consumption 
expenses car» provide funds for private investment 
in the production sectors. Health poftcv has been 
encouraging attempts at general rationalization 
(cost cutting, profit maximization, forcing higher 
productivity). 

At the same time, various segments of capital 
are responding to opportunities for greater proflts 
to be derived from both the production of health 
servlces-? and the clrculatlon.of commodities through 
the health sector (e.g.. drugs, hospital equipment 
and supply, construction, systems and communi 
cations, legal, accounting and management services, 
etc) .11 As industrialisation proceeds in the health 
sector {mass production. elaboration of the division 
of labour, greater capital intensification, bureaucra 
tisation, etc.), these industries wHI seek greater 
capital flows toward the sector. 

Renaud has demonstrated how capitalist growth, 
whi,le giving rise to disease patterns in society, also 
institutionalises "solutions" to disease which are 
compatible with capitalism, in the form of a comm 
edification of health services.12 With alienation and 
disease creatlnq a greater 'dependency by the 
working class on health (and other human) services, 
these services must function more and more as 
mechanisms for soclat control.P However, the 
present structure of health care delivery has not 
developed sufficiently for monopoly capitalism 
today. A new orqanlsational form •is required, and 
it will arise under conditions simHar to those other 
sectors where pettv-bourqeois or 'pre-capitalist 
forms historically were smashed or co-opted.14 

It is surely not new for capitalists to be actively 
restructuring, the health sector. Berliner has detailed 
how the Carnegie and Bockefelter Foundations ,in 
the beginning of the century virtually rebuilt the 
entire medical care system by endowing research 
institutes and selected medical schools.15 This 
intervention strongly influenced' the rise of the 
presently-dominant organizational form in the health 

24 

sector, which has served through 'to the present 
period. 

Stag nation and crises necessltate a, growing 
awareness of monopoly capltalrs common interests • 
(as we'll as its conflicts}. The corning tog.ether of 
major capital segments to discuss and formulate 
general, policies ,in Itself yields a greater measure o,f 
class consciousness.w Policy-;plann,j,ng, organisa- , "_·' 
tions, (such as the Triilaterail Commission, Business 
Council, Cornittee for Economic Development, 
Business Roundtebte. etc.) have lately become _Jh~-,,.-_""""', 
arenas for working, out programs for the capi·taH~ 

,.dass .a,s a whole. Their activities provide· a system o.f 
cooperative interpersonal' and lnterorqanisational' 
relationships based upon a commonly-held class 
perspective. lihe rnle of these ".consensus-seeking'' 
girou ps becomes critical, with the moun,ting con 
tradictions o.f advanced capitaiisn» and thecrescende 
of challenges to the American capitetist system on 
both the international and domestic levels.17 

Today the "ctass-consclous corporate direc 
tora.fe"18 ,is speaking. directlv to monopoly capital's 
needs from the health sector in a nu!i'Aber of 
important publications and conferences. ifhe follow 
ing, sections wi,f'(. review a few of the acti,vities 
of selected planning 'bodies, s'howi1ng their [deolo 
gicail development as they educate the corporate 
class. As yet, no definitive anatvsis on the nature 
and function of the heal.th sector has developed. 
nor has a comprehensive strategy for the capitalist 
class as a wnote emerged. Nevertheless, a class stand 

,is shaping, as the problems for monopoly capita(, -. 
are detailed! and potential solutions are discussed. 

In contrast to the last decade, Fo.tfune, Iomes, 
Business Week and the Wail Street Journal have 
been devoting major amounts of space to 'health 
care problems and editoriall:izing for a changed 
structure to favor capltallst interests.22 The National 
Journal ,provides frequent ,indepth aililailyses of health 
care issues to apprise business leaders o,f 1fegislativ.e 
developme·nts. A'H of this ,interest by the 'business 
press (coupled with the popular medi1a's. at1ention 
to health and hea,fth care inadequacies)10 is a 
marked escalation over their coverage prior to 
1970 - ~· change which paraifilels the new interest 

' by capitailist planning, bodies 

Committee for Economic Developmerat 
The Committee tor Economic Development 

(CED) is one of the centraif educational. and 
po!iicy-making organisations of the ,corporate class; 
,Domhoff caHs i,t the "major spokesman for the 
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busi,nessviewr-oint." Highly influential in state policy -of the'li60 :-,1cirgest.·corporations, BR was formed 
Iormulatlen, it addresses.their societaJ concerns in"; in-,tbe ·ea'rly · 1970'.s to develop class discussions 

. lengthy policy staternents.w If repjesehts · ~. ~:or1:1 ,. --,~.aod to 'forrrru late corporate ,policy on labor problems. 
"proqresslva" capitalist perspective '(gen~·rally.Gth.? ,,.; ~- J°' '""' '<: · . • 
longer view of reshaping· society) ancf: .. prod.\JC_es :... , ·:}nJ,Jun,e 1.974 the Business Roundt_able: con- 

.. .. sturdies that are somewhat broader anct'les~ detailed'. , , ve~~~sa conference on · health care legislation to 
than the issues analysed by the ·l.iberal Bro~1<-{ng_s ·:. "'build-,a,rf0n?e:ns~s among chief exec~tive officers 

~ . lnstitution21 or the right-wing, American EnterprLse.~ .· ab_?YJYYA9,t business sh_ould be getUng fron:' the \,f: :- · lnsthute-for Public Po Hey Research (AEl).S2 . . • . . ... .:~~.?It,~ ~e~tor. Jn an opening address, the chairman 
. , of Ell LIHy Company, the drug manufacturer, noted 

The. CED prqyi.9ed a beginning outline of th~Jf .. ,ut't.11,~.t. ,_a_t a;ir.eeem meeting of the Business Hound 
desigri. for the health sector in a report en'title'.cf ·· ... ~P'.?il_e ,t_l?,~re, was complete agreement thM, the import- 
~uiJrJJng a lv_'ational Health Dare System in April ·1973. ance of the health issue to every company should 

l~_;,ecommend~d ,health maintenance orqanisatlons h2;'!e 9 Yeryhigh priority as an Issueln future months 
(both profit~·maki.ng and nonprofit} for '.rest(uct~ring ·· ,,towards w.hich we should devote our continued and 
the delivery system. A health maintenance organi-· ; • dedicated.attention. "24 :fhe 'pa,riel, of°'spe'aikers was 
sation brings ,together a comprehensive 'fan.ge or .'impressive. Chairman of the Business Roundtable's 
medical services into a singile organisation, provi- · . • Subcommittee .cn Health -P~Jicy; · Chafrman of the 
,d,i.i,g·. services in a_ benefit -package for a fixed ~CED H~althi Policy Committee; fqr-rner .Ocnqrassman 

' contract tee which .. is. paid in advance. A proposg_f · ,,WiHi{l,r;n. Boy; who a,uthoreq ,the· Health Maintenace 
was mpde fQr heal!Q1 care ,providers to be financea. Organ\sc;1tion. Act of 1Jl73; a ~representa,tive from 

1 th'rot1gh prospective budgeting, with fees and char- .the otfice of the HEW As.sista'rit se·cretary ;for- rJ,ealth 
~ ges fixed in advan-ce. A national 'he-alth insurance and Scientific Affoi,rs; qnd :.Rliss¢Jl:Long_, S?.nate, 

l, 1prograrri; providing a basic level of health b?nefits Fin·ahce'Comrriitte~·chaiirman and spohser;of a health. 
for ·an American.s,. yvould be ··acii:ninj~terep by a- insurnnce-b'iH. '.Whj,Je endorsement w"ifs ~encouraged 

· National: Heailth:lnsurnnce AdvisorY. Board. This basic, far Seria.tdr Paul Fannin's National H~afff.i Standards ·,; 
~~- .' benetit package·for a/J Americans, "iif ciou~rse, .. ~o~ld.~ · Act (the ·Aationai healt~ insurance biU 61f1the Cham- 
' ·....., 'be a ph~sed: and "practical program that .does- not ber ·'of ·Commercer, 'whai seemed to 'be emerging 

raise·false 
1
hOP,es'by promising sJr_vlces th,;t, ·~t:mno.t Was a firmc.donvi'ction that ,restructuring the deliivery 

be made avaiiilal:ile and does not'°foad fo 1,1r,wairranted .. system· was• a 'necessity before legislation on the· 
increases in :6osts with little ben1ifit tt~ ;peQP.le. ':2l3 ,national fina'ncin·g of health care. il'n the midst of 
Three ca,teg?ries .. of fin~nping wo·u lq I?.~ "esta.b.li~h!3d,.: . the:·re.cession', cdu·~ted with the state's fiscal pro- 

. 1) er:nployer-1::>as~.d·i,nsura:nce wou_ld b.e~ phased in.,, blems~ oiipitat· was diispl,9ying its fear of increased 
• for all workers· aind their dependents;· 2.) Medicare . lalbor,. costs. - 't 

.... . \l th ... ... 
. I would be retained for the agitd ·~·11q dis.abletd, ._ 
~ 3) care for the poor, n~arpoor; ;~·nemployed,· and 

others wou'ld'·be provided 
0

throug:h'. 'teci'e~ally;-ippnso~ . The Conference· Board based in New York 
red communit~ trusteeships. The policy statement City, is· a research org'anisation concer_ned with 

.further reco·mrrl'ended .a, control and planning mecha- "business economics and business management" · 
nisr:n - 'w'hich has now been enacted in Public La'.w 1 ''l'ts 'liu:mer6us' stud'ies adc;hess problems of the firm, 
93-641, _]he National! Hea1lth Plann·i~g and Resour:eJs.• · which if" thkn relates·_ in,, its published findings to 
De,velopment Act of 1974. ~ -? • ·n} social :'policy iss~es·., Their message promotes the 

, (f . ',~ I ,\:.. COmffiQfl:, iht18!'6S!_O(capita,li in the "efficient Operation 
.f!n··short' the statement by the Conimittee for.· and sound d~velopment of voluntary produc,tive 

.... Economic Developme. nt essentia,lily · endorsed the ·· · t · " .,, 'en erpnse. 1 ·.~\ 
healt~ poliqy of the Nixon Admihistration,, and ., r ,,. · 

co u,i:it1m,id mo~t Qf: the stands taken by. the American : 'fhe CB ·cond~cf~·d. ~~~eral extensive studies . • t • r :: . --..._, Medical Association, which has fouglit ail! a.,tempts at •I· 'on hea1lth care fuiide~ by the U.S. Department. 
; "\;~ rfstructuring, aod ·cost ··,control. ,. : '• ' - , , r, of• Health, Edu·cation • ail'Jd Welfare and a conso- 

,.;.... .... i · · , : · rtif.1111 of large corporations and foundations. Top <.:,. -- The.· Basiness Houndtaible 

r
, - ~- ,;· I• .:-~ ·Executive$ View Health Care Issues (1972), the first 

---- Pethaps the major capitalist lobbying gr.oup om·: · prodt1ct of this broad CB study in health, surveyed 
health care has become the Business Houndtable·. · 1-18 executives about: 1') the nature of the nation's 
(BR) and i,ts associated· Washington Business Group.· major health problems, the neep for new legisla- 
on Health. Made up·ot the chief execJtive officers tion to dea,I with them, an_d the particular pendi,ng 

I 
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:, · ' 

Jun,e 1985 

,· .• 

.. 

25 



-91! 

legislation; 2) the ways in which health costs to 
business irnight best be controlled; 3) the desirabilitv 
of companies crea,ting or ,expanding, their own in 
house medical services; 4.) a, strong business role 
in cornrnurnity efforts at health services plann lnq, 
controlling hospiital and other heaf:th costs, and 
'developing, prepald group practice plans and other 
new heal:th delivery forms; 5) potential chanqes 
·over the next decade in corporate heafth care activi 
ties; and! 6) the order or priority that business should 
assign to health care relative to other social issues 
(e.g. environment, product safety, minority ernploy 
meat and urban redevelopment). 

A subsequent study on Industry Roles in Health 
Care surveyed eight hundred large firms to ,provide 

. a statistical examination of present corporate health 
care programs. The narrative description of these 
programs and· the suggestions on the "appropriate 
management response" to the health sector delineate 
specific policies and activities of corporations in 
irestrijcturing health care delivery arrangements for 
their workers and surrounding communities. 

Another publication, National Health Insurance and 
.Corporate Benefit Plans grew out of two surveys on 
corporate heal,th programs ,(a separate one on execu 
tive heal,thl, which secured the cooperation of 1800 
eompanles for their extensive detail. The national 
health lnsusance biills before Congress were an·atyzed 
for their effect on Industry benefit plans, along with 
an assessment of labor unlon attitudes and aetions. 
The report concluded that •' a, substantive interventi 
on by the Federal Governmen,t would have a major 
impact on the benefit pl;arming,, cost shar,ing., and 
bargaining, but little direct effect on the benefit cov 
erages to be provided to workers. Benetits t,o 'Iow 
wage workers and unemploved would lnorease 

· greatly "26 

. these reports provided a foundation to the 
forward and sophisticated thinking presented by 
the speakers in a CB-sponsored Health Care Issues 
tor Industry Conference in Apriil 1974. Over 200 
corporate executives and health and government 
representatives met to discuss the "heavy health 
related costs in the form of taxes, employee. benefits, 
workmen's compensation, absenteeism, impaired 
productivity, and business stake in the allocation 
of the nation's resources and the health of its 
economy.''27 Waf,ter Hamilton, former Deputy Assis 
tant Secretary of Commerce under. the Nii1xon Admi 
nistration and now a CB Vice President, began the 
conference by observing that health care is "an 
Industry whose methods and: structures the 'business 

26 

communltv has both the right and.the ,obligaition to 
study and seek to improve."28 ·or. Pau:I M Ellwood, 
Jr·., :the chief architect o,f the Nii:xon Administra,tion,'s 
Haalrh Mairn,tenance :Orrga,ni,zation Stra,tegy, decried 

· the lack of caplratlst leadershlp in desi,gnirn,g na,t_i 
anal ihea,fth pol,icit and suggest,ed .t!hat: 

1 " •• free enterprise solutlons that have been .,,,.. ;._,~ - 
effective in sohii.ng_ .the problems of conveneienat . ~ 
business can 'be a1ppiliedwith ·shniilar eftect wi,thi1n 
:the hea;ith irndustry, and tha,t yo,u are in the position 
,~o apply them. In o,ther words, 11 am sug.gestiing :that....,. __ 
you take certain, a·~:tive steps tp ~nake theheall,tlfe~ ' 
ma:rket work, by,' encouraging1 HMOs to compete 
wiith the present sys;tem on the basis of prices and 
benefits. ''29 

Dr. G. H. Cofllings, Medicaf: Drirrec,to~ of New 
York Telephone Company, mged -corporntions, ,to 
become the "health care m,anager'' for workers 
through theiir i,Adustri:arl medicine d'epar.tments. An 
executive .of Kaiser-Permanente, the largest HMO 

,in the countiy wirH1 over two 1rniUfon subscribers, 
presented information, on a cost -benefit analysis o~ 
occupational health measuires to aid colililpar:iies. A 
corporate officer from 'Motoro1l1a · discussed !his 
COl:lilpany•s conflfots with hospi,tails in PhoeAiX, )-.. 
Arizona arnd' Moiorof!a·s a,tternpts·in the commu1mi,ty _.,., 
to contain their costs. A vicepresiden,t of General 
Mills spoke of the cor,por.ate:sponsored: HMO effort 
being designed and iimplemiented in the, 1fwin Ci~ies 
area. Equitab'le, Prudentiali, Honeywelll, General' 
Miills, 3M, Pil:lsbmy. and Mut,yal. ot New York are 
among the twenty corpora~ie.ns thete reporting,---., 
attempts ,to ,centraif!ize ·heail,th s.ervices ,in,to hea!lth {:,... 
maintenance mganiza,tions .. With the informa,tion on/' 
the nq,tuire and exter:it -of corporate iinvolvelililent 
in health care acti:vhies f,rom this co:nference a111d 
ihe .GB studies, monopol;y ,capital, has posiitionedl 
i,tselHo initiate amore Cfiass-conscio,us analysis of the 
hea'ltli secto.r and its,refa,tion to •cap.ital1acc·u1_tilill:Jil1ation. 

Tlile Hea'1th Ma:nitelilalilce Or~ailil,isa:tion 
Strategy 

Active· state intervention to restructU1re the 
health sector was taking place ar:nids.i°,these con- 
ferences and publ1iCa,tions by ·capi,ta11ist pfrarnning /:: 
bodies and the upsurge in vo'lwmne oif he.al,t~ article? .,,_ ,,.,, 
in the business press. The HMO strategy. iniUatect.-~ ., 
by the Nixon Administra,tion iin 1970 had created ;n 
awareness among monopoly capi,talf firms of i1nvest- 
ment possibil1ities in heal,th care delivery. !ft was 
designed for ••using, tf:te :liorces of the private sector'' 
to "modify the en,ti1re system of heal,th care.''30 Dr. 
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Paul E!Uwood31 at /nterstudy, a heaHh policv think 
tank, has cori"su>lted extensively with large corpora 
titans urg1i1ng, them to establish profit-making hl'MOs, 
converting thei:r industrlat medical departments in,~o 
HMOs in order to "reali.ze a susbstantlal savings 
over present health expenditures fer emp'loyee 
health care benefits .. s2" Through chang1ing the 
present "slckness-oriented, piece-work basis" of 
the delivery system, the HMO 'creates a profit 
motive "to concentrate on keeping people healthy" 
and ,provide ••greater efficiencv. "83 HMO patients 

~ hilYe a markedly lower rate of hospital admissions 
Jn~; a shorter length of stay than those covered by 
i'ndemnity lnsurance plans of Blue Cross and the 
commerclal insurance companies. According to 
E'lilwood, HMOs would strengthen the role of com 
peti,tion by introduclnq economic incentives, and 
minimize the needl for regulation by relying upo,n 
market mechanisms. Ellwood's dream of a revamped 
delivery system envisioned approximately 1 000 
HMOs across the country, organized similarly to 
l1arge corporations {possibly as their "suosldiarles) to 
serve up to serveral mHrlion persons each. One of his 
1latest suqqestions, as an ideological entrepreneur 
on health for the capitalist class, urges tederail 
government subsidies (Up to one million per year) 
for ,the nation-wide expansion of the "supercilnlcs" 
(e.g. Mayo, Cleveland, Palo Alto, Marshfield, 
Geisinger, etc) as models for a national network of 
HMOs.84 The state's role in this redesign ot the 
delivery· system would enhance monopolization 
and assure a ratlonalized erqanizatlonal form. 

__f To stimul:a,te ccreorate-controlted HMOs, HEW 
\ under the Ni,xon Administration designed a !JfOgram 

to attract funds from venture caoitat and invest 
lillent ban'king, firms, con1~ercial lnsurance com 
panies, and banks, Capitaiist interest in if,JMO oper 
a,tions, both as commercial ventures and as a more 
e,fticient org,anizationof present health.eare providers, 
rose as they understood how HMOs could control 
the runaway costs of the health sector and contain 
their labom costs.35 A list of ceroorarlons who 
have been involved in HMO activity reads Hke the 
Forrune 500: Westinghouse, Texas Instrumenrs, 
Sun Oil, North A,:rierican Rockwell!; Zenith, General 

~ Foods, DuPont, IBM, Kodak, Xerox, lJlpJohn, 'Mobirl 
~· Oit 'Standard -OH o{ Indiaoa and a few dozen 
' ·----tothers. ,However, tight .rn~·neV over the past few 

-<-.., __ ,/ years and the lack of substantial· financing, of the 
Healih'Mairir,ten·ance Orpanization Act of 1973 (P.L 
9 3::222) 'by the Ford Adrninis~rati~n have temper 
arjilf slb'wed'this whole development." 

Both profit a,r:id non-profit HMO plans have 
continued to expand, having doub'l'ed theiir enroll 
ment (to approximately 8 miillHon persons) over 

. the past three years in 178 HMOs across the 
country.86 However, new HMO pro~ects are 
dependent gn, corporate and union support ,i1n their 
"marketing': activity (ii. e., acqu,i1ding enrollees) to 
ensu1 e thei,r exi1stence and growth. With the eco 
nomy on the upswi,ng and severail problems ,resolved 
j1r:1 the new HMO taw, corporations may ,reinstitute 
their involvement ,in HMO activiti.es .and fotlow 
the· example of H.J. Reyno'i'ds, which this year 

l'establ:ishea' its own HMO for its workers.37 'Fhe 
National Associ,ation of Empfoyers tor HMOs; based 
in Minneapolis, was j1ust formed this· year by several 
corporations to guide fiirms in theiir HMO develop 
ment. 

Occupational Medici1rae Developments 

Whiil'e rnonopoly ca1J:)i:tal's investlillen,t ,in HMOs 
has not reached levels ,predircted by the NixoA Admi 
nistrntion. corporate medicail. diirectors and emplo 
yee benefits managers nevertheless have bee.n 
.d€lvelopi,ng, mechanisms within their firms 10 eventu 
_aMy integrate fa,dustriail medicine and occupa,tiona'I 
heaHh prog,rams with the medical care of workers' 
farnHies. Writiing in a specia;I issue on HMOs .of the 
Journal of Occupational /ltledicine, one ,corporate medical 
director evoked the view thait: "the scope o,f proper 
concerA, ·Of the occupationail physician has expan 
ded quite far beyond his involvement wi:th 
occupa,tronail .injuries and disease. It now extends 
to the non-occupa,tional healith problems of the 
worker and' his dependents, and the ways iin 
which the health services they require are orga 
nized, delivered, and paiidfor."38 

Ano,ther ·COrpora,te medical diirec,f.or has said, in 
a ,speech entitled ''The Bail1a1nce Sheet in Emplo 
yee Hea,lth Coriservaition," that the industrial1 
physician lililay become the primary care physician 
o,f the f°ut·ure for the woiker and the famill,y.&9 
V\Jililiarn .!J1er:r.d, Jr., Medical niirector of Michigan 
Belll' Telephone Compa1ny, has argued tha,t the 
"workpl'ace is probably the ideal locale ,to· practice 
real preventive medicine on a wide and eHective 
scal·e. "40 

ili'his ldeologica;I thrust,4L coupled wi,th actual 
program :fiormulia,tion,42 'by industrial medicine 
physicians, represen,ts a s'low but del'ibernte shift 
which may lead to a personnel, systeITT in which 
the ·mm wiil1I be able to.provide hea!lth maintenance 
servic_es to assure the productivity .of the indivi- 

• duail worker. This implies a profound change in 
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the content and control of medicine from that 
practiced ·'today.4B 

'In a larger context, the employer as "health 
care manaqar" wiJII -deal with worker alien9tion 
and disease, contain laborpower reproductive costs, 
and promote greater social! control in an attempt 
to reduce the ,level of absenteeism and disability, 
turnover rates, wildcat strikes, sabotage, and poor 
quality products. The development of workplace 
medicine is one more step ;in the transfer of 
health services delivery to eventual monopoly .. 
capital control. 

Di,rections and C9~tradicti0Rs 

WhHe these conditions are shaped and shape 
themselves from the outside, rapid change is 
concurrently happening. within the health sector. 
Concentration and centralization in the production 
of medical care services have been rearraing,1ng 
patterns of control in the financing and de'livery 
of care. Hea,lth -lndustry groups such as the 
American Hospital Association, Group Heatth 
Association of America and Blue Cross are be~ 
coming more closely aligned with monopoly 
caoitat, Stimulated by increased efforts for bure 
aecratizatior» and the application of mana 
gerial economics, the industrialization process Im 
the hestth sector is bringing forth fundamental 
changes in its social relations of production. 
Meanwhile, regional planning, efforts by health 
systems agencies and' the forthcornlnq passage of 
some form of national heailth lnsurance may help 
create material ·conditions for further monopetiza 
tion and a grea,ter capitalist invasion. 

As the rationailiization of heailtli services occurs 
duiring the present period of. economic crisis, 
monopoly capital's class stand on health polky is 
being developed. Discussions have been centering 
around containing, cost inflatlon in health care, 
redirecting rnedical dollar flows through the mono 
,poly sphere, and eventual consolldatlon o,f health 
services delivery by large corporations. Recognition 
of their interest in more rational and precise social 
investment may :lead monopoly capital to mold an 
org,anizationa1I reflection of their need for human 

_capi,tal maintenance. · 

As the larger crisis· of accumulation is addre 
ssed, the outlook of monopoly capljal is becoming. 
more highly developed. How capital can assure 
stability and predictability in the internetiorraf and 
domestic situations is certah1fy receiving more and: 
more class attention and action. lt ,is crucial for us 

28 

to analytical1ly grasp this beg'nning ruling class 
ccordlnetjon in tlie: health-sector also. • .. =n ~ . 

• ,J1

• War,fen· Salmon .-- · ·.: t ,~ 

Dept. of Community M,eqicin-1[! 
and· Envi,ronmenta:l,,f,J,ep,itn . 

- • Hahn:e;man1Q.'(YlredicaJ! ,90t1e·g_e · -i- 

23'0 Nr,rth ,.Broad S,treet 
Philad:el,phia, PA' 19102 

Notes and: !References 

(Several persons offered some fine suggestions -artd crltlcl 
sms on an. earlier draft. While not all were Incorperated .here, 
special thanks is expressed. to: · ten Rodberg, Howa rd ,1;1e'rlin~r, -'.'.- • • . . . . -,,,--=;-. - 
John Bradll/Y~ E~an Stark, Sander Kelman, '~ill Lazonik,_ ·majpf ' 

1Flaher,ty, Lee ~Price, :Dick. Garfield and Kathy Miller. ·:I a~11 · 
particularly indebted to Audrey .Colbert for 'her crucial' assistance . 
in the preparation of the manusc'ript ) 

~ t .. , 

1. See both : Sander Ke,lma,n, "Adventure in 
the l.lndiaile?ticaif." Book review, Qf Rob~r,t. A:lfo!i~~:s 
Health Care Politics : ldeologicai/ qnd ln_ttnes( Grqvf! 
Barriers'to Reform ,in Journal .of Hea,Jth Politics; Po'licy 
and law, 1':1 Spring 1976, pp .. 122-129; a~d San'cter 
Kelman, "Tow·ard the Political Economy of Medica1f 
Care" Inquiry 1-:3, 1971, pp. 30-38: ... , • · · . '. 
2'. A case example of corparn:te control . over 
health planni,mg_may he found' in: H:ea,l,thlnf.ormation 
and Action Group, HSA's Mar Be lla1n,gerous to'' Your 
Health (Philladel1phia: Medica,ICommitte·e for Hu1man 
Rights, 1.975).. 

3. For details on conflicts . between n:ion~poly 
capita;I and smaller capi,tails see: .:James ,O•CoH1nor; 
The Co.rporations and. the State (New York: ,Hairper 
Colophon, 1974). 

4. For a ca:psuile ana1lysis of the cost problem, y 
see: CouncUon Wage and Price Stabiility, The1j'ioblem~~J, 
of Bisjng Health Care Costs (Washington, O.C::U.S. 
Government Pri,nting Office, Apriil: 1976) '· 

·' 
. 5: Jalil'.les O'Connor, The Fiscari ,Crisis ofthe'. .. state. 
(New York: St. Marti:n"s Press, 1973). 

6,: The federaI governr:men,t has ad'optedi :'.cost. eon- - ·J .: 
taimnent measures through the economic stabiiliza- 
tion progiram: utilization review of ihospitaHzations 
under Medicare insurance for t·he aged and Medicaid' 
for the _poor; ffiOAi.toring, hospit,ail adlil'l'i'SS!O~; and 
leng,th of stay by Professionail Standards Review 
Organization, tedernlily-mandated 1qr,ganizations. set 
up by county rnedica,I societies; a.ind'.' au.tho.ri<ties fory,.~'-'"· 
planning, co'nstruction and equii,pinen,t pti;rch'ases • "': 
given to new regional! bealth _s,vste~s. agJn~ies. -~: "I; 
Futhef, state .g.overnrnen,ts have ,regrrl~1teCl ;cO.inrimer~ .. ,, .. ~·. 
ciai( and non-proti,t insurance fiirms, and encjcted : .... 
certifica,te-of-needi ,legislation for hospital and nurs- 

SociaHst Health Review 



-r· - 

ing home facilities construction, and hospital rate 
settinq . legislati.on. See: Anthony R. Kover and 

_Edward J .. Husk, ·"State Regulation of Health Care 
Costs." MedicaICare 13.8, August, 1975, pp. 6~ 9-62f>. 

7. Victor .Fuehs, Who Shall live? Health, Economics 
and Social Cl]oice (New York: Basic Books, lnc., 1974) 

·y·'- 8. Lee Benham and Alexandra Beniham, ' lihe 
! 

Impact of tncrementat Medical Services on Health 
Status, 1:963-1970.' · in Ronald Anderson, et ail'. 
Equity in Health Services (Cambridge, Massachusetts: 
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Census Bureau showed that the number of Ameri 
cans living in poverty had risen to its highest 
levei in 1'8 years. As a result of Reagan Adml 
nlsteatlen tax policies, families. earning, less than 
110,,000 dollars annuallv suffered a net loss ·Of doli:ars 
400 or 4 percent ,of h1come, whereas those earning 
over 80,000 dollars gained 8,270 dollars or about 

1 
!.~ -'::: 1'0 ,percent. This wiH furthen limit the number of 
~- blacks who can climb out of the poverty and 

degradation they· are born into. Increasingly 'large 
'US cities have a black majority population. The 

7" -i.,y~i1£ exodus from the ci,ties is matched :by a [ess 
in:;J.Q.bs in the mam1fact1:1ring, wholesale, retail and 
service industries. In the past 1 O years alone New 
York, Chicago, :Philade',phia and Detroit have lost a 
million Jobs wi1th white unemplovment levels staving 
relatively static w·hilst black unemployment levels 
have zoomed to nea~ly 55 ,percent for teenagers. 
These trends are :\ikely to continue. 

"Profit has made Americ!l what it is" is the proud 
slogan of American capitalism, which wishes to be known 
by its new, gleaming, dazzling, forprofit hospitals where 
the birth of a .baby is celebrated by the parents with cha 
mpagne. In their sh1dow lies the decay of overstrained 
public ht1spitals serving non-white citizens and ·hearing 
an uncanny resemblance to lar.ge municipal hospitals in 
India. Their burden wiitll be greater than before as 
for-pro.fit hospi,tals both "cream" off capltal and 
resources and leave to them unprofitable diseases 
and the care of rnlnorlties and poor people. 
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REVIEW A1lTICLE 
ms OF J:H'E HEALTH lNDUSIRY 

ravl duggal 

"Corporate Crime in the Pharmaceutical Industrv" By John Braithwaite Routledge & Kegan Paul, 
London 1984, £ 25.00 

Illicit drug networks, contraband smuggling and 
terrorist gangs constitute popular lntemational 

. crime syndicates aqalnst which most countries have 
~ ,Yf'7olved elaborate_ and sophist~cated means of 

..:counter. Transnatlona! Corporations (TNCs) also 
operate an equailly organised crime syndicate but 
to whichinvariablythe states' regulatory and enforce 
ment machinery took the other way or are deliberately 
kept as inadequate. 

Pharmaceuticail TNCs are probably the worst 
of their kind. The pharmaceutical industry forms the 
nucleus of the health industry. It determines the 
nature o,f the health industry and controls the latter 
completely. Pharmaceutical firms play a central role 
in health (as well as general) policy ma'king and 
planning, edueation of doctors and other health 
personnel, and o.f course socialisation of consumers 
'into a 'pHl-popping" culture. .._ 

Pharmaceutical business is essentlallv transna 
tlonai and therefore, its crimes acquire an even more 
serious concern, especially because there is a gross 
inadequscv of protection ·against the ills of the health 
industry. For instance even in the l:JSA, where the 
consumer movement is probably the strongest in the 
world, m3rketing a drug with dangerous side effects 
is not even an offence unless the product is actuailv 
banned or there has been criminal negligence. · 

Dir. John Braithwaite iin Corporate Crime in the 
Pharmaceutical Industry cites innumerable cases reveal 
in'g that the transnational pharmacauticat industry 
has a worse record of international bribery and 
corruption than any other industry, a history of fraud 
in the safety testing of drngs, a disturbing record of 
criminal neg,ligence in the unsafe manufacture of 
drugs, of unethica+ practices in pushing drug sales 
including SAilUiggHng and of global f.aw evasion and 

I" flnancie'l fiddling whose worst victims are third 
; world countries. . ,,,..~_ 

~ _ _; l:JnHke the times and crimes of Hitler, the 
brutalities of todav:s leading phermaceutlcalccrpora, 
tions have yet to find a prominent place in world 
history. Many authors have documented in horrifying. 
details the brutalities of the 'drug TNCs that have 
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b-uiilt up an industrial empire through inhuman . 
-criminal undertakings. 

For example, Germany's L G. Farben (today 
divided into Hoechst, BASF and -Baver) which 
operated a massive chemical plant at Auschwitz 
with slave labour of 300,000 concentration camp 
workers, tested drugs on a large number. of workers 
who died in the dfug-testing programme. The 
following extract from letters written to the camp at 
Auschwitz by I. G. Farben indicates the grave nature 
of the criminal' offences indulged in by the pharma 
ceutical companies to multiply. their profits : 

"In contemplation of experiments with a new soporofic drug, 
we would appreciate your procuring for us a number of 
women .•• • we received your answer but consider the price 
of 200 marks a woman excessive. We propose to pa'.y not more 
than 170 marks a head. If agreeable we will take possession of 
the women. We need approximately 150 ••.•.. Received, the 
order of 150 women. Despite their emaciated condition, they 
were found satisfactory. We shall keep you posted on develop 
ments concsrnlnq this experiment •••• The tests were made. 
AH subjects died. We shall contact you shortly on the subject 
of a new load." 

Today Hoechst and Bayer are the ilargest and 
third largest drug. companies ,in the world. They 
made capital through incr.iminati:ng means; they 
ware crlmlnals and twelve of their top executives . 
were sentenced to terms of lmprisonment, for 
slavery and· mistreatment otfences a,t the Nuremberg 
war crimetrials. (It must be noted, not for corpo 
rate crimes in which ailfiied forces were equally 
Involved). But once allied control loosened two of 
the criminals, Friedrich .Iashne and Fitz ter Meer. 
were appointed chairmen of Hoechst and! Bayer, 
.respectivelv. 

Braithwaite introduces his book on Corporate 
Crime with this horror story and subsequently moves 
on to expose the various areas and mechanics of 
crime in the ,pharmaceutical lndustrv with. interest 
ting but ernotionellv disturbing case-studies. 

The Pf:larmaceutic Global: Empj,re 
The foundation foi the transnational nature of 

the dr;ug indust~y was laid sometime at the tum of 
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the century but only consolidating itself in the 
inter-war period. The modus operandi was invari 
ably international traffic in illicit drugs. Bayer, at 
the tum of the century, used the same mass market 
ting tactics. for heroin as it uses for aspirin or 
Bayg.on, the cockroach killer. Bayer even promoted 
heroin as a panacea for infant respiratory ailments ! 
Parke Davis similarly promoted with great enthu 
siasm the therapeutic virtues of cocaine, marketing, 

· it as coca-cordial, cocaine cigarettes. hypodermic 
capsules, ointments and sprays. Roche was heavily 
involved in the supply of morphine to the under 
world and the Canton Road smuggling case - Shan 
ghai, 1925 - revealed extensive involvement of 
Hoffman-La Roche in the illegal drug trade. 

1hus "some of the great pharmaceutical com 
panies of today owe their existence to profits from 
the trade in heroin and morphine in an era which 
laid the foundations for the self-perpetuating 
cycles of addictlon to these drugs in modern 
societies. The next generation might look back on 
the activities of 'Hottman -La Roche in pushing 
Valium and Librium with disgust equal to that we 
feel today towards thek heroin sales between the 
wars". 

- __,.. 

The entire pharmaceutical industry is virtuaHy 
controlled and dominated by private firms from four 
countries- USA accounting tor 34 percent of-world 
production, Ja:pan 2P percent, and West Germany 1'3 
percent, Switzerland 10 percent, Hundred pharma 
ceutical firms out of an estimated ten-thousand in 
the world account for 90 percent of world shipments 
of drugs; out of these the top 25 TNC's (half of them 
from USA) account for 50 percent of this sales 
(UNCTC, 1979). 

In 1980, out of the 83530mil:liondollars produc 
tion of drugs the developed'countries (including East 
Eu rope) accounted for 88.5 percent and the devel 
oping countries only 11.5 percent (UNIDO, 1980). 
And within the developing countries India, Egypt, 
Brazil, Argentina and Mexico accounted for two 
thirds of the drug production (UNCTC, 1979). As 
regards drug, consumption the developed world 
consumes 80 percent and the developing world 
(includinq China} 20 percent of the world produc 
tion {UNIDO, 1980) - an awesome irony when the 
population ratio 'is just the other way around. To 
quote Half'dan Mahler, "the public health services 
of the 67 poorest developing countries, excluding 
China, spend less in total than the rich countries 
spend on tranquilisers" (Mahler, 1981): 
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On an average drug consumption in some of 
the poorest countries· works out to less than 50 
pence per capita, whereas in some lndustriallsed 
nationsitis35 pounds pen.caplta (Falltorusso, 1981.). 
.These fi,g,ures undertlns the lack of purchasing 
power of the third world poor; Essentially, they 
reveal more about wealth than heallth. It is, for 
example, highly debatable whether the level of ::-l' 
drug consumption in much of the rich world 
represents a·:particularly 'healthy'. state of affairs- 
But one conclusion ,is lnescapable :. whereas rich· . 
countries can afford to be· extravaqant with rnedi--:~ --1 
cinps without riskingi acute social c.or:isequencestf. 
poor people and thei:r governments cannot. Because 
they have so little money, it is crucial that it is 
spent only on essential drugs (Mehose, 1982). _j

1 Ironically, even the "Hittle money" in the third 
world is largely spent · on drugs which are not 
necessary at all - this ,is because of the over 
whelming, control of drug production and trade in 
these countries by the T~C's. 

Thus as a consequence, of this global oli 
gopolistic control and domination (even in free 
enterprise USA 20 firms account for 80 percent 
of alil drug s:1les) the pharmaceutical industry 
has established a position through which any 
amount of abuse mav be hurled -at the people 
without any adverse consequences to the former. 

Braithwaite's book consolidates most of the 
earl:ier work since the early sixties and puts ,it to- 
gether into a com:prehensive whole. He also draws 
a great deal from the US Security and Exchange 
Commission (SEC) Hies and rounds. it off with 
131 i_nterviews with executives ·Of 32. liNC's :in 

· five· countries. Braithwaite covers a whole range 
of crimes from sim:ple payoffs and kickbacks for 
haste~ing administratic~e procedures to criminal 
practices in drug-testing, and manufacture, from 
Ilnanclal fiddling and oligopolistic · practices to 
malpractices in drug pushing, an'd from smuggiling 
and international law evasion to abuse o,f the 
third world nations. 

. This survey of pharmaceutical criminal underta- 
kings is adequately supported by a wide range of 
case-studies from most of the promlnent dru;g 
TNC's. Here ,is an overview o.f the crimes and 
a few o.f the case-studies recorded :in the book.« 7" ·" 

Bribery 

Bribery ,is considered as normat and acceptable 
business practice .. "Almost every type of person 
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who can affect the interests of the industry has 
been the subject of bribes by pharmaceutical com 
panies : doctors, hospital administrators, cabinet 
ministers, health inspectors, customs officers, tax 
assesors, drug registration officials, factory . inspec 
tors, pricing officials and political parties", 

Braithwaite, after a thorough search of SEC 
files, Iists 29 US pharmaceutical firms that have 
disclosed substantial amounts of questionable 
payments. No other industry, he. adds, has anything 
approaching this record of documented corrupt 

~P]lvments, sustaining the conclusion that the phar 
rf,aceutical industry is more prone to bribery than .,. 
any other international business. Possibly this is 
because Uke aerospace, arms, petroleum and 
other heavy capital goods industry, pharmaceuti 
cal firms deal' with big win· or lose situations - 
the new billion dollar product to be approved 
or the multi-million dollar 'supply contract to a 
third world government. Passing of a plain 
envelope of currency notes under the table is 
not the only method of bribing. In fact, most 
often more sophisticated methods are used. Braith 
waite points out for instance, that if the secretary 
o'.f a hospital board. owns an architectural firm. 
a law firm, or a public relations firm~ then you 
can hire his/her firm, perhaps even get some 
genuine services from it, but pay extravagantly 
for such services. Y1)U can even rent a property 
from the person concerned at an unusualfv remu 
nerative rental. The pharmaceutical disclosures show 
that ·PSYJug1 on an invoice to the company · for 
services ·'.rtQt actu.ally rendered, or overinvoicing 

--..J!r by the company so that an excess can be put 
'" aside for the recipient of the bribe have been the r~, 

most commonly reported practices in the pharrna- 
. ceutlcal industry. What is most interesting is that 
most questionable payments are treated as tax· 
deductible expenditures which means a substan 
tial loss to the state exchequer. 'For instance Merck, 
which reported 3.6 million dollars as 'qestionabla 
payments in 39 foreign countries claimed tax 
deductions and after the disclosure agreed to pay 
the US Internal Revenue Service additional tax 
of 264000' dollars. SimHarly Warner-Lambert had 
an additional tax Hability of 3?5839 dollars. 

~-;::c-.- ,'Jr:- Corruption often reaches highest levels of 
,, "-~;-----z:goverr.iment as in the following incident reported 
~. .ln the New York Times.: In Italy a dozen manu 
, ~__; , tacturers, including some American companies, 

once banded together to back an industry sponso 
red bill in the Italian -Parliament that would have 
allowed manufacturers to sell their non-prescription 

products in supermarkets and other retail outlets. 
There, they would no longer be subject to price 
control. One million dollars \80,000 dollars per 
company} were paid into a war-chest of theru 
ling Christian Democratic Party. 

There is an even more interesting case Involving 
Hoffman-La Roche, who bdbed two Kenya govern 
ment pharmaceutical buyers fer favouring their 
products. The two health officials were convicted and 
imprisoned and it was revealed that they had brought 
quantities of an anti-bacterial and a tranquiliser from 
Roche that would last the nation for a decade-not a hes 
/thy situation with products having a shelt-Iite of only 
couple of years. 

What has been done to curtail the menace of 
'briberv ? Nothing of consequence is Braithwaite's 
conclusion. He cites the instance in Mexico when 
Portillo came to power. Eight top executives of 
phermaceuelcat 'fNCs were arrested and jailed; 
also a number of senior government officials were 
dismissed. This raidwas in reality aimed at launching 
a moralising campaign to turn into reality the aims 
set forth by the new government of the republic at 
lnauquration Day, as also to remove officials who 
would be a problem to the new government. Of 
course, after a few days the defendants were 
released on a baU of one mlltlon pesos each and 
some months later even the eharges were dropped ! 
But such dramatic gestures cannot be sustained for 
long because once the international business com 
munity recoils fro n the shock and regroups, it is a 
worthy adversary to the state in instietlonat power. 
Similarly in the USA the SEC disclosures have been 
firing blanks : wh'o gets hurt in consent settlements ? 
The SEC gets a notch ,in its gun. The law firm gets 
money, the public is happy because they read 
'fraud' in the newspaper and think criminality right 
.away. The company neither admits or denies any 
thing. Its the perfect accomodation. And its all one 
big charade. 

Drug. Testing_ 
Bribery as a crime seems inconsequential when 

one 'looks Into the fraudulent practices in safety 
testing, of drugs and unsafe manufacturing practices 
of the pharmaceutical1 industry. The crimes in these. 
two sectors have caused irrevocable human damage. 
At one end there is g.ross manipulation and cheating 
in drug research and on the other end cutting 
corners on product quafltv in the manufacturing 
process. 

Morton Mintz's exposure of the frauds of the 
drug industry was a pioneering effort and set in an 

June 7985 
33 

·-. 



era of greater vigilance towards illness-business.· 
In 1962 the FDA made multiple seizures of Reqirnen 
tablets (phenylpropanolamine hydrechloride), mar 
keted by the Drug Research Corporation as a 
'reducing: pill', on charges of misbranding. 'In 
depositions by two doctors who had 'tested' the 
drug it was revealed that the results were complete 
fabrications. For instance one doctor reported that 
her report was untrue in its entirely-57 of her 75 
patients' charts were complete fabrications and of 
the remainder only the patients' initials and starting 
weights were correct ! (Mintz, 1967). 

Two investigators in drug testinq. Dr. Bennett 
Robin, who had tested 45 products for 22 reputable 
pharmaceutical companies and Dr. teo Cass, director 
of Havard Law School Health Services, who had 
undertaken 84 research .projecte for testing and 25 
projects for product marketing applications were 
identified for scrutiny by the FDA. It was revealed 
that a substantial proportion of the 'testing' was 
'graphited', that is, by invention of pencil, rather 
than by actual testing. The FDA revealed that many 
of the patients on whom -tests' were done had been 
deceased eartler , or were never hospitalised and 
treated. Also, for those who were treated the state 
ments made, including claims that treated patients 
had certain medical' conditions, were untrue. This 
was in the early sixties. 

Even in the late 'seventies, after substantial 
tightening of regulations and monitoring by FDA, 
graphiting and distortion of results in drug, testing 
were rampant. Between 1977 and 1980 FOA dis 
covered at least. 62 .doctors who had submitted, 
manipulated or downright falsified clinical data, 
Add to this the fact that most fraud in Clinical trials 
is unlikely to even be detected; most cases which 
come \o -oublic attention only do so because of 
extraordinary carelessness by the crin}in.,al physician. 

The 1978 hearings of the Kennedy Sub 
Committee on Health has catalogued 'c;i list of abuses 
which are still , of major concern : (1) Case reports 
on fictitious subjects: and on subjects who were · 
never administered the investigationail, drug; 
(2) Case reports containing the results of cllnical 
laboratory work which was not actualtv performed; 
(3) False representation of Institutional Review Board 
approval of a study; (4) Misrepresentation of patient 
daqnosis and dernoqraphle data; (5) Consent (infor~ 
med consent) of the clinical subiect not obtained; 
(6) Drug doses given, farexceedlnq protocol 
limitations. {7) Drugs given to inappropriate subjects 
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(especial1y pregnant women); (8) Serial use of inves 
tigation al druqs to the exclusion of accepted therapy; 
(9J. Administration to subjects of two or more 
investigationail drugs at the same time and the 

- administration of other' significant · and. perhaps. 
interfering drngs with_ the .irwestig.ati.ona1I: · drtJg ; 
( 10) Inadequate, ryiedica-1: attention to the test 
:po:pul.ation through excessive deleg,a"tion of auth.ority, 
Iack . of follow-up: and· (11) Hepresentation of 
investigational drugs as marketed products andjor 
the sate of such diwgs. 

This (researcher dishon'esty). ls indeed an alarfp~~~ 
1' ing situation but worse stil:11 :is the sltuation i,n third 
world countries where consumer protection is 
almost. totaltv absent. Drug companies opt to test 
:particula,rly dangerO\,JS drugs in the third World 
because poor peowte are regarded as more dispens 
abte, and in some measure jhls is undoubtedly true, 

· concludes Braithwaite. 'But there are also other more 
• . . • •• ' t 

. practical reasons }pr going, to the fhi,rd world fost 
with drugs for which· foar,s 9;i side-effects are great. 
Peeseats do no not ~sue ·g/o.bal .corporations for injury. 
tniormP.d consent regulations· for drug testing do not exist 
in the third world. Moreover: given that the patent 
life of a new discovery [s finit~, a:nct, that rnonoootv 
profits will o~ily accrue while the patent ,l,ives, there . 
are incentives for companies to g.et a ,prodluct regis-· · 
tered wherever they can as early as they can. And if the 
product is found :to be ur:isafe by subsequent, more 
sophisticated, testing in a ·ctevelc'.lpedi country, then . 
at least :the. comp~ny has made S0°me money ,in the 
thi,rd world w,hi:le the .9oin•g was good. 

l:Jnsaf.e Manufacturiing Practices 
./ 

. Pharmaceutical' ,tra,n·snationails have a, high 
reputation, e~peciaHy iin the t!;iiird wor,ld!, as regards 
theiir. ,product ,q(uailiW and marn.Ifacturing practices. 
But Braithwaite ches a number .of cases even ·within 

' developed countries ;to prove·,that this is not whollly 
true. Yes, if is a fact that maniuMcturing; practices of 
TN"Cs are r~tati•~ely superior · to those of other 
industrie~ 'but in the thi,rd world their stam:fards are 
ver·y tax. in part due to :laCk of weH-defined_s,tandard 

,codes in most of the third worl'd. · " 

Many countries ha,ve . .l'egislations pertaining to 
quality control! such as Good Manufacturing Pract;_ 
ices { GMP)., Good laboratory Practices (·GLP) a-rid 
Standard Operating Procedures _,(SOPs) but the 

1legislations provide adequate loopholes, and moni 
toring. and control 1is a fairly difficult process and 
therefore a very constraining task for the state 
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whose resources are limited. And as one quality 
control manager put lt •government inspectors 
ensure the qua:l,ity of your records, not the quality 
of your deeds'. 

However, there is no doubt that the worst 
q,ualfity standards are in the third world countries 
where due to limited resources short-cuts are 
invariably adopted. In the drug industry cutting 
corners on quaHty can have very serious consequ 
ences for consumers and therefore ··bath-tub" 

~. ~~nufacturing which is extensively P.revalent in t~e 
,1n1rd world, needs greater rsqutatian. 'fin fact, 11n 

~many thi,rd wodd countries TNCs try to push upr 
quality control' - GMP and SOP - Standards 'because 
tor manufacturers in the third world' high quali,ty 
means cost constraint, which 1in turn pushes up 
market prices and in a poor country high priced 
products coudd mean 'loss in market sham. Highe.r · 
q,uaility standards puts the TNCs, who have virtual 
monopoly o,f high q,uaHty technology, in a domineer 
ing position, as weH as assures them of a relatively 
competition-free market. 

Drug, Peddliing 

Most countries have restrictions about what 
claims are made about the products efficacy and 
use as weH as regulations pertaining to Indications 
about side-effects about the drugs, and i,ts contra 
indications. However, as ,in the case .of other areas 
the scope o,f ma,lpractice iin advertising is also grea~er 
in the thiird world revealing once more the double 
standards of the drug TNCs. The cost of promotion 
and consequences of criminal malpractices therein 
are ultimatelv borne by consumers. The t!INCTC 
(1979) indicates. that approximately 20 :percent of 
all drug, sates at the manufacturer's. :revel:. g.oes. for 
:promotion. In the US the drug industry is easily at 
the top o,f league of the heaviest advertisers, wi,th 
the soap and detergent industrv its only close rival; 
even tobacco, alcohol, toad and soft drinks lag we.Ill 
behind (Haslemere Girou:p). 

In the third world the expenditure ,js estimated 
to be even higher. ln Columbia the money spent 
each year by toreign companles on marketing, their 

-, drugs adds up to more than half the country's 
,~ - .national, health budget {Braun, 1980). The Concen- / - 'y-£ !r~ti~n of sai(es representatlves to ~octors in the 

1:hird world 1s much greater than m developed 
,,_/ countries. tn Bri,tain, there is one medical represen 

tative for 18 doctors, whereas in Bangladesh the 
ratio is 1 :7; in Tanzania 1 :4; in Nepal, B,raziil, and 
Central American countries 11:3 · (Mel,rose, 1982). 

The Kennedy Senate hearings have documen 
ted g,ifts to doctors of freezers, tape recorders, 
stethoscopes, gol,f balls with Pfizer stamped: on 
them; indeed, almost every type o,f consumer 
product 1imaginable. Fu,rther, in ·1,973. LO drug 
companies in- the tJSA g,ave 112.8 rniil:lion gifts to 
members of health care :profossi.on and over two, 
'bi1Hion, samples o,f free drugs. :Chugs companies have 
:provided free to 80,,ooo doctors i1n 35 cities FM 
radio sets tuned to the Physici,ans Radio Net 
work that constantly churns o•ut medical news 
and: features o,f interest to, physicians. 

Fhe major consequence ,of such heavy pro 
motion of drugs is that where people have access 
to drugs there occurs a suossantial amount of 
over-medicatlon, espedalily of the non-erescrlprlcn 
drugs thet 'ease our aiilij,ng heads, noses, chests and 
bowels' giving, us 'fast action and ,ra:pid ire lief'. 

Oliigopoly and Price Fixi,ng 

High :proflta'bi:lity is the HfeHl'le ·Of ,the drug 
industry, contrary ,to wha,t OPPI and MJMA would 
Hike us to 'bel1ieve. Since Wor,ld War H :pharma-, 
c;:eutica11s has been the ,most pro.fitaible 'business. 
The UNCTC observes that fro:m 1953 to 1 967 
in the US, the eq,u1ity ca:pi,taif in drugs increase·di 
584 Percent whereas for the entire ,m:ianufacturing 
industry the increase was only 183 Percent in 
the same period. Most American companies. have 
been, recording on an average, ne,t prof,i,t 'between 
30 percent and 40 percent a year; - SKF, ·Cairter 
Wallace, and Bohrer between 40 and 47 percent; 
Syntex, A.H. Robins ,and Marion 'La'bora,tories over 
50 percent and Upjohn even during the depression 
between 1930-35 recorded an average of 30 percent. 

Braithwai,te rightly .argues that excessive profits 
. in the pharmaceuticail1 ,industry arise in considerable 
measure tram the pecu:fiar .teatures of the market 
which shelter producers from price competi,tion. 
Consumer sovereignty is absent in ,the prescription 
drug; m~nket 'because it is not the consumer who 
m:iakes a decision to purchase, 'but the physician. 
Doctors 'have no reason to be price-col'lscious. 
Moreover, the need for effective medical care is ,, . 
rel'a,tively price inelastic in arffliuenit societies. 

The Kefauver 'hearings before the t:JS. Sena,te 
Sub-Com:imi,ttee on Anti-trust and: Monopoly (1:977) 

,found that ttle average production costs tor 15 
ma1or drug firm:is were 32.3 percent of the whole 
saile price at which the manufacturers sold their 
product. Not one of the 50 companies compared 
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fiom other industries had production, costs tower 
than the highest production costs among. the 1 5 
drug companies; only Coca-Cola. came somewhere 
near with a production cost ?f 42.6 per_cent of 
ex-manufacturer sales. 

Besides the drug market structure, the' legail 
back-up of patent holding, for 16-17 years makes 
the pharmaceutical industry oligopolistic. Patent 
holding a1longwi,th branding gives the pioneering, 
company an advantage because the brand name 
becomes a habi,t and late-entrants to the market 
find i,t difficult to break the originat brand's 
monopoly of the drug market. Thus the higher 
price of the brand-leader is no threat to its market 
share. As a result fortunes have been made 
because of patenting and branding, and quite 
often through direct oliqopollstlc deals as happened 
in the case of tetracycline, quoted at length by 
Braithwaite. 

Pfizer and Cyanamid were· dominating the 
broad spectrum antlblctlcs market tiH 1953 with 
their patents on chlorotetroncycline and oxvtetra 
cycline. 'Fhis paten,t protection helped them rnatn 
tain high prices and massive profits. But in 1953 
when the therapeutlcatlv superior tetracycline came 
on to the scene their profits were threatened. Both 
the, tirms wished to avoid this competitive market 
structure and therefore manoeuvred a deal that 
managed ;to restrict tetracycline sales to five firms 
Pfizer, Cyanamid, Bristol, Squibb and Uojohn-> 
aM of whom recognised Pfizer· as the pa,tent holder. 

Thus price-fixing was inevitable. Keauver's 
investigations revealed a conspiracy that was in 
viotaticn of the Anti-trust law of USA (The ti,rst 
charge was made Jn 1958 by the Federail Frade 
Commission}. A long drawn out legal battle began 
which acquired an intemational dimension {incl udj, 
ng [ndia]. The various civil cases are still! going 
on but criminal' charges have been inconctuslve. 
So far damage worth 250 miil:lion doltars have been 
paid by companies -- the l:JS govemmen,t itself is 
claiming overcharges of 37'6.5 rnillior, doltars. 

However such- price-Hxing, conspiracies are not 
possible today because a!U g.overnments (lJSA bei:ng 
the only exception) have a, price control policy. Of 
course, this is no guarantee that the pharmaceutical 
.TNC's wilil: not club together to influence what to 
their understandlnq is a fair price. Oligopoly has 
become the basic operating, pri:ncip:l'e in the phar 
maceutical ,i,ndustry. The most classic instance, 
ironically, being free enterprise .USA itself. lnspite 

of the Antl-teust Law five massive merqers of 
pharmaceutical TNC's have taken place: in the last 
decade or so: Mead .Johnson and B,r;istol Myers; 
Plough and Schering,; Ciiba and Geigy; Parke Davis _ 
and Warner-Lambert; Dow and Hichardson-'Merrelt 

'fhe·n, as tfi~ markets and courts.have falied to 
requlate pharmaceutical prices et.fectivelv. and since 
selt-regufation of pricing would be to put Draculla 
in charge of the blood bank, the onily course, 
argues Braithwaite, is for greater ootltical admini- 
strative price control. · ..- . .-,r-- .., 

-~ 
'Financial ,F,!ddlii,ng 

Financial abuse is an area of crime tha,t p'robably ,. 
has the worst consequences for t_tle third wor Id 
nations. Other areas of crime discussed! earlier 
affect health of consumers directly as individuals or 
may be even as a class -but fi,nanciail fiddlling can 
ca use irreparable damage .to a third world "!~tions' 
economy. 

For instance. a, large pr·oportion of transaction 
on the books ·O·f an iinterna,tional! 1,ompany, wriites 
Bra.ithwai,te, are sales ifrom parenit to suibsidiary, 
subsidiary to pa,ren,t, or one subsrdfary to another. ;-~,, 
lntracompany t,a,nsfer prices can, effectively shift ~<{) 
profits from O'lile part of the world to·~ another. For 

·example, drugs might be shipped from a high-tax 
country to a low-tax counitry at below market 
prices in order to shift profi,ts to where tf;1ey wiilll 
attract least tax. Transfer pricing, 1is therefore a 

·classic law evasion strategy. Tax laws· of the high 
tax country are not vioila,ted, tf.iey are evaded. In --.. 

t_- one celebrated case vi,tamins were :manufactured iin r 
France·at a cost of Fr. 50 per ki:lo, .exported to West , 
Germany, from t'here seAt to Switzerland, thence 
·Monaco, and eventuaillly reimported td Fr-aince ·at F.r. 
2'50 ,pen kHo under a difterent trade name. 'It some- 
times happens wi'th such cases (especia,lily ,in the 
third word) that shunting, around the circuit happens 
onily on paper witho1:1t the corresponding, pihysica;I' 
movement of rnateria1ls. 

The most 1i1rnpo.rtant tax heaveff in the pharma 
ceutical·in.d u:stry .is Puerto Hicfo. A large propor,tion 
'of transactions between the USA' aind other :par,ts of y. 
the world, cO.lilillililenits Braithwai,te, go. ,through, " 
Puerto Hico. Wa11ifi street analyst J'ohn Buttles 'I! k · ,, 
ca,lculates that Warner-Lambert had a 111'0 percent 
return on its investment in Puerto Rico plant and 
eq,uipmen,t in 1976. For Abbot the figure was ~ 01 
percen,t while for Schering i,t was a meagre 90 
pefcen,t. In 1977, Schering, ,recorded 59.2 perceAt of 
its world-wide profits in Puerto Ric9; Squibb 53·7 
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percent; Abbot 48.4 percent; Smlthkline 45. 7 per 
cent. But Searle outdid everyone: while Searle's 
w~rldwide operations in 1976 and 1977 rain at a 
loss (at least were shown as so) its Puerto Hico 
subsidiary recorded over 1'00 percent of its world 
wide profits. 

·-.. A study of third world countries shows that 
~ pharmaceuticail imports into Columbia by foreign 

owned eompanles were overpriced by 155 percent, 
very much higher than the overpricing of other 
imports. Vaitsos estimates that if Coturnbia had been 

~r;,.aylog average world prices for ,i,ts pharmaceutical 
inf,Jorts, the country would have saved a charge of 
20 mi:lllion dollars to the Columbian balance of 
,payment in 1968. Approximately half of 20 million 
doltars in excess profits repetrlated by transfer pricing 
wouild have gone to the Columbian governmen,t in 
taxes (Vaitsos, 1'974J. 

Besides fiddling books, repatriation of profits 
from ,third world countries can be achieved by 
fiddling packages. A European transnational was 
found to be importing i,n,to South America sealed 
,packages of drugs which contained less than 
30 percent of the declared contents. By paying 
100 percent of the declared cost to the patent 
company (through a tax haven) the subsidiary was 
able to transfer 300 percent Increased profits to the 
parent. 

There are ma1ny reasons apart from evading tax, 
indicates Braithwaite, for a parent to charge high 
prices for ,i1n,tracompany sales to an aftiiHate, and low 

, prices for sales from affi!lia,te to parent. It might be 
J done to circumvent dividend repatriation restric- 
\ tions, reduce the affiiliate's exposure to currency 

devaiuat lon and expropriation risks, lower apparent 
profits when excessive pro:lii,ts might encourage 
labour unions to escalate wage demands and local 
customers (and governments} to demand price 
reductions, or simply to altocate markets,by making 
the exports of a subsidiary noncompetitive. 

Thus; if the control and domination of the drug 
TNCs has to be broken, their abuse of human heahh 
elimlnated and their crimes in the manufactura and 
marketing at heailth terminated, the fight necessarily 

-.-..... must be a poHtical one and not one of improving, the 
~ ~arkel and legal situations as most countries are 

·_,,,.. -4.esorting, to today. The TNC power is derived 'from 
their abHity to control and r;manipuila,te political 
affairs of both developed and developing countries. 
Only a manifestation of power of an equal force 
can otfest the drug TNC's choking hold over people's 
health and we(l(i being. 

Case Studies 
(1) ,Riciilardson-Merr;elll' : lri 1i960, asubsidiarv 

in the tJSAbegan ,the marketing of .a,blood-cholestrol 
.reducing drug, MER/29 .. (triparaino'li). In its first l2 
months 300,,000 Americans, used ME:R/29. Soon · 
reports flooded the market about its slde-effects • 
baldness, skin damage, chanqes :in, reproductive 
organs and' blood and serious eye damage incl,uding 
cataracts. It was later revealed ,tha,t the drug had. 
problems in the tes,ting stage. On grounds of 
integ,ri,ty, Mrs. Benhah .Jordan ·hadi quit Merrelt 
There was gross mantoulatlon of data in the animal 
testing ( monkeys) proqrarnme and gross misreporting, 

7 o;f facts to FDA, .inspite of the fact that comparative 
studies by·Merck and tJp~ohn had reported severe 
side effects. Even in the human testing stage doctors 
reported severe side-effects but Merrel!I chose to 
ignore them and fabricated the data for FE>A appro 
val. It was also reveailed' that the supervisor on the 
project 'Dr- Wil!liam King had not yet been awarded 
his medical degree! In the crirninal case that 
folllowed the defendants pleaded 'no contest' and 
after six month's probation and a pa:l:try fiine 
(dollars 80,000) the three excsutives we~e l'et free. 
In civiil suits that 1iolllowed Richardson-MerreHi r>aid 
200 millfon dolilars, mostly in o,ut-of-couirt settle 
ments. 

(2) Dawes Laboratories; Jn 19n; many 
workers complained' of sexual, impotence - some 
men had developed enilarged breasts, in one case 
requiring surgicail rem;iovaL Plant conditions were 
bad - venti1l1ation was practica1llly non-existent and 
the whole i:nterioir of the plant was covered with 
dust con,tai:ning as high as 10 percent DES,(a hormonal 
product) by weight. An, enqui1ry by OSHA resulted 
in a fine o,f only 21000 dollars. . . 

(3) Hofhnan-La Roche : In a patent hear,ing 
in Canada i,t was reveailed that the wholesa'le price 
of Va11i1urn is 25 tir:nes that of gold. It costs do Illa rs 87 
per ki,lo for the raw ma,tria,( for Vailium (di,azepam). 
To put the raw material into tinail dosage form and 
to label and package the tablets brings the cost 
up,to dollets 487 {high estir;mate~. "fhe final, retaiil 
price is do,111:ars HOOO for tha,t same original kiilo 
whi'ch has now produced 100000 ten mHl1igram 
tablets. ifhe seliling price is 140 times the original 
cost of materials aindi twen,ty times the tota,I 
production cost. Roche sales of Vailium in the USA 
alone in 1972 \¥8$ worth 200 mi1l!lion dolllars. :Roche 
~ells Va1li uim in Germany at tour times Hs price ,in 
Britain (both belong to. EEC). In Sri Lanka, Valium 
was quoted by Roche to the government as 
70 times the price charged by an ,(ndiain com'ilpany. 
(Contd. on Page 42) 
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. 2. Toxicity. of MIC and how to determine its quantity, in air.,G. Kimmerle and A. Eben Union Carbide Chemicals. 1964. 8 pp 
• 3. Range /inding tests on MIC. Mellort l'~stitute Special report, UCC Fellowship. Aug, 12, 1963. Report 76-75, .. 6 pp 
4. IVl'IC - i\c~te inhalation !-Hurti'an response to ·:1ow concentration, guinea pig sensitization and cross sensitization to 
other isocyanates. ·E.R. Kinkhead U Q. Pozzonl,' L.J·. Sullivan Mellon Institute. Chemical Hygiene Fellowship. Special report 
33-1 9. 1970. 8pp . 
5. Congenital, malformation induced by infusion of sodium cyanide fa the golden hamster. P.A Doherty. V.H. 1Form and 
R. P: Smith, Toxicology and A°ppld. Pharmacology 1982 9 pp • 
6. Long term' toxicity and carcinogenecity studies with 2,4/2,6 Toluene diisocyanate (80/22) ,in rats and mice. :E. Loeser. 

J'-,- oxicology 1'.etters 1983. 11 pp · 
7. Health effects of exposure to toxic gas at Bhopal : An Update on, ICMR sponsored research. 10.3.1985. 31' pp 
8. MIC : Chemistry, fate, pharmacological and effect;:: Ser.bjeet ljingh. D.rug Information 0esk. Department of Pharmacology .- t' 
Gandhi Medical College Bhopal, 24.3. 1985'" :v. ·• ,. ,: 4~J., 
9. Isocyanate .induced pulmonatvdlseases : Kcur.rent perspective. L, 'Bernstein J. Allergy. Clin Immunology, . .July 1982.8 pp 

10. Disaster at Buffalo Creek, Am .J. Psyc;hiatry Mar;clJ 197K ,22,pp '. (Several papers describing studies. on psychological: 
trauma after the iBuffalo Creek dlsaster'In the US)'· . , . :, 

If you vvouid lfk'e° to obtaln copies -Of :any •Ofthe iibove~'doctHl)e~ts Pi!las·e· write to us sending 0.50p per page, in advance. If the 
·numbet of,pages'exceeds 30 ,pi else a

0

dd ijs. 5,0b postage (ordinary b,ook
0

post). 
(For MFC fact finding team's Februaiy report:and for .i'iitormation· on its:· -forthcomlnq report of the medico-social' survey 
in Bhopal, wrlte.to 'o_r, R.avi Narayan, 32({ V Ma1n, ·1_ E\!<;ick~~Korama·~gaia,.Bangalore 560 034) 

; C '"' .,,~ .. 
. ,.. (Contd. from pole "37.). : :.,. · . -~~·n ,. ~- ~ • ., _ _;· It wa~ · 'r~called from the American :market a,fter 

ln Br,itaiin, R6'9f1e, -w~s,. sired _fpr abus,i'f'!9-·irionopoly ' • 1_7~-~c;>rneh were kilil~d. In arr enqu,iry later 1i,t was 
···.·· power l:5y its p~i.9ing'?f Y,alium_and·LibrLllm. ln_.out_- . , -r.evifa·l.~e;J:>~i-iat i:n the teststage physicians ·had ,re 
.· · of-.co,urfnegotiations J!l ~,975 Rocne agreed to pay· ported .unfayourable ,effects liike ,uterine pedora,tion 

. '$.7 mi,fllfo_n dollers. fo:r ·C?yer~p'ricing· their prcid'1'.JG.t~in . •and ·e.~t9'p1ic" pregnancies. 
the "previ0,us Hve,. ve·ar~ and al~0-. agre.eq to r'ec;iuce · :· l':he: 'sta~gering thi,lilg about the dul:lilping, in 
.th~ _:P_~ice at ha,lf the !~~el_o,f 19.1?· The }rnpor/ar:ice 1. .. the {

0

hi1rd ~or.J9 in this case has been the i:nvo- 
~f t~IS cas~ ;yv~s. that 1_t focu~:e? 1.nJer~aJt:pnal ~t~e~--- , lvet:r1e~t •of th_e tJS government's oftice of 'Popu,la- 
t1on .on overP,rtCllng, ana anttcartel SUlltS followed iln t' . . "th t'h' A'I"' ll•sA·J'"' h d· +·h · . . · _ • · ·~ . . ·. • • . · 10n w1, .. · e . u. ,:., · • ,u pU1rc ase , , •. e contra- 
v-anous countries. ' · ·· d. · · d" f · · .. , "' ' · cept1ve , ev.ice at • 1scoiu:nt ra,tes or assistance 

to 'deve1loping countries after the prod1:1ct was 
banned in the OS. •Doublest.andard for third worfdl . 
consumers ·wer.e ·even more rema,fkable when ... 
'Robi:tis !?Old· t:J~AI'D uns~erilised shie'lds in bulk '.f,,,-. 
packages at ·a· 48 -·percent discount. til'SAl:D j;us,ti-, < 

· "fies·. t~e · discciw1nt Daiiikon dump on the ·grouAds. · 
' of getling, im'or~· confrac_ep,tion tor the dol!lar. 

(4) '\:)pj.ohn a,nd A.·: H. Robins : UpjptJn's 
Depo-P.r6ve.ra, an injeetable: contraceptive for 

• ~o~en ~as .found through '.early -8::merican researcli: 
'ta :be- a'ssociated·with such a welter cit side~effects 
that '1ihe Fg.A ·h·a~·.,r:i?t only indicpted that ~he·product 

·. is 'notapproyc:1bt·e\ _·in the US, but -has forbidden ' . .. human testi.n.g·d.f the drng, in the .. US. Bu,t ihug.e . ,r I . • , 

, • quantiJies ate·f being dumped on the 'thiird woiJd •. 
. Tliroug11:lout Centrc);I Arnerica~one c;;:in walk.i1nto a 
' :·pha'.rmacy and-~,pu.rcbBse Depo Provera with~ut a 
prescriptibn. :Earfrer even most crf t~e te~ting, Cif the' 
·drug was <;Jone_in __ third wprld c'6unV·ieslike_. S'fazil, 
T~aUand, thile, Philii,ppihe~, Sri La11ka,, · Hong Kong, 
Egypt, Honduras; fem,;!Vlexi,co a,ncl Pakistan. ''When 
res·~arch i~to its . pos~ible effect O,fl the weight and 

. blood pres~ure of vyorrien taking the injections was 
· carried 'ouf in Sbuthi Africa, the researchers s~:w fit 
•. to . ~xamin~· ,hese fe~ture,,~ by experin:i .. ~nting "'!ith 
Negro (75 percent) aAd-Asiatic (25 percent}wom.er:h 
rather than .onwomen 'with. the same co1oure'd· skin 
as the resea;cherl/< · 

· Similarly A.H .. Robins has duf!1ped Dalkon 
Shields, an I UID, in some ~Q ttiiird world ,countries. 

·.•·· -· . ,· 

,. ,, . .. 
• _t_ 
·- 

,Ra.vi ·D1uggal 
D-3, Refinery View 

·, 62 63, Mahul Road:, 
Chembur, ·Bombay 400074 

References \'• . . • .c.· 
, "Braun,•Dorit,. Pharmac·e~tical, ,rransnationals in, ,Columbia, Ph.D, 

• ·th"e.sis, guoted in 0iatfna Melrose," Bitter pills, 1980. 
Fa,lto'r.usso, V.. Ess'emial ,Drugs.for the Third world World Health; 
' May• 1981, ,;, •• . , ,• ...•. · · 

• : Has(en;iere Gr~up,• .;wi;o1 :l)leeds' the 1D}ug. Companies, London • 
.Mahliir, :!i.;a!td'ah, _World ·Hel)lth ·Foru!T!- 1- (i), 198L . 

·.: Me_lrose,"Dianna: Bitter Pills, O)ffAfuC Oxf,ord, 1982. 
· ·Mintz, Mofton.ByPiescripticln ·bni:y (ear.li~r.JT~er.ap.eutic !Nightmare){ 
,. ' H~_ught'o~-Mif.fin,°Bos!9n;'f957.·~:--' ,. ~.P . .;., j 

.• ,'United ~ations Centre on Tr;ansnatlopaJ·.-t~rpqrations (UNCTC), 
· •. · ···rran~n..a_tional Corporat!OIJS· ,'and the.:,Rhaimaceutical Industry. 

l:lnited Nations, New··vork, 1971, .. t ... '~ ', ... - . . • . ... ... • • .... 
•• • - ·l:JNI DO,:,G1obal -~t/Jily .of.f49r'inacquf i,;al 'Jnduftr;y,. 1l:Jnited: Nations, 
, •.. • '1980· . .'; . ~ .-. '· I. ' .. 

_ Vaitsos, C,on,i;tanti[le, Inter ~oun_tr;y lnco!fle Oistr~b.ution and >Trans 
. na_tional Enterprises, Clarind?IJ ·Press,. Oxford, 

0
19'74. 

·~ ··i. 

42 •' .... ,• . ;)•' 
SocFaiist-:Health .Review 

. ·' ),.,It. •• : 



BHOPAL UPDATE 
... 

lRA(;EDl:'ES ·AiN,D lRIUI\IIIPM·s·. 
H1ealth and. IVledici1:e· i,1 Bbo,pal:. 

padma prakash 

March 23, 1985 : A premature baby, barn two· 
months too early died at the hospital. at the D'IG 
bungalow after a nine-hour unequal struggle to live.· 
The mother was a gas victim and had broyght the· 
baby to the hospital five hours after lts delivery by 
a dai .. The child had been put on ~xygen. The 'baby 
and the mother lay uncared for on the , floor of the 
ward until 8 p.m. when a.vlsitinq pedaetrlcian just 
happened to look in . on the-doctcr-in-charqe. He 
was directed to the child .. By then it was too late· 
No attempt had been made to clear mucous ·from 
nose and throat of the child and although the suc 
tion apparatus, dusty and rusted, did work, the 
hospital had no stock of small-sized_· catheters. The· 
heart had stopped, the hosptial had only coramine 
which of course, was of. no use. Th1;3 chi Id was· 
declared dead and a certificate was issued. There 
was no post-mortem although it was actually a gas 
related death. The mother had attended the ante 
natal clinic of the hospital three weeks before · and 
had been g,iven an injection - presumably TT, but 
had not 'been given any advice about her pregnancy 
m the necessity of a ho~~ital delivery especially if 
premature. 

March 24, 1985: A seminar on Pulmonary 
Medicine was organised at the Gandhi, Medical 
Colilege, (GMC) Bhopal .. The afternoon session was 
on effect of MIC on the lungs. There were several 
eminent speakets=- Dr. S R. Kamat of the K. E. M. 
Hospital, Bombay rapidly projected innumerable. 
sfides and summarised his findings on treating ·113 
gas-hit patients who had been admitted to lhe 
hospital. Prof. Heeresh Chandra, head of the Forensic 
department of GMC talked of autopsy findings 
screening slides which even his colleagues at the· 
college had not been alilovv.ed t? see until'tlien. 
His findings, he said, pointed to cyanide poisoning 
and vehemently advocated detoxification with Sodi- 

_um Thiosulphate (NaTS). Dr. N. P. Mish_ra peppered 
his presentation with long quotes from medical 
researchers from UK and USA to whom he had 
written. He declared that the gas victims · had 
died of carbon monoxide. poisoning. His own 
trials with NaTS showed that i,t caused a reaction 
two out of 200 patients developed· gastrointestinal 

symptoms and :;a,shes - and SO he VV.;c!S. Op.pq·sed: 
to Na TS. There·: were many, others :--'" -!311 _o( theni ·· · 
taking great paios not to reveal the. fulll _pefaiils • • I 

of their studies. In the dlscusslon: .that followed · : 
everyone seemed to forget that the focus her,~ 'was-, .. r 
-not a scientific thesis but the· f uture and ._!;le.ath'. of'~ 
lakhs of people. 

Sitting in that lecture hall. one could easHy 
forget the larger theatre of disasrer , ac·ro·s~ ·the eity. 
These two events lltustrate the emerging:· situation 
in Bhopal. In the qas-hit bastis the nigititmare of' 
December 3rd contlnues to haunt· th!3 people -- 
their 'health is deteriorating; state-run medlcal reffef 
is almost at a standstill, equipment [s inadequate, 
information supplied lsnil, doctors are u·ncaring and · 
in any case, no medicines help. In the ha1Howed 
halls of medical .and scientific institutions resear- 
chers are engrossed' in. intricate . debate·s to prove 
their favourite hypothesis quite losing track .c:>f :· 
immediate concerns. The rnacrowotld of two lakh 

.. suffering people has 'been reduced to the microcosm 
• hundred of odd hospital patients in the 'MIC wards'. 

, Typically the· medical profession has· transfonned 
the stupendous medico-socia:i' situation into a 
laboratory-based clinical/medica,1 problem. 

:,. 

38 Socialist Health Rerliew 

... ;: 

,' 
Reviewed' here· is the hea Ith .pict"ure in g:as-hit 

Bhopal as it has ·developed drning.these months aind 
the rr.ianr:ier ·in which the medical' comm~nity has 
responded to it. 

The Black days 
The Bh~pal disaster 'has been ca11iec:1 tlie viiorld:s 

worst industrial disaster~ and with .reaiori. The 
,number of.dead mount.eel in terrifyi~g· proportions 
- 350 by the end of D~cember 3, 500:. by th,E;! 4th, 
over 1600 by the !5th _Decef!1ber. One week atrer the 

· disaster a conservative estimate put the death toU 
at 2,500.' '.unoffici·al. estimates •put the · nu.mbers. · 

.. closer to 6,0Q0. But the exact numbers wiltpr,ob~bJy_ :, 
• • • • • I 

never be.known. : . ' · · ~~- 
. " . . • . , .. : • ,.; • .. r~ 

By the end of the third day·over 20,000. people 
were being treated in · the city's'. -seven .. h.o'spita1l~

1
• 

They came with complaints of, burnin,g. eyes, l,acrf- ·· 
mation, cough, breathlessness, nause.a·anc:1! <;li_i~zirje~s •. ~ ··, ,. 



Thai first day alone saw over . 1 O,COO patients in 
one hospital showing signs of eye damage-. - 

.. j ~ 

. ------, 
1/ -~. 

Bhopal's 3'50-400 doctors worked round-the 
clock at -nurnerous centres - make-shift tents, 
rnedlcat aid posts and the wards. Hospitals ran out 
of medicine and had to buy out stocks frosn the 
city's shops, oxygen 'had to be obtained from other 
cities. A hundred mere-doctors were brought in from 
the near-bv-tewns. · 

~ For a time no.one .• knew for certain what the 
· k11ijr'gas was. Some said thatit was methyl: isocy 

nate. others phosqene, None of the doctors knew 
how to treat the victims. 

It is now known tha,t the 'l:Jnion Carbide (LJCJ 
knew of the res ults of six animal studies ini,tia,ted 
by the company which provided enuogh evidence of 
the chernicaYs high toxicity. ,(Three of these listed in 
the Box) Moreover tfie Occupatlonal Health Guide 
lines tor MIC states ctearlv . that MIC might wefil 
decompose i1n,to hv.drogen • cyanide, oxides· pf 
nitrogen aind carbon monoxide c!t high temperatures 
(of. over 2,00°q.UC'sown standard line of treatment 
prescribes intravenous hvdrocorrtsons, oxygen 
inhalation and ,if cyanide ·poisoning. is suspected 
then' . amy(I .nitrlte. If. there is no effect, ·sodi,~r:n 
nitrlte a,rfd.NaTS are to.be administered. Yet, In the 
first week ', wh,en Bhopal's. doctors desperately 
needed informatlon to save [ives tJC held back vltat 
information. 

Many of the doctors .of Harnldla were on the· 
;Carbide plant's rnedical1 panel. Also UCIL 'had been 
~giving generous fonds. to the 'hospital and GMC and 

'"had set up a respiratory research uni,t and ward. This 
indicates a close enough .assoeiatlon between at 
least some of the hospital: doctors and the plant's 
medical! personnel. i(t is curious that the former 
did not know of the standard line of treetment for 
such 'aceidents' which had apparently been loag 
established at UC. · 

By'alil accounts the efforts put in by ,hundreds 
of people - the doctors, nurses and medica! 
students, the army, the police, the NSS and the NCC 

---~ volunteers arid· voluntary g:roups - in that first 
·X"""-... week was of heroic dir:nensions. (Many of them ) r . 
\.rla,~er suffered' :from delayed exposure to MIC). But 

ilia· government machinery took time .. to dissoeiate 
-:..._.__1 itself from the electioneering, recover from the shock 

and coordlaate rnliefmeasurep, · . "- . 

Operatiqn~·cov~~~,up_.:,. 1 
~- 2t . .. .•. ..,.6~ 

By December 6th ,itw~s, as one writer jnrt i,t, 
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'back to business' for government doctors and 
others; Private doctors and' n u1rsing: homes were 
also minting money and death and medical' certific 
ates were being sold at thousands ot rupees. • 
Hordes of experts began to arrive in Bhopal(: and 
everyone who was anyone begain to make stateme 
nts about the consequences o,t exposuire t,o the g,as . 
Specu,1,ation about the rea·I nature of 'the gas ran 
rife._ And the government put an embargo on i:nfor 
mation . .!Even the death ton was not revea,(ed on the 
ground·s that 'i,t was not advisable in publi<:: iinterest'. 

,. Autopsies were performed from, the third day 
but ,reports were ,not release·d. · They showed fl.u:id' 
fiillled (1ungs ,two-to-three tirnes heavier than · normal!, 
ulcerative changes, c!fuer.ry red' appearance o.f organs, 
arteri,alisation of blood' ..... T:o Dr. Heeresh Chandra, 
the autopsy "surgeon, they indicated . · cyanide 
poisoning. 

Even-as experts in the govemmer.it and outside 
it g(;jbJy began ;to· assure peopte tha1t the.re would! be 
no aifter-effects, many people who had' e'ar,l1jer ·been 
treated and discharged began to c.ome to :hospi,tails 
wi,th new syrnptorns·- shiver,ing, yel!low a,ppearamce, 
dryness of lililouth, voroi,ting, nausea, stomach ache, 
diarrhoea, skin fori,ta,tion and 'headaches and rnere 
serfously, conditions· ,l1ike cerebra,( pa,l'sy .iindica,ting 
the involvelil'lent · of the ,central' nervous sys.fem. 
More than t,000 patients were· on the criticailly HII 
list and at least 501000 bad serious. eye prob'lems. 
Some esti1rmated that at ,(east 500 ,of ,them would g,o 
blind but others 1like IDr. N. H. Bhandari, the superi 
ntendent of Hamidi•a Hos pita,( said tha,t there· was 
no caiuse .for anxiety andi that the b'liuHing1 o,f t'ision 
was due to the adrni1nistra,tion of atro,pine. "The 
worst is over" he stated and ,rul'ed! outt the possibi 
li,ty -of the gas al,tecting the brain. Dr. ·M. N. Nagu, 
Madhya Pradesh's diirector of heailith ser·vi1ces said 
tha,t there rni,gh,t b.e uilc~ration and' appealed 'tor eye _ 
donations .so that corneal. grafting· faci1Htjes could 
be oifferred'.' . ~ . . . . ' . 

Scientists from: ,t:JC'.s Research and .Develop 
ment cer:itre stated that the gas would be excreted • 
from the body im due cow.rse and only bronchodi, 
(altors• wer'eriecessary. Scien,t,i~ts. atthe 1lndustrial Toxi 
cologicail ,Research Cen'.tre tiTRC) Lucknow opined 
on the: basis 0.f · their study of .'li:teratlire that theJe 
would be no fu'.~ther damage because of t~e gas. 
And agricuiltural scientists were reassuring people 
tha,t then~. was no envir0nlililenta1I' damage and ca,uti, 
oning thern .. to only ,make sure that vege.tab'les were 
washed, wa,ter and miilk boHed 'before consumption. 

39 



By the end of the first week operation cover up. 
was weH o"n"its way. The panjc-stricken· s"t9te gave-. 
rmnen,t seemed mdre ~oncer~~d about • a'bso(,vJng . 
itself of any'respO'nsibility (dr the.di~as:t~r than ,aibo,~.t · ·, 
helping. the-rvictim~: ',W.hat is· most s_h:ocl<ing is that 
a section of the medical'-communi,ty coltabcrated , 
withthe government in .keeping medical 1fnformation 
under wraps: There, was deliberate fatslficatlon p;fi 
records, x-.ray and patl)otogical reports were refµ.se_d l 

to patients,' a11,J10psy 1f8pQrts were not given. to those 
concerned. In norina,I times such .i, gros§l.-dJSlElgar_d, 
for ethicat practice. would ·h~ve been so undly con- , 
demned. But in Bhopal it was and is ~U!:1~ified as 
being in ,the interest of cor.itrolling, publje panic and 
anxiety.· .· .. ~ ... . . .. , 

With thousands stlll suffering. from debiliitating ;Expert vs ,Expert : WhHe ~people suffer 
symptoms the only treatment .beingme.ted continued A fol:~ eight weeks after the disaster the 
to be symptomatic - eye drops, antibiotics and cor- deleterious effects of the gas were still. evlden: •. 
ticosteroids. 'Interestingly, the WHO toxicologists · New signs anisylil1ptorms'were ap:pearing,:....:.da-~ag3 
approved of the then current of treatment am.I insl- 0 the liver, kidneys, g.albraha,t, anxietv, depression, 
sted that there was no known antidote· for cvanate' loss o;f memory, ce>i:lfusim:1 and fack of co-ordination ·• 
poisoning .. Tfwo lone voices were· heard to assert deafness. and fanpo.terfcy.. By.the:e:nd--o.f the second 
that there, was antidote which seemed to be, effoc-, week there .had been 800 doctors ,wo'l:lding· :in 
tive - Na:FS. · 0Re of ,these supporters of Na TS ·,Bhopars 64 round-the-ctock medlcaf 'cenrres. -iBut 
therapy was Dr. Max Donerer, a German toxicologist t~o months, after 'the: disaster -most :of. the_ state-mil 
who had anrived io Bhopal. ,with ~ampoules. ofiNa!,s 9,perntions· were wi1rlding down.·Mobi1le ;hbs'pj~a(:;..-,....- 
and had started usiin@J{, _The oth~r ~as J~r · ~ee~e:sh . were st.iilll plyiing, but people had generally :rea,~li · 
Chandra )NhO on t_he basis of h1s·.autopsy fmdmgs ,.. the ineffectiveness of medicines. Ma:r:iY had tuin'ed . ·: 
believed that J~a1FS, wouM1be.effective a ad.had taken. · ' , 'v~ndors of aiiitibiotits; · an,iaddl and vii_amins. At 
i,t himself. "when two patients who had been given no time 'had·'ar:ry a:1:tempt been:=~~'ii~'ei B'y: the gove~11.:. 
NaTS djed, the Ge_rm;m. was·-•q['.Ji~tly packe~ :a.ff.. , ment agencies tC> ·give .~·editall';'ari·a __ h·~~'i~li tnfori:1~- · 
NaTS thergpy.was d1sco_r.it~nu~c:l.mJ.Jch to the.reliehof- tion to the public. People were· dis.trauight and 
UC's Dr. Lqya_ apd h!~ ~J.!IPJ!Qrt_e_rs 0.r. Mishra a,r;lci· ,.:confusedl.,Controv,ersies,abo,unded .arad th~ sjtua,tio.n 
or. Bhand_~r.i Dr: Chan9r.c1 :waspnethodic~ll:\risolated( \ ~as ,lil1ad~ .vvo;se qy.,the· ~l~a~-of ~~prec,y2._, , . \·: 
and ignored. Why was, Na TS therapy .discarded so. · • - · ·· · · : ,. _ .· . _ ,· .. , ••. _ , •.. _. _ , ,. 
,precipitously? The· deaths. 'it appeared,·were merely, , Earlier ih1,ft~a1m: ·s~n;t" .'.b·V:-th,~. '~oyal ~om!11<:>~~ . 
excuses · because the real, cause was never:· wealth Society ftir the 18:lir~~ · t;_~o as:serJed.thait no 
investig;ted. Also curious is the fact that no one permanent dama~e:or 6·1Jr1tJ,iies·s 'W:as' !ik,eJv'_fo re.suilt .. 
seemed te> have :questioned_ w~y.the second telex' American· 6ptha1lrrr1o'logists, vl.iere ?f the opinJon t~at _ 
from 'Union .Ca(bide r~versed .th,e -s1dvice given ·in.the . ' opacities w~re highly·li~~Jy \o q_ev.e_!RP._!:n th~-?.entres 
first to adminis,ter. Na.TS. One. o,f the arguments· · of· the corneas·thus·aH~cti1ng1_sig,ht. , 
against u,sing Ni'JTS was. that q(,though .there was . · .~ 

d · · d The 11TRIC:.team.reported·,that-the delayed effects evidence that._p_eople_ '!"ho .hac;I been a_ mi,n1Ster.e • .• 
Na::JTS seemed to recover .. ther.e w~s: np 'p_r-<:><:>f.' that: and neumlogicall sylillptorns ,perhaps indicated the 

· · · · d · h :presence .·Of· phosgene as well/ Th'ey a1l1s0· reported· it worked! The histqry of. me · ic1:oe . as ~een ,any:.' - . . . 
number 0·f situations when a.,therapy.'!'fhich has be.en-·: . that pufrnonary fibrosis was- a• possibility 1iin the · 
found to: be .effocti,ye has been us.ed beca!USe it is -. survivors ... Amer,ica1n, exper,ts saw clinical(· evidence ·Of~ 

· · _ diffused llillng damage. Others -denied that there ,._ · :needed and .only years later has the .mechanism of: b d , 
could be any permanent damage - they aHri • ute· · ,;,_ its ac,tion ,in the pody been worked out. T:he tragedy h · 

of Bhopa{ is .. that :it . is now acknowledged--tlia,t the '.high i!1ci~e~ce -~-f. !,ung _ comr;>lic,~~i?n~: .t~ .. ! . ~ > 
previously ex1st1ng _h1g,l:i rafas ot tulb!=!r<?ulos1s and 

thousands 9f li;ves couilch pos.siibly have been saved ~ther chro.nic 'rung~· problems. 1,n 'Boin'l:>a,v or. s.~: 
ff detoxific"!,tion with Na:VS had be(:m undertaken in · ··,·Kamat was ,r~ported.;to h·av'ii _tou~~, ~e'Videnc,e .o! . _ 
those firs! days. __ ·permanent p-u:hYlonary . da!:Tl'age; : of ?ha,ii~es ,in,. 

· ·' haemoglobin- and: :neurolog~,ca1· dam~ge. in . g~s. 
·J,tfected pat1'ents. at the :K.E.'IVi:"ii-tospital ther!?:. these 
'pa.tients we're_ put o~~'l'evairnes~L.Cs~ ·t,~r use9 _a~ an 
~nti-hel,m.i,nthiic} and 'the'- resfrlts .. wer·~. sJ1id t9 9e 

. promising. But tfu'e fuilll rep.6}i is yet to De ·pu\:>lis~ed:., 
· or presented. 
t .• . { 

Aro1mcfi ~his_time ·an~th1~\9~~tr~y_~r~y~w?i.9~~tiad .. , 
been brewing for so1:11e t1111;1e ,er:U1ptect A.nd 1,t reads. . 
lika!a horror story. ·since th~·seco·~:a·vveek_ther'eh~dj;~~· 
be'en reports' o'( sti111'births and-~bOi:,tloiis" alililOng the·. 

, _ _ ._ •• ,· : ._ .,. •.• _ _.: , •.. _ .... _•- __ t_• ,r 
a,ffet:1ed pregna1nt wome~. s.<?,,"!'l,e l;ia~idJa . d9cto_q,_ 
had· reported fiil"!ding _,ttaces 'of pi,iqs_g•~-~e iry ,_ihe .- . 
aborted foetuses: ~bortions ht gas,hi,i anhinals had ..• 

• . -. - °" "'• • --.~' I,'" T. - - • !. ,!'>--~ ,. • ; • t. 

• also been recorded.. Defence Jyliini~!rY _sour.c~!L"Ye!~. 
quieted as saying that MIC was known tQ-ca,us~ 
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damage ro the foetus. Although the Sultania Zenana 
hosplta! 'had set up a special antenatal unit; most 
of the" distressed and anxious women were turned 
away with assurance that the babies were safe. A 
survey in February / March of 1,900 households 
showed 100 cases of abortions and 22 stiillbirths. 
Neither the govermnent nor the medical pundits 
were wiilHrng to concede that there Jiu st might be 
some dang.er to the foetus either directly because 
of the toxic gas or indirectly because of the mother's 
health condltlons. Given the state of knowledge at · 

:-:------..,that time aH one coudd have done was to offer 
~lities for amniocentesis examination and uil,tra- 

~~bnography and abortion services to those who 
opted .for it. This did not even necessitate a stand 
being taken on whether 'MIC affected the foetus or 
not. But the authorities consistently brushed away 
these sug.gestions made _by activist and health 
gmups. When the Medico Friend Circle fact"-finding 
.team report in February suggested sueha course of 
action, ~he bigwigs. of medicine came down .heavily 
or:i,itforcausing,·u,n,necessary panic'. 11n February 
two members of the Medico Freind Circle conducted 
a clinic-based study of gynaecological probtems 
amonq the affected women in two bastls. They 
found high· rates of menstrual disturbances, non 
specific, whtte discharge and evidence of pelvic 
inflammatory diseases. Up until then these conditions 
had neither been recorded QOr reported. But again, 
no eHorts have been made to set up special basti 
based clinics or centres for women. 
1Vledica 1I Besearcll in B11itopal 

Not 1:mtiil: J;anuary did the ICMR and other 
J research aqencies meet to work out the strntegy for 
~ studying the impact of MIC. tn the same month 

irked by the heavy atmosphere of secrecy leading 
newspapers flad carried, severe editoriails criticising 
the ICMR'S unwillingness to divulge relevant infer 
,ma,tion. Perhaps as a resul,t of this or 'because the 
fines of a,u,thori,ty had now become clear, the. l:CM R 
released a first report on Bhopal. tlnforturnately the 
report .said Iittle but listed out the various projects 
:which had been approved. Surprisingly no compre 
hensive .. plan of. research has been prepared nor 
priorities determined !1 Research prejects have 
apparently been sanctioned on ad hoc basis. Despite 

~ the Director General's earlier announcements there r·- --_,;:was no large-scale epiderniologicail su,rvey listed. 
.s.e....;Earlier the MP governrnen,t had lnstituted' ,a, detailed 

.... ..:_·,. medico-social survey by the Tata Institute of Social 
Sciences i'lil Bombay under strict surveltlance and 
_superivsion .o,f the government authorities. For some 

~ unstated reason only a small ,portion of the survey 
··· was reported to have been, ;eornpleted. the rest 
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being, taken over by the government. And so there 
wi,111 never be a full-scaile epidemiological: survey of 
the consequences o,f the world's worst industrial 
disaster. 

According to the ICMR's latest update, it has 
funded twenty projects with a totail' budqet o,f 
over 11'56, l1akhs. Only three of the ,proijects. are 
of iless than two years dura,tion. tCMR's ad 'hoc 
approach wi1lil certain'ly resurlt .i,n a series .of ,research 
monographs years tror;m now, but how much wHI 
i,t helip the· aHected popUilation? ,In alil likelihood 
they will: never even hear about the rnsulits. The 

,. ICMR shourld' have ,n;iade i,t rnar:rndatory for aJ11 
projects. w"1ich dea:l,t directly wiith the a;f:fiected 
popula~ion to include a 'health ,education· colililp 
onent. H it had, we wouil'd not have the situa,tioin 
existing today of people being, :proddl:ld, peked, 
,examined· x-rayed, and b'leeded but never :being 
given. any ii,nformation or advice about their health, 
.thei•r pregnancies. Bhopal.'s aff.ected popul'a,tion ,is 
being, treated by •researchers as a set oii g,u1ineapigs 
in a gigantic laboratory. 

In the •midrlle of February the ICMR finally 
.released the results of i,ts NaTS dou:ble-b'lind 
tria'I and :issued a notification recor;mr;memding: NaJS 
to those fail whose falililiil'ies death. had occurred; 

· those :living within a radius o,f -two kr;m of the_ 
.factory and ,those with speciiiied! symp,toms such 
as nausea, tachycardia ,(high purlse ,rate}. · anorexia 
(lack -of appeti,te). aindi so on. But the sta,te g.overn 
menil: took no action om this untiili AprM' when 
the IOMR issued a .further ·set of g uide'liines. The 
centre cou!ld undoubtedly have acted to get the 
state to ir;mpl'er;mem: this decision. But i-thas- consp•i 
cuously and, distressing'iy kept. ,out at the health 
sCel)e in Bhopal. . 

There are some ,fail the scieniti,fic aind ,medical 
comm-i11;11ni,ty who believe that debate on scientific 
and medical' issues 11il11ust be confined to the 
pages of scientific joUirr:ials or seminars. The 

• esta'blishemen,t's desire and i,ts . need ,for con 
trol:ling, 1im,formation s,u,pports this archaic notion. 
In Bhopa'I this combined stand' of the state alild the 
professionals has had disastrous consequences for 
the people. · .... 
( Most of this. material has ·been drawn fr.om articles in 
newspapers and perfodicals written by a number .of people• 
Some of them are Kannan Srinivasan and Kalpana Sharma, 
,Indian Express,. Radhika, 'Ramaseshan and Jyoti 'Punwani, Sunday 
Observer, • Praful, Bidwai. Times of India, ,Darryl D'monte, 1'):1- 
·ustrated Weekly and; Arun Subramanyam, 1Business fodia. ·Other 
material, utilised: ICMR's Update on ·Bhopa'I, Rani, ,Bang, and 
Mira Sadgopal's ,report of the study of gynaecological,problems, 
MFC fact finding team's ·February report. ICMR•s· press rele 
ases and miriutes of the February meeting.) 
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10. Disaster at Buffalo Creek, Am .J. Psyc;hiatry Mar;clJ 197K ,22,pp '. (Several papers describing studies. on psychological: 
trauma after the iBuffalo Creek dlsaster'In the US)'· . , . :, 

If you vvouid lfk'e° to obtaln copies -Of :any •Ofthe iibove~'doctHl)e~ts Pi!las·e· write to us sending 0.50p per page, in advance. If the 
·numbet of,pages'exceeds 30 ,pi else a

0

dd ijs. 5,0b postage (ordinary b,ook
0

post). 
(For MFC fact finding team's Februaiy report:and for .i'iitormation· on its:· -forthcomlnq report of the medico-social' survey 
in Bhopal, wrlte.to 'o_r, R.avi Narayan, 32({ V Ma1n, ·1_ E\!<;ick~~Korama·~gaia,.Bangalore 560 034) 

; C '"' .,,~ .. 
. ,.. (Contd. from pole "37.). : :.,. · . -~~·n ,. ~- ~ • ., _ _;· It wa~ · 'r~called from the American :market a,fter 

ln Br,itaiin, R6'9f1e, -w~s,. sired _fpr abus,i'f'!9-·irionopoly ' • 1_7~-~c;>rneh were kilil~d. In arr enqu,iry later 1i,t was 
···.·· power l:5y its p~i.9ing'?f Y,alium_and·LibrLllm. ln_.out_- . , -r.evifa·l.~e;J:>~i-iat i:n the teststage physicians ·had ,re 
.· · of-.co,urfnegotiations J!l ~,975 Rocne agreed to pay· ported .unfayourable ,effects liike ,uterine pedora,tion 

. '$.7 mi,fllfo_n dollers. fo:r ·C?yer~p'ricing· their prcid'1'.JG.t~in . •and ·e.~t9'p1ic" pregnancies. 
the "previ0,us Hve,. ve·ar~ and al~0-. agre.eq to r'ec;iuce · :· l':he: 'sta~gering thi,lilg about the dul:lilping, in 
.th~ _:P_~ice at ha,lf the !~~el_o,f 19.1?· The }rnpor/ar:ice 1. .. the {

0

hi1rd ~or.J9 in this case has been the i:nvo- 
~f t~IS cas~ ;yv~s. that 1_t focu~:e? 1.nJer~aJt:pnal ~t~e~--- , lvet:r1e~t •of th_e tJS government's oftice of 'Popu,la- 
t1on .on overP,rtCllng, ana anttcartel SUlltS followed iln t' . . "th t'h' A'I"' ll•sA·J'"' h d· +·h · . . · _ • · ·~ . . ·. • • . · 10n w1, .. · e . u. ,:., · • ,u pU1rc ase , , •. e contra- 
v-anous countries. ' · ·· d. · · d" f · · .. , "' ' · cept1ve , ev.ice at • 1scoiu:nt ra,tes or assistance 

to 'deve1loping countries after the prod1:1ct was 
banned in the OS. •Doublest.andard for third worfdl . 
consumers ·wer.e ·even more rema,fkable when ... 
'Robi:tis !?Old· t:J~AI'D uns~erilised shie'lds in bulk '.f,,,-. 
packages at ·a· 48 -·percent discount. til'SAl:D j;us,ti-, < 

· "fies·. t~e · discciw1nt Daiiikon dump on the ·grouAds. · 
' of getling, im'or~· confrac_ep,tion tor the dol!lar. 

(4) '\:)pj.ohn a,nd A.·: H. Robins : UpjptJn's 
Depo-P.r6ve.ra, an injeetable: contraceptive for 

• ~o~en ~as .found through '.early -8::merican researcli: 
'ta :be- a'ssociated·with such a welter cit side~effects 
that '1ihe Fg.A ·h·a~·.,r:i?t only indicpted that ~he·product 

·. is 'notapproyc:1bt·e\ _·in the US, but -has forbidden ' . .. human testi.n.g·d.f the drng, in the .. US. Bu,t ihug.e . ,r I . • , 

, • quantiJies ate·f being dumped on the 'thiird woiJd •. 
. Tliroug11:lout Centrc);I Arnerica~one c;;:in walk.i1nto a 
' :·pha'.rmacy and-~,pu.rcbBse Depo Provera with~ut a 
prescriptibn. :Earfrer even most crf t~e te~ting, Cif the' 
·drug was <;Jone_in __ third wprld c'6unV·ieslike_. S'fazil, 
T~aUand, thile, Philii,ppihe~, Sri La11ka,, · Hong Kong, 
Egypt, Honduras; fem,;!Vlexi,co a,ncl Pakistan. ''When 
res·~arch i~to its . pos~ible effect O,fl the weight and 

. blood pres~ure of vyorrien taking the injections was 
· carried 'ouf in Sbuthi Africa, the researchers s~:w fit 
•. to . ~xamin~· ,hese fe~ture,,~ by experin:i .. ~nting "'!ith 
Negro (75 percent) aAd-Asiatic (25 percent}wom.er:h 
rather than .onwomen 'with. the same co1oure'd· skin 
as the resea;cherl/< · 

· Similarly A.H .. Robins has duf!1ped Dalkon 
Shields, an I UID, in some ~Q ttiiird world ,countries. 

·.•·· -· . ,· 

,. ,, . .. 
• _t_ 
·- 

,Ra.vi ·D1uggal 
D-3, Refinery View 

·, 62 63, Mahul Road:, 
Chembur, ·Bombay 400074 
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0/ALOBUE 

Wh4 the Scope of SHR Should Be Confined to Health & Medicine 
Artant Phadke and Dhruv Mankad 

The sharp yet substantive comments on the 
~), first issue of SHH by lmrana Quadeer and Bharat 

:,l' ' Pa1ankar/J·og.en Senqupta (in "Dialogue'· S1H.,R. ~l .3) 
am welcome and raise hopes of SH R becoming, a 
forum for debate also. We are responding to 

:o-- ~. lrnrana Ouadeer's criticism to clarify and defend! the 
-.,.sffndpoint taken ~by SHR to restrict the scope of •• ,s-.,.. 
SHR to discussion on Health and Medicine. At the 
same time we offer some critical comments on the 
materiel published in the first two issues. 

Thoug,h we agree with many of ;lffirana's ipoin,ts 
of criticism and with her plea for greater anaivtica! 
rigor, we want to point out that the errors she has 
pointed out do not flow from the decision of SHR to 
restrict itself to heattb and medicine. Her crltlclsrn 
on this point flows from her own confusion. 

The dominant 'bourgeois ideology considers 
Health and Medicine as primarily technical issues; 
and if andl when it considers social aspects, ilt glo 
sses over, hides the role of the essential relations 
("economic base") and the· class struqqle flowinq 
from it. On the contrary in the first issue the Edi 
torial Policy of SHR clearly states our standpoint 
that "From a marxist . standpoint, health can be 
considered as a part and consequence of economic, 
politicat and socio-cultural development of society ... " 

~/ (three more sentences on similar lines). Any 
{ discussion on Health and Medicine within this pers 
·"',,. -pectlve would necessarily be based on an under 

standing of society in general. Within the left, 
different individuals, organisations have differences 
rn, their understanding of the society in generaland 
these differences would naturally reflect in their 
analysis of Issuesin Health and Medicine. Arigo 
'rous, correct understanding of Health and Medicine 
would not be possible with a superficial under 
standing of society and hence Ouadeer ,is mistaken 
when she says that ":It seems to me that a debate 
concentrating, on health and medicine atone.however 

- :rigorous, tends to treat these general' concepts 
)C.,. .. _ ·superficiaMy." If somebody disagress with a particular 

'...,,· -..:;.p_iece of analysis o,f Health published in SHR, one 
"'-. ,,· can show how that analysis is wrong by discussing 

that particular issue in Health and may also comment 
upon the basic understanding of the person being 
'crltlclsed but there is no point in · having. a debate 
in SHR on the nature of the Indian State, or of 
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imperialism, Debating on concrete levels is not 
"an . easy wa,y out" as Quadeer thinks. Since a 
dlscusslon on hea,lth and rnedielne within the left is 
relatively new, it is a morn difficult path chosen by 
SHR compared to the option of publiishing in SHH 
debates on g.e,:iera:I issues . in Marxism. Let us 
il'lustrate our point by taking the same example of 

" Amar J:esa.nitpadma, Prakash's article 

The main weakness of this article is no,t that it 
has focussed on "Health and Medicine "alone", but 
that. on the contrary, it has unnecessarltv spent 
about three pages .on some of the deta,i,ls. of-quest 
ions Hke the strength of ,the lndlar» bourgeoisie, the 

- .strategy of eeonornic development after Indepen 
dence and. so on. l_chis exposition of strategy of 
economic development is not organicalily ,integrated 
in. their analysis of heailth and medicine in post 
colonjal 1lndia. For example. for rheir discussion of 
malaria and tuberculosls control programme, the 

. detalis about· number ,of strikes on the morrow of 

. Independence, or evictions .of tenants duri,rrg; the 
agrarian transformation etc were not necessary. 
The space devoted to these details could! have been 

- better spent on arguing: as to· what exact,ly was 
wrong. with these heailth. programmes, wha,t were 
their contradictions and so on. We are onily to'ldi that 
they are death-control programmes {is this bad?) 
and that they have been ,used to, divert the attention 
of the people by ·equc_1ting disease eradiication ,to 
technical measures. It is no,t made clear as to what 
exactly is wrong with tmese programmes. Would 
not there be a .n,afaria control! progrnmme or BCG 
vaccination 1in ~ sociailiist society? Is it that the pro 
gramme was correct but that i,ts .purpose and 
ideological use is being ,criticised ? Or· is 1it that the 
theoretical basis and the very oiganisation of these 
progrnmmes •is also being q,uestioned? We need to 
take community m~dicine much more seriously. We 
need to study and identify ·how bou,rgeois ideology, 
interests, seep.into the existing. discipline of com- 

. muinity medicine, and how a marxian appvoach can 
remedy this discipline into a fuHy scientific discipline 
which in turn wo,uld l!ead to appropriate 'heailth 
interventions as an adjuvant part qf socialist transfor 
,r:nation. If this is done, (and this is "not an easy 
way out") our criticism of the existing :heailth 
system wo1:1ld be much more substantia,I and 
concrete. (This is of course. a col'lective responsi- 
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bititv-of all of us and hence it is not at a:11 question 
of merely pointing out mistakes of those who have 
ventured to come forward; with whatever analyses 
they have.) ,Howiyer: _we· also believe that n rigorous; 
analysis of the concrete - Health and- Medicine 
keeping in mind its dialectical relationship with the 
society_ at large should and can point to the general 
dlrectlon ·of one's analysis of the society as welt 
Amar-Padrna's article fails to do so. Instead their 
an alvsis of health and medicine is disjointed from . ( 

their analysis of Indian society. The two analyses 
are merely juxtaposed without any obvious inter 
ra'atlonshlp having been.establlshed. · It is a much 
more demanding task since in [ndla, such questions 
have so farnot beer:i discussed 1within the left with 
any depth. 

What is the ,imp'lication of Guadeer s suggestion 
not to leave out issues of .wider social order? To 
continue to take the case of the article by Amar 
Jesani/Padma Prakash; such a suggestion would 
logically mean that ,if somebody does not agree 
with (for example) the authors' analysis of the 
strength and-independence of Indian bourgeoisie he 
would . go Into that question and put forward ·a 
criticism and ,give an alternative. SHH would then 
read like an EPW, or a Social Scientist; and not a 
journal on He?lth and Medicine. On the other hand 
she could concretely analvse the health issues from 
one's poliitical point of view and present an. alter 
native view Qn politieat economy of health, thereby 
refutfng. at tthe saine time the'" author's viewpoint 
!egarding .e.g, the-strength and independence of 
tndlanbourqeclsle. · 

. . 
Those ;,doctorn and other health-workers wb,o 

were .attracted to merxlsm because loit ~e found a . 
better approach to handle our own "conteadlcrions 
and for· retating, ourselves to the wide~ _soci.ety ... :·. 
would deffnltely, find SHR very me_aningful if .it . 
contains analysis of their own field from a wider 
perspectiveof hlstorlcatjnaterietisrn., The first three 
issues of SHR- have demonstrated this b_y analvsinq 
different aspects of health and medicine on a wider 
basis without however getting involved into a dis 
cussion on the mode of production or the nature of 
the Indian State. We very much balieve that the• 
concepts o,f historical materialism need to be grasped 
and used accurately, rigorousl:y (otherwise one 
makes statements like--" since a mode of produc 
tion is reproduced not only at the economic but 
also at the politlcai and ideological levels ... " a 
statement betraying. confusion between "mode of 
production" and "social formation.") but it is not 

the task ot SI-IR "to develop an analysis of society 
al,> well." ... 

Articles in.SHR need to be accurate .on. the 
technical matters as well. We would only,. register 
our strong reservations about c· Satvamaia's · 
analysis of dysmenosrhea (painful menstruation) 
See her, incorrectly titled article: ls ·Medicine' taher- 
(ently Sexist? SHH 'I"": 2) At least our textbooks and 
teachers did nor tea'ch1 it the yvay Satyamai~·has put 
it. We also want to register our· surprise about the 
way Srilathe Batliwata (Rural.Energv Situation) S-HR 
,'.I :2· h'as arrived at the~ca'I-O'rie intake of afarni,fy {pp)5l 
and used it as a basis for her startiing, conclusi0n{gf 

:r-a daily ·deficit of ·100 6alories for· ~:·woman and~ a 
surph.is of 800 Calories for a man. One•. can't take 
up these qu!?stions ,in- this short: letter., We 'hope, 
somebody else would take up these ·questions in 
some detaiH. 

Dhruv Mankad, 
• 877, J:oshi Galli 
Nipan,i.591 23 7 
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RACE A:ru-1i'·=HEAltH·· ,CARE·'·· ..... ·· 
Pe,rsp ec1ive··jre·m Clil1iicago . ., .. \ 

:: . : 

bindu .t .desal ··· 
ln;tl,e past JO years the US expenditure in !,ea.Ith care· ·!,as multiplied several times now amounting to 

more than one :billion dollars per dey. This fantastic growth has not led to a· closing of black-a.nd-white !,ea/th 
differentials. The health care system mirrors the racism and inequalities ifl .. ·American society. Ihls. article 
begins wit!, a 'tour' of a medics! centre complex in Chicago's fin.ant:ial and business district where the racial 
divide from a white, private luxurious hospital to a non-white, pulJlic, run-down hospital is unashamedly 
acknowledged. It goes on to show how black health statistics which had improved are now undergoing a 
reversal, and the Reagan administration's health budget cuts drastically affect the poor and the blacks. The 
oppression and exploitation of racial minorities is not unique to the US, The status of blacks in the US and the 
treatment meted out to them has obvious parallels to the situation of dslits in India. This article, we hope will 
motivate similar studies of caste ism, communalism and sexism in the Indian health sector. 

The 1;.J,ni.ted States and South Africa are the on!fy 
two ind1fatdalise.d ;countries in the world ,facki1ng a 
system tha't guarantees medical care tor ail( who 
need ,it. The past 35 years have seen an exponentlai 
g,r.owth In tbe. Hni,ted States both in· the general 

' J • - economy and in.the expenditure on health care 
which by its'elf ,now.'arr-i<;>tm,ts to IT)~re than one billion 
dollars per day t Ble'ndon and .. Altman, 1984). This 
growth has not 1fed to· equal access 1·0 hea,fth care· 
m to a Closing of':black-w.hite f)ea,ith {fifferen:tia,ls. 

This ;perspective wiH examine heaif.th care in 
the US at di-fteren,t [evels. "First we wiiH tour the 
cong1fome·r-ation of hospitals and universities known 
as the Medfoa1f Center on the west side of Chicago 
The outward ··differences noted on this tour wlfll be 
shown to accu;};a,tely mirror the larger racism and 

, inequa:fity ,in Amdrican society. We will then examine. 
-S I 
, popula,ti_on-based health statistics as they pertain. to 
'¾ race. After discussinq .medlcat education and 

affirmaHv.e action (tt,e rough US equivalent of a 
reservation system in medical schools) we wiH 
analyse future trends in US health care. 

A ·Tour of tile Meclical Center 
About a miile west of the Loop. Chicago's 

financial and business. district, lies the sprawling 
Medical Center complex comprising, two medical 
schools, four major medical institutes and said to 

" contain;:· VV·ilh typjeal. American hyperbole, "the 
largest collection of medi'pafexpertise in the world." 

-~ · -- the apex ·of this. medlcaf pyramid' is the Rush · 
/ "..-~,Medica1f school with ·-i,t's 'Presbyterian-St. Luke's 

. Hospital (PSl.). 
- ,: --- 

·This complex occupies six bui1fdings, four .. of 
which were built in the last 10 years, elegant 
hulks of steel and aluminiur:m, spacious, airy, the 
newest resembling a Hya;tt hotel, complete with an 

atrium and indoor plaints. Across the street from 
PSL ,is the bottom of. the pyramid, Cook County 
Ho3pital {CCH). Consisting .of eight buildings, a 
complex bullt at the turn of the century, CCH is the 
on;ly institution for the poor of the Chicago area. 
Unlike 'PSL there are no carpets in the foyer o,f :CCH, 
no cushioned chairs either. When one crosses Hanison 
street, one crosses the racial divide in the US from a 
white, private, luxurious hospital, to a· non-white, public, 
ru,n-down. .hospital. A casual( visitor cannot faiil to 
notice that something very fund'amen,ta:f has changed 
in that short walk across a street. 

,.-- A b'lock away from CCH is the Abraham UAcoln 
School of Medidrie · affiliiated with the University 
0,f. filifinois (U of I) Hospitals. The medicail scf;iool 
and hospita,I, a're wn by the state of 1n1Hnois. They 
too have spank,in9 new buHdings, 1meat .coliumns of · 
cer:nent and g1lass ,that are centra,My air-conditioned, 
along with old red 'brick structures that house the 
pres.tlgious Neuiropsychiatdc 'lnsti,tute and the old 
hospital. At the south-west edge ofi the Medical 
Center is the West Side Veterans Adr:ninistra,tion 
~VA) Hospital, an insti,tution ruin by the federal 
government. The U, ol f, hospitals and the West Side 
VA form t~e body qf our pyramid. 

These four institutions cover ,the diffieren,t types 
of hospitals in the US except for the newest and 
fastest growing type -of hospi,taf, - the for profit 
hospital - a, separate entity in ,itsef,f which we wiH 
discuss !later. PSL dornina,tes the area in terms of 
the facilities offered to the pati,ent, both those 
providing physicial cor:n~ort and the latest 1in rnedicaf 

,fnvestigative tec"1rnology. At PSL there are no i('ong 
waits in the Ernergency Departr:nent(EDJ. The patient 
is admitted to a private or semiprivate room with an 
attached 'bathroom, each bed has a telev-ision set, a 
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telephone, and the hospltai is centrally alr-condt- · 
tinned. A pa>tient who requires an x-rav. procedure 
or a visit to a subspeclallty clinic is seen wlthoutlonq. 
delay. The waiting rooms ofthese clinics are cheerful, 
prc,vided with rnag.azines, and so on. 

In contrast, GOH patients. often have to wait 
ei,ght to ten hours before being seen in the 'ED. As 
the hospita,l' has very few semiprivate rooms, most 
of the patients are in a, large general ward. The 
wheel chairs could very easily be exhibited 1in the 
Smithsonian's museums, patients share a common 
bathroom, bdng their own television set or radio 
and may use the few pay, telephones that are 
available in each ward. Except for the Intensive 
Care and Trauma units them is no airconditioninq .. 
The many bu1ildings of CCH are unsatisfactory both· 
,in summer andl winter. The wards. are stuffy and hot 
:in summer and draughty and cold in winter. Leaky 
ceiliings and falling plaster are not uncommon. In 
fact the author's office, which is on the third floor of 
an eightstory buHding, was flooded after a thunder 
storm and many books and ioumats were damaqedl 
lihe patients at CCH wait for nearly everything-wait 
to be seen by a physician, wait for the diagnostic 
tests to be performed, walt for their medicines, wait 
in the corridors and hallwavs of the hospital. No 
magazines are provided' for these patients. 

CCH patients also have to wait before a Health 
Systems Agency grants a certificate of need for · 
expensive x-rav equipme.o,t. The hospitat was · 
amongst the last in the Chicaqo area to obtain a 
CT scanner and paid PSL nearly 50o;ooo dollars 
per year to use PSL·s scanner. Presently PSL already 
has the equiornent.for Magnetic Hesopa'nce ·Imaging 
so that the trend of an "underfunded public hospital 
spending, some of ·its scarce resources to enrich an 
already weal,thy private institution continues" 
(Schlosser and Cohen, 1981). PSL and CCH are the 
two ends of the pyramid - the apex rich and power 
tu I' serving !largely white patients, the base poor, · 
relatively powerless serving largely black and 
Spanish-speaking patients, mostly from Mexico 
and Puerto 'Ric'-> (Latinos). The l.J! .o,f :1 and~ Westside 
VA fall somewhere ,in between these two extremes 

,in their faci,Hties and equipment though iin neither 
hospital are the patients forced' to wait loflg, hours 
in crowded hailils nor do tlley have to be in a large 
genera,! ward. 

Since 981 when President Reagan began cutt 
ing. bac'k on 'health expenditures, CGH has seen a 
phenomenal rise ,in outpatient visits and transfer of 
patients from other hospltals, Outpatient visits have 
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gone up -frorn 114,262' in the first quarter- of 1981 to ·150, 146 in the same period ,in 1984, · an increase 
of 24 percent whUst transfers of patients, largely 
because of tack of third-par,ty payment whether by 
private or governmen:tail . agencies, have gor,ie up 
from 110 a month to 900 a month (Pharmacy News 
letter; 1984). ]fhere is the typica,I, capitalist pictuire 
of smaller pri,vate hospisals dosing units and layi,r,i.91 

· off or dismissing' .. staff whilst CCH becomes more 
and more overcrowded (Kotuilak, 1.984). 

Let us now leave the Medicail Center· and survey 
the :lar.ger issues that determine the archi,tec,tu(e~~~ 
the distribution and the raciail eomposielon of ttflEf 
complex. 

A Portra,it of tlile ,l:Js.A · 

a. Demograplilic : The black population, which 
has risen from 9,_9 percent of the tota,l in 1,950 to 
11.7 percent in t980, forms 26.5 mH11ion of the US 
total of 226.5 mi1lilion peopl'e. The Sout:hern states ·Of 
the· US account for more than, ha'lf of the tota'l1 

black ,population, 1:4 · out of .26.'5 ,miillion. Bilacks 
have moved from the rnra:I areas to the centre of 
citi'es andi the suhuirbs, whereas whites have moved 
out of .the centre of ci.ties to the subu1rbs. tri the 
past two decades the popula,tion of farm workers 
who are black has dropped from 1' 6 :perQenit ·to ·4! 
percent. ln 1970 seven maj~r cities had' a :black 
majority compared :to seven;teen, in ,19:8.0Jn an 
additional 113 cities bliacks comprised! 45 percent to 
50 percent of the :tota1l ,pop,ulatior:i,. 

The• seventies saw .a decline ;in the nllimher of ·:male- 
""-.:, 

headed family households from 73 percent to 63petcent a.nd .-!_ _,.. 

ail increase in the ndimber of households healed b,y ,women, .l 
tor Macks it r:ose from 31 perce.nt to 47 percen{, to.r'whites, 
from 8 ·percent to 13 5 percrnt. Fitty-fiye pe'r~ent of 
all bliack children were 'born to unmarried mo,thers ·· 
compared 10 9.5 percent of white children. Forty-·, 
two percent of ail black chill'dren Hved ,in two-par,en,t 
fami1lies compared' to 83 percent of white ,chi1ldren: .... 
Forty-four.percent of bliack chiildr~n were living; or:ilv ...• 
wMh theiir mo'.ther compared to 13.5,percen,t iOf vvlli;te 
chiildren. Moreover, the madta1I _sta,tus o,f t~ese_ · 
mothers differed considerably :by race~' 29 :per,cem •· ., 

: *: ~ : ., 
of the black mothers were sing1le, 37 p·ercent separ:t-" · · 0 

ed, 9 percent widowed' and 25 percent divorced!,·:.·. 
whilst the fig,u,res for whites are 7 percent, 29· per- , _. 

d 52 . I >J ............. cent, t 2 ,peircent ain · · · · percen,t respective y 

b. lncome : In 11975, the peak .o;f a 2'5-yea,r 
u:pward trend, median black famiily i1ncome was 62 
percent of white famHy iincome. By 1982 it had 
droppedi to 55 :percent. Black famillies with incomes 
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under 10,000 dojlars rose from 36.5 percent of the 
"""" ,; black tota] iir:i 1970 to. 40.5 ;p~r~ent 1in 1980, whiilst 

the f1g.u1re for white families remalned sta'ble around 
1:6 percent. Jn the past decade, the p_Ol(erty ,rates 
have go.ne Up for aill races, for blacks from 3L~ 
percent to 3'5. 7 percent; for Latinos from 22 percent 

yJ_ to 28.4 percent aind for whites from 8.4 percent to 
12. l percent (Pear 1984). The Income gap between 
black and white famiil!ies varies with the cornposirlon 
o.f the household and work experience. When a 

- -. family has :two earners black median income ,is 
• - • I 
~rs 2'0,000 compared to .dollars 25,000 for 
whites (81 percent of white Income) whereas for a 
famHy headed by a womanr-black median income l~ ·· 
doUairs 7,425 compared to dollars 12,000 for .whlses 
(62 percent of white income) (Hacker, 1983). 

.Seven-and-a-half percent of black famities earned 
more th~n 3h,00O dol,la:rs compared to 17 .5 percent 
of white fami!l1ies. At the 'highest income levels in . 
excess ,of 75,000 dollars there were 548,000 white 
men (0.6 per<;:ent), 11,000 white women (0.0~ per-. 
ceJ:i,t), 4,000 black men (0.03 percent) and less than 
500 {0.·004 percent) black women. The programs of 
the past 20 years that were meant to aid minority 
businesses' have had little impact. The total assets ot . 
aH minority business smount to less than 1 percent of the, 
assets of the Bank of America stone. The top 100 black 
business lis.ted in Black Enterprlse tog.ether have 
assets less than that of the 500th corporatlon listed 

1in For.tune Magazi1ne'l! top 500 corporations (Stok 
es; a,981!~. 

.J ;(;_ ·Emplp.y.ment: l:'fie overall unemployment 
}'~rate whi?h .w9-s 7.J ,percent in .June 1984 is 18 

percent for blacks, arid .- 4.3 percent for black.teen- 
-- ag!:)rS. ih.e proportion of black males ;parcicipati:ng: 

in, the. labo1:11i force has declined from 83 perce!;lt 
,in 1'~60 .. to , 7.1 percent in 1980; whereas that for 
blaqk women increased from 48 precent to 53 per 
cent, and for White women from 37 percent to 
51 percent Black Americans are over-represented in poor 
paying jobs such as garbage co1/ectors {fJ5 percent} and 
household servants .(54), whereas 'they· farm fewer than 1 

,perceflt of all eiected olf(cials, engineers, lawyers and 
2.6 percent ol;all university p1ofessors and p'/Jysicians. 
.The. public- -seetor is a' re.l'ativeJy better -source of r- employi:ne:n,t for ,black college ... ,gra·duateS' .. Fifty 

--- "':-Seven percent o·f black male· college graduates 
-. were employed by the government, comparred to 

/ 

27• per,cent-· of whites. The fig:ures for women· are 
72 percent e.f.btacks and 561percerit·of-whi,tes1 res- 
:pecti.vely. Whilst 'blacks comprise 4;4 percent of 
the· .federal,. dvi1l service they for.m 30 percen:f o,f 
,the army and 20 percent of aH tJ1S defense forces. 

June 1985 

These ;percentages have doUibled in the last :decade. 
However ,onty '5.6 percent o,f ·the oiificers ·a1rn black .. 
8,1,ack ,emp_loymenit ,in the pub11ic sector 1is a matter 
of necessity. The US !la'bou:r ,mairket ,is genera111t,y - 
maniipula,ted by 'big bLJ•si1~eis to keep 'bl'acks ·out o;f 
pri:va,te sec,tor jobs. They are discrim,i.n,a,ted ag,ai:nst 
in hiri1ng and aire forced to take loweJ paying jobs 
regardless o,t thei1r qua,Nfications. For ,instance, black 
women with ed'ucation simi!l:a:r to white· men, ,e.arn 
only halt as much as whit~ ,r;men',' a:nd ·,eaHfi:ngs o,f 
black men are 70 p~rcen;t of ain eq.u:ivalentiy q1u,ailified . . 
white worker. Black·s have fow seniori,ty beca~use 

1'o,f past discri!fillina,tion, where certai,_n trades· did nof 
admif blacks to thei1r ro'lils. and they ·have less 'work 
experience bec~use of _unemp'IOyment a:nd 

1

deriia1
~ 

of equal training and ed1ci'.ca,thonail, opportu1niities. 'If 
the.re Were equal' opportuni,ty in the 1iab_o1;11r market 
the black-white ratio of per capita ea1mi1ng_wouild be 
89· percent ,instead: .o,f '.58 percent: The estir:ma:ted 

· losses due to employment ·discri1i:niiria:tron -E/xceed 
by a factor o.f 1.1 the estimate<;!, . ·excess. wel,fare • 
payments to blacks lSwin,ton, 1i98.3f.. ·: 0 

.. 
d. Co:ime and 1Pt1Aiisbmemt :' iB'lacks ,:t6rmed:1 

22 · percent of the total1 number o,f arrests rifade· in 
1980 and 48.5 percent of a· to,taJ state prison· 
pOpUilation · of 272,348 in 1981. The l:.!l'S hlact( 
impdsonmen1t ra,te of 498/1100,000 [PO;pulatioh for 
1981, which can be compared with South Afirica,'s 
471/~·00,000 tor 1976. (Ki,ng arid Whi:tmaA, 1:981,), 
is the highest in the world .. The US white ·ilililprisoh 
rnen,t rate iis 75/1'00,000. Finiy p·e1:cent o(!h_e p,risone;s 
on death row a.r,e Mack. Since 1930~ whe.ri records 
were fiirst kept, 405 bl'acks hav·e been executed 
for rnpe compared to 48 whites. ifhis fig:u:re does 
nd,t ijncliude the men 1lynched' by white mobs. 

e. 1Edt1catio,n, : In the past 1:5 years b1'ack 
en·rolilmen:t in cOllleges has doulb'ledl from 5 to 10 
percent. Al.though. 70 percent of ,their paren:ts 'had 
never attended college and 45 percent had not fini1- 

shed high school, :these parents by workii~g at twa 
jobs and so on have g,uaranteed their children higher 
education which they. ther:mselves were deprived of. 
Government programs. have also p'layed a, role bu:t 
the ,Reagan administration has cut back aid a'nd 
ier.liuced spending. ior disadva,rJ·taged students :b:.,, 
f7'percent and on leans by 27 percent ,(Pear 11984). 
Twenty five· percent o( black co11i1ege graduates, 
20 percent of·high school graduates and 30 percent 
of high schoo(dropouts were unempl'oyed' colililpared 
to 6.6 percent, 6.4 :precent anq'1;6.4 percent frespec 
tiVely of whi.tes). For bl1ack students 45 percent do 
::ri.Qt complete higih school', another 30 percent gra- 
d_~a,te..fr.Olilil· high; sclioo(; and 25' percent go- ,on to 
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col'lege, whilst among whites the fig ures are 14 
percent, 30 percent, and 56 percent, respectively. 

Death ,Rates (per 1,00,000 Population) Homicide Accord,j,ng, 
to ,Race and Sex 

".fhe State of iBlack Heailth: The life expectan 
~Y for blacks (68.3) is shorter than whites .(74.4) 
by 6.1 years. The infant mortahtv rate for blacks 
is twice the whi,te rate, 21:8 vs 11.4 deaths per 
1000· live births, ·a phencime.non attributable to· [ow Black· Male.s 

bhth-weight, pneumonia, and influenza, and eHect White Males· 
ot maternal, disease upon the newborn. How~ver, · ·· 
8!? Sulli~a11 points 'out, "These averages obsc~re:. Black FemaJ~~ · M,

8 15
-
0 14

·
3 

some apal!ling ffgu,res in some rural areas and White' Fem~ies • ~- 1 ;5 2.2' 3.0-: :- 
inner clties of oii,r country. For example, ,in Georg.fa )' ..... · ... :· .. i.• • ·: • •)>. '•. ·..,:. 

(in the Southern US) today the ~yerage me· eipec~ . . (S·o~1rce ·: US. ·Dep_artment .of Hea,lth and 'Hulililan 
tanev of blaeks , is 8.4 year~ shorter than :tliat .: · -S;ervices·Health; 't!l1rt1.ted!Sta,tes, -1982-. DHSS publi-. 
for whlaes, In' six rural c:ou,nties·i1ri Georgia~;the· cation 'No'. {P.HSJ•:83,1:232 Washing,ton 'D.C.: US 
life exp'ect.ancy· for black·. males· is only "49.16 jo· , ·-cfo·vernmeA,t Printing O,f!ice··'Dec·., ·1.982) 
51.5 years ·whereas the average lif.e expectancy· · ·· · · · h' · ·· ·.· . t·.h · .,,; .. s· -Ag. e adiusted death '· · . . · . . ' :. , ·. · · . ·. : . · ... , •. for: ,non-w 1t~ ,men ,i,n,, , e _u... · . • .. ~: · , 
.for w.h1te m~I~s 1,~,; t~e_ ~arne _ counties is ,from for homicide.~ have cllmbed s~eadi,ly. in the past 20 
5~.5 to 69.6 years. !n. ~ernya, one of the -=. .... ars (see Table), As the ,table· ,indic~,tes, the homi- 
·aevelo.ped and poorer countries of the world, the": ye · · · .. ·- • .· . . 

• • • . • ·· •• : • . . • . • , • • • 1 •• cide rates for bl:ack Jrnen;. ~r,e severn~ times that for 
average._ hfe e~p_ec~a~cy ,of ~~e ~~I~ popuilation. is whiate men, whose ;ates are lower than those for 
~~' .3 y~ar_s, ~xc~edmg .. that HI: some rur~l ?0u~ties black worn;ien. •S-1,ackshayea ·higher dea,th ra,te than 
,,in_ Ge~r,gta. In._ 19~0. in 50 /~rat ?ounties_a~ong whites for 13 of- the as 1leadi1ng caiuses of death. 
Georgia s 159 cou1nt1es the infant mortality ,rate . . d'' · ct· b" h · . · - · . ·.· ·. . . ·. • .. · , . . . 

1000 
r . b'. h . Other.sig11Mf1cant · 1,,fw~flces c1r~ '!n 1a etes, nep n- 

for ~-Ia_ck~ was h1_gher tha;n 30 per , ... , 'i~e _irt , s_ . ·tis,. septicern[a.a.od c'.h.roinic li'(er disease and cirrho- 
and, i,n, .16 ~o.~1~t1es the rate_ was -~igher th8~' .~3; sis, where the death r~,te.,is twice that of whites. 
per 1000. ~m:u,lar _r~,tes ~re fouod 1~ _ma~y.. r~,r~1!. . [)eaths. from cirrhosis increased' ~y. 50 percent for 
ar~as and mner c1t1es all o_ver t~e Umt~d, St:ates. .w:hi,tes in the ·past 25 years whilst ior :blacks they 
,(Su!Mivan, 1983.).'Ab.1'ack·rnother·1sthreet1mes,m., ore .. - .. a· 2,0 . . t: · · 
• • · . • • . · _ • • 1 ~.' increase : ·• · ,percen, -: · 
hkely to die of comphcattons of pregnarncy, ilabour 
and puerperium th~n a white mother. A:black mothe.r 
is ,more Mkely to ha:Ve had very tittle or no prenatal 
c~re. lin spi,te of the severe soci~,I and econor;nic 
stresses oh black ;fairnilies the incidence of recognised 
child ab\Jse is simHar for black~ an_d whi,tes, around 
11'f1';000 

1960 1970 1979 

Total 5.2 

3.9 

9,1 10.4 

44.9 82.1 

··1::r 
71.3 

10.1 

• .t " . 
,let. us look at some other .heailth statistics. 

Re.guilar dental health care 1i;i us·u;aiUy unaffordable 
(AP;H, 1•982). ,In 1978, 82 percen~ of ,rural Southern 
blacks did not visit a: dentist_. For a white fami,ly a 
perfect s.et of teeth wi,th the abiility to flash a briilliant 
smile ,is a sta,tus syr;nbol, and-.middl~-class talililiilies, 
of eitber ,race, can spend near,ly 1500 dollars, iper 
chUd for ,orthodontia. Semi-an·mual' dental visi,ts for 
reg,u,lar cleaning ,of teeth are. roiutine. for them, while 
dentalc·care ,js ,out of reach for p.oor ~arnillies, black 
or whi,te. 

T,1;1e incidence and causes of head in~ury d!ffer 
for blacks and whites, the black incidence for both. 
iriner-c'i,ty and suburban blacks being twice _that of 
whi'.tes '(400 vs. 196/100,000). Interpersonal' a,ttacks. 

· were either the leading caiusei as in,inner-city blacks . ., • -, : ~,1 .,.. • 

(176/100,000) .or the secornd most common (,:Oo/ · When asked :in 1978 to ,ra~e their ,overa,M, heaHh 
100,000) ·as in· suburban blacks compared to '.the .~nd. "w~'M: :bei;ngU _- a~ P.p:rt ~f a .F~deral Na,tionaJ 
fourth ,mo1st commqn ca;use for suburban·. whites · Health ,1nter,view Survey., blia'i::k females reported' the 
18/100,000)(Whitma'.n eial, 1984). l:hese head infur/. lowest. l~v~I: . of . -p~si~ii'!~ w~H-biiJ~·g of all ,groups \ . 
figu,r_es copvey only th.e tip_ Of the iceberg. 

0:ffor:~/- • .~37, p~r~er:tt compar'ed -~O ,7_'0 _perc_~r:t,t. 8lililOng whi,te ·. '-7"; 
arnple, i_n 1979 mu1rl:ler· ,Was ~~~· leading causii. 0.f . males. A_CCl;:l.SS to lwalth care ,i9 tfe,p_erJd'ent 01'1, iACO!ine,, ,-'{ ~ 
death tci:' :men 15. to 44' yea,rto('age in New ¥qrf • .. level. This str<;>ngly affects fami1lies '1;11;:l_aded :by black 
Ci!Y and black. ~meri :in ~his a:g<~iroi/p had " .. : a ~· , wq{n1;m a_s 71~p~r.?ent .of them .J'i.v~ _b~low. the poverty 
in 20 chance .o,f being mrndered, a rate that is twice · level 9ompar,ed ,to 4Q ;percent JoL vy.hit~ and 51 
tlie ·~dds of 'an A·i1'1erican soldierbeing,,1<,i11!1ed'.in.com-. , ·per.cent~. ·for l.a,tino~ Goyer,n_r\J}.!:}nt - sponsorec;I 
bat ~urjng, World W~r I ,-, (Chicagq Sun-Times, 1_~80) · · ·prqgram~...,.. Med,icar~ and M~dicaid.a.ndtax subsidies 
Homicide~ is the l~ading ,caus,~ of years of lif~ .lo~t. I for ,prh~{lt.~ ~eal,th care h~_ve: sp~mta .• ~riiUion ddltars 
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since 1965. Y.et 34 m:tmon- people rnrn.ain withodt ··~ ·that '56 percent 'hadi -seldom or-;i%ver worked in a • . .. ' ... • .;·;~ -:.,. .. - _.p. . ' • . {> • 

heailth insurance of ~n~ kin1·-: O~l?t 31.~:p~rcent of ,'lah0rntory, the dro.pc:wt rate at ;~jgh ~cheat averaged 
people wi1tlf i1ncome below· ·the .. P.pyertY,,;,. level rar.e -: : ~7 .4 percen t.a1nd abe>ytha.rf of the girnd1,1,atin_g1 s~niors 
covered by Medicaii:1~·27 percent' ,have -~CIP· heal,t-h:tt. . frmn ·high. school wer~ deficient iin.-tme dg_or:.,qus 
insurance of·a;ny kihd. Unin~tit-fc.J:>i~:c_ks,hav~ ~ 42 · academic subjects tha,t-arn ,rnq:ui1~edforr:mediicai\ischeoi1 
percent lower .Phvslclan' vis fr /at~ c,0·111par~d., to, ...... , . ( Orfie I'd, 19'84). The cost o.f medics11I e~!u~f:l!/?iA rises 
whites, Iower .rates .of electlva' su:rgeriy, are less ·· each year; in 1•984 tlie :average medical student will!, 
likely to hava a r.e.;:i,ul:a:r-~ource of Q3te,·and''.ha~e .to owe a· debt of 150;000' doH:ars ·Fin,~nciail as~i~tair-ice. 
travei further i.o o.btdin care ilt lsresthriateq, that one 1s becoming indreasin,gly short .w.ith a ·very grave 
OUt of every fou:r~_blac_k adults ,suffers- ;fro~ . .'!,Yper: impact OH biack students, 8,0 percent .o:f vvflom 
tension, whic~-~-~_vel<?JJS earJier in. bla_ck~.).s freq~u~ coms from lami:lies eamingJess than 25,qoo dcltars 
entlv m9re sevsre 1and11r.est1ltsJn higher mortaHty at a year. At other level,s of the health in,du.stry· blacks· 
~ung,~r agrf ·~or. ;,bl'?.~~ d::V.V~rne~ ,of al'( .a~~~-: {h_e ~· ?e~o.me_rnore commonly re:r,r~sented as:~ne ~.escends 
prnvalence of PYP.t:inens1on. 1s equa! to qr_ h1g:h~[ _in the hierarchy. In the nurs11ng sector bl.:3cks __ form 
than that -of black men. · ··:.,. · .,. · · ·' _11 ·4 percent o,f the I eg,istere'd n Llrses,. but 30pe·rcenit 

.i of the aides and orderlies. - 

. -. 

Let us now Jyrn.our .. "9tteAtioh to the 'delivery· of 
health care. Th,~ugh: formiiF1g;.:1;2 -percent of ·the The Ame;ic~,n Healtb Car~· 1,ndustry 
population. les_s:,Jban• ,2 perf:erit: ·Of th·e faculties Between 1950 and 1982'i\0s heahh e.x,p- er-iditu1res .... 
of medical sct;iools .. are bla'ck: · The percen- · · • · 
tage of black :~r:i:la.ysicians in ':the lcountry has icictea~~ed m'or~ 'tlia1n 2'5 fol,a. Th.~ P~?p~r!ien. of t~e 
increased onlv .. : ~:margina:lfy: . .from .. 2.1 peF~~N · 'in "' . GNP. a?~ou nted for "fiy ·1he h~al'th :s'~cfer ha~ !iticr- 
1950 to 2.6 per.cent in 1_~80. Further, the propo t,ron ' · eas·e'd_'trb_m ·4_4 to 10.5 "percJh({N!n~b!J% l984). 
··f· bl k d. J'• · ~· ' ·• 1·n t'he P· a$t 10 years 'the nui:nBer orp- e9pil1e e111,pfoyed 0'' ac. me 1ca·1 graau.ates has decrease·d' in 'th·e . . . 
past four years ifo·r-ri-.J~f~~i o_t 1_4;393 ·grndU~!e; 'iri the liea,lth sectdi' lias increased:from 4:2 to 7.5 
(5.5 percent} in 19?:8 to· ?~3. o.ut. of· 1 5:"98"5 (4'.8 miui6r-i. ff,;. sharp contr~s.t to -oi'hef s~cto.rs o,f the 
percent) in 1982. Six medical schools in the U.3 economy .the heafth .. ,i,ricfu'.stry has e~•parnded unaftec.~ 
have: no blacl<' e!=.fi'~!lm~nf'a.rio. ,i;H7ff (6lf _pe.rf~~;t- ,of l~d; by _arw e,f the recession.~- ~f. th.e( pas.t 30 years:. 
all A'!ediicaJ scho,gls}rn,t;he, blatk ·-o~r{r'a11i1rnent i~ '· 1ess l:lospitarl room costs. have gone. u,p "by 515 percent 
than 5 percent; 1~1la_9,~:ph\?sida~ils,-&ho'11ilf~t:~,l~~y's 'in the'last '15 years andp_hysician service$ by 31i 
faced difficu.lties_,i[l .ge:t,ting~,liospfta.l ~Wff$ilJges.' are .. ;, .perc.ent., In 1981 > ·h_q~,pital ;cpsts ~cc9u•ri1ted for '4i 
likely·to face rn.~W .... dif.ficlflties in 't>"Btai:/iFn'ir these~ _<;:erit~ ?(~~ch do11af"speri_1::··or.i h_eaHb, .physicians; 
p.riviileges as ·ho~.P.:it',gl '' adrt.rfnistrat~rs ',t~~. to )<~ffl?,; .. _' Sl?rV.ice_s for 19,. dentist~. ~ervices. fpr 6., cfrugs '8, 
hospi•tals financiaJly~; solvent: amidst cost-cutting .• ~.. ~,pp,IJ~nces 2. Othe'(_.c'osis s.inpludsid nursing-h9~~ 

i ~easures inH~ated._.;bV:.g,Qv~r~·rnenit; ~Ji;(p'r1J~l.~ -~;fl~t~ · ?~~t 8._. p_u_1;>~1ic he·~'Lt?1~, ~eJ.earcli '2, new constru~t_io_n· ~ 
A... msurance agenpiEl~, .13Jack p'.llr~sicialn~~tend to_ l'\~,Y~ 9 . .• l a_nd admm1strat1~~ a~d ot11~rs.'_8. Hieal,~h_care c~sJ.S ~<- .... 

patient lo_ad wh!c)1.:i§,:·;P!~!=Jd'Omi!h~ntJy'' ~?o're( :Sic~;1[. ,.;:.•~ver~g~ _1 ~00 dol,l~!s per A~_er1can-of Which ~.?Ha·r~-~. :- 
and 1-~~s likely to b,rjm,g 11Ji,ir,~.ven~~s :'f~J~e:_t?.tP}Wl ...... 9,.Q6 ~~!!1e. {ram :pr1v~te}~;nds andi5.94 :doHars from ·.:!'- ~ 
Adm1rnstrntors are.expeqted:tb:.tryiho: 'e'!,1m1nate the PU;QII.C~ prqg.rams. • ... , · ·-"'~ · 
physhicians who --~_droJ.t.::ttio.se;_ki·ri~s·;<'l~p~ti~'A'tJ."".!: · _-;~r-p ... rofit hospitiil chains, a r;l~,ti~~jy' n.ew . ~~-::· 
a'f')Ot er example ,.P-Lt~C,OJJQIJ1-i \::-., rati_sm 'TAM N~·w~, . . . I. ; • • . 

1984). '*~· -~ ' ,,,, :, '' . p_h, eno_ lT!e._nc_n., have g.rown . and' are exP.,$3Ct_E}9 to ~!('!jl. ~:\:.,. :·. • 
· · .• ~ ... i.,,. ,· • -..; - ,~.. v· · · .-.·own 20 · percent of a:M·-· hospltals by 1990. ,In 198-2- 

4"'°'1-"-ti • .~ ... :J • Q • •. .• • '· ' -·- • • ••• 

Note that the 1?er9·entag~e. o.f blapk -physici,i'.ns -s, -tMt' largest chain, _Hospital-Corporati.Qn. of Aml:!ti~.a. -
6
~ 

has increased on1v··1mJ~gina1W-e¼ii.~JtJ1t~tbc·posi-thte·, ... ,.. ·roviln1l"a 351 hospitals with 50,000 beds with reve 
impact of affirma,tive action progra'ms. The changing .. -nues.oJ,-3.5 billion dolilars, up 47 percent from 
and· irncreasingly r.ight-wif)fl.,<=!:Jb'li,ti~I1I' tum: vi:ittrc'n" · ~. the01.pre~,ious. year·. H u~ana Inc another chain· 
began in the late 70\s i~; :b~ fort,laer :·e'xp~B.te1:i· i~f >" had, 1,,4 b.illion dollars in rever:r~,es ~ith stocks worth 

)<' decrease'bla"ck enroi'.fmeM,:,· iWclditionaY1f~ctors t'lia't ., ·,a -d~ltars per share in 1968 now worth 336 
'"~ -,..f~il!I coiitribute to the deerease are of equal i;n,por- dolilars (Star.r, 1982). The for-profit hospitals, which 

...:._ ta,nce.,Black studen_u;;Jn'hig1(~GJ10ol ·and colilege are are touted as being, more cost-effective, have 
victims of a pervasive in"equaJity -i:n edLJcation. · A actua,lly · charged more per patient th~:n their not- 
suir~ey of hig'.h ~chool ~tuc.fe~t? _in the Chicago area for-profit counterparts, whiilst g.eneraHng a very hig'ti 
_(wh1?h conta1ns .• 9? percen~ of al:! minority students net income for their owners. (Helman, 11983). '.fhese 
1,~ the _metr(?politail grea,~er Chi~ag.o __ area) showed chains · are also moving into outpatient centres 

:- ~ ~ .... 

.. 
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called Emergicenters or Urgent Care Centers, which 
are open 12-16 hours a day, resemble the fast-food 
chains in their appearance, and have a potential 
market of between 2-5 billion dollars a year. 

Health expenses in the US are met in two major 
ways, either by private health insurance or by 
government programs like Medicare and _Medicaid. 
·1n 1974 the national average expenditure per 
non-white beneficiary was 57 percent lower than 
that for white ( 321 dol'lars vs 560 dollars). As we 
mentioned earlier. 34 million Americans are without 
any kind of health coverage, because they are too 
poor to afford private health insurance ~-~d earn 
more than the minimum requirements to qualify for 

·government assistance. 

. The Indian Connection 
The relationship between race and healch care has 

obvious paiailels for India, such as the hospitals based 
on class and the use of affirmative action in medical 
education, which if similar to the reservation system for 
Scheduled Castes and Tribes in India. Both in India 
·and in the US there is .yet another link, the India'} 
medical graduate (better known as F.M.G. or Foreign 
Medical Graduate), either in training or practising in 
the US. There are presently about 14,000 FMGs of 
Indian origin in the US, forming 10 percent of all 
FMGs and 3 percent of all physicians in the US. Note 
that there are more FMGs of Indian origin alone than 

· the total number of black physicians in the US. A 
relatively large number of Indian doctors work iri 
inner-city or county hospitals which serve the urban 
poor who are largely black. There is a decreasing 
number of Indians as one moves into the 10 most 
prestigious medical schools, the so-called Ivy League. 

Black and Indian relations within the medical 
system have not been marred by overt conflicts, 
which is heartening considering the generally racist 
attitude of most Indian physicians. The federal 
government has backed affirmative action in admis · 
sions to medical schools though this backing has 
never been whole-hearted and can presently be said 
to be nonexistent. White attitudes to affirmative action 
parallel those of caste Hindus in India. The very same 

· arguments are used - selection should be on 'merit,' con 
cetn is expressed for lowered standards of medical care, 
and so on. 

The presence of large numbers of Indian doctors 
also strengthens relations between the Indian elite 
and the health care industry in the US. They have 
already begun to play a role in creating American 
modeled hospitals in India like the Apollo hospitals 
in Madras and Hyderabad and the proposed Modi- 

Hospltal Corporation of America hospital in New 
Delhi. 

Conclusiom 
Black health statistics which improved in the 

60s and 70s as a result of political changes 
stemming from the clvil rights movement which 
stimulated government programme appear to have 
peaked and a reversal may have begun. The 
statistics of black health must be viewed in light 
of the moneys poured into health care in the past 
30 years. In that unprecedented period of economle" " "'" 

. groyvth when real income · doubled f~r most Am~ 
cans, medicine was an "important ideological prop 
for the ruling class in the maintenance of the 
·domestic tranquility and social stability needed for 
production and· profit ..• health care has been 
used by the ruling class to cushion some of the 
most savage aspects of capitalist industrialization 
and forestall more radical working-class demands" 
(Himmelstein and Woolhandler, 1984). 

l 

But the staqflatlon of the seventies has heralded 
some fundamental changes in government policies. 
l he Reagan adminstration has cut the health budget 
and reduced ·funding for education for poor and 
handicapped people by 20 percent .(Stokes, 1981 ). 
Maternal and chitd health received 25 percent less 
federal money in 1982. A rise in the overall foetal 
death rate from 10.2 to 12.2 per .1000 from 1979 to 
1981 may be the. first i:ndication of the effects of 
present cost-cutting measures __ (Poulssant, 1983). 

The increase in the number of. black people -~ . 
below the poverty line, the gener1;1I low income of ! ,.,. 
black people, the poor opportunities for advancement 
in ernplevrnent are not features that are unique to 
the US. A recent publir.ation from England 
( PSU-, 1984) describes the black population as 
occupying the same "precarious and unattractive" 
position in society as in the 50s. The British Nationa I 
Health Service encourages a "ghettostyle'' employ- 

1 

men.t pattern .. with-:hospitals hav_ing. B. ritlsh · _po. rter .. s. j 
Spanish cooks and West Indian domestic staff 
(Lancet, 1984). Dqubtless- the pattern can be 
documented in other.white nations with regard to . 
their ra~ial minorities - Turkish in West G'ermany, - 
Algerian in France, Maoris -ln.New Zealand and ~1 
Australia, leading to the- conclusion that -"Racis,:nk .. J 
is not a 'mistake' or a 'tallure' of this society - it is ......_ , 
one of its great successes" (C;ooper, 1983). 

As the US changes to an hour-qlass eccnotnv, 
a large· section of the populatkm will· be left in· low- 
paying dead-end jobs. In August 1984 the. US 
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Census Bureau showed that the number of Ameri 
cans living in poverty had risen to its highest 
levei in 1'8 years. As a result of Reagan Adml 
nlsteatlen tax policies, families. earning, less than 
110,,000 dollars annuallv suffered a net loss ·Of doli:ars 
400 or 4 percent ,of h1come, whereas those earning 
over 80,000 dollars gained 8,270 dollars or about 

1 
!.~ -'::: 1'0 ,percent. This wiH furthen limit the number of 
~- blacks who can climb out of the poverty and 

degradation they· are born into. Increasingly 'large 
'US cities have a black majority population. The 

7" -i.,y~i1£ exodus from the ci,ties is matched :by a [ess 
in:;J.Q.bs in the mam1fact1:1ring, wholesale, retail and 
service industries. In the past 1 O years alone New 
York, Chicago, :Philade',phia and Detroit have lost a 
million Jobs wi1th white unemplovment levels staving 
relatively static w·hilst black unemployment levels 
have zoomed to nea~ly 55 ,percent for teenagers. 
These trends are :\ikely to continue. 

"Profit has made Americ!l what it is" is the proud 
slogan of American capitalism, which wishes to be known 
by its new, gleaming, dazzling, forprofit hospitals where 
the birth of a .baby is celebrated by the parents with cha 
mpagne. In their sh1dow lies the decay of overstrained 
public ht1spitals serving non-white citizens and ·hearing 
an uncanny resemblance to lar.ge municipal hospitals in 
India. Their burden wiitll be greater than before as 
for-pro.fit hospi,tals both "cream" off capltal and 
resources and leave to them unprofitable diseases 
and the care of rnlnorlties and poor people. 
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Voices of Silence 

....... 
I'm nine years old 
And I'll never die 

One winter night 
while I slept 
and dreamt of 
enchanted morns 
pipir:ig hot jelebis 
warm blankets 
llright green kites. 
and blood red kurtas 
a monstrous shroud 
of sticky white fog 
smothered me in a 
ter,rifying embrace 
endless, eternal. 

In another time 
and another place 
I was nine years old 
and did not die. 

One August day 
forty years ago 
a mushroom cloud 
rose from the earth 
killed thousands 
maimed millions 
wiped out genera,tfons 
embalmed rne 
for ever. 

#.,. ... • 

,. 

I'm nine years old 
And ru never die 
l"H haunt the ghouls 
who thrive 
on the blood of 
men, women and children 
I'll echo the· 

.. sobs, screams and gasps 
of toilers in pain 
the eerie· 
siilence 
of premature death 
And I'll never pie. 

l'l!I si.t on your 
shoulder for generations 
1·111 goad you, worry you 
anger you, 
a Ad never let you go 
until voucreate a world. 
where Bhopals 
and Hir-oshimas 
are mere nightmares. 
of a distant past 
never to recur. 

Until then. 

I'm nine years old 
And I'll never die. 

-padma prakash 
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