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Editoria I . Perspective 

No other profession enjoys the amount of adu- 
V Iatlon or gets its share of brick bats as does 

the medical profession. The problems of iH-health 
being; what they are in our country, every discussion 
and debate on such issues revolves around the 
~e:stion of availability of doctors. This factor has 
~urned such a major importance that th~ doctor 
populalion ratio has come to be accepted as a 
standard measurement of health services and 
indirectly of the health of a population. In this 
process the important contribution made by the 
other categories of health workers remains invisible 
only to come up when they strike work. 

' 

. . 
The central role doctor'> play in diagnosing and 

treating diseases is not merely · confined to the 
provision of such services but extends to the entire 
field of health care including the right to define 
what constitutes disease and the right to treat it. 
The medical profession argues that if high quality 
services are to be made avai,lable and if 'purity' of 
medical practice is to be maintained it is essential 
that the profession retains complete control through 
registration and legislation. Further, the medica I 
.protesslon argues that diagnosing and prescribing 
are superior to all other skiHs and only those who 
possess such skilts have the necessary a uthorltv to 
direct the course· of health itself. That alll such 
arguments merely form a facade for maintaining 
monopoly over a valuable commodity can be seen 
by looking at the way medical practice evolved into 
its present professional status. 

,:~e Begi.nmi,Ags of Medicine as a Profession 

. · Theemerqence of the medical profession can 
be traced to 14th-15th century Europe which witn 
essed a class alliance between the" upper middle 
class mafe 'regular· doctors and ·the feudal church 
leading to the ruthless extermination of other 
healers, mostly women, through weU organised 

~ ~witch-hunts. Sii;ni.l.arly, two centuries later in America- 
/ ~, '. the 'regulars· Hied to gain monopoly· over medical 

_.--.~ -practice by atternptinq to pass state legislation in 
-.'.b collusion with the emerging industrial and comm 

ercial bourgeoisie. Initially such attempts met with 
mass protests which culminated. into a popular 
health movement- Unfortunately, the ·ettort against 
legislation could not be sustained and the move 
ment degenerated lnto.a number of medical sects. 

The •reg1u lats' attempt at cornerinq the market 
for their expertise was based on two faetors. 
flrstly, the 'reg ulars' need to eliminate competition 
now arose as, for the first time, the practice of 
medicine was ·being viewed a full time economic 
activity. Secondly, H t'his activity was to bring in a 
substantial income, it was necessary ~·10 improve 
the image of the activity by g1iving it ·a professiona I 
st~tus. As a mark of distinction the regulairs adopted 
the Hippocratic oath and code of ethics as their 
standard. It is important to note. that a,1,1 this took 
place before medicine had attained any scientific 
aura or had deve.loped any rational medlcal inter 
ventions. In fact, the regulars of that time 
practised what was known as heroic therapy which 
included blood-lettinq, purging and applyi,ng 
leeches among other such horriffic remedies. . . . 

With the· support of the industrial and commer 
cial bourgeoisie, it was just a matter ?f time before 
specific and effective interventions in the disease 
process developed which further consolidated the 
power the medical profession had gained through 
legislation and the physical extermination of other 
healers. It was this monopoly that shaped the form 
and content of medical care to its present form. 
The predominant hospltal structure and the emer 
gence of other categories of workers such ~s the 
nurses, laboratory, x-ray technicians, pharmacists 
and others has evolved and revolved around the 
functions,-that a doctor performed. 

It was also not a mere accident that nu1rsi1ng 
emerged as a suitable profession for women or 
that it was subordinated to doctoring. By the tiline 
medical practice had become established as the 
domain of male reg,u,lar doctors, women had been 
eliminated from health care for ail! practical pmposes. 
The authority that doctors had in defining norma 
lity allowed them· the power to advance pseudo 
scientific. theories and sexist arguments regarding 
the intellectual capabHities of women to prevent 
them from entering medical colileges. Women from 
the upper classes were increasingly being totd to 
conserve their energ.ies for the supreme function of 
being a woman, that is procreation, and were 
therefore forced to lead a sedentary life. For the 
women from this class who did not or could not 
marry, life -had little option. Apart from teaching, 
there was hardly ariy respectable 'genteel', non- 
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industrial occupation which would be socially acce 
ptable and at the same time provide a certain 
level of economic independence. The goal of Flor 
ence Nightingale, the 19th century reformer was to 
create a paid job in health care for women. To 
make it acceptable to doctors Nightingale demo 
nstrated in the battle field of the Crimean war that 
nursing would remain subordinate to doctoring and 
hei attempt to make the occupation acceptable to 
women was to draw analogies between nursing 
and housework. The doctor-nurse relationship was 
projected as a husband-wife interaction and nursing 
was stated to be 'natural' to women, as it coincided 
with what was considered to be her natural biolgical 
function. Since Nightingale's effort was to create a 
job for the women in health care she made it quite 
clear that it would in no way question the suprerna- . I, 
cy of doctors or the subordinate position of nursing, 
Feminist historians however question the acceptance 
of nursing as a natural sexual _division of labour. By 
taking patriarchy as an analytical category they have 
tried to argue that what is generally considered a 
natural sexual division of labour is in reality a social 
division of labour which designates men to be 
superior to women in all social interactions, con 
cerning men and' women. 

The heritage handed down to the nursing 
occupation by Nightingale and other reformers has 
left its indelible mark on the issues identified by the 
nursing profession in the later years. Nurses have 
taken up issues related to regi'stration, professional 
'status and for a certain degree of organisationa'I 
autonomy. ~ ut at no time has the n ~hing pro 
tesslon questioned its subordinate position. In fact 
one of the barriers for expanding the nurses role 
to a nurse-practitioner came from the nurses associ 
ation in the US, who were reluctant to accept the 
responsibility for diagnosing and treating.- 

In India one could say that the health care 
1system expanded only after independence. Although 
on the whole its evolution was similar to the develop 
ment that took place in the West, there were 
certain dissimilarities. For instance, even as far 
back as 1883 several universities in India began 
to accept women as medical students. The Bhore 
committee in its recommendations.at 1846 stated that 
·at least 20-30 percent of seats in medical colleges 
should be reserved tor women students. The change 
in attitude of the profession towards women stu 
dents was perhaps related to the constraints 'placed 
by the purdah system on women in general which 
prevented the male medical profession's entry into 

· areas such as maternal and child health. The'post 

independent yea rs have seen attrr.epts to provide 
medical services through an altemative health care 
structure by establishing prirnarv ·heailth centres and 
subcentres to cover rural populations. But through 
out all these developments adequate care was taken 
to ensure that the rr.onopoly exercised by doctors 
.would be maintained and remain unquestioned· 

The Bhore committee stated categorica Uy 
that only the physicians trained in allopathy, 
should be called doctors and the doctor ~ -t' 
to be the unquestioned leader of the med1~I · 
teaml'vyhether,it was in the operating room or in'tne 
primary health centre. It emphasised the training 
of one level of doctors and recommended the aboli- 
tion of -the Licenciate course. Without analysing 
the .cla.ss background of the doctors or their class 
interests the: members of the committee hoped 

.. that trainlnq .suftlclent number of doctors would 
~nsur,~- that thev would opt for the villages. That 
!he committee .was not sufficiently interested in 
the : other categories of health personnel can be 
seen b.y, the number of pages devoted in their 
report.i.on the training of doctors and all other 
categories of workers. Later committees too have 
emphasised. the role of doctors at the cost of 
neglecting all other health personnel. The need to 
train a 'lower' category of practitioner is discussed 
time and: again but is always rejected on the plea 
that it would lead to quackery. At the same· time 
when . the suggestions that a 'lower' level of nurse 
be trained was made by the nursing council it 
was greeted . as the most feasible solution given ... _ 

. the low resources available in the country. Similarly :f 
when the Shrivastav committee made its recommen- / 
dation in· 1975 for training village level workers, 
it also allayed . the fears of the medical profession 
by statinq .that since the role of these function 
aries was educational, their curative skills would 
be limited to just a few remedies for simple day 
to day illnesses. 

The end result of all such actions has been 
to create a structure which is rigidly hierarchi 
cal reflecting the class structure in the broader 
society. .Just the way the economic status or caste . 
of a· person largely influences his/her fut_ure positi_on -..rf. 
in any socio-economic activity, in medical practice'. .,. 
too these: factors very often determined which lever""""-..;: 
of hlerarehv s/he will occupy in the health ~ 
structure. This streamlining into 'suitable' rung in the 
hierarchv-is generally· mediated through the person's 
performance in and access to education. For ins- 
tance, the three categories of nursing personnel we 
have in lndia·that is the B.Sc. nurse, the Registered 
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Nurse Registered Midwife (RNRM} and the Auxi 
liary Nurse Midwife (ANM) required different levels 
of educational' qualifications to enter into thelr res 
pective training schools. This determines the class 
that will be predominant In each of these categories 
which is further consolidated by_ the differential 
salary structure and status afforded to these three 
categories in the nursing profession. 

Since medical care is a valuable commodity and 
the right to provide it has been appropriated by 

~c!octors, all other categories of· health workers 
a~the functions they perform remain subordinate 
to that of doctors. This monopoly is often carried 
to ridiculous lengths. such as the prohibition on 
nurses to start an intravenous drip or give an intra· 
venous injection. 

'Reports discussing the problems of health 
personnel have also mostly focused on the problems 
faced: by doctors. bne hears repeatedly that 
doctors have to face innumerable problems such as 
lack .of educational facilities for their children, lack 
or 'entertainment' in the village 'and less opportuni 
ties for professional growth; and that unless these 
facllltles are provided it would be unrealistic to 
expect doctors to work in the villages. But these 
'problems.' really pale in significance if one considers 
the difficulties an ANM faces during the course of 
her work. 

Nurses : Problems 'They Face 
The probfem nurses face needs to be deal,t with 

--...I separately. Thei1r contribution has been mostly 
l towards the care of patients, although they perform 
J"-.. important technical tasks too. The rural health 

services rest largely on the functioning of female 
health workers and their non-performance could 
very wel!I paralyse the entire rural health network 
Yet their status within the structure of health 
services has remalned one of subordination. 
Attempts in the past to improve the status and 
image of nursing has very often been limited to 
increasing the content of the curricuta or the tech 
nical content of their work. But this only ends up 
in reemphasising, the fact that 'caring' as a function 
cannot ~e held on par with that of diagnosing and 
"prescrlblnq. .,-r 

·, 
,.::...,-<;,.'.:i"""\ 

As women, nurses have an added problem of 
sexual harassment which they have to continuously 
face both within and outside their work situation. 
One reads of newspap.er reports of nurses who are 
molested, who commit suicide because of sexual. 
abuse or are murdered for their unwHlingness to 'be 

casual sexual partnet. One coul9 hazard a guess 
that the women health workers in rural areas are 
,probably exposed to such problems to .a greater 
extent. This is not because the ,rural males are 
different from their urban counterparts but rather 
the situation that the nurses are in makes them 
more vulnerable. Isolated as they are in remote 
viilllag.es, with little support from other health 
workers these women health workers suffer in 
silence out of sheer economic necessity to retain 
their jobs. This could also be the reason.why such 
Incidents are under-reported. 
I' Altha ugh this problem has been recognised as 
a major constraint there has been no systematic 
effort to document these Incidents or evolve support 
systems to tackle such prebl'erns. Addition of self 
defense into all nursing curricula as a skill to be 
developed' by nursing students could perhaps be 
one such way. But a more realistic solution would 
onty emerge if nurses' unions take up this issue 
seriously to taunch a struggle to make their work 
place safe. Indeed for such strug.g,les to succeed 
they wWI have to become part of much larger · 
strugg1le of a:11 women. The top two categories of 
nursing personnel are genera,Uy better placed to 
form unions as they work in hospitals and are phy 
sically proximate. fhe ANMs on the other hand who 
work mostly in the PHCs and subcentres have Httle 
opportunity to come together to raise their collec 
tive demand. 

The work force employed ,in the hospital 
industry is simllar yet distinct from that employed 
in other lndustries. The distinction lies fastly in 
the fact that these functionaries work on raw 
materials tpatients) to produce a non-quantifiable 
product 'health'. Secondly, the physicians and 
sometimes the nurses who occupy the hi·gher level 
of fi,ierarchy view themselves as professionals 
rather than as workers. This often contrasts with 
the attitude of non-medical hospital workers who 
view their activity merely as a job. But the situa 
tion is changing now. Doctors, nurses and other 
-pretesslonat' health workers are getting unionised 
and demanding more and more job benefits, fixed 
duty hours and overtime pay, in the process assum 
ing, the form .of wage earners. But even when such 
issues are taken up they try to usetheir 'professional' 
status to push their point. For instance, in the 
recent strike by the interns from medical col'leges in 
Delhi, a placard was used with the ,legend 'Doctors 
tathi charged! What next!' 

Although the demands of the •professiona,I' 
categories are simMar to that of non-medical hospital 
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workers there ,is little attempt to [dent lfv these 
issues as common issues and to unionising on the 
basis of their identity as workers. 

One of the Ur:mita,tions of this perspective as welt 
as the v_vhole Issue on 'People in Health Carn' is 
that we have concentrated on health workers 
furnctioning as :part of the allopathic system ot 
medlclns, We really know very little about hea,lth 
workers beloi:iging to other systems of medicine in 
India, in terms of their role and stat_u ~-: Fu!!h.er even, 
ar:moi:ig the-workers 1in· the allopathlc svstem very 
Uttle informa,tion is available about· non:phv.sician 
health workers.. ·. ' ·· • 

Finally, a word about the people on whom tha 
•people In health care' work .upon, As patients they 
are the. most poyv.etless in the lnterectlon that · · 
takes place in a ~eal,th care· set -up. l'hey are 
nei·ther in a posltlor» to direct the course of 
thei,r trea,tment nor can th~y demand a social 
accountability from heal,th personnel. Fhe sel,f,-hel:p 
movement in the west has been a reaction to such 
powerlessness. It remains to be seen whether ,the 

concept o;f sel,f,helip can ever become a viable 
a,lterni.l'tive ;to the present system as it exists today. 

C Sathyamala 
C - 152 MIG Flats 
SAKET 
NEW DELHI 110017 
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DUCifJJHS IN, ,H_EA:lJH ,C.AR.:E 
Thei1r - ao:lte and C'l:ass ilocatio11 

suj,it ·k das , ..... --· 
Doctors have played a central role in ftga/th care setsice«. · /n India medicine has enjoyed both 

state. and popular support since' the independence. State health services expanded rapidly as dtd the 
number of doctors. Many of these 'doctors went· into private -prectlce or migrated to other countries and 
others into the state health services. This·article·explores the much·debated' subject ot the class location of the 
medical prolesshn. Is the general practitioner a productiye labourer or a-capiialist? Diles the doctor in service 
belong to the working class ? The author draws attention to the effect of the state sector on the medica;/ profe 
ssion and traces the growing agitational movements 4nd organisation of ;tate doctors in the country, 
witli, .. special emphasis on West Beng_a1. Agair.st this backrfiop he queries· the stere.otypical definition 
of medi'caJ care as a commodity. 

:' 
·~ 

. . 

Doctors are the most important people in health 
care. Even the official expert g.roup on health, 

after unrestrained criticism of the doctor-dependence 
· of our health system. concedes "Moreover, the 
doctor as the leader of the team can ,play an 
irnportan,t role and influence the values and the 
qiua,li,ty of ,caring among the whole staff if he shows 
these concerns himself' {HFA, 19811). Radical 
critiques on health care can for reversal of the 
doctor-dependence of the health system but never 
theless wish for a change towards s6cialiisation and 
social; orientation of the medical profession. 
Pop,utarly,. doctors :Lare looked upon as next to 
gods since they .dea,I; with life a:nd death and no 
wonder doctors am often beaten up when a 
patiene dies or there is al!legation of negiligence on 

. --~{ the pa~t of the doctor. Ihe popular view offers the 
;---... medicat profession the key position in health cam; 

expects it to protect the health of the people; 
regards i,t as the gr.i;iatest depository of knowledge 
and wisdom regarding health; believes that the 
weakness of the heail:th care service is due to 'lack 
of adequate number of doctors. From the 
Presidents of India down to the Ta11 uk functionaries 
they have alll been exhortiirag, the medicat profess 
ion to be patrletic enougt;J to go to the remote 
villages and stay there to serve the under-prlvl 
leged rural people. 

Surprisingly few attempts have been made to . ~-" f ,_ !investigate, analyse and understand the medical 
·..-~_profession in the perspective of concrete reality. 

.-,_,- _ Despite its crucial role, the medical profession is 
commonly assessed on the basis of subjectivism. 
Just as the modern medicine had been borrowed 
from the west, the Indian critiques of the Indian 
medicat profession appear, more often than not, to 
have been borrowed from the western radicals. The 

profession had hardl_y been looked' lnto as what it 
1s, but often analysed on the basis of what it 
should be. 

Development of tt;,e Profession 
In India the art andpractice of heal.ing. devolved 

on to a group of soclellv engaged men, and several 
systems of medicine developed and have survived 
ti,lli to-day. Each system was somewhat well 
developed corpus of knowledge and its practice 
had traditionally been taken up by successive 
generations. Fotlowing, the changes in the retations 
of production and excha1n,ge, ,independent practi 
tioners emerged. Later, systems of modern 
scientific medicine { almpathv) and Homeepathv 
came from the west and took roots. 

In the 19·th century, modem medicine had l!ittle 
to otter. ifhe 20th century, heratded the appearance 
and development 'of a scientific basis and since the 
thirties, appeatanee of chemotherapy and improved 
surgical techniques created a surge of interest in, 
anti attraction towards, llJOdern medicine ,owing to 

. its drarnail:ic · life-sa~ing _achieveliments. Popular att 
raction received ·a. fuirther acceleration around' and 
after the seconc;I' world wa,r as a result of the inven 
tion of newer wonder drugs and technology. ifhe 
practice .of modern medicine, likewise, earned a 
heighten.ad' respectabiliJy and soon, rapidlly ernerged 
as a ,profitable livelihood. 

Demands for the expansion of the hospita,I 
services have been raised from a11il corners. The 
situation is a parallel of wha:t prevailed during the 
expansion of hospital services in the Na•tional 
.Health Service ~NHS) ot UK. t1For the poMtician, it 
might be assumed, there could be no better adverti 
sement than a shining, new hospital: a visible symbol 
of his or her commitment to 1irnproving the peoples· 
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health. For the doctors, new hospitals meant the 
opportunit y to practise what is considered to be 
'higher q,uailrity medicine. For the consumer, in turn. 
new 'hospi,tals smely meant better services with 
higher standards of treatment (Klien, 1984). No 
wonder therefore. in a market economy, almost aM 
aspi,ringi doctors moved towards the practice of 
curative medicine with its life-saving and relief 
produe ing implements. lllffe has put it succinctly, 
"clus t as abortion, would be a sacrament if men 
became pregnant, so health professionals would 
stampede into preventive work ,if prevention could 
be made into a, marketable commodity" (Iliffe, 11983). 

Introduction, ,of welfare activity by the state saw 
the expansion of state 'health care service and the 
number of health personnel increased rnpidly 
[Table :I'). Later, indigenous systems and homoeopa 
thy, for reasons not discussed here, also received 
state patronage. 

:fable I 

Year No. of Med. Students admitted Qualified 
Colleges 

50-51 28 2675 1557 
60-61; 60 '5!!74 3387 
70-71 95 12029 10407 
80-81 106 10934 12170 

Figures are [ncornplete as a few centres failed to report. 
Source: Health Statistics of [ndla ( 19.82) : C.B.H.I., 

Ministry of Health &. F.W., Govt. of India. 

Table n Vear 1981. 

Total No. Went Returned 1Regd. in No. admi- Total· No, 
registered abroad· from Employ- tted in P.G. Regd. 

abroad ment Courses Doctors 
in other 
systems 

268,712 4766 2381 16406 8241 382,686 

Source : Health Statistics of India (1982) and 
Universi,ty of Calcutta. 

' 
These doctors opted for private practice or 

other employmer:it or post-graduate education for 
specialisation, or rn;iigration to foreign countries. For 
the last few. years more than 2000 doctors have 
been settMng abroad annually. Ttiere is no available 
data to indicate the number of doctors engaged in 
each category but the distribution, follows the mar 
ket situation and economic compulsion. Old pattern 
of general practice recruits Iess and less. Number of 
women doctors has been steadily Increasinq since 
1976-1' 977 and they generally settle towards certain 
cuilturaHy chosen occupations e.g. gynaecology and 
obstetrics, pediatrics, ,pathology, plastic surgery, 
anaesthesiology, non-clinical disciplines in rnedicat 
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coHeges andi also dental surgery. Most of the 
women opt for emplovment and independent wom 
en private practitioners prefer G & 0 and Pedia 
trics. Unemployment is a late development (Table II). 

Class a,nd the Medical Profession 

Private Practice and General Practice 
In West Bengal, approximately 70 percent 

doctors am. eng,aged in private practice. They in- 
clude Independent practitioners; Insurance Medical 
Practitioners of ES![ (M.B.) Scheme, part timiv--- f 
praqtltloners of the state anct private sector ert1tr.:S-' 
loyees. lihe Generali practice has been changirig 
with changing soclat relaelons, scientific developme- 
nts and cultueat attlrudes. [n earlier times, the general 
practlticners (G'PJcould not demand any consultati- 
on fee and 'had to distribute drugs to his clients. He 
then used to incorporate what he considered to 
be 'his due consultation fee, within ·the price of the 
drug. As a result, the consumption of non-essential 
drugs and _co1npounde9 drugs was high. Also the 
actual price of a compounded drug is difficult to 
check and verify. Later, consultation fee has 
girndually been introduced and has received public 
acceptance, resulting in the development of a 
class of G Ps who are only prescrioers. 

Indian society has a long tradition of voluntary 
efforts tor charitable medical care to the community. 
In fact, a good number o.f clinics and hospitals 
had been established throoqh philanthropic end 
eavours. In order to earn and maintain 'nobiilty', 
the price doctors had to pay was to attend to -.. 
emergency patients, give tree 'service' to a few '\. .. - r 
indigent pa,tients and offer honorary service in the _,.,-·,., 

voluntary institutions. Besides respect, speedy reco 
gnition and fame, this attachment to charitable 
mstltutlcns used to bring other material returns. 
The doctor usedl to test the emerging.· therapeutic 
techniques on poor patients· without informed con 
sent and without ,risk and l'ail:ei employ' the technique 
thus perfected, in cases of paying clientele 
in the priva,te ,practice. Actually, the sltutatlon 
is so advantageous that tliere ,is seri,ous competition 
among the contending doctors to secure honorary 
employment in the charitable midica11 establishments. 
A sort of,corrupt 1practice was also -rampant where -~--L 

the patients had to pay the honorary do.ctor in order' J. 
to avaiil1 of the free hospital service. This ma!~-,;;=,.__-,..__;_ 
practice has now been almost eliirninated in West , ""· _.,. 
Bengail due to higher le'vel·of consciousness of the 
people, but is stiill in vog1ue ,i,ri many other states. 

Tihe GP therefoie, acts as a ,retai.ler of drugs; 
sells his skilled Jabourr. designated as 'service' to 
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individual buyers; and it inay further be argued that 
he employs his knowledge and skill as capital and 
sells the product of his own labour in the market 
as commodity. Is he a productive 'labouren or 
capitalist? Karl Marx, in his inquiry into the social 
status of independent handicraftsmen and peasants 
as well as that at producers of non-rnaterlat produc 
tion e.g. artists, actors, teachers physicians, 
etc., saJd ''It ,is possible that ·tHese producers, 
working with their own means· of· productlon, not 
~~ly reproduce their labour power but create surplus 
~,e, while their position enables them to appro- 
pria~e for themselves their own surplus-labour . 
And here we come up against a pect,Jlic:irity that is 
characteristic of a society in which one definitemede 
of production predominates, even though not aH 
productlve relations 'have been subordinated to ,it .... 
"f'he means of production .becorne capital only in 
so for as they have become seperated from labourer 
and confront l,abour as an independent power. But 
in the case <referred to the producer - the· labourer is 
the possessor, the owner, of his means o'.f produc 
tion. They are therefore no,t capita 11

, any more than 
,in relation to them he is a waqe-labourer" ( Marx)'. 
The GP 1is actually engaged in a precapitaHst mode 
of production, but nevertheless produces cornmo 
di,ty of use vatue and selts it for exchange value. Our 
much rnaHgned GP is not altogether a demon or 
blood sucker. He is Just a smalt commodity pro 
ducer who sti;U renders essential service which the 
state is unable to provide tor. A close study of 
the GP willl, reveal: how the western medicine took 
roots. here, changed the health culture and:' in the 

l precess changed its own. 
J\... 

Speed of expansion ot the market of private 
practice has· lately been thwarted and i~ grndual'ly 
bel,ng, squeezed for several reasons. Increase [n 
the purchasing capa_ci,ty of· the pee pie cannot keep 
pace with the Increase in the number of doctors 
thrown in1Jo the marker. Secondly, expansion of.the 
state sector in medicaf care 'has been impressive 
and concentrated in the urban areas and these are 
totally free or heavily subsidised. SociaNy dominant 
classes who can afford to purchase medical care, 
have been able to capture the largest share of 
the free/subsidised state service. As a result. private 
/ sector rnedicare did not develop to the expected 

~.,,.i---level. Thirdly, private practice has a latent period 
~· . .,. to reach profltability. tately, increasing numbers 

from the lower income groups have been recru 
ited in the medical profession, who cannot afford to 
sustain this latent period. AH these have resulted in 
increasing trend towards employment and migration 
abroad, unemployment and underemployment. 

Doctor:in-Service 

Expansion of organised medieat cam service 
through state, publ1ic undertakings, ESI. big private 
Industry and voluntarv organisations has resulted" 
in a marked increase in the number of docters in 
emplevment. Theugh private medical practitioners 
stlli constitute about 3/4th of the medical! profe 
ssion, the doctors-in-service attract the maior, if 
not entire, attention in any debate on health care 
owing, to the fact that the organised sector is the 
trend-setter and' almost ailways features in ptanning. 

, and' debate In this context, the present discussion 
dwelts largely on the doctors-in-service among the 
practitioners ef modern medicine. However, no 
di~cussion on· the medical, pro,~ession or for that 
matter, medical care is compreshsnslve unless iit 
ailso ioclludes private practiitioners o,f modern medi 
cine and of the other systerns. 

The non-practising employed doctor is actually 
a wage earner "desti1ned to identify himself with the 
aspirations o,f simiilar wa,ge-werkers .a,f the so-called 
white-col:lar category. The,ug!h the 'noble ,13rofession' 
ideology prov,ides an excetlent Instrument ,tor the 
private practitioners to ma~imise profit 1i1n their 
trade, it has ironically proved to he a constraint 
in the way of fulfilling his aspirations. Because 
at the stigma of 'nehle professien', he cannot claim 
fixed duty hours; cannot claim 'overtime' Le. extra 
remuneration for extra wor.k; .ca·nno,t employ 'red 
taipism' in his daily work-'load; cannot even utiilise 
his earned leave to escape from the drudgery o,J fre 
quent emergency duties. He is further handicapped 
in reg,ard to democratic rights so much so that 
unionisation o,f doctors ,is frowned upon by the 
soc'ietv; agitative action, is taboo; caH for strike 
in hospitals 1is taken to be sheer blasphemy. On 
top of •it, the doc•or has little hold iin the administra 
tion .of medica,11 care and ,in, the matters of ,policy 
making, progrnmming: and power hierarchy, the 
doctor ,js ,placed in a lower position subordinate 
to the genera,list administrator But more about this 
later. 

'Do they, then, belong to the working class? ifhe 
question has never been raised or debated. On this 
issue, the dogmatic marxists adhere to Reductio 
nist ideology. '"Reductionism involves a version of 
historical materialism which presents ai(:I! social 
phenomena, as 'reducible' to, or explicable ,jn, terms 
of, the 'economic base'. Thus political struggles 
or social ideolog1ies are explained as ma,ni,fosta 
tions or 'reflections' of economic forces. In 
this presenta,tion HiarXism is reduced to asset o,f 
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relatively simple and universal 'laws' ........ Such a 
position is guilty of 'essentlallsrn-, that is of seeing 
the economy as embodying the essence ·of an 
social phenomena which are then simply expressed 
or made manifest in the social world" (Hunt, 19,8). 
This methodology necessarily attempts to defiine 
classes at the economic level and attaches ,l1ittle 
importance to the forces operating at the poUt1ca:I 
and ideological level Working class is differentiated 
by the difference between productive and unprodu 
ctive labour. Mere wage-earning or labour-selling: do 
not :provide entitlement for entry into the working 
class .. ''fhe working class in the capitalist mode of 
production is that which :performs the productive 
labour in that mode of production. . .... Although 
every worker is a wage-earner, every wage-earner is 
certainly not a worker, for not every waqe-eamer is 
engaged in productive labour" (Poulantzas, 1975). 
While in cases of white-collar wage-workers of 
the industry, transport and mercantile enterprises, 
Marx concludes that they are productive labourers, 
the physicians-actors-1eachers etc. are also produc 
tive labourers. He observes, when they sell their 
labour power (manual or mental) in a capitalist 
establishment which appropriates their surplus labo 
ur and makes a profit by selling, the products 
as commodities. But he 'adds, "AU these rnanifes 
tations of capitalist production in this sphere am 
so insignificant compared with the totality of 
production that they can 'be left entirety out of 
account" (Marx, 1.978). 

Technology, capltalist organisation of produ 
ction and productive forces are much more d'eve'l 
oped now than at Marx-s time, though the develop 
ment of medical care service as a sector of capitalist 
industry is sti II ,rudimentary in India. The new 
working class of advanced capitalism - the 
technicians, engineers, scientists etc. - is held, by 
Serge Mallet, not only to be revolutionary but the 
'avant-garde' of the revolutionary socialist move 
ment (MaHet, 1975). Services have long been deve 
loped into profit making industry in the developedi 
countries. 

Here in India, doctors as wage-earners are 
now commonplace. To what class do they belong? 
The established Ieft still subscribes to the liberal 
concept of health care and therefore, has yet to 
fa_ce this question. The progressive view. however: 
is confusing, to say the Jeast. "The capitalist can, 
organise the production of surplus value thro,ugh 
the provision of health care and can real,ise higher 
profits in this service industry. It is imrnaterla] 
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whether the surplus value is ,realised directly 
through the productive activities in the clinics and 
hospitats, owned by the Capitalist or indirectly, 
through the :p'rovision of heaJth care by the State to 
rnaintajn or increase the produetive capacitv of the 
labour." ./Jesani and . Prakash, 19.8'4). Such an 
assertion is based on dubious premises that medical, 
service has developed into an industry; that the 
State also acts as a productive enterprise; and' that 
State· Health Care Service is an organised invest 
ment by the capitalist class on .the ,industrial 
productive labour. Y- - 1 
'I' -~- -,-~ .... _. 

What then is the status of the producers of 
'hea.lth care"? Tihe above assertion autcmatlcsuv 
places the employed doctors. into the category of 
the working, class. -But alas, the entire medical 
profession earrles, in the radical viewpoint, the 
same class background 9s the bourgeoisie and 
performs its predestined social task of leghimising 
strenqtheninq and main,t9ining the bourgeois medici 
ne. Why this confusion? "The mere quantum of 
the so-catted rnarxlst analysis of health, done in the 
West has so impressed us that Wij have Ilterarlv lifted 
their formulations and transplanted' · them on the 
Indian scene, without even thinki1n9 whether they 
are applicable. 1Further, in oor huny to fi,111' in the 
gaps, in our knowledge, we have concentrated on 
theory of health and medicine. That theory, however 
has been sought by fi'lilfa'1g 1 the accepted theoretical 
constructs with 1lndian data and developments rather 
than beginning with: heailth and health services itself 
to test the assumptlons as weU as the theoretical 
constructs" ( Quadeer, 1984 ),. In other words, in 
order to understand and analyse its status, role, 
trend and potentle! ,in health care, we have to make 
an actual study of the medical professlon in its con 
crete.reality, 

ProiiE!ssiolilal1ism 
·~Professionalism within heaiitti, care. ,is. based on 

the idea of "service' and on the practice of trade. 
It is a market concept· expressed in the relationship 
between a customer (the patient), a, tradesman (the 
professionel) and assorted suppUers ,(the drug 
ipdustry, .other superior :professiona,ls). Trade secrets 
are necessary for the· maintenanGe of the market 

'· relationship, and ;pennit professiona,ls to define 1 __ . '~""'- themselves as spec1a'I', and: beyoncj the control of ,,,., · 
those ,ignorant of these ·•trade secrets'. · The auto- \,: 
norny of health :pro,fessionals - particularly doctors 
rest on the range of their trade sec'rets" (Iliffe 1983). 
Wi,th this conception it folilows that professiooalism 
could be curbed or even abofished with the 
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abolition of market economy i. e. private trade or 
commodity market in health care. This appears to 
be another instance of radical presumption. Profe 
ssionalism is not a creed peculiar to the medics! 
profession nor to the 'bourgeois ideology. Professlo 
nallsm not only regins ,in private medical! trade but 

'--·""- also exists among the employed non-practising, 
"". professionals, among the medical teachers of non 

clinical discjplines and among the doctors engaged 
in public hea,lth work. 

~ Professionalism exists in pre-capitalist economy 
ai:lfF' continues ,in. the post-revolutionarv societies 
where the ewnershio of the means of production 
has undergone a change and private trade almost 
abolished'. In a round table discussion on private 
mediical: practice organised by WHO, it has 'been 
revealed that private practice, in certain forms 
exists and is developing in the soclalist countries 
(!Roemer, 1984J. Medical co-operatives are spring 
ing up where state-emploved doctors are a1l!lowed 
to spend upto two hours a, day and are entitled to 
a 50 percent share of the payment received from the 
patients in cash for the services rendered. Even in 
China, barefoot doctors who are essentially parame 
dics, are a,l:lowedpart-time private practice. Accmmon 
practice developing ,in these countries is that of 
giving, g1ifts to doctors in hospitals and often the gifts 
are relatively large amounts of money. Alil trris is 
done to ensure 'better quail1ity ·Of service (which is by 
no means certain). How is the q,u,ali,ty of service to 
be determined? How are measures and gradations 
to 'be made ? There is as yet no acceptable indicator 

) or scale. Hence, quality wiil'I: be determined diffe 
"" rently by different social ideologies and health 

cultures, and the ,latter are rnanlpu lated by profe 
ssionalism. Speclelisatlon and mystification are 
only other facets or instruments of professionalism • 
utiiised to maximise the price of medical service ,in 
private practice. 

Specialisation, however, is not an exclusive 
exploitative imposition. 'lit is also an i1ntegra,I par~ of 

. »scclel division, of labour, not only unavoidable 'but 
necessary in any seclal formation incliu,ding the one 
based on non-exploitative mode of production- 

- -!f-- )/\/hat is relevant is not to confuse social, division 
L.~~f lab~ur with capitals' division of labour. In an 

__ analysis of modern chemical industry in L:JK Nichols 
--..._.; and Beynon have shown that though ;technical dlvi 

sion of labour is a must in any industry in any mode 
of production, in the capitalist mode the technical 
imperatives are subordinated to polielcal imperatives 
and technology exists to serve and augment capital. 
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"Certainlv i:n any mode of ,producti,on, given the ex1- 
stence of speolalised trainirig, some men will be 
more technicellv co.npetent to solve certain problems 
than others Whis is so obvious as to ha1rd!ly require · 
stating. But something else which sho,u'ld also be 
obvious is often i;g,Aored:. For concern with the tech 
nical 'structure of complexes like Hiversi:d'e (the fact 
ory site} can also too eas1ily obscure the fact that 
they are not even designed to make chemica!ls, but 
to make chemicals for profit The reaility is that their 
division o,f labour is capital's division of labour ..... 
(Nichols and Benvon, 1'977) P,r.ofessionaHsm, also, 
,could make its contriibutio,fls. in ,the struggle against 
the ruHng cl.ass and the state. The history of the 
development o,f hea,lth care service ht Great B:ritain 
has shown that the professiona,l.ism of the doctors 
thwarted, at dif,ferent stages, the attempts o,f the 
sta;te to, redluce or withdraw the medical benefits 
demanded !by the ;peopl'e. Here ,in !lcndia a,lso, ,profe 
ssionalism o.ften reinlorces the demands of the ;peo 
ple for the ega11itarian distribution of medlica,I sewices 
against the discriimirnatory .practice of the state. 

What do we expect from, the doctors? Here, the 
bourgeois, left, radical aind popula:r·vi,ews converg;e 
and appear as if grossly inffo,enced by the ideology 
of professiona1lism. A doctor should render utmost 
efiorts irrespective of the sociio-economic status of 
the pa,tien,t; should a1lways ungrudg1ing,ly serve emer 
,gency patients wiithout consideration to his own 
convenience; should a,lways be g,u,ided by the code 
.of ethics tormulated by the ,profession; should act 
as a friend-phU.osopher-g,uide to the pa.tie,nit; should 
exude hope and confidence in his conduct etc .. etc. 
Concomitantly, the community accorded certain 
privii[eges to th.e pro,fession. iFhe doctor knows best; 
he should not be questioned; M.e has the ,unCha,lllen 
ge..able ,right to handl'e and manipulate the patient's 
body; his good faith ,is taken for gra,n,tedi even tin 
cases of the patient's death andl disabi:lity. 

What do the doct,ors thin'k about ,their own, role 
expeetation? ,1 n a ,large study in two medica,I: colll'ege 
hospita1ls in iJ"ami1lnadu, Venkatratnam ,revea,l'ed: that 
the doctors' understanding of their rote expectation 
is a composite o.f their own ,individual: perception, 
occupational eompulsions and organisa1Jionail 
( :professional and insti,tutionail ), principles 
{Venka,traman, 19179). Hole expectation cornprises of 
professional. academic, research, manageriail and 
social. Many interesting; facts and eontroversiaJ 
issues regardiflg doctors' responsibiHty towards 
patients, role towards other hea1l,th workers, 
requirements of teaching-trni,ning-research, level of 
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communication with ·patients, social responsibility 
and so on have been revealed in the above study 
and these should be analysed before rushing. to 
issuing sermons on doctors' role expectation. 
Peculiarly, the lCMR- ICSSR report, while casti 
gating the profession for its negative attitude 
towards preventive and promotive health care 
recommends for their 'alternative model' of health 
care service that "the doctors will still continue to 
play an important role in the new health care 
system. But this will not be over-dominating and 
will be confined more and more to the curative 
aspects of the referral and specialized services for 
which they are trained" (H FA 1981). 

Universally, the understanding of role expec 
tation of the doctors suffers from an idealistic 
approach. AH expect the doctor to be humane, 
shorn of commercial urge, dedicated to patient's 
welfare, imbibed with principles of social justice 
etc etc. No one asks why the doctor should follow 
such a model or what objective conditions may 
compel him to do so? Or for that matter, what objec 
tive conditions persuade the doctor to do as he does? 

Perception of role performance differs between 
the professionals and the consumers for obvious 
reasons. Confusing and paradoxical situations pre 
vail. While the State hospitals and the doctors are 
almost alw"ays on the dock by the consumers and 
mass media for the severe shortcomings in role per- 

. formance, the very same hospita'ls and the professi 
onals are· very much in demand for their high 
quality and' indispenslble medical service. True, the 
service is attractive because it is free. But even 
amongst affkrent consumers the notion prevails 
that the hospital doctors are rr.ore skillful, know 
ledgeable and equipped. Generally, the doctors' 
notion ori role performance is that they do their best 
under the given circumstances and they could do 
more .if they have a free hand in the-administration 
which is responsible for the constraints. The factors 
underlying these confusions and · paradoxes are 
being unravelled by the growing momentum of the 
organised movement of the doctors. 

Doctor's Organisations and Agitations 
We.st Bengal 

Medical practitioners got themselves organised 
under· Indian Medical Association in the thirties. 
Later, practitioners of each speciality discipline built 
up separate associations. The basis of these ass 
ociations is professionalism, academic and pseudo 
academic. It should be mentioned that non-clinical 
and even public health disciplines organised their 

own associations. But the ·associations could not 
cope with the task of tackling the emerging aspi 
rations. of the employed' doctors. In fact. a 
contradiction developed between them. Ironically, 
the bone of contention was economic as well as 
ideological. The ide~logy of professionalism appe 
ared to be a drawback for the service-doctors. .-~-· The pay packet of service was unattractive not 
on;ly in comparison with the income in private 
practice but also cornpared unfavourably with that 
of the similar category of government officers, 

~~.; 
for instance the civil service, or the engineerii: ~ 
ser.vice. This situation had been a hango-mfrf 
from the British days when doctor's pay packet 
was dellberatalv kept low with the understanding 
that they would make it up with the earning from 
private practice, a priviilege then enjoyed by all 
service-doctors. Later, with the expansion of the 
state sector more and more doctors had been 
ernplovsd ~n· non-practising basis but this principle 
of waqe policy did not-change. 

ln matters of job requirement, job perquisites 
and job satlsfactloh, . there was nothing glamour 
ous to look forward to. Duty hours was virtually 
feudal - a doctor was 'on calt: for 24 hours a day for ~? 
emergency need and seven days a week; almost all _.,., 
health centres in the rural areas were manned by one 
doctor in each; there was no ceiling on the number 
of patients one had to attend daily; a rural medical 
officer, in addition to his clinical duties, was entrusted 
with the tasks of family plan,riing,, MCH, School Hea- 
lth, Immunisation, Epidemic Control Administration 
and what not. System of recognition and appreciation " .. _ 
of good and dedicated service was absent. Avenues ' 

-~ .:, for higher education, promotion, research, or even a 
transfer 10 a better post after a scheduled period of 
service,· were severely 'limited. Because of longer 
period of training, to acquire qualification, a doctor 
usually enters service at a later ,period compared to 
others and consequently is entitled to a lower pension 
and lesser amount in the retirement benefits. 

The state hcspltals were always understaffed 
and underequipped and hence, the scope of prac 
ticing what the doctor was trained for. was thereby 
limited. On top of these, the health administration _ 
was run by the gen-eralist administrators. These -) 
people had no career attachment to the health~~- · 
department; were not answerable for failure or _- ..t,_, 
mismanagement; had no inclination to learn the ~,"- 
problems of the health care service as well as of the 
employees. The doctor had no voice in health plann- 
ing, hospital service development and technical deve 
lopment. The autonomy enjoyed 'by the profession 
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in regard to clinical practice in the NHS of UK was 
not even partly granted to the doctors here. On 
the other hand, the political authorities found i,t 
convenient to put the blame on doctors and other 
health workers for all their failures, misdeeds and 
incompetence in the health sector. Consequently, 
doctors and the health workers, as they were the 
ones, at the counter, · had: to suffer the burden of 
public wrath in the form of physical assault, humi 
liation, abuse and so on. 

~ What did the doctors do to overcome these 
a~rsities? It is worth while to note that the· 
state service was last in the list of priorities of a 
new medical graduate. The order being private 
practice, specialisatien, migration abroad and ,if· 
all fail - then tie opts -for service. Latelv. because 
of comoetltlon, the· options have shrank grna.tly and 
large numbers are now competing among them 
selves for limited state service; doctors from Orlssa, 
Assam, Bihar, Bangladesh · are now applicants to 
the West Bengal State· Service. 

' ,.·~ 
In this situatior» how have the service-doctors 

reacted ? Quality has been the fi;st victim and. 
expectedly so. No matter whether '50 or 500 attend 
the outpatients clinic the experienced doctor mana-. 
ges to tackle them within, 3 hours or so. tn a 
100-bed hospital, 200 patients. stay indoor :regularly 
but the same number of doctors and health workers 
treat them without spending any additional time.inthe 
hospital. The next escape route is ,private practice - 
both authorised and unauthorised. 1ln west Bengail 
except in the case of c'l:inica;I teachers of tlcle majotltv 

'l of medical colleges and doctors in the distdct, and 
,'- subdivlslonat hospitals, private practice is not alllow 

ed. In fact, 7 /8th of the State doctors are non 
practising. The States of Orissa, Andhra, Maha 
rashti a, Punjab, Harlana and others have either 
entirely or partly non-practising state service. Some 
other states have ,indicated that they wH!I too follow 
suit. The entire Union government and the public 
undertakings sector is non-practising. Expectedly, 
most doctors aspire for the limited practtsi,!'lg 
privilege of the service and in the non-practising 
sector, unauthorised private· practice is growing 
wherever there is-scope and opportunity. 
; 

-~ The question o-t the alileged reluctance of the 
~--" doctors to serve in the rura] _instit~tions should be 
I understood and analysed w1,th this background ,in 

mind. Concerned people have swaNowed the 
government propaganda that because of such 
reluctance on the part of the doctors, the govern 
ment despite earnest efforts and llberai financial \ 

a1lllocatiion, fails to ,provide medical care to the 
rural people. By absorbing this pro,pag,anda 
uncritically, the hea'1th, activists on the one hand, 
unwitliinglly ag,ree with the governrrenit tha,t 
rnedica,I care is synor.i,yrno,us with the presence o,f a 
doctor. folill i,n another tnap that provides for offer 
i1ng, barefoot doctors Homoeopaths-Ayu,rveds and 
simple home rernedies for the vi1lllagers in the 
garb o,f tradltion, i1r:1di,genous cul,tu:re and comrnunltv 
medicine. The fact is. otherwise. ,It is dellberate 
governmen.t poliicy to keep· the service conditions 
of the rural medicail officers unfavourab'l'e wi,t,h a 
x.dew to discouraqe · the doctors from taking up 
rnrail' postings; and [n this attempt. one must admit, 
the government has been successrut to the exent 
that even the eccasionat few ,sodaHy conscious 
peopl1e--odented1 young. doctors, a her a sti1nt of 

,rurnl: service. try their utmost to move 10 the urban 
area or qiuit. ~ T'he Sid'dlha;rtha Boy Congress govern 
ment's 1regula1tion ,of 1974 stipu1la,tedthat physicians 
wHh speciafist degrees ;would ,enjoy a higher pay, a 
specia,I aJll'owance and woutd be exempt tram rurnl 
postings. lit was enly naturnl that young doctors 
went in for speda,l1isation j,ust for the sa~e of 
avoiding, rurnl, posting, if not for higher emo,lu 
ments. The Left Front government 'has not telt it 
necessary to chainge the r.eg,ulation'' (iFhe 
Statesman, 1985). This policy ,i,n .fact, indu,ced even 
those doctors, who had aheady settled in the 
rurnl' areas, to move for any type o,f specialisation 
and settl'e in, U!rban areas. Does it show ,rel1uctance 
on the part of the doctors or that oi the gove.rnm~nt? 
Late'ly, ,the Marxist Left 'front government ,in, 'fl.Jest 
Bengail ,introdiuced agai,nst the prate.st ot the 
medical profession, a short terirn three year medical 
cours.e. :co train up doctors who wol:ll'd fill! up the 
rurnl vacancies. Next year, the jiunim doctors ,in the 
St9te la:unched agitation f,or jobs in the State 
service and demanded tha,t alili mrail posts 'be ,i1mmed 
iately :f1.liled uip, by cmren,tly eligibl:e 3 000 unelil'lp'loyed 
youngi'.r:nedfcall· graduates. Under public pressure, 
the-I.eft 'Frontp.u!blicl.y declared that there w1:,re no 
sucf:fvacan-cfes and they: were un::ible to provide 
jobs, no,t ,even in the rmal areas. The short-term 
rnedicail course had to be wound up ,ln any case, 
the discrimiination against the rurnl medicail oWcers 
persists. No one, of course, raises the question why 
doctors, of al!I people, . mus,t go and. serve the 
vHla€lers who are ig!nore·d.- in respect of alll other 
consumer goo as: ILr:nust 'be· uoderstood that the 
recent ,organised d'er:nand- of the j,u1r:aior doctors for 
rural,iappoinfr:n1mt is not ,due_ to ainy· sudden surge 
of· ,patrio1!ism hut simply due to pressme of 
unemployrnen~. · 
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In course of time, however, the consoling 
compensation through private practice turned out 
to be insufficient. Service-doctors. and junior doctors 
ventured to orqanise their own bodies on trade 
union basis to voice their grievances which did not 
find deserving place in the earlier professional 
bodies like lMA which was dominated by private 
practitioners. In 1973; junior doctors launched a 
movement in West Bengal demanding better pay 
and service conditions. and better provisions in the 
State hospitals They had to go on strike and come 
out partially successful by obtaining pay hikes. 
ln 1974, the State doctors tin alliance with the 
State engineers) resorted to strike for 41 days but 
maintaining. the emergency services. Their demands 
were not only economic but encroached on the. 
political and ideological level.' They demanded 
exclusive executive power for the scientists, 
technologists and professionais in the scientific and 
technical departments of the State administration 
which were the preserve of the generalists, and 
parity lri'pav scale with the Indian Administrative 
Service (IAS). _This aqitation generated intense 
debate throughout the country and the issue has not 
yet been settled. The West Bengal; government 
ultimately made a few concessions but unfortunate 
ly, with the subsequent imposition of Emergency in 
the country, the terms of the agreement were 
not lmpllmented, leaders were sacked and doctors 
terrorised. The faH out of this agitation was visible 
elsewhere; the pay scale of the.doctors in 'tne Union 
government and pubMc undertakings were soon 
revised upwards to bring it on par with that of the 
IAS at the lower level'. · . 

This agitation made a, breakthrough on several· 
grounds. People saw to their surprise that· 
renowned professors and principals of the· medical 
colleges, eminent specialists and senior engineers 
holding, high ranks in the state service, walking: ,in 
processions, squatting, on the pavements and' 
holding street-comer meetings. It then struck them 
as a novelty that the 'noble' doctors could resort 
to agitative ways that befit only common workers. 
Doctors, it was stressed, had no right to Jeopardise 
the weH being of the patients by striking. This· 
agitation, perhaps for the first time, focussed 
people's attention on the affairs of the medical 
service, particularly into the government assertion 
that the doctors and· health workers were respo 
nsible for alll the His in the system. 1JThis agitation 
was folllowed by a series of aqitative movements 
aH over the country, mostly by the junior doctors 
but also by the state doctors ,in Delhi, UP, Orissa, 

Assam, Maharastre Andhra, Bihar - though with 
ditferent demands as was expected owing to diff 
erent levels of development. Everywhere, organisati 
ons of service-doctors sprang up independent of the 
'l1MA. Tl1e aghation in West Bengal also brought 
changes ln the orientation of 'Benga,I ,I MA, which 
despite its long hiistmy of co-operation with the 
government had' to come out actively in support 
of the service-doctors and j,u nior doctors. 

· Sporadic movements on various issues such as 
reduction o,t job burden, physical, security at -tl:ie-- _ 
"}(Ork-site, better provisions for emergency c_ai~; 
improvement ,o,f rural medicare andl more scope 'fdr 
higher education have taken place culminating 
in the 1983 statewide movement. The [unior doctors 
demanded, besides bettrer pay, service eonditions 
and provlsions for emergency care and a health 
policy with priority to preventive care .. The !Left 
Front Government took recourse to unprecedented 
repressive measures using, party cadres and the poli- 
ce. Brutal. police viole~ce o~ the j,unior doctors 
brought state doctors onto the scene, also in an 
unprecedented manner. Perhaps for the first time in 
the world, state doctors 1in their strjke action with- 
drew from the emergency services. This was an . " 
orqanlsedretauatlon o;f the doctors against -orqanlsed 
terrorism of the Left Front government who reiterated 
the ear.Her declaratlon cf the Congress regime. that 
the doctors had no .right to strike. The goverinment 
had also ,earlier. started denying the doctors the 
right to any agitative activity. This was strange 
and definitely -urracceptaete to doctors who had 
to, earn demoeratlc riights through hard struggl'e in ..; .. ~ 
1974 when the conduct rules for the government '.,' 
servant had been revised; -Phe doctors received, -_:::'.~ 
unprecedented public support even though they 
committed such so-called anti-humanitarian acts as 
desertlnq the emergency counters. The government 
f.inal'ly had to withdraw the victimisation and 
punitive measures and - concede the immediate 
demands of the strikers. 

There are now indications that service doctors 
are now beginning to realise that the aspirations of 
their occupation are directly related wi,th the nature. 
object, standard and extent of the stare health care ,. 
services. They have now ralsed' the demand for ,. 
clear declaration of the aims and objects of the . ~ 
state health pol1icy and a controllling ,role in impt-:· ·· ;,.,.., 
ernen1tation, a plea to-shaie -responsi'biiHty with pO·W·er. .> 
The sewice-doctors in West Bengail dema1nded that 
free state medicare be excl1usively reserved for the 
indigent population only, which produced indignant 
protests not only from the privileg.ed middle class 
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but a few poHtica,I parties with 'Left' labels. Diff 
erent mass organisations are now holding meeti:ngs 
and seminars on the health policy and state health 
acare administrtlon There hes also been a ,renewed 
spurt i:n the agitative rnovernentof the junior doctors 
and service-doctors in other states for instance Bihar, 
:up, Orissa, Mattarastra' and Delhi. 

These organised movements of the service 
doctors brouqhr ma:ny undiscussed issues into 

·· public attention. Should the doctors be treated as 
~specia,I occuoatlonat group with limited dernocra- 
, ti;:; rights and additional responslbiiitles 'to society? 

A~ if so; why? What are then the limits of the 
forms of .agi,tation for the doctors, ,if they have 
grievances to agitate for ? Are the· doctors also 
entitled to fixed duty hours just like others? Why 
sho,urld doctors alone have a moral m sociail obli 
gation to serve the villagers who are deprived of, 
a:nd are discriminated against in respect of alil other 
commodities and services? Should the generalists 
enjoy the power and ,the doctors bear the respon 
i,ibiHil:y of state health care service? And finally, who 
doctors are primarMy responsible to, the employer 
ior to the patients or to their professional ethics? 

1'he foregoi:ng development and issues per- 
suade us to take a new approach - the marxist 
approach - to determine the role expectation and 
analyse the role performance of the medical' .pro 
fession, ln a market economy, the medical professi 
on cannot but 0be governed· by its rules and to 
expect them to swim against the current is an 
utterly ideatistlc proposition. · The service-doctors 

- -,( · tend to behave as other wage-workers do. They 
1l. try to extract as much wage with as little labour j~ . 

as possible, in contrast with the employer's tendency 
to extract as much· labour yvith as little wage .. 'It is 
all very weir!, andi easy to define 'medical care' as 

. a commodi,ty in: the caoltallst mode ofprod uction 
but it needs explaining how the universaUy free 
state medicate · remains a commodltv and behaves 
as a, cemmoditv. Dr what here is the relation of pro 
duction between the owners of the means of pro 
duction and: the sellers of labour power? It needs 
study to understand why the pdmary need of food 
clothing- shelter is denied to a dying citizen but free , < medicate service is 'demanded and created and, the 

\. i nature of the class struggle that brings about this 
~·-.state response. Alil these studies in the concrete 

~ • ./ reality of the Indian situation will bring us back to 
the question of class identification. 
Conclusion 

"The separate individuals form a class in so far 
as t~ey have to carry on a common battle against 

another class; in other respects they are on 
hostile ,terms with each other as competitors. On 
the other hand, the class ,in, its tum assumes an 
independent existence as aqalnst the indlvlduais, 
so that ,the la,tte·r find their conditions of ,l,ife 
predetermined, and have their position ,in 1liife and' 
hence their personal development assigned to them 
by thei,r class, thus becoming subsumed under ,if' 
(Marx and! Engels 1,9761• The individual's role iin, the 
production process, his location in the social 
relations of production, the productive or unprod 
uctive nature of hiis laboue - an these form the 
o'asis of i:nq,uiiry. But as regards the identification of 
class, the common interest, common behaviour and 
common · action, which are o,tten independent of 
individual' willls, - or the common outlook towards 
soclat events, politica,1, andddeologlca,I orientations 
are also frnportanil: and often act as positive forces. 
To this iEngels has drawn attention : "The econo 
mic situation is the basis, but the various elements 
of the superstrucwre-political f.orms of the class 
stru,ggile and its results, to wit. Constitutions 
established by the victorfous class after a successful 
battle etc., juridicarl forms, a:nd even the ,ref,lexes of 
alil these actuail struggles in the· braiins o,f the 
participants, politica,1, juiFist:ic, phi,losophical theories, 
religious views and their fortheJ development i,nto 
systems of dogmas - a1lso exercise theit influence 
upon the cou,rse of the historical struggiles aind in 
many cases preponderate in determining, their form" 
'(Marx and iEngels 1965). In order to understand! the 
socia,1 rol'e of a group -of simiilar,ly placed wage 
earners. their historical development in relation to 
the changes in the mode and ,relations ,of :production 
as welil, .as their political and ideologica,I ,expressions 
vis-a-.vis the dominant political and ideolog,ical 
current in the given society, are to be studied. 
Class is actt:JaHy, a historicaMy developed, ,ideo 
logica,llly shaped and economicail!ly determined 
dynamic relationship expressed through class 
struggle. 1ihornpson.'s notion of class revea,ls this 
aspect. ''By class ,r understand a historicail pheno 
menon. unifyi,ng a number of dispara,te and seern 
'i:ngly unconnected events, both in the raw material 
of experience and in consciousness. rt emphasize 
that it ,is a historical phenomenon, 1 do not see 
class as 'structure' nor even as 'categ,ory', hut as 
something which in fact happens (and can !be 
shown to have happened) i:n human relationships .... 
Uke any o,ther rel.ationship, it 'is a fluency which 
evades analysis if we attempt to stop ,i,t dead a,t any 
given moITTent a:nd anatomize i,ts structure .... ifhe 
relationship rn ust a1lwa,ys be embodied in real 
people and in a real context" {Thompson 11982~. 
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The social role .of the amptoyed .sectlon o,f · the 
medical profession is therefore, determined by their · 
ro'le in the dominant mode of production ar;idi 
by their interaction classes in the · social events. 
Sel!lers of labou,r power primarily se,U tt elr 
labour power to earn a Hving, not to produce 
commodities. iBy the complexity of social division, of 
labour, some have greater interest In their products 
while others have greater iriterest in the production 
process. Each o-f the occupations has an ideologi 
callly determined skill, status and price. Al'I have 
common despair in unemployment and all undergo 
the similar feeHng of. inferiority, helplessness, 
subordination and subjugation in relation to theiir 
employers. Vic Allen, thu~ describing the wage 
earners, concludes that bourgeois sociologica:J 
stratification of different hlererchlcal .classes and 
the reductionist categorisation of productive and 
unproductive labourer without empirical substanta 
tion, wiill not be helpful in an attempt to differentiate 
between wage earners {Allen H!78). iln the case of 
health professionals. the .study should go much 
deeper and wider. Hea1lth -and medicine are. net 
mere sterile fig,urns or aav, mortality and morbidity 
statistics. llil>ness involves paln, fear. and desperation 
in real life and these saturate the miHeu wherein 
medical care operates. Culturnt instincts· and 
ideological creeds· strongly influ.ence· a"ndi occa

0

sion 
a1lly determine medicine and medicare. Medicine in 
its practice and Institutional forms is not merely 
commercial exploitation or oppressive . power 
relations imposed by the dominant· class - as 
radicalism may have· us believe - but is a resultant 
of class struiggile, of antagonistic a·nd non-antagoni 
stic contradictions between classes; ot interactions 
at the econcmlc.eotltlcat and Ideoloqlcal levels. 

The question of the role and behaviour of the 
medical profession 1is relevant to the bui1lding up at 
a Peoples 'Health Movement {PHM). PHM is not 
merely ,imparting health education to th~ individual 
or community. PHM does not end with the 
exposure of the .inadeq:uacy and' exploitative nature 
of capitalist medlclne. PHM needs · to acquire 
expertise, to develop sound scientific basis of 
egalitarian 'health system, to search' for the rnecha 
anics ofbuiMing, up of a socialist health culture 
and to strive tor suoordloatior» of medical science 
to social needs and aspirations. It is a stupendous 
task and the role o.f the health professlonels is 
crucial. This necessitates objective study o.f the pro 
fession before theorising study of the developing 
contradiction in the pr-ofession and the nature of 
the contradiction; the dlalectlcs of the medicine; the 

development of the elements of socialist medicine 
diu1ring bourgeois domlnence: the dialectics o,f, 
cutture! change a,md development. 'In the ensuing 
·stru,g.g,le the weapons ,of the bourgeois science and 

,technotog1y ,ought to be counterpoised by the wea 
pons of peeptes: science a,nd technology. Involve- 

. rnent of the medical personnel wi1lll not be determined 
by humariist exhortation cir so ,ca1llled deproiessiona- -~;t 
:lisation. .but by class con,trndiction and class struggle. 
The medical profession or a section o.f it - be it cate 
gorised as the 'new petty borngeois' (Poulantzas, 
l9'75) or ~he 'new working1 class' (Mallet, 1'975)\117~....c ' 
have its own deteri;minant -role to play and ,the P~ 
activists must need to analyse and understand this 
role in order to Jormulate the strateg.y and t~ctics in 
the emerging soc1a:I events of the beailith sector. 

Su1it K,Das 
S -· 3/5 Sector ilill, 
Salt Lake, CA~CUHA 64 
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IJ11PSfDJE DOWN MEl:ICAL RESEA'R!CH 
The Case of .A:1aem1i,a 

rajlkumar,i naran,g 

What conditions and influences the development of medical research ? What motivates a researcher to 
choose a particular pJOhlem; area ? Under colonial rule research "}las a 11.onopoly ot a small group of scientists, 
mostly British some Indian. Curiosity snd the need for experimentation, and perhaps some concern for the suff 
erin,g genPrated a number of interesting and relevant studies. Alter the '!iOs·the orientation and the ethos of 
medical research have changed - the problem areas are not those which benefit the majority but those which 
ere mast likely to /Jring reco qnltlo« to the researcher. Even whe.n occasionall:y, an ete» of relevance suclr as 
anaemia is chosen, it is looked upon as a purely medical pro'/Jle.m, deemphaslsin,g the social and epidemiologi 
cal aspects. This results in a medical/technologlcal solution which can at /Jest, provide tempora,ry relief. The 
authot criticaliy reviews the studies on anaemia over the yea,rs to iltustrste her contention that the choke and 
treatment ol,prohlems in medical research is rarely governed b,y factors Sllch as people's needs 

D,octors and scientists trom th~ ~ery early part ~,f 
· this century belonged to a pnv1;leged class trai- 

ned and employed! by the British and lack,ing in 
involvement with the needs Of the native popula 
tion. We find.however that there ,is a certaen arneunt 

-of eagerness ·to learn, experiment and change thin 
,gs inspire of the primitive ~echnology and little basic 
knowledge in the field e;f physiology. Although the 
knowledge of science was inciden,ta'l1 and the doct 
ors were guided by the prevailing assumptions. and 
biases o;f their class, the 1mpod of llibernlism swee,p 
i1ng the country encouraged them to be open ln 
their pursuits. 

The science of me cine was stilil young, and 
technology not so welil dsveloped. The Iack of sophi 
sticated: Iaboratcries and equipment was compen 
sated, ,i,t appears, by more sincere attempts to [earn 
about the lives of the poor and' to look at the wret 
chedness of their condition that resu1l,ted iin kilter 
diseases. C:uiriosity and the need ta experir:nen,t were 
also .important considerations .of that time. Scientists 
were new to the discipliine and had net yet mastered 
it, to start the maniipU1lations so obvious in the 
seventies. and eighties. This. could have been the 
resUil,t of mora,11 concern, or a mere humanistic 
approach. 

The independence movement, world war and 
.... {"- the genera Ii ,p0Htical1 atmosphere could have diverted 

~ l the efforts of the scientists to what were seen as the 
~: ,needs of the cou,n:try, but there was a persistence and 

~../ der:nermination to eradicate anaemia. ifhe eailousnass 
of the later research is absent, though anaemia must 
have been uninteresting and ,wriexci,tingte the whites 
(as a condition rarely encountered in the West) 
and the Indians bred in their tradition. In contrast 

after Independence when anaemia still taps. the Ilst 
of 1k,iilllers d'Llri111g childbirth, sctentlsts ate Jbored with 
the problem unless it lends itself to molecUilar 
manipula,tio.h and so,p'histica,ted technetog,y 11se. 
There .is no ,patience ;or concem with ,the Hves. of 
the poor, or wi;th the neglect o,f women, and ,the 
ei:ivironment o,f Infection and :inifost,ation. f'he age 
Of co'ld: hard obj:ecti,ve reasoniing, demanded ,ruth 
lessness with the poor. ihe huiman angJe was side 
tracked and with that Ol:Jt went methodical e,pid 
emeological research. 'l'f anaemia 'has nnt disappeared 
wi,th the iiron piills - the country ,cannot stop its 
march to the 21st century with the electron micros 
cope, iE'l.lSA, rnolecuilar biology, monoclena;I anti 
bodies and so on. "Socio-economic ,problems are ,,mt 
the cor:1cern of ,the scien,tists'\ as ,one award 
winniing consu1ltant scienitist to intefnatienal agencies 
remarked. Even technology has not been used for 
the poor. We have sensitive tests developed to 
detect diabetes ,tless than '5 pe.rcen,t have it) ,inborn 
errors of :metabolism (pr-eva'lent in 1: in ten thousand 
or t" l'akh pO.pl:Jla,tion). but the method of a,naemia 
detection i,s the sarne as tha,t we had ,i,n, the thirties ! 

Research today has stepped out of the homes 
o,f the poor, by passing the dirty 'lanes, open drains, 
concrete rnonstrosities and smoke emittiing, fac,tories, 
straight ,into the air-conditioned fabs and test tubes. 
Problems tha,t are rooted in a,n exploita1tive socio 
economic system are sought to be solved from, the 

,rarefied atmosphere .of the labora,tories. Sof'u,tioris 
to hunger and anaemia are sought ,through statisticail 
manipulations .of mean and standard devia,tion. lt 
seems as if scientists am now fighting 'by proxy 
the 'battles of the ruling classes r-egarding food 
needs. minimum wages and hunger; ,their scientific 
vision ,can accept strips of data fed into the ,com- 
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p'iher;- but not the living, half dead tired women 
who flock to the hospitals everyday. This myopia 
seems characteristic of our -research today. This 
mechanical tran.ster of data reflecting the llve s of 
the poor had occurred in the west almost 25 years 
ago. India seems to be one of the few de_veloping 
countries trying to catch up in this field. The price · 
we pay for the _use of these advanced techniques 
is that we loose sight of the· human being at the 
other end. Increasingly we isolate ourselves and our 
research from the human reality out there. The study 
of the historica] res·earch on anaemia serves as a 
paradigm. 

Anaemia : A Case in Point 

in India" 'is •her starting. shot. The formal training 
of the doctor was obviously not different then. 
The framework in which they functioned had no 
thing to do with the real lives of the people. Any 
patient. who "deviated from the 'textbook pattern 

- of, disease' was non-comoliaat :·or · clifticult:. \.;f;he 
woman's real 'experience:· of ,pa_i~ ancl Hlhealth d;ip'.. 
not fit into th'e' cfa~sical· 1pr}tter~s ~f aiseaseh' Doctors 

• expected Pjre.~t, well-defiAe:9, Specif1c··answers,,.tp 
their curt questions'. •.w'hereas t~e 'wornanvs' und~r-. 
sta,11dk1g 'ot pain was different. T~,is .soclo-cultural _ ~ 
void has onily increased with time beeause.-tocl_"-<v 

• ' ,,.--;,a..,. doctors .donot even-demand; answers to (l•uest1:o_g:') 
any longer. They already kno~ it ?i('I and have no 
time to ask the questions. · · · ' 

In 1915 r». A.L. Mudaliiirin the Annual Clinical 
Report of the Raja Sir 'Ramaswamy Iyengar I.ying-in 
Hospital vividly described the clinical picture which 
csnnotbe improved any further. "The anaemia of 
pregnancy is a malignant type of anaemia that seems 
to be much more frequent than is supposed - it is 
not on·ly a fairly common complication during preq 
nancy but is' one of the most fatal complications .In 
1914 the disease was responsible to~ 35 percent ·oi 
the mortality - more frequent in multi para thanln 
primiipara·, and has a, very insidious onset: patients 
hardly realised the gravity of this condition till the 

' whole body is. swollen up and they get an attack 
of dvspnoea when they seek admission. Breathless 
ness on slight exertion and extreme weakness are 
prominent symptoms. An analysis of the blood show's . Her treatment consisted of rest, diet, Hon, blood 
reduction in-the RBC----' (Mudafiar, 1915). Jn injections ·ti:rri).,· 'She also visltedJthe homes of 
1927 Margaret Balfour from the Haffkioe Institute. the poor anaernics :1:1,nd attempted · to"~-,n~ up the --:. ,,_ 
Bombay published herfindinqs on Anaemia (Ba.Ifour, problem with the 'l1ives•10Hhe ~omen'· (,r-rare qu'ality f 
1927). This is an important study by a white woman. compared with".'the clinical: d~.ta·c~men·t'of the present >: 
Her meticulous observations betray her colonial day doctors)." Since the- 1in9ip~nce pf anaemie was 

. backqround, but her. concern for the enormity of high_~r among )he•Muslirns,J:~ her stLdy° she. sH1tes 
the problem is real. As a woman she is also cancer- ''-·=- Th~ maiii'carlse of tQ'.is.is,.p'ro6aofy the prndah 

. ned about; the . maternal mortality due to anaemia condition under' which Mohammedia'n:·_®i:lmefl~~J.i·ve. 
• ~,, "ii· .. • l 

much more th·an the, other researchers of that time. :: The ... .poorer classes are confir;ied ,in a single' room 
The study is well documented with her startiffg ,where they lead a very ,ina.c:ti'vl iifJ.· ·Hi·niu women, 
observatio·ns, "'In view of the frequency with which though under- the same genera,(. conditions as ,regards 
the disease occurs in :l'ndi.a, it is surprising how poverty,, o,v,ercrowding and epidemics, do'not observe 
little attention it has attracted", a fact which is - purdah . i~. ·'B~rnbay' a!fid so· hav.C:'l P freer life '. She 

_ true to this day. She adds, "This is no. doubt partly continues,,,.q contra-~icting· ,hen'l~lf .'..: ";- T~~ Hindu 
owing to· the fact that little bbstetric practice·· · woman doel? not go· 61:1t ·mupJ:i: 1:iecpu.se customs ., 
i~- in the hands of, med!cal practitiqners'~· : . and ha~its dr~":n~t~e~~0,t:1n!gt?·-it, -. - f~e--~~rl<:b_f ~he ( :jf 
(~a,lfour, 1 ~27). It_ was a p~nod when the med1- . home. doe~ •. ~g~ 1req~,1~~·aa 1,gr~at 9:eal ,.?f a~~1v1ty?-----= 
cal profession seriously believed that or;ily they · _ espec1aifly .1~ 1t 11s s~arnd by sev~ca! .. yv,omen. l)Aodern ,_ 
could understand problems and change the whole ~ c0Avenien9e~ . also· tehd to_.r~du~y dom.~stic tluties _,, 
face of society. They feel that the key to the heaHh lSOunds. f~mmia,r) w'fl'ile;:modern.Jjlr·ii;i,cipl~s reg'arding 
of the community lay in thei,r hands.- Even Balfour physical exercises and garries.fo;r.,~on;i,~n have not 
identifies her hurdles typically "It is notoriously yet taken root in India except in a few ·cases. A 
difficult to get a correct history from hospital patients generation ago the women of..the family ground .. : . 

Nevertheless Balfour's research is exhaustive 
because she firids that anaemia is n'ot·Jti-st.:anaemia. 

!;; !'Jo 

but is assodated with ·9 host·ot -o.thar -probl~rns 
such as fever . 83 3 percer.rt, c:Har,rl)oea 38 'perc~nt •. 
Albuminu,rei'30 percent Jiver.,e'r,l~rgerr,-ent 8 perqe~t, .. , :· 
spleen enil,a,rgement·13 ,percent, oedema· 100 ):ierc.ent, '.· 
vomiting 40percent, sore to_ngue 31 perce'nt~ Epista~i$ . 
7 cases 'and weakness·~ a,l_~a,ys ((t is heai'fe:ning to t'• 
note that an important symptom now dismissecj as 
"subjective'•'and '•imaginary", w,1;1s aciua,lly- eHcited · 
and docum·ented). 'Her st,Htling ffndihgs'· of 42 per.;, 
cent maternal mortaHty and 53 percent-~·stH'!births 
led to the recognition of the fact '.that Anaemia· h~c;:I 
to be tackled sorrehow. · 
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the corn dai,ly and fetched water from the welL 
Now in Bombay atleast they buy the com ready 
ground ,in· the bazar and the pipes bring, the water 
to the poor". 

These observations betray the prevaiiliing assu 
mptions about women. Instead of recognising that 
these were much needed conveniences and looking,· 
for causes elsewhere she feels that the women had 
no right to look sick, flabby and unheail:thy with 
anaemia and confuses inactiveness which is a sym- 
~-tom of severe anaemia with the cause. 

O' The rnaJm flaw in the study was, however, 
the fact tha,t only women with haemogilobin (Hb), 
levels less than50·percent were considered! anaemic. 
Now the normai Hb level in the West was 14 
qms. whereas the normel detected in the 111ndian 
poor was between 9.5 10 10 gms. Hence 50 percent 
(4.5 - 5gms.) of the norma,I in tndia was ,obviously a 
very precariously low cut-off point. (The cut-off 
point for anaemia in pregnancy today is Hb 'less 
than 11 gms}. Obviously the actual 1incidence "of 
anaemia in Balfour's study was much higher. She 
had no problems accepting lower standards for 
Indians. This is true of the other researchers too. 
They rnay not have had t.h~ expertise then, but 
they did have ,the inform-atiqp of higher standards 
lbeing applied in Britai1ii. Whey did not fiind! it necess 
ary to question the norms, nor did this upset them, 
It is not s11rprisin,g t~at science ·,ejected and gave' 
credence to the Britisher's view of the q11a1ity ofthe 
Natives Hie. In fact scientist« strengthened these inyths. 
To this day. Science has fo11ght shy on the cha.Jien-ges 

-· ~, of racisy,, . tecism. sexism, or social inequalities. It has 
;\___ conveniently toed the line of the dominant ideology and 

under the garb of scientific truth has disailowed debates 
and questions. In fact scientists employed by the 
governrnent are true, lawful servants ! In spite of 
Balfour's incidence of 10 to 20 percent (the pre 
vailing f,igures are 60- 70 percent) the high materna] 
mortality rate led her to postulate a, toxic condition 
associareo with pregnancy. She could not demon 
strate cure with medicinal iron etc., because we 
know t,ha,t treatment for anaemia is very long 
drawn out. 

-~~· ., In the same year McSwiney recorded 43 cases 
· \.. _;of anaemia (McSwiney, 1927). Unfortunately the j__ ·-~ "hospltal stay of the women and freatmeot was for a 

"" few days only, because women came only when 
they were critical and did not stay long, enough to 
get treated after delivery. She was convinced that 
follow-up of the patients was not possible as "lihey- 

J were ail'I poor and ignorant folk who became 

restless atter some weeks ·of improvement and 
bitterly resented the ,innumerable inJ,ections and 
demanded theh discharge at the earliest rnom.ent". 
McSwiney H~e t,oday's doctors was unaware· tha,t 
women's.tabour ~.as needed to ;uw· the home and 
care for the children and that she could not allow 
herself the liuxury of treatment 1in the hosplte! l 
McSwiney· howev·er _,ta,llks of preventive treatmen,t 
early in pregnai:J~y t~ be ;foHow_ed wp to term to see 
Whether anae~iai ~outd be prevented. 

lilie search tot .a, ''cause" of anaemia, continued 
,and ,in ths ·r:neanwhiiile ,experiments. on animals were 
carried ot:Jt with two diets ."a H,indu Diet" and a 
"Muslim iDiet'' (Wiil'l,s .. andMehta 1930). But it was too 
earl:y to • detect'' 1i1ron deficiency anaemia· by rnani• 
pulating diets because contributing factors· were 
many incl,uding Mafa,ria, Ka,11azar, Syphiilis, and host 
of other infections 

h1 1932 AL Muq'a,li,ir and K: Narsimha 1Rao_ 
from the Government Ho.spitail for women and 
Chil'dren, Madras reported theiir de,tai,l'ed study of 
anaellilia (M udaliar and Hao, 11932). iJ'heir criteira for 
Anaemia contiiniued to be (4.5-'5.0. gms}. But they 
had made attellilpts ,to foe.us on the multiple faetors 
such as gastric acidhy diet infections and others, 
and postulated the folfowing themies to explain'. 
the cause of this kiil'ler disease: t) Infective theory 
2) Vitamin deficiency 3) foxemia 4) Deficiency of 
Anti-anaemia factor. 

A Landm,ar;k i,rn Anaemia Stt1dies : 1'940s . .- . ·, 

Upto, this point the studies were not organised, 
but by 1942 LE. Napier and Neail Edwards puMished 
thei~ report financed by the Indian Research Fund 
Association· (lRFA) which was a major document - 
arid ha·s, 11 think, come nearest to defining the 
problem tNapier and Edwards. 1942). lt dea,l,t wi,th 
most of the ,questions including Haematolog1ca,I 
techniques and! included a g:uide for research and 
extension, work. It is a :landmark in the ·fie'ld of 
anaemi,a. 

Paft I dea1ls with a short history of anaemia 
research ,in· India and it ~~s documented that Dr. 
V.R. Khanolkar was inv~sti,gating into the Hb 
standard~· in ihealth and disease. Th~ findings of the 
earlie~ Anaemia Sub-Committee appoiinted by the 
~cientific Advisory Board of IRFA, in 1939by Ml1Neal 
Edwards, V R. 'Khanolka~ and S S. Sokhey was also 
reviewed, where the major conclusions were that the 
ca use oi anaemia is ' common to a large percentage 
of the population though the dorninan,t cause will! be 
diff,erenf' and recommended a stt:Jdy of "normal' Hb" 
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and incidence of Anaemia· including, tne effect·.of. 
treatment. They had elso recommended the study :of 
clinical data and diet intakes ,in pregnant and ··non 
pregnant· women diuiring ·· and- · a.fter pregnancy 
(Napier and .. ,Ed'.wards °1942). · 

- The report also accepted that "In the past 
anaemia has attracted less attention than it deserved, 
partly on account of the genera;! attitude of com 
placency that is adopted towards a disease state 
not commonly associated with a high mostatltv and 
partly on account of a phvsloloqlcal · misconception. 
namely that the·normal Hb in the· blood of persons 
"living in tropicat countries is lower than that of the 
residents ofthe temperate climate. The misconcep 
tion reg_arding ,the ihJb level in the tropics has -now 
been fuiHy exposed - Anaemia ,is. a very. important 
factor in causing, death in iif1f,ections , .and other 
diseases 1in. which, 1fiad the patiens s'i~rted, wlth -ft:HI ~ 
complements of blood - they wou[d have recovered · 
... " (Napier.and Edwards 1942);. At 'last. there was 
some l1ight at-the end of the tunnel. · ' 

,.;,. •f' 

:•-~!!'.'" .. ~·f .--.- '' . ' • t···. . ...,,_~ . 
fi1qd:~flg related fa.• the .. soclo-ecojiornic 'g,rac:1-ient ref 
le·cted-J'!l the frii;lowing, figu1res,,.:. .. '-:' . . •. . •.. (· 

• < • -. 

lndlan West 

Men 

Men 
(Coolies) 

Women 
(Students) • 

·• Women . 
(. Micfdle Class) r • • . . , . 
Women 
(Coolies) • ·'. 

1•4.5-16.0 

, ,Women ' 
(CoojiP.s),'. ••• · 

. '.(P~~9_!!-al1t) ·.• · 

.... . 

...... .. ....... 

14.5 - rn:o 
12.63 

13.73 

12.63 

10.5 

9.22 

The .report also ,reviews the work .done on, 
pregnancy anaemia. Significant. revievys ·are· those 
of Margarget Ba1lfou;r where she· reported -=that 
anaemia was- responsible for 61U;J.. percent of aU1 

maternal deaths ,in 1Bombay and .35.6 percent ··,in 
India {BailfoH1r, 1927). Neal Edwards.~ wlthdatafrom 
the Women 11-:1,ospital gave an ,incidence .pf anaemia 
49.5 per thousand pregnant won:ien in 1936 (taking 
Hb 'less than 50 percent) and Napier and Dasg,upta's 
figures of · 168/1000 pregnant coolie women in 
Assam {Napier and ~asg,uipta, 1937). .. .·~ . ·· 

,:.i · .. - · · ·· Ho l_ev~I~ in gms/100 ml. . .. \\,. .. 
- According tg the tabfe the poor and specially 

worrien· were· at .. 1:1 _disadvantage at the start of 
'pr~gnancy;·: .1fhis . ''.normal" low Hb levels resulted 

· · . .,'in anaemlar at the onset of pregnancy when the 
. . _neeqs ar.e,· more,'. a1nd)>,Y the end of pregnancy, the 

condition was ·so:criticaJ ('rib 1less than 5 gms) that 
the!r symptoms w,ere.?fJ;ieart fai:lure. 

0' _._ o I •• : 

They vv.ere ·al'so sli1rprised thait ,the cool,ie popu 
. latio'n. of 1t)oth Assam :-Ad' Shivrajpur in Maharashtra 
had the sarn~ Hb. leve'ls; but less tha,n the Western 
'levels., They at last postulated economic and dietary 
-factors:· ·becau:se: in 193'.fji:Napier and 11Dasgupta had! 
'given'irpn to c,ool,ies,5:in#}~is~d. their Hib to 12 gms 
and, had· suggest.ed; tha,i there was another liimiting 

• f}4t.:" .. "II_. ·-· · factor tact (opyfously'. footl1), (Napi,er and Dasg.up,ta, 
'-• '. ~ . - .. , .. 

. 193'6) .. Jn atooJher. experiment by the same authors 
·they foupd that ,cooli·e's w~o were well fed for four 
week:$ :before. iron therapy showed better responses 
than th'ose-·whq, were no,t given food (Napier and 

•, 'Efasg,uipt'a, 1,9~7:.b) .. ,ThE:i" 11iaemogil'obin of the weH 
fodi .. gro.up .'1J~P. come .~p t<? the levels o.f healthy 
r:me~ , .. 

The ead!er studies had found that the caiuse.$ 
o.f mat(Jrnal' rnortaHity was in the following ·9r9~r .: 
(1) Sepsis, (2) Anaemia and t3)· Eclarrnpsia, and 
repmt that amon:g the cases o;f sepsis which heads 
the list, there are.many ca·ses in whicli if the_patients. 
had not been severe'ly anaemic as well', :ttiey' w.qu,ld ':: · 
have recovered. (It was also known, that ln Britaiin 
andi Wa:les; anaemia was the cause 6.f ·onjy 0.05 
percent ma,ternal death~)- ·• 

The review.of the epidemeologica:1, data •shows 
that the associ'a,ted problems such as fevers, syphi-' 
lis a'.nd o,ther infections were very important and. 
reported that "the discrepencies in the findings of · 
the different observers may weH be explained -on; 
the .grounds that there are multiple causes "ai-id that 
these are not equafly represn,ted iin the Vprio.us series. 
of. diHerent ·Observers''. .. . . 

Reviewing the haernog,lobin ;fevel from various 
parts of India they seem to miss the Important 

. Amother finding,.-by Napier and Dasg,upta was 
th?·t·. wl:iefn, the obvidusly anaemic women had been 

. exclruded, the·· mean H!b was muc'h the same as ~ ..... J 
.amongst n·on-p;~gnant normal women (Napier and· '< 'r 
~asg,upfa, 1937'a). , --.}--......,. 

" . ;•' \:__ .. ":""'~ 
GiveA the-Hmifatiori's of--1'942 the scientists 

• were v~ry close 10 tK~ tr:~t·~·rbY virtue of their 
keenness- €)nd deterrninaffon·,to get to the trnth. They 
were not looking-for eiisy s9juii9.ns yet. The major 
findings can be summed up : 
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(1) that the food intake was low in, anaernics: 
(2) there was a massive hookworm infection; 
(3) there was.inadsquate iron intake; (4) Associated 
infections and other infestations. (Mitra, 1;9.39). They 
had no .knowledge of the followlnq- yet because· 
science had yet to unveil! some of the mvsterles of 
the cell, • . 

( 1) 'Fhemechanlcs of the cell cvcjs, and haemo 
globin synthesis; (2) 'Nee~ for lollc acid and other 
nutrients; (3J ,Results of experiments .. with radio 

~active substances. lnspite ohhe limitations o,f that 
' ~e ,they humbly accepted the . fact that "the ,~.. . .. 

essential dltferance between the study and the 
treatment -Of a case in a sanltaev advanced GOU'n,tr~; 
on the one hand and a sanitary backward country 
such as rndla on the o,ther is that in-the latter one 
ha~ ,ailways, to··make one's study against a back 
ground of widespread lnfectlcns such .as malaria" 
and hookworms, and of malnutrition both general 
and. speclal . Each infection and each food defi 
ciency must be considered as possible contributory 

-factors ... ". 

Part HI :of the report ,is optimistic because the 
authors are convinced' that anaemia can be preven 
ted and perhaps special anaemia clinics would 
helip uri'dep~tand the "social, envlronmentat and 
dietary factors .... ". 1ft would aiso help trea,tment 
and research. :Jihey·. felt tha,t the "hk and miss 
procedures" '!Ve.t~,-·was,teful and expensive, and the 
severe· cases were · 'oeing admitted to purdah 
hospitals· Where . the faciiliities 0ere ·absent and the 
patliologist who saw the slide never saw the patient. 
Hence "jhe background, environmenta I and personal 
diet .and f_ami1Jy .customs must be g1iven the same ;--... 
conslderation as ls applied to the blood slide and 
ctlnlcet lindings". ~· ··:·· 

. There is a ehapter on thedetalls for conducting 
an, anaemia, enqo,Jw and research.::.!lt. is very well 
thought out with: the women, as the centre, .and not 
the .sclentists ego, pet hypothesis or personal ambi 
ti_oAs. They sugg.est thail: "questions shou Id be 
intelfiigenitlY consideredi and not mechanlcelfy noted, 
For example in a rnea,t ea,ting famHy the mother who 
may be the subject. of investigations may herself 
take practically no meat .iii she eats. what remains 

\, r- after the other members 'of the famHy have eaten.' 
~ Similarly lack .of su,nUght entering a oarticutar room 

:. ..- where the woman spends 24 hours a day may be 
in fact of more importance than the d·egree of venti: 
lation of the room". 

The apprnach is ~ympathetic and explores g1ua 
litative details beyond the narrow confine's o,f 
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''science·· as wiH be obvious in the more recent 
work on anaerr,ia. Them is another interesting 
human observat:ion diifte.rentiaiting the moderate 
anaemia from severe. The authors are surprised andl 
find: lit worthwhile to document that ir:i "Moder.ate 
anaem-ia" the patient usua;f1fy makes no ,complaints 
and Is found on irouti,ne enquiry. On: enquiry she 
may admi,t to feeling tiredi, but _many women expect 
this i:m pregnancy and think nothing o,f it. (Today 
we have :fost even this sensitivity that the medical 
prolession had ih 1,942 !1 It is seen as a subjecHve 
symptom an~. therefore not to be relied on). In 
sevpre anaemia·there may or may not be presenting 
symptoms. The d'eg1ree of anaemia which may 
develop withou·t symptoms is a testimony to the 'low 
standard -of wel!l'-being with which rnany women 
seer;n satislied. Questioning wUlli reveaf1 increasing 
lassitude, shortness of breath, palpitc.tion and 
swelili1ng "qf tb~ ;feet and face ... ". 

The .recommenqations and the propaga,rida leaf 
lets are again doc1:1ments with we'll( thought out 
sol,utions to tackte. the teachi:rig, of anaemia and 
even "A method of haemog,lobin, estimation should 
be taught to every midwifo ... " has been suggested. 
They cry out for early detection, and regular exami 
nation of the pregnant womer:i. 

The p1opaganda ,leafl,ets could be used even 
today because they deail with ,the questions of a 
goodi diet, special' foods, medicinal hon, care and 
so on and also notes the responsiibiHty of men " ... It 
ii; ,in, the hands of the fathers and husbands to take 
~teps to, ,prevent the mother's suUering and ensure 

,their health and safety during pregnancy and 
chi ldlbiirth". 

lThis· optimism was understandable, because 
science had opened up new frontiers and the combi· 
naition: oii scientitic kinowledge with the resolve to 

. apply i,t for the good of wornankind made every 
thing seem ,possible. The whole attempt appears like 
a dream today and anaemia still tops the list of killers 
qurin1g child /Jir(h followed /Jy sepsis and eclampsia. 

Abortive Seard, for Quick Ct1,res 
'.. l'ndependence saw .the report -6,f D:r. S. l?andi,t 

published in a 948 entitled Causes of maternal mortality 
{Pa11di,t 1948} - positi:ve report stU1f! in the same 
optimistic mood. But. maj.or research bodies ,like 
,fCMR were not touched by the strong winds of 
9hange sweeping the country. rhere was no sense 
o'f urgency, onily cHnicail' detachment for the next 
T0-15 years. No~ma1l, levels of Hb were worked out 
and the ,ro'le -of foliic acid and iron confirmed. 
Instead of getting on with eradication, scientists 
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betrayed their- contempt for the poor people with 
studies like Role of rice diet contributing to increased 
fertility (Aninuail Report NRt, 1956). They had jumped 
on to the band wagon of population control even 
'before they were invited. From this time onwards . 
one finds them bending over 'backwards. to please 
the powers that 'be and "science was placed at the 
service of the wHng classes" even when the rest of 
the country and the 'bourgeoisie was. talking of" 
plans, people, dernocracy rights etc. The scientists 
were not impressed. l hey had interna.lised the 
ruMng class' contempt for people's. lives and food 
needs and a, lot of time was· spent .looking into 
Ducks egg protein and its vintues arid .the .role of 
mothers ,milk in causing rnelruitritien, The studies on 
anaemia were secondary. An 'important f;inding in 
1956-57 was a,Uowed to pass by because it was 
not exciting or sophisticatedeno~h (Annual Report, 
NHL, 1957). It was down to earth~ and, pedestrian. 
ifhe study showed tha,1. iron cooRing vessels. helped 
1in increasing the iron. content of · fo~ds cooked in 
them. Such a study obviously would not lead to 
lnternatlonat and national· recoqnltion a.nd awards,' 
and one could not •iclair:n" anything for this ~ 
hence the disinterest. By now research had turned. 
into an industry which could churn out huge spin 
o.ffs foi scientists in terms of patients, trips abroad; 
pubticarlons and awerdst ifhe new breed of scientists 
were not going to settle fon simple iron cooking 
vessels. · 

A search for a miracle and a quick cure was 
:launched: to put an end to the ndgging, problem and 
to claim credit for having wiped out anaemia. The 
environment. foods, lnfectlons, poverty had· to b~· 
bypassed, ''AM that takes time" as one of -thern . 
exclaims. In the sixtles sketchy details of.iron•needs 
were worked out by simple additions of the need· 
during pregnancy, lactation, menstruation and by. 
1969 Ur. C. Gopalan announcei the findings th~,t· 
iron and fol:ic acid would be distributed alil over the 
country as a National programme (Gopalan, 196,9) .. · 

He said ··nm such "time as we are able ~·to· 
bring about a signi:ficant improvement and diver- ~ 
slflcatlons in the dietaries· ofthe !P~or sections of 
our population, the .practical (er:nphasi~ mine) an-' 
swer t~ this problem rnust H~ in the syster:n·atic· 
distribution of Iron to our poor pregnant women 
through MOH centres and PHCs" . .(N,ote the signi 
ficant patronising tonel) Even this is recommended 
in the latter half ot pregnancy because" A significant 

. f h ; \ • proportion o t e ooor pregnant women· can- be 
reached only ,in the l'a,tter half of pregnancy". The 
researcher's pragr:na,tism :must be appreciated along 

. • • . • ,l ... ~ 

72 

with his candid confession! This reflects how the 
researcher has stopped identifying with the subjects 
of research and has instead objectified. them. By 
1 970 Dr. Gopatan even announced the w.etli workea:~ 
out doses of iron to wish ·away the problem of 
anaemia from a,111 seqments o,f the population (Gopa 
lan 1,970J. Dr. Gopalan was of course oblivious 
cf the problems of long distance storage, distri- "'-1 
bution, [ack of commitment of the staff. the felt 
need of 'the women. the massive problem du~ to 
inadequate food, overwork, Jnfectipn. airtd anaerjiia 
was redu,ced .).o .a farce, ··py _the piilt It ias ·. i,~-· - 
the fau)f of the worni\en :that it did·not work. Arhr.- . .... .- . . ' ..... ,(. 

. wonder it has not even been ~,valua,ted! · 
..... V ... ,. 

In · the mean,tfme the WH'f)· in 196~ had:reco 
mmended fortification· of food. with' ,i,mn, ,one· of 
the exciting' new ·sugg!:)stio,ns that would Y~crease:. :;'•! 

iron in food, and do away wit"1 :i>i.lls""(WHO, 1,938). 
Hence worl<J was sia~ted: aJ· the'- Nationa,1. tnstitute 
of Nutrition to identify the chemical cgmposition 
of an iron compound ,that .wo,uld mix weU wJth 
common salt\ which is :consumed by"all). The .rese.- 
arch was 'time .consulT)ing heca,t:ise the. hurdles are 
numerous. lihe drug. {tonic) industry watched this 
progress with apprehension ibut they need ncH 

; have feared because since iodhie f,oJtificati.on of salt 
In the goitre area had. been a' !;i1l;uire. - it was a 
foregone concl1usion that this ,resea,rc~ would remain , 
a curiosi,ty. untH such t.irne as the ;ys:tem b~carne . . . 
reail1ly concerned with the ,pobr: · .. .- · t • h 

• ·.;. • ..,. 4 ; 
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Upside Down Res~arc.lil: ~970s ,·.,.'. '.!-• ;. - 
• ¥ - ~ .. ,. ' 

fn" the seventies it was forg"otten tnat •an·aemia . .f",,- 
was. stiilif! a kiilller, it again ·1,e·canie an: ''.exciting· ~ 
problelilil'' a'ri,di g_c;1ined fresh recognition;_. A.na~m1,a" 
m~ans less blood, _:less oxygen arid l?)· aHeratidh' "' 
in utiHsa,tion at food for ener.gy·for work, wi,th many 
other associat~a· :changes-. Hence ~hiil'~ 

0

the resear-~ · •.. 
chers now marked' time waitin9 for anaemia ,tp 

I dis'°appear, their curiosity was raised wi,th quesHor:i·s' ·: 
o.f anaemia and iltll'!IIUl'le respons~; a~aemia and worlt , 
oilltput :~:-ive haf .st~dies on, th_e s~me pJantatioht:· ·:.N· 
coolies in. the Niilgiris by 1 :Or:'Haihama,tuJlah, who'· 
mad'e ·an~ernic vitorn~n {MEfa11':Hib~·,9.2 gFl1)s'.) vitotl< . ' ; . 
~nd calcuila,ted the ,increase in1 \/\)ark after they·were:.• . 
given iron .. (Hal;,amatu,llla'hi • 11983). ·:·l"h~re were1·a'1s·o ~ . .,.1 
studies o,f altera,t/on, intthe irnlilil'.uri~ ,response ·i;~- -.~ ' .. ~·, 
anaemics, a1,1d othe·~, r:BQlecu,lar 'leve_l ':i::tia:nges s·uc'h~ 
as ch~nge~ in enzymes functi6ns:1" ...• · . , .f ·,:-r • 

,_ ... - i • •• \1 ~~~ \ 

· ln, lhe meantime !by the ,Jate s·eventies, yvhen 
anaemia could AOt be· wished away· nor used for.·,·.: 
"exci,ting'; research _we have a breedl>.of scientists . ,. ., 
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w~o were willing to flog a , dead horse-the pay 
offs .yvc;>1,1ld' be recognition, awards etc. · rt was • 
obvious !hat anaemia had to be presented differ. 
eritl,y. Hence statistical jugglery was resorted to in 
thousands ~f anaemlcs showing that c1na~mia, had a 
role in prematurity, stil1lbirths, abortion, lUCD, PiH 
use. maternal and. chUd. morbidity,'-foxc!e1:11ia,. body 
weights, arms cir.cui:nference, · sklnfold ttiick.ness, 
sore tongue etc. ijesearch had now :been ·turned 

. upside down. (Ann. Reps. NIN 1979-83) The ca~ses 
...... of sneemi» were no l~nger important.:- the correlations·. 
7 ;,.':!_ith a/Jsurd psrsmeters started, and by a process of 
vlimination the researchers arrived ,at the "Risk 'care 
Apprqach" a bastard-of the eighties - an attempt a,t 
plar:inirng fQr the 21rst century by efficient and 
smooth salesmanship based on statisti~~l manipul 
ations {ICMR; 11985). ·,it states that indices of MCH 
care liike low birth weight a~d prematurlty rates ....'.. 
have not shoVl(,l'.l the decrease cor:nmensu rate with 
expansion of heall,th servlces - an attempt to cover 
the entire v~fnerable popula£ion (pregnant ·and 
lactating women, . infant~ and! children) with the 
avaiilable 1limlted hea,1,th man power - might have 
prevented effective functioning and resulted in lack 
of perceptible impact .... and "Dealing with problems .. 
ot large ,mag1ni,tude with available limited resources, 
adapting a risk care approach· might ,pay higher 
dividends - '' · 

1 
1•-.: 

iJThe rhe~th, care" SY,St·~·~, was now using .the 
fonguage ,of .the siock exchanqe. ·nie philosophy 
being ,tha,t ~i.nce; only a §mall section of women are 
really in the "ris!< 1ioup·,; ~,contrilfotingto mortality, 
the others may 'be in "Hie border 1l•ine - 'and never 
mind about. t~efili'! - they should be. identified and 
treated. Ther~_is po,,conc'ern for the qua:lity of 'lite, 
the nagging tiredness and the inability to work. 
Further it is fel1t that ,in, the rnral1 communlrles i;t 
is not possibl~ for.t;he doctor to vlslt far. flrung, areas 
and' hence one ,must fi~d .ou(the minirnul[m nu,rnber 
of antenatal visi,ts needed!. (Ann ,Rep NiN, 1982). . 

By process· o.f statisticat eHmination the tallow 
ing women ~re pl~ced +n the ''Hisk Group". Hb - 
less than 8'gms Wt'-· less than 40,kg; Ht - less than, 
140 cm. Any oilier ~problems during: the earlier 
pregnancies. 

Other scientists , i1mpatien,t with the slow 
progress of the. tablets· devised .ingenous ,method~ 
of injecting the whole dose of. iron into women 
(who had- Hb less than 8 gm,). Expl'oi1ting, the· 
popularity of injections in our qountry, scientists 
recommend large scale in1ections of iron to •over 
come the non-colllpliance of the pa,tients and 

cover up thus our lack o.f wH1l1 and perseverance in 
tackling the probl~m ·of a,l'!a"emia .. (Note the simi 
:larity to the use .o.f Net-en in 1F .,P. iProgrammes). 

. ,, 

Considering the huge governmen,t fonding, that 
goes rirnto·,research today, the question tfaat faces 
1is is one of. ethics What :is the.:researcheis' respon 
siblity to society? What are the attih1des and 
assumptions·. that sho1:1,ld inform his/her · research? 

·:1,s s/he: justified ,in sacrificing .. even scientific 
rigour to expediency, S'houfd, not a sense of humility 

· ·und'erHne every;-:piece of ,research undertaken and 
.,. atteirnpts be made to make it relevant· to, the needs 

of the people? Today the role ot science in solving 
the problems Of the people is being increasingly 
questioned. !If the scientist~ dQ. not recognise how 
enormously privile,ged ,the_y are.- at the cost ·c;,f the 
country and_ atte,:r;ipt to fulfil e,ven the. limited tasks 
betore ,ther;m 'they" are in dqng"er ·Qt ;rapidly.becoming 
redundant. · · 

't Aajkilmai:i,. N:arang '· 
through· Socialist H~~lth Review 
Boinbav 
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The' scheme however, was introduced without 
any significant changes in the health service infra 
structure. which was to 'support it. lt simply took 
over the respenslbliltv of implementing the existing 
health programmes without any review of priorities 
and the technologjes used. ifhe g.eneral develop 
mental strategies remained as stagnant as ever and 
above all: - despite all! the laudable objectives .: the 
rural population was treated as one homoqenous 
mass without taking into account the reality of 
social classes and their 'dvnarnics. The :implications 
for the workinq of the scheme were quite serious, 
This paper examines the impact of the rural social 
and economic reailities on the working of the 
scheme. It is based on a part of data collected for a 
study of theCHW Scheme in the pilot blocks of· 
district Shahdol in Ma_~hya Pradesh. The research 
team consisted of three research investiqators. 

Met~odology 

Our hyp.ot~e§Js was that the Scheme's actual 
performance wou Id: be determined by the nature. of 
social dynamics in the area and the official efforts 
made to overcome the constraints imposed by these 
dynamics. The aspects that we focussed upon were : 
(a) Social and economic stratification O·f the rural 
population; (b) the links of CHWs with the vHlage 

11,9 
= SO.:ClfAt DYNAM;ICS OF HEA:LTH ,CARE '} ~r, 

. . .. -. .. . . . ~ . .,.. ....,. .... ~ ·, .... 
The ;C~ff.Hl'.):uA,itj lfseai;ih w.orke·r.s Scbe·m1e in: S_liial11h1_1<-4Dist~-ic-tn~-.~r --- ~:, .~t Se!~' 

. i'ifi.rana qu __ .~'ileer - ... · · ,.. .?:~ .· ·' -~.:./: ·· ··: .. -,/ ~, 
.. .. .. . ~ t. .. ... it~'"r:':.-~ :'~ .. ··ll' ~. ..... .• ~ • :.. 

The Community Hea-/t/J.Workg,rs Scheme was- introduced ostansibly to ·promf!!e peopie:s pE]r[icip~a,t,£q.n ''! th~,- "'~ --·-:1 ,_:-: 

delive;y of heslth-csre .. The.:scq·e,me did·not· /Jowever:envisage other chan_ges ·;n 'tl1i!' h"e.a1th_y;fgf,~ttr__u,_ct~~';~.£'~-· - ·· ·'. • ~--7:;:ii 
incorporate new developmental strategies." The article exemine» the ~m/i1ct of the. rural sq1:,[al~a(!.t/, e_con_i~ic_,, ··: · • • :.-:· .;;. · 
realities on the· scbeme.In. Shehdo] district of Madhya Praoesh where· i_t was· fotrod11ted1in-1U{-. .l.t,shqJi-._fthar · ~- .. , 
the prevailing network of /iJJkages which serve only to increase and~ strenjJ1htn,.,tlte· hol!f. oUhj_~'!J.[ie; ~hav~ 'h .. -::..\. . 

fully absarberf 'end-distorted the scheme. The poor who were the supf!~sr;·~ ben~(icieries, j,b·rt(Jzo~s_ay in ~i.~he~ ~-~ 
the decision-making at the running·ot the scheme. Tne- author,concltioesthat1~in the. ah.~.e!!R.lJ.: o{ ~lfous v: "'::f -:1,. 
either c~~nge the social matrix or at Ieest control 's1Jine··of the key coilJf!~nents, ;scheJile:s such {IS, _ _t,k!~-:. o.~e erd:' ':·: 
bound to faVI. · \ • !.. •• • "' ,:- 0~ ;J,. ·.-; .,_, , : : . ·: •• · 

.. :! • + • "' ~ .r • ·! • ~ ., ... e=r.: -: \ ,_ ! ... ~ .. J~:", . ~-- -;J~ .... J "'t.). _ • •• ..-.,:. 

T. - ;'; strata: (c') · the lfnRsibetween.:$:trata~.whlch ,i,ndirecUy·,:·· ,: - . :, • he ·community Beailth_. w .. · o_ rkers (C.· HW) Scheme · .. · .. J • • ... ,.,, • •• · · influenced the beliaviour of ,its members; ·and '(p) the'· , ,~_.,. waiJrltroducedi to the Indian hea,lth services ' · ·1 • 
panorama with many p~omis~·s .. It was to promote links with' the.p~'f.s~-~~e~ of the~ti~~_l,t~;t,eJyice~:."' ~--1!'.~. 
people's participation, provide healJh care to the · 0 . • •• ,•. '"'t,. i-.,: ~ ·1• 

These 
0

W!3re • the ,::.a,reas ,1tlfll'1ic~ .. ,; vte, ~~plore9"" ·,. 
poor and deprived rural population, and be the through ohservati,oh'S, 1inter;VieWlcl,,,arid· grou~·Hiscu•.,.S, ... .,,. 
vang,uard of Prirn,Hy Health Care in the ,Indian -v~, · ~~ . " ....... ,.. ,:_;, ··"r ·. -•, ··. 
setting. A constant refrain ,i;n • th~- p'tii'nning process ssions 'wfih 'people of, ·d.iijer~r;it str~tf _!he <2;~'~-~·· ~- , .. 

and the PHC statf. ·· :1i:. ,,ir,,-i:,-.,,,. .,. • . •· · ·•·• ··,,•.-: 
was the need to revive· self-sufficienqy_.,in Pr_imary · · : • ·•t· ~i:

1
;:--,--~ '·11'-' · :·1v''1q;r rt. '!.:e.~.; .• 

Heailth Care and ma~e. it a part of the 'broad deve-. The study population ·co~s'ist~d hfihe fr~St'1Pi:tu:t1_-:::1.1t-'. :i! 
lopm~ntal process:- · • Block selected for the impiementation of the· Gr-f;W.~b: •, . .:. / 

scheme. Tflis· Bloc!< had a populati.ori o! .. ]~,6;f.~ 
with 109 vii lag.es in all. ,;. :.: ·• 

.. : • .!l~ ... c .. . . Jt. -&~ •1::z,- . ~ 
G~nera,I surveys. we·re. condupfad in.~34 v_i1lllages·. 

from,. ~here CHW:si we,re se'l~!~d a,nd inJjiiHages'--~ 
which ~did not have CHWs ..•• ~t.;~ese su:r\leys were· . ,. ..n --t1. 
used to uncle·rstand (a} the.socio-eco'.n·o·mic back- ... , ___ 
grou~-;a· oJ the villages., Cb):-,{~ expl,9fte the.views of : 
viliage residents regardir.tg the scheme and their· 

1·. •• J~.: ~ ., 

CHWs, {CJ ·to c0Hect informatio:r;ir.abou~,!qe CHW·, 
and (d) to a~ssess the status of_ o,ther geveloprnenta,I. 
programmes. ~r .. 

I . t 
• • . '·j-' ~ 
For ,the·:purpose of this.:suirvey, two s.Jrat_a were 

identified :.,._the "elhe'' who were deHne( ~~- 'the 
surp1ua producing farmer.si\lc:reg~1lp1 gov.'ef.n~ent ·: 
employees, and those who held offit::i~il_p9siti.<;>'11·s·of' 
Sarpainch or l0psarpainch; and the "poor~' who ·were' · 
the rnarg_irn1il or subsistence J_armer~ and the la~B11es.s. 
labour,e.rs. From' both 0lhe strata, a ,fO p§.r:cen,t 
pu1rposive sampl~) of households was Jin,ter~i~yved;_ ,) 
siOg1ly or in gmui:;s. th1(to'fat ~hu,mber of households. _ _;,-..._.; 
in the-vijlag,es coverea was: 3;743' and theh po.p:u:la- · 
tion was· 20;5·34·_"' ·our of· this the .sample covered -,;;e.-. 

193 elite 
0
c1nd 2194 ~oor' Househo:lgs .. liil;l~. malJri~- 

worker's house list was used'- for the ,p•u1rpose of 
identification and 1 to 2 days were spent in each 
vHlage by the three ,investigators. i<· • 
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In six selected villages where the 'best'2 CHWs 
resided an ,intensive survev was carried out. About 
one-two monchs _were spent in each vi11i1age. For 
this in, depth study three strata of households were 
identified based. on landholdings and employment. 
These onily· roughly coincided with what we consi 
dered well-off households, subsistence farmers, 
margina,i farmers and' landless labourers but they 
sufficiently reflected the economic stratification of 
the village population." · l'he categories were of 

..._ ___......__ households owing Oto 5 .acres of [and, more than 5 
,.. £.!._o 110 acres o,t land and more than 10 acres of land 

i,;:.a1long with those having permanent employment in 
the government services (Table-1). 

:Phe i1ntensive study provided qualitative data on 
socio-,economic aspect of vi:l:lage life, health and 
health care services, developmental: programmes, 
CHW's work and popularity, and' his interactions 
wiith PHC personnel as we,N as the people. For qua 
ntlflcatlcr» of some of these, an interview schedule 
was adrni njst.ered to a 30 per cent stratified random 
sample of households, 

:-·-· 
In addition to ·these surveys the PHC personnel 

were observed and interviewed in detail' regarding 
their views and support to the scheme. This was 
cross-checked wi,th the CHWs as welt . 

The Pillot Block and the Socio-economic 
Back ground of it's People 

Covering an area of 5125 sq.krn., this Bfoel< 
retained parts of the forest which covered the entirn 
district 30 year~ back. I~ had 19 panchavats 
(aill Hese,rvedJ and 109 vHllages. Except tor one 
railway Hne and two metal roads which cut across 
the Block, its transport was mostly through mud 
roads. H hadi a coal mine, and a therrnat power station 
was bei,r,ig, proposed wi,thiin its boundaries. The Block 
had a higer secondary School. 72 primary schools 
andi 10 J:unim high- school's. tts triba] population was 
25,704 and 'scheduled caste population was 1830. 

S,ize and: Social Coploosition ·of 
VillaEfeS Surveyed 

A'II the villl,ages were predominantly tribal. They 
could be grouped into 12 viHages which had a 

· 7 few Scheduled Caste households (group ;I}, 15 
\ 7 villages with 1-2 househotds of the Hindu upper 
~castes (group II). 7 which had 10 percent or more 

-,.;,, .... ,> households belong,ing· to, the uppe.r castes (group 
111). and 4 where the-muslim population was signi 
ticant (group· IV). 

. Although· these vi!Hages were commonly refe 
rred to as tribal villages, they could be ca,111ed 
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triba,I on,ly to the extent that the majorltv of their 
residents belonged to one tribe or the other. The 
orqanlsation of these villaqes, their economlc relati 
ons and their social rules had little. which could 
be called exclusively tribal. The small minority of 
non-tribals in the village maintained a posture of 
superiority and freely referred io the adivasis 
'(triba,ls} as "Stupid' and "lazy ", and blamed their 
character for their impoverished living conditlons. 
A sli1ghtly deeper look into the dynamics of these 

·· villages, however, brought out the real mechanics 
of these characterlsatlens. 
I' 

Economfo . ~tratification 
Estimation of households owning Oto !5 acres-of 

land (poor)' and those owning more than 10 acres 
of land or employed (well-off) gave an idea of 
the economic stratlficatlon in these vi,Hages (Table 2). 

The stratification, seen ag·a,inst the social bac;:l< 
grou,nd of the vil'lag,es, brought ·but some interesting 
features of socio-economic patterns. Six out of the 
seven viHages,of group Ill had' the 11.argest numbe:rs 
o( wel'l-off. farrrie~s;. Most of these vHlages we.re 
also the la,rge.r vi:llag,e's of the Block which were 
we Iii-connected and pr_ovid~d emplqyment to a sign 
ificant percentage of thei!iovvn population. Secondly, 
employment in the colliery was a sig,nificant reason 
for the observed percentag.es of well-off house 
holds i,r:i aU vil'lages,' especially qroup I a,r;d Group 
11 villages. Villages of Group IV alone had no such 
households. Most of thei,r 1f0usHm and tribal inhabi:., 
taints w0rked as.ricks.haw-pullers or as wage-labour 
in the nearby town. · · 

Ano,the~ strif<;ing characteristic of tl:1e paHern 
was th'a,t percentage· of households own1ing no,t 
more than· five acres of land increased' from Group. 
IV to Group I. It was also ev1dent that the.non 
tribals g.enera,lly consti,tutel:I the bulk of the well-pff 
farmers or the emp'loyed residents of the . vi1l1lage . 
whereas the. adivasis were the poor, :landless, or 
marginal fanliers. Though all non- adivasis were not 
always weH-off,. invariably the Brahmins, Thakur,s 
and .faiswals, if they did not have . suffici,ent land 
holdings, had the few available government jobs 
and' had captured what~ver. other employment ·opp 
or,tunities existed in the area. 

Y:et another feature that emerged was the large 
number of poor ~nd .ill-fed people in spit~ of a 
significant number having land. Only iin 19 villages 
the percentage o.f landless was 30 percent 9r above. 
Thus, having land was not necessarily a guarantee 
ag,ainst poverty. 'It was not uncommon to find 
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households who owned laind but had no means to 
use 1t. Often the land was too difficul,t and un 
productive to Iabour upon. So they preferred t~ 
do wage tabour rather than toil on an unpredi 
ctable piece of land. 

T~e Web of Life 
The pressures of production processes knit the 

people to gether into a web of social relations the 
terms of which were determined by the nature of pro 
d uction, the Intensity of needs, and by the paucity 
of economic alternatives In and around the area. 
Agriculture was the major activity binding, people 
together. The mairginal and poor farmers owned 1 - 5 
acres of land and were able to produce grain 
which sufficed tor 2~6 months. Together with the. 
landless they constituted 31-80 percent of the 
surveyed population. These farmers depended upon 
their Iabour to earn for the rest cit the year. The 
subsistence farmers were those who owned land 
and could produce enough for the year with family 
labour alone. The rest we called middle farmers 
or the well-off farmers who employed labour and 
also managed to produce some surplus. They con 
stituted Q:......45 percent of the households. 

the forms o,f labour exchange varied from 
fixed ,period contracts "Harvahi", daily payments in 
barter system "bani mazdoort". to free use of the 
plough for two days in exchange of five days of 
labour "Podika", and loaning of bullocks for a 
season in exchange of grains. The wages were 
either two ki,los of paddy or Kodu a course grain 
daitv or 240 kiilos of paddy or Kodu for four months 
of 'Harvahk Sometimes, instead of this, the Harvahi 
was given 12 kilos of grain to sow on a piece of 
land. The produce was his except for the land rent 
that was deducted. Yet another form of exchange 
was working free of cost for each other at the time 
of sowing. and ha,rvesting, a practice most common 
among poor and marginal farmers. Wag.e labour 
was u ncommon and money as payment was offered 
ontv by farmers who were essentially col!liery 
employees. Very often even these terms were not 
available to people who then depended upon 
collection of forest produce and fire wood. 

:the subsistence farmers using family labour 
just about managed to eke out a 1'iving.. Their sole 
concern was to remain operatlcnai and they con 
sequently tended to keep aloot,· being always on 
the [ook- out for odd jobs to supplement their 'income. 

The artisans were few (Basorth, Agaria, Chamar, 
Loha» and Kumhan castes). Their trade was dwi,ndl~ 
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ing iin the face of competition put upbv the grow 
ing, industries. Many did wage labour and farming . 
as well or had completely shifted over to these. 

The non agricultura,I l'aibour was yet another 
cog in the wheel, exploited' both iby the contractcrs 

• and government agenci.es. Paid around Rupees 
.- three a"day in spite ofthe existing minimum wages, 
th_e labo urers had to see'i< emolovrnent with these 
very exploltatlve agencies because, f,irstly, the 
contractors and private businessmen were hand in 
glove with ~ach other and secondly, there were ~~ 
other alternatives. -:.~ 

,1 

·.-'= 

1hrough 'these workiihg, relatlons, the poor 
found themselves entangiled ,in, an exploitative 
network but kne·w· of. no wavs to get out of i,t. 
Ev.en 'thpugh the welil-oft farrn·~is were unable to 
provide work to alJ who neede~ it, they wielded 
power thmu,gh their abiility to provide odd' loans 
(of seed, graiins a,nd .money),·,. and "si,farish'', 
(influence). '•;, 

\ 
The welil-of.f were thus left atone to make 

their own profits; not jus,t·thrbugih lan'd but throug1h 
most Of the administra,ti,v_e ·agenci,es vi,,hich existed 
in the area and which were supposed, to deliiver 
help and relief to the poor. One exar:np,le of this 
was the Panchayats, -whf~h worked as too,IS to soak 
up public resources for iprivate p;urposes. l;"he Block 
Development Officer worked' through them and! 
through the viHage elite aind so managed ,to Jeach 
only a small section. The e,liite ,used their souirces 
and their contacts to exercise their own power and "·· ...- to consolidate_ the conditions of their own famiily " 

~! members. As a, matter of fact, the word' ·elHe' in the _,..,_ 
conte·xt of these 38 ·viiHages is a misnomer. What 
we really had was a handful of not-so-a,ffl;uent 
families who, ei;ther because o,f their caste Hindu 
'background and past power, or, 'beca.use ot thei,r 
land holclii1ngs, had acq,u,iredl respectable ,positions. 
'Respectable' beca,use :they0_ were· the ones w'ho 
entertained, hos.ted', and•i1rifof,fui;~d visiting offici.a:IS, 
poiiice personnel, andt·~t .if,;,es, politicians, and 
they were the chosen few for _de!liveti:ng 1-0 the 
people wha~ever the Block adrnl,n:i,.s,tr.ation had to 
offer. 'fhe i,n,tensive study showed that on,ly a few 
in category :IIJ performed this role. . u 

It was not uncommon to, find tha,t in these:~ 
vU1lages the lowly ,paid but most sought' ou_t posi.- 
tions of CHVVs, Adu1lt educa,tion, tutors, ·a.tic! Rah a - 
tkar relief work mates had been captureci t by the 
same ,persons belonging to these famiilies or the - 
fami,ly of the Sarpanch or dmerent members of his 
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clan. H was here,· then, that caste and fami:ly 
lovattles be,gan to influence the economic relations. · 
The opportunities were few and unemployment 

- vast. With the majority of adivasis being unacqua 
i nied · with laws, rules, and functioning of. the 
adrnlriistratlve system, it was not difficult to usurp 
(with the helip of higher officials) what was -meant 
for them. StUI better wasthe practice· of •iQCluding 
one or two of them, gi\(i,r.ig them a, few crumbs, '. and 
g~tting their thumb .Jmoresslons · on the official 

~-' ,pape;s. The'•divisions_ ~ithi,n the adivasls and the 
~lnfluem:e-6f Hinduism, which had brouqht, ir;i with 
1.;,,it the concepts 'of "superior and inferior tribes, 
helped to war.d off a;1y .dissent. The Ha] Gonds, 
who considered themselves Khsatriyas t Thakurs] 
through thelr social superiority as wen as land 
ownership, were the closest to the bureaucracy. 

The· landless and poor lived in fear of the 
local administrative machinery. In the event of an 
encounter they would rather let the 'Bare log,' 
(big people, the rich) of the vi:l'lage play the inter 
mediary ,than face them on their own. It- was a 
common practi~_e.!to pay the Sarpanch to g.et . one's 

• work done ratner than do it oneself. li"he officlats, 
however, perferreci a system of direct payment. 
The i:oilice and the Patwar! were the two most 
feared officials. 1Every vililage 'had people compl,a,in 
i ng o,f land disputes where, simply because -they 
could not pay them, either their 1land was transferred 
to others or they were threatened with 'benarnlt, 
The, experience at the Tehsll office was no different, 
w'h'ere every clerk wanted his pound of flesh. If 
any one tried 10 bypass this system he either never 
got his work done or he was so entangled with the 
"rules" And '•,Jaws" and all the [oopholes that g.o 
with them that 'he was left utterly bewiildere& lt 
was basica,lilY to avoid this unfamiliiar world o.f 
'·Kanoon· · (law) that :the people were forced to part 
with their hard: earned money. It was no wonder 
that they were rno.rtaf1Jy afraid of the "Sahibs". 

The petty traders who brought off the produce 
of the farmer or their forest cojlectlons were another 
Hnk in the chain of exploitation. Since people 

-? needed oil, salt, clothes, and other necessities they 
{ · -;- had to exchange some o,f their produce for money. 
I,,~, - This exchange occurred at harvest time when grain 

' prices were lowest and the poor farmer invariably ~-< 
lost in this exchange. He in fact lost twice because, 
soon after his own stocks finished he had to go 
back :to the same traders who now· sold him his 
grain at double the price. Simiilarly, the forest 
produce coltected by the viifrlagers were bought a,t 
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throwaway prices and-the same were sold at 200 
percent pmfit in the .r;natket. 

'1,ntrodl!lctfon of 01e CHW Sel:leme 
'It was' within such conditions that the CHW 

" Scheme was introduced in the B,lock from 2nd 
- October 1·977. lihe implementation was done in a 
hurry. The PHC staff had ,onily a week to inform 
panc'hayats, do the propaganda in the viifllages, 
complete ,the formaiHties of selection and make 
log1isdc ar.rangements for the training programme. 

,::rhe staff had. severe reservations about the princi 
p,les of the scheme {tha,t health care through non 
pmfessiOna'ls is possible) and the abHi,ties of the 
focal popU!lation. Also, they were reliuctant to take 
any addi,tional work responsibiility so they fol lowed: 
the dotted iliines at the state drcuilars aind did not 
bother to take ini,tiatives ,in preventing the selections 
tram being distorted by the existing power bal'ance. 

Selection, Prcocedt1re · 
'Jihe resU!l,t was that the selections were !Jett to 

· the discretion .of the pancha,yat and therefore, eftec 
tively, to the whi11rns of the Sarpanch or the 
Upsarpanch. In the maj;ori,ty of the panchayats, 
neither were afil panchayat members contacted, nor 
all villagers were informed. On,Jy those applicants 
~ere encouraged whom Sarpanches favoured:. Very 
often the PHC in fact strengthened the hands of the 
Sarpanch in selecting undesirable candidates due 
to caste, class, and relligio,us links and Justified 
themselves by saying, "if others are doing it why 
shouldn't I". For 4G positions only 54 applications 
were forwarded, of which from 30 vi1111ag.es sing1le 
.appl:ications were ,received. In ten villlages the tie 
was either between liTlembers of the elite .(mostly 
nor.1-tr1bals), ~r among the rnany relatives of the 
sarpanch. 'fin two ,cases reiected candidates were 
finaf1Jy accomoda,ted by creating· new viiUage dusters 
for them. This showed: that not only the supervising 
staff but also the doctors and the Block Devslop 
r:nent _ Oftic.er participated in the rnanip uila,tions. 
According• to some of the PHC staff mernbers, 
"most of the Thakur and Brahmin candida,tes were 
no good compared to some adivasi: candidates. But 
the lower educational level of the latter were used 
as an excuse to ,reject them". They felt, "relations 
arid' connections were more important ,than qualitiest' 
and said "the discretionary powers of the selection 
board always favoured the ef1ite". 

Of the 36 CHWs ,interviewed, 22 said they were 
informed by the Sarpanch abo,ut the scheme, 12 
said the PHC staff told ithern, and: onily 2 had heard 
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of it from their friends. Invarlablv, those caf!led by 
the Sarpanch were asked to apply tor the training. 
None was told to inform others. 

"The ' genera,! survey as well .as the intensive 
study revealed that the majority of the people had 
no information regarding the scheme in general' or 
the selections in their viMages. This was particul 
·ariy so for category I where 88.2 percent expressed 
no knowledge of selections (Table 3) Among those 
who ·expressed knowledge ot the-setactlon process, 
none thought it was their respor:ir;;ibHity also, People 
considered Satpancb or the hospi,t~l t~ be respon 
sible -for selection of CHWs .i~ 45-50 percent of 

<the 'households. 

(:3cackgroiund of CHW 
· . Sixty ,percent population of the. ,block was of 

'scheduled tribes cir castes. Despite tl:lis, of the 37 
CHWs selected, only 28' were from adivasi house 
holds ·aind none from. the scheduled castes .. The 
reasons for such-distortions began. to unfold when 
we lcroked at the socio-economic backgrounds of 
these CHWs. · 

Social ,Sackgraurnd: The majority of the CHWs 
were Brahrniris and' Thakurs among the non-tribals. 
Even the lower caste Hindus had a very marginal 
representation (Table 4). 1ft was revealing, that the 
tribal ·Cf;!Ws came largely from those vifilages where 
the entire population was either tribM or some lower 
caste Hindus lived there. In those villages where 
1 o. 'per-cent populatiorr or more was caste Hind us or 
musflms.- invariably al!I CHWs were non-tribars. 
Even- i,i, those vl1fllag.es where only 1-2 caste Hindu 
families resided··53 percent CHWs were non-tribat, ·-· ·• . ,. -. ~ 

·· "Our data fo;ther shows that except for seven 
·CH\/Vs who were ·11ot related to the Panchayat 

• l ' • 
members, aH others· either had Jinks with .past or 
present panehavats 'or were themselves Sarpanches 
or , Upsarpanches (Table 5). These Jinks were 
common to adivasi · and' non-adivasi CHWs and 
indicated close0kni,t el'iite· grou;pings whose members 
kept fnterchangi1ng _their positions ,in the power 
capture. game. Yet another lii:nk of the CHWs was 
with lnfluential farniiHes of their. vill'ages (Table 5c). 
If we take· this into, acceunt. then even out of the 
seven CHWs we are lef~ wi;th only four who could 
claim no links with ·the power elite :1 . 

Land Holdi,rngs and Occupat!on T;he Jand_-holding 
pattern -of the CHWs was yery different from- that of 
the general' pepulaelon, It reflected their links with 
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the landed sections (Table 6). It ailso)brought 01:Jt 

the ditferemces between the tribal, a,nd: the non-tribal 
elite qui,te citea,rly. Not on,ly the trlbels owned 
c·omparaitive,!y less ,(,and, their famiilies a,l'one depen 
ded upon wage laibour. _Qr:dy three o·,ut o,f 20 triibal 
fami,liies had an ,employed membe~ while among, the 
:non-tribals six out o.f l6 had' e1rn1ployed' members. 

The CHWs themsel'ves had var,ied occuJiations 
i,n addition to their health work. Eigrht did-farming 
aJso, fo,ur were bi,g contractors, andl four h:ad 
become professiona,f: practitioners o.f s•oJ,ts .. if;,ighit hati/":"'.',~ 
managed to get _the su;perv,isor's jjobs in :reft4 

. piojects whi,le two had' become tutors ,in fhe ad1ulf 
education scheme. Another. three had managed to 
get ·_both ·tti~se jobs at ~h~ same time whHe the 
remaining, seven did. oc;ld jobs, :11iike· taki,Ag, contracts 
for bidi; leaves, shqpkeepi,ng and' so on. The .relevanit 
fact is that the 17 who. ,o-W:ned .over 15 acres a1lso . ~ . . ~ 
held the most payi;ng occupations liike contrnct 
work, professions of sorts, .and large farms l Also 
i,t was sig,niificant that, ,despite·. a sca1rcity of 1,oibs, 
:this'smalll group had' managed! to acquiiire muiltiple 
employment. · · 

Education and Age Twenty . percen,t aind 3.0 ---__ 
1P.ercent of the adivasi C¥iVVs wer~ hi·gh ~chool arnd' /' f 
middle pass respectively as agai1n~i. 41 percent- and 
47 percent of ·nonadivasis with similar achie.verrnents: 
The low achievemen,ts -of adiva,sis only underlined' 
the irrelevance of making rniddlle schooli a c:d,te~ia for 
selection. · · 

lihe desirnble age of a CH!W was to ib_e over ...,,_ 
25 yeai:s of age. 11n ,this Block "ho'!'fev~r. ,twenty f 
three (64 per-cenit) were und1;1r 23 years .ot age. 

Performa:nee lihe g.enera,11 survey data helped to 
group CHWs into four groups ibased on.people's 
r,esponses. Of the 34 · viilll'ages, ,in 15 the elite as 
welil' as tre poo,r talked well of their CHWs. in 4 
the elite talked well but the poor wer divided, iin 
another 12 the poor as a whole were dissatisfied, 
and iin three bo,th c·ategories of households were 
dissatis,fied. 

·The elite, despite :thei~ satisfaction. said that the 
CHWs \/\(ere useful only, for minor iillne~s. They were ~ 
neither aware of the scope ·~;,f principl'es Qf the sche- _ T 
me ,rior o,f the.duties o,f CHWs. He was considered a -,~ 
paid PHC employee. Th~ non-tribai el,i,te we;e often ~ 
patronising, towards-!th~if tribail CHWs. For exqrppl!:!~ 

· they· commented~ ''He is the only ,educated one 
among, them and ed'ucati01A has put some se'nse in 
him''; "Th~· poor fellow can treat only accordinJ :·:·_ 
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to his intelli{:Jence, h_ow can he go beyond": or, the poor was higher in purely tribal villages 
"The .boy is sincere, he always comes to ask . .if ··(58.3 percent} where CHWs were also mostly 
any thing, is required''. For the non-tritial CH\/Ys .trib~I_?, wher~a·~ thei/' unpopuiarlty.arnonq the poor 
however, the tone cha:n.ged to ."He is very.in,tel'li-: ... afo~e was hi.gher among,tfi·e-:fuixed villages,.-.-.8··0ut =,· 
gent and w~.~ho_pe, .tliai )ie iiiio-uld be considered . . of 12, i.e. 84 percent villages, where mo.st ctiws 
for more than-)~s, t a S~a-sth 'Rakshak". '•He do;s. ·• t "b f · ·· · ·".·,. -~ Vl(~r~ non- n • ai I?· ,fa:,. •.... ,. '"_ ·.·· 
so much more. than the health worker and ls-stilt - c-i ~ -"'- <:::-:-i'-r - • 
so poorly pai_d,;; .or ;'.The ··non-tribals have. done . •. ·-1 n ad~iti(;m._ to';the'{ffiidings-of.-.th.e gene·~?.I _-survey 
well in aH ·:spher.~~~- ain9. °CHW_ is no excepti~n:,~· . the-intensiv;:·study <2! ~ix villages- br.ou;ght ~-ut t_he°s'·'- 
The welil-off trib_a._ ls., OJ). the o. ther ha nd, were pro-.~ following sig~1ifica·nt' fih1ilrigs.~,,~~. :· ., . . ~~. - .: ·"' ,} 

"• (;, .... t\ !'JI:., ... ,· ... ~ .\ .. , - ... t .. ~ -1-.. .•- "'·"!'t 

tective about their own triba! C::HWs and even · •. :>< "-~' ,. • - ~· . · · .' Na;tui:e of ·S-ervicesd?ro,vided by the-bestCHWs · . 
;- \ried to cover _up their faults, but if they had a . ,•. .··• = :"'·· .. ·--~ , __ . ... ,. 

-~-tribal~·cHW, they were·-ca,uti.O.IJ.~ and respectful .,. Thes~ .C~,~s t~r_e/c~onstdered helpful -~Y ·_th~ · 
and talked in eppreciatlve but subservient tonesof -'- people. t-'0W,fVer, t~etr·performan.e.e•,,<?}(<:r tl)e y3.ar "t< 
the 'BhaiyyaJi' ·or 'Babu' . (big ~rather}: G • • ••• ~~d de,cli~:~ r~nia~~~.~ly: 7:htt~-,~n.the vilJ.~~~~ ... ~f~t~· ··· T.· 

. :.. ,. , .. · ... ::;; , · ,, ,tpey ditd not, live they· had 'sfo.pp~q paY.tng their :-i- ' 
In vil,lages· ··where (~~ ""poor· were .divi.dea, iirr· -:.~sual visi_ii"or''thsf·we·nt· orily:.-onc~ :or "tviiice ·a ·=?.,,:., 

• - . .:: . ' - • . - - .. ,_ ,.u . ' . -. -'~ .. • -r 

thei,r opinions the•population was i;fenetally mixed~ 1.month. In th.e residenti'a.fc~ira~'es .. also, . .P.~ople~felt ·' =· 
Here the ··~ocial grnup. to ~hich 'tht3'~cHW 'belon- -; that the .. ci1W~ foitlaf ehth'vsia-sm hed _-dfu~:f" 1d6wr1: ·· · 1~ : 
ged imia,ria'bly°fa.voured(:hirn,,~iik~ in vil.fages·Meaki,i ,:.: .{:yen th~h-t'h~V Ji{~e_e~fffatl:the £HW~_:·cii~- h~I.P 'i_n .: '".:. 
Dhawra'i;and Khickkirk In Badw,ahi• th-=e Branmiri ·eHW. .:: . i/}ness. Tfl.~.i( utifity in7"""triinor·""<Hlnessi[M!as.,,'ackriow':...!t .. N 

-_ ~ :;:. ,., ' • .. '. - .· ., .... ... . ;.:.: L. t ,.,.. :-..• J~t-- ' ... -- ·- :."l.,:. ~ •• - • 

was unpopular- .. amo:ng af,f, tbe. tribal poo'r exee'))t: - ·i.l_E;!dged :b.u.t !.here'yva!;a ·significant.dif.fegmce iq ttie 
:for the Baigat JWh.9i,expressecfsatisfacftti·n,. Barg"asn.,,•. r~sponse of the0

th'rE\e.·categ0ries: -·~t1./..'.. . •• ~ , - ·• .. . ,i ·~· .. ·! ... 
also happened :to ,b.e.-.a .landfess ·'m~)cl'rity ::-Whos _,.. . . . . .. _ . •J(,;.. ,,. ••.. 
worked'"for°•the·Brahmins·and weie almdst !fonded All~~a~~'~- treatm~nt was used a.lone or ,in 
1o the~ ·as labourers.. : -· .• Ji·, t:ombinatio~ __ vvi~~ othe-r''for~s of trea'tment by .5.?::~ 

•••.• .:, ,:s· percent, 76.8 perc·ent1and 92t2 t:>ercent .9f the house- 
According tQ.., the poor the CHWs charged fo.r holds -Jn categ'&fy I; ·If, '=-and' 'itt resp_ec.tively. The· 

giving, them='drugs an~I often even for chlminating : reasons for°' thii diffe;erice \ivere more :ec-0n'omic 
wefifs They. sa,id that instead of visting the hou~.es rather t"ha~/~matte'r;~oftttpyefereuce. t~ )rnporta'.rif 
of the poor the GHWs preferred to go to :the ·neairby fact was thai:°the CH:Ws were· the .source of al10·: 
vil!lages where they could p.ractis·e easi1y. Tche.Hari- pathic ;treati,;e"nfJalbrie'1br·· With· other ~~urc~) .:,n. · 
jans c.9mplained that theirhouses were never visited, 39.0 percent ·hois1~holds~of category I a~d 26 r.'er: ·· 

- ' ... -'f.- J . ....,. • .. ·-tt..,· 
''He i°s~for the 'bare log.' and not us", "We dare not cent ifl ~ategory II an·a ll'fi. "Ap"art. from this faigher 

l_ ask for· help,· if he ··gives something it is our g.ood dependence of· the ;pdoP~oh··10HWs, it was aiso 
,:.;._ fortu:n~-~b':ut'.there•is· none with such a fortune'•.- important that thEi 't•ibor ·camblne·d c°HWs whh 

Despite': i'hei'r views this ·section of th~ villagers was traditional healers ahcFtM11lvelf-•off•· with hospfta[s'j .... 
keen "noi: td" ~et i,n'lo trouble for taiking, ··we· d·o'.n·t · (Table 7 ,) ':!},.' .·• 1 1 • · • . • 

wa'nt· any' more'~troub'i'e''.. . . . . :. ~ ,"<!l:i ,,.,i&,, • - • .• . •• , , ·For· major iHness tne ,us~ bf allopathy w.as 
·1·n .. v·i·l·l'a.g .• es.,_w,i...,.ere··1,1·,h.·e ' ··· markedly higher in al'i' cat~gories (80: percent or··_·· "' CHW did· not res,ide,,. 

people were, f.ami,Jiar ·with his 'curative functions more) but the use of CHWs was much le.ss .. Even 
then, out of· all t-iouseh,Rlds . .uslrig allop.athy, the •· but ·had not se~n.their GHW for mohths together.- 

When people'·s views of thei:r CHWs are seen against highest use of CHWs was by,category I (40 percent), 
the data on-the.GHWs: s,ocig-e_conomicbackgrounds, the,'lpwe:>t by category HI ,04.8 pe,rpent) .. This was 

f h d h an }nt_eresting. finding whjc_h indi9at~d that the· poor. 
some O · ·t · e ... tren, • s · t .:~t er:nerge are rev.ealing · All now ha.dhealth care facilfties whic'fj ·they did not have· 

.f CHWs who were.,gtiy~n .. satisfactory rating by the belore. The information on the CH\/Vs'' preventive 
_. _ poor as welil as the .rich were 'tribals except for 1 · '- , activities,. th~ir free accessibility and their practice 
"'~out of 15 in this group. On the other hand', those patterns however: 're\ie~fs·tne ·nature of this success. 

,, ,who were not liked by· -the poor but liked by the . 1 ,.._, • 

--- elite were non-triba,ls, mostly, 9·out of 12 CHWs in CHW·s preventive .activi;ties. i"n the area ot 
tlie' group. The dist.ril;mtio~. qf tribal : non tribal in chlorination of· ·wells: rnaterf.!al and child .health; 
tlie other·two. gcoups was, 2:~ and·1 ;2. Given the education arid environmefltal sanitatiQn were almost 
distribution· of1vUl,age~ .. Jt npturally follows that the neg'Ji.gible. Only 31.7 •percent category, I house- 
'r;ibpularity· of. CHW!i .. amon_g the ·elite as,· welif, a·s holds (a~. ag'ainst 0.9-2 •. pe.r,cent of !h.e first_ two ., 
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categories) said CHWs chtortnatad weUs in their 
houses and even they were not aware of thelr other 
activltles (Wable 8). 

In the beginning the CHWs used to visit differ 
ent areas of thei1r resldentlal village aind the 
villages alloted to them but this had now become a 
rarity. :People now had to request them to see a 
patient. Though these CHWs helped according to 
most people, 29 percent households in category ,I 
said that the CHWs refused to come and see a 
patient, Also, 28 oercent of the poor said that he 
c~arged .for injections - indulged in private practice - 
as against 16.7 percent and.3.9 percent in category 
ll and Ill {Table - 8). In addition, in case of major 
illness, even category t households pa,id •in 84 per 
cent of lllness aithough t'1ey used CHWs .to the 
maximum 40 percent This: indicated ,that though 
the CHWs were mainly used by category I, the 
trend showed replacement of the ''traditional' 
Gunia" a by a 61moder111 Gunia" rather than emer 
gence of self-help and self-sufficiency. 

Supervision : The scheme envisaged supervrsron 
by the community 1in administrative matters and the 
PHC 'in technical matters. However, high percenta 
ges of households ,ir:D, the first ,two categ.ories said 
they knew nothing about supervision (Table - 3}. 
Even those who mentioned panchayats separated 
themselves f.rom the ,responsibility since there. was 
no ,identif,ica,tion .with the panchayat at all. The 
Sarpanches themsetves were least inclined· to 'be 
active in this aspect. 1f:r:1 fact since they were a party 
to the selections and' mostly .relaited to CHWs, even 
in cases where people were ,unhappy they found no 
reason to act agai,nst the CHW's interests, Of the 19 
panchayats, none had' taken any action against an.y 
CHW et any point of time nor made efforts to 
stream-line the CHW's activities. 

Five CHWs were theraselves Sarpanches and 
Upsarpanches andi they said that their pencheyats 
had no directives a'bout the panchavat's supervisory 
responsibilities. Even among the CHWs, only 3.5 
percent had heard of the panchayat's supervisory 
role. 

The technical supervision by the PHC staff was 
mote a bone of contention ,rather than an asset. Th_e 
Health Workers attempted to pass on their work to 
CHWs, boss over them and treat them as subordi 
na,tes. The CHWs resented this once they realised: 
that the PHC workers were more interested in 
priva,te practice. Some were also able to retaliate 
given their social status and acquaintance in the 
viHage. The extent to which this centllct developed 
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was l:arg.ely determined by the socio-economic back 
gro.unds of the CHWs The non-triibail CHVVs were 
assertive, domi1nati1ng and -soci.a1My powerful. -:Fhey 
either cared little for the paramedical, workers or". 
we.re trea,ted welil, by them out of -sheer desperation: 
Among, the trlbats, the rnsow,rcehll CHWs (Sa1rpan-. : ·'·--' 
ches or we1lil.· o.ff). managed 'better since their toca,I 

·1 ...... ---~ status was ,importa,n,t but the others fared ,poody, ~ . 
They were not only not given any help by· the 
verlous PHC workers !but atso treated with l:lllU.c'h 
contempt. ,. v--...- 

The ,rote of the senfoi: staff . at the PHC ar:,~ · . .,,_ 
dis,trict teve'ls was not much diHerent. Ml the ·, .r;.· 

. doctors and most ot administrative sta:H came from 
non-tribal caste ifrl:indu backg;o,1n1ds. and had ,ti;{ei:r ;. · 
own views of the social reality. ,lr:1 tneir busy. 

Z·f schedules of. working Jor 'Fa':)iilY Planning p.ragra~ ... 
lililme, Rahatka.rs, office adwrinis,tra,tion, and lookh1g 
a,fter the 'VIP' visitors, the D11s,trict Hea:lth Officers' · 

4 ,, ...... 

only contact wi,th the~ people of the area vyas · : " 
through their priva,te ,practice. 1For the111 the ~locaJf ·: _ :· 
were a mass of backward and uninteMige11,t humar1ity, 
with whom it was difficult to communicate. Co.nde- _· 
scendingly, the ilDHOs :let the :PHC m~dicail officers· 
handle the scheme. They themselves wer.e hardly,, ~-~- 
famHiar with it. According ,to the two cons!:lcutlve ., i 
DHOs. 'What can these untrni:ned Jocails qo; 1let., . ·, 
them atleast help our health workers''. Fo;them;_. · ~ ,., 
even the village Mukaddams · and' the Sa~panche~ .. , .. ::, 
were "unintelligent people". Given the choi~e,. ,.· .;,-, 
they were for closing. the scheme any day. ·, -~·· ~. 
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At the PHC, except fo~ one medical "'otfjce'r ..._ ··~ 
.(ou,t o,t four) alll the rest were either ,indiHereriit o~\ · f"". 
vocally against the scheme even though th"ey agreed 1 ,,.-?-..:: 
that the.OHWs were giving some help to people 1-,:· · 
where their own workers had faiiled. interestfrig:iy ·. i, · 
enough, alil ,these medical afficers used !hE! CHY¥§. , 
:influence to g.et ,referred cases for their, priva,te, .. \ 
practice. T:his Iink was strong and ,in return ,s,or;p,f;!;·, 11: \ 
CHWs were patronised by the medica,I officer~:,:.·.r ,'-c. : t 
ifhei,r usual answer for let-ting things pass was, ,f'\ .. ~;!.. 
''we have no control over the CHWs and the ,,~-. 
Panchaya.t doesn't act. Even Hi we report something 
there is ,too ·much political ,in,terterence a,r;id we know 
that except for getting unpopular we won't gain 

. . 

much··. 

10:iSCl:ISSiOR, 

Our da,ta proiects. a pattern of sociail reail,ity 
wherein a handful of the non-tribal eli.te in col!labora- 
tion with the weH- off· tr,ibals controliled the majority ., 
of the poor - individua1111y through terms- of. work 
and collectively through social institutions · like t 

'' ., 



panchayats. Both tribal and non-tribal poor had 
li,ttle access to the Block's developmental agencies. 
The areas general backwardness precluded airer 
natlves to the existing pattern of living. Further, 
there was a general lack of information and educa 
tion and the interaction of the majority of the poor 

---=---- with the outside world was extremely restricted; 
µ- This meant that their dependence on the elite aind 

the dole provided by the state was tota,1,. As a result, 
the two in coltsboratlon got away with many acts 
of ommlssion about which the people may know 

'>-~t could do nothinq. 
. ·~· 

·~n such a setting, the exercise of giving 
. "people's health in people's hand" through their 
•elected representatives' may sound good on paper 
but is bound to get mutated by the sociat matrix 
within which it is placed. This is what happened 
to the CHW Scheme in Shahdcl, Though officialily it 
was a voluntary scheme, a scheme of the people, it 
continued to run- despite reminders from the state 
- as yet another of the government's unsuccessfut 
schemes. 

The ,relevant aspect of the problem is that 
..,_... though, the scheme did not work according to plans, 
~ the CH\Ns did cater to certain needs of the vUiJage 

population. It is thus apparent that whiile the expli 
cit design of the CHW Scheme had not worked, 
there was an irnpliclt design to. its functioning. Fhls 
design can only be recognised when we look at the 
linkages of the CHWs with the other categories, as 
sug.gested by the hypothesis of our study. 

- 
-\ L:iinks between social classes 

\,, 1 The influences of the existing socio-economic 
confiama,tions on the working of the scheme are 
cleariv visible through our data. The supremacy 
of a smalll group of landed elite who controlled the 
Iocat resources and also the channeling of govern 
ment funds, created a situation wherein the 
appropriation o,f resource and labo u,r had become 
a part of ,Hfe. The .CHW Scheme provided emplo 
yment and therefore could not escape ,the generail 
trend. App.ropriation of opportuni,ties provided: by 
it not only brought economic assets for the [ocal 
elltes and their fami1liies but also an opportuni,ty to 
;strengthen their social positions by favouring 
~~ome who mattered. The undemocratic functioning 

.__.:: of the panchayats only made the task easier. 
Following the initial grabbing of posltions however, 
the enthusiasm reflected'by the panchayats dwindled 

. into apathy and disinterest when· i,t came to 
supervision and control. In other words, after 

providing1 pa,tronage to their favourltes the pancha 
vats resumed their usual' slumber. 

It is also lmpoctant to -reafise that the Pan 
chayats could get away with this usuepaeion of 
the scheme on'ly 'because people were in, no posltlon 
to protest against those who controlled the impleme 
nti1J;ig1 :institutions, given their soclat and economic 
as well' as potitlcat dependence. 

Given the domination of a small section of the 
population. ,the.re was no social pressure on the 
selected CHWs. Those who did work had their own 
motives. ffihey were either interested in bui,lding 
thei1r social imag.es or were politicaHy motivated 
(as the CHWs of Gijri, and Varai;ntola) or had 
monetary interests. They some tlmes augmented 
their 'sail,aries• (honorarium) through induilging in 
private practice and nobody objected to 1it. Even 
those CHWs who were considered good by aH 
showed preferentlal treatment towards category HI 
households. They charged them less freq,uem,tly, 
were readj,Jy ava:iilable to thelilil, and: also provided 
some preventive services however meagre those 
may be. But the CHWs .relationship with the well 
off was contradictory. While they served them weH, 
they were used less frequently by this secticm and 
only for minor illness. Jn rnturn for ,their services 
though, the weH-off ,protected and! praised them 
and thus ensured the high cost o.f medical services 
tor the poor. 

The CHW in generail knew that if they could· 
humou,r the wel'l-oH they wou1ld be free to handle 
the rest the way they wamted. This trend ·Of ignoring 
the poor was so do.mi1t:1ant that even those fow 
OHWs who came trom the poorer families often 
tended to iQ;t:1ore their own kind· ait:1d over a year, 
had ,l'earm to reproduce the behaviou1r paitterms of 

· their better-placed coMeagues. Thus, they were 
either practising in their own viil'lages or goi1ng to 
areas wheree no CH:Ws were posted and the people 
knew nothing about ,the scheme so ,that ,they,could 
sefl the medicines wi,th ease .. 

Despite their ambiguous beliiefs the 1iFlaj1odty 
o,f the poor op,ted for alllopa,thic treatment if ,they 
could aftord it and !had a:lso realised the import 
ance of .chlorina,tion o,f welils aindl ;accina,tions. ;In 
procuning, these services however, the peop'le had 
learnt tha,t money, connections andi 'sifarish' were 
the tools that ·worked. Voluntarism on the part 
of the 'provJder and organised demand on the 
part o.f ,the recipients had na,t been a part of their 
experienti,al; base as was 'clear from their exp·erience 
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of the politlca! processes which moulded the 
administration of the area, 

Links of CHWs with Social Class . . 
Yet another crucial link was between the CHWs 

and the existing social classes. This was responsible 
for the quaility of selections as well as work of the 
CHWs. As we have seen, only 4 out of the.36 CHWs 
could be said to represent the average vi:llager. The 
rest had their connections with the present or previous 
office bearers in the Panchavat or came from the 
better-off farnlfles possessing 1large acreages of land 
or other business. Since this section of the villllage 
population aoproprtated aU .resources coming for 
rural development the CHW scheme was also 
appropriated. This explains the atypical background 
of the maJ,ority of :CHWs as also their ability to 
acquue other employment. Consequently, not only 
were there a large number of-non-tribat · CHWs but 
the quaHty of their work in genernl was affected in 
several' ways. · 

.Firstly, since the CHWs were .g.iven_.the protec 
tion of the elite they could do almost what the'y 
wishedi without bei·rig. answerable or accou nt~ble to 
anybody. In tum the panchavats, the statutory body 
responsible for theif supervlslon, took no action 
against them. · · 

Secondly] since the CHWs joined the scheme 
as a means 10 a,u,gment their income or status they 
concentrated ahT1ost entirely on curative, work. 
Whatever little ,preventive measures they lrnplemen 
ted in the beg,in'~ing was also give~ up over time 

0

~r 
else they would even charge _for chlori,:iating. well!~. 

Thirdly, since . income generation was possible 
only through charging for their services and further 
more, since they could "not very wen charge those 
elite families through whose benevolence they had 
become CHWs,'the brunt of"paying for their practice 
was borne 'by the poor. Additionally, itshould be 
remembered that the poor had no one else to gii to 
whi,fe the welt-off preferred to go to· alternative 
hea;lth, facilities like doctors and hospitals - .parti 
cu:fa,rly so in case of rnajo» illness. rhis explains 1he 
paradoxical· sltuatlon of the poor using the CHW 
more and paying more too ... · 

Fou,rthly, most of the CHWs were appointed 
throuqhitheaqeney of the Sanpanch or Upsarpanch 
but once they themselves became familiar .wlth the 
bureaucracy and the government officials they 
began to develop their own alternative income 
sources. Thus, the post o:f Sarpanch would become 
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for more ·1ucrative as wou Id· tlie positions of Rah at 
kar mate or petty contractor. As a consequence, 
these alternatlvelv- more profitable occupations 
would demand; more of their time and energ;y, and 
the quality of work in community hea'.l~~'.·.,would, 
decline. Everi1 the house visits being done initiaHy 
woutd stop. ' · -- 

Fifthly, even. those few tribal CHWs who 
came from poorer families were drawn into the 
search for better incomes and thus pegan to ignore 
their own social! strata. It wouJd be· umealistiv,n ...... -( 
s~ch a, context to expect them to remain devot~to 
ttie cause of the poor. , ... :· · \..__"' 

. . 
Links with the HeaUljl Bur:eaucracy , . .. ,,. 

:rhe notion of their own social. a•m:f technicat 
supremacy generated·a feeling of contempt for the· 
CHWs among hea Ith. workers at vario1:1s levels of 
the health services hierarchy. The result was indiffo 
rence, condescending tolerance, and disinterest 
among the senior officiafs, and jealousies and reset 
ment between paramedical workers and CHWs who 
had captured the clients of the field workers and 
had now r'eplaced them as. doctors! .. . .. · --c. 

The health and welfare bureaucracy did nothing --j 
/C 

to ,reverse these trends. Given their own needs and 
links with the local elite they onily'·used these 
patterns for making: profits. They h1 ,fact, of1en 
protected the defaulting CHWs. and never made;··· 
efforts to streamline their worl<" "by .aither putting, 
pressure on the panchayats or their · own organisa 
tion. In the process they only reinforced the existing~ 
patterns rather than improve ·them. 4--- 

.I 

. Concl~si~ns 

Given the· indifference, inefficiency and 1ineffecti 
veness of the health burea7ucracy, the powerfu(i hold 
of the elite, and the coHabora,tion of the weH-off: 
triba1ls as well as the administrative bureaucracy of 
the district, the prevaUing network of linkages had 
fully absorbea and distorted the CHW Scheme. Jhe 
poor, 'in whose name the scheme· was launched, 
were made to ,pay heavily for receiving some medica,I 
car-e while they had neither a say in decision-making 
nor a :hand in the· running of the scheme. It is a "'~ n 
paradex that the We'(l(-.off, who used· the CHWs th,e f 
least, were a:Iso. the 'ones who were bestowed wit;,..-._ -- 
the CHWs' attention and the poor, who used the·m :;..-~ 
the most, had:·to beg, ;pl"ead,,and wait. This 'success' 
that the scheme boasts of is certainly not an achieve- 
ment but a reflection of the di1re need of the toiling 
people. 
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Om study concludes that people's participation 
in a health care scheme cannot be an isolated event. · 
The degree of participation (or non-participation) is 
determined by the overall socio-economic relation 
ships which bind a population and within which 
alll schemes have to function. It is these links with 
the larger system that decide the success or f.aiil_ure 
of a scheme. Though confined to a, Block, our 
study identifies the social linkages which influence 
the scheme and underlines the fact that it is the 
~.ature of these linkages which is crucial for the 
' s~eme wherever it [s introduced, 

!:;,? 
The experience of Shahdol teaches us that in 

the absence of efforts to either change the soclal 
matrix, or at least control the key components 
influencing the scheme, or offering people a taste 
o,f free preventive and curative health care services, 
to expect that people wiil haH the CH'W Scheme as 
their own and that they wU1I also have the strength 
to control a truant CHW, is far from being realistic. 

This, in fact, amounrs ,to protecting the holy cow of 
people's "participation", irrespective of its social 
context, 

lmrana Quadeer 
Centre for Social Medicine and Community Health 
.Iawaharle! Nehru University 
New MeJ;iarauli Road 
New ,Delhi 110067 

Notes 
1. Those farmers who could sell their produce for profit or 

could' save it for the coming, year. 
(These vMlages were mostly so poor that indentification of 
such households was never a problem and every one knew 

r which households could save or sell after consuming two 
meals.) 

2. J.udged on the basis of opinions of vi'llagers, PHC doctors 
and paramedicals. · 

3. This stratification was used firstly, because it sufficed for the 
purpose of the :J'arger study, and secondly because the 
information required was easily available, For a more 
rigorous class analysis however, land holding a lone •is not 
sufficient. 

Table - 1 . 
Categorisa,tion using land Holding and Employment Status in the Intensive Study Villages 

Vi,llage 

Gijri 
Barbaspur 

.,( Maliagoda 
t Kurnurdu 
1t..,_ Badwahi 

Varam Tola 

Category - 11 Category II Category Hf, 

0-5 %of up to 5-10 a acres Over 10 ·Employed 
No. 5 acres No. % acres 

No. % No, % 
43 48.2 10 11.2 0 36 40~4 
62 52.5 3 2.8 3 2.8 33 31.7 
26 29.1 39 43,8 17 19~1 7 7,8 
47 43,0 35 39,3 18 16,5 9 8.2 

143 69.0 44 21.2 10 4.8 10 4.8 
21 52,5 5 12.5 3 3.3 11 27.5 

345 54.0 136 21.3 51 7,9 106 16.6 

l"otal 

89 
104 
89 

1'09 
107 
40 

638 

Table 2 . 
Distribution o,1' su,iveyed1 villages according to the percentage of '0-'5 acre 'land owning. and well'-·off households in 

the fou~ Groups o.f viillages. 

% of 0-5 acre Group ,1, Group n Group Jill Group IV Group I ·& H 
[and owning Villages Villages Villages Villages together 
households % % % % % 
upto 50 4 (33) 4 (27) 1 (14) 0 8 (30.) 

~ 
51-75 6 (50) 8 (53) 4 (57) 2 (50) 14 (52) 

\., ~76-90 2 (17) 3 (20) 2 (29) 2 (50) ·5 (18) 

~o/o of well-off 
--" hguseholds 

0-5 
5-10 
10-15 
15 

9 (75) 
1 (8.3) 
1 (8.3) 
1 (8.3) 

8 (53,3) 
3 (20) 
2 (1"3.3) 
2 (13.3) 

(14.2) 
4 (57.1) 
1 (14.2) 

~14.2) 

4 (100) 
0 
() 
o· 

See PP. 97 to 100 for tables 3 to 8. 
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sumath] nair 

Any numher of.alternative experiments in community health have come up in the testdecede. This article takes 
a closer look at four sue~ projects which have today become models for others. The: article· is not an sttempt 
to run down any one or other project or its founder. Bather, it raises relevant questions sbout- the contribution 
of these projects to health and development, their overall perspective, and the manner . in which they are 
organised and administered. 

The early 70's was a period for a general: spurt in 
development activities of different kinds. This 

was the time when some of the major community 
health projects were started. It fa over a decade 
now since they have been established and their 
effectiveness in achieving the goals initially set-up 
is now under review. 

-· ·- 
A careful study of these proiects wouldi reveal 
various conflicting aspects which deserve deeper 
study. · Afil these projects have, over the years, 
come to revolve around the founders, while 
the people centred thrust they had set out to achieve 
has not been realised. Yet their contribution to the 
field of community health cannot be denied. 

"Fhe focus of this article is to try and analyse 
what led to the present situation - the limitations 
Inherent ,in such projects and the other contributory 
factors. 11 must add that this ar,ticle is not an attempt 
to run down 1iny one or other project or its founder. 
Admittedly it is far easier to be analytical in 

. retrospect, than it must have been to have vlsua 
lised the pitfalls before the event. 

For the purpose of this exercise, I will take 
four well-known f:"1eail,th/development projects - 
Gonoshasthya Kendra (GK) Bangladesh, the Jamkhed 
Project, Maharashtra, the Deenabandu Project. 
Tamil Nadu, and the Comprehensive Rurnl Oper 
ations Service Society (CROSS) project, Bhongir, 
Na:lg.onda District, AP. My comments are based 
on personal experience, fiterature and personal 
communications. 

Gonoshasthya Kendra (G, K): In 1971 during the 
Bangladesh war of liberation, a few doctors, of 
whom Dr. Choudhary was one, set up a hospltat 
for the care of the wounded, which moved into a 
rural! area after the war and started a community 
health project in Savar, near Dhaka. This Peoples, 
Health Project is now funded by foreign donors 
Today they have 65 trained paramedics (mostly 
women), nine of whom are village based, lihey 
undertake health work, run a school, pharmaceutical 
factory, a women's centre and have formed 
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ag,ricuftu,ral cooperatives. They ere. today sought· 
after 'by the govemmen,t and lntematlonet bodies_,__,.-- ..,... 
for the health training they. ,provide. GK q:a~ ' 
"arrrved'' - they have further plans for expansid,. 

,Jamkhed : ·The comprehensive H urai Heailth Project 
was fo·unded by [),rs. Rajinikant and! Mabel Arole in 
1971 in .Jamkhed, A'hmed!nagar IDist., Maharashtra 
in 30·.villages · (covers 160·vHlages now}. lihey set up 
a project to deliver health care in ,rural' areas, imple 
menting the viHage health worker scheme, involv 
ing community participation. They also graduail'ly 
lncluded traini,ng in agriculture, provision of safe 
drinking water. employment schemes, nonformat 
education etc. They have been receiving· 
some support from donors abroad. The· Drs, Arole 
were given the Magsaysay award for their work in 
this field. 

The Deenabandu Project : Drs, Prem and Hari 
John started their work in Deenabandhupuram 
some mHes from VeHore in TamM Nadu in 1972-73 . 
They gradual:ly shifted their focus from "help to atl" 
- to heliping the needy. A community heelthproqn 
amme was started and village health workers were 
trained. They are supported largely by the organisa 
tion ca1f1f'eq World Nelphbours. Here too, the doctors 
realised that HI-health had to be tackled in a broad 
and int~g,ra,ted! manner taking al!I factors leading, to 
poverty into account. They have, for this, started 
several programmes - economic loans, .agriculture 
and animal husbandry, literacy classes etc. 

Socialist Health Review 

j 
. ' 

CROSS : Founded by M. Kiurien in 1975 with the 
intention o;f "empowering the poor", they undertook 
the work of organising. the poor to fight for thei,r 
rights. Starting with less than a 100 vHlages with 
fonds from donor agencies abroad, the organisa,tion ">:'.f 
has expanded today, to reportedly, 500 vU'lages in ,, J 
and around Bhongir, in NalagondaDistrict ot Andhra ~~"' 
Pradesh. The programmes i·nclude providing econo- ·, 
111ic 'loans, training in ag1riculture and animal 
husbandry, health and adult fiiteracy, to the poorer 
sections of the viHages. Thei'r major achievement 
has been the formation of sangams for men and 



women, in each village, where the problems they 
face and the programmes offered, are discussed. 
CROSS is today supposedly one of the leading. 
development groups in the country. 

The founders of these projects are all doctors 
(except for Kurien) who had been trained within 

0~ the established medical system and yet had the 
' vision to conceive of an alternative approach to 

health, one for which few models were available at 
that time. Besides, all tnese groups, spoke in terms 
~ "community participation". It was perhaps the 
., s~ad of leftist ideas at that time that influenced 

tr~·e non-political groups with the ideals of 
democracy and people's rule. Kurien and Choudhary, 
in particular, had connections with the communist 
parties of their countries. One therefore. assumes 
that their notions of people's participation was 
based on a relatively better understanding of the 
rural situation and the power structures that operated 
wi,thin it. 

The Drs. Arole and Drs, John, on the other 
hand, were more influenced by the chrrstlan missi 
onary spirit and were thus keen on doing "service 

~ to the need" (John & John, 1984). To thempeople's 
: ·~- -c- participation had a different meaning. "We started 

'---.. his as a total community programme for the rich and 
the poor alike, for we believed we had a duty to 
all "(John &John, 1984}. SimilarHyDr.Arole, talking 
about their selection of Jamkhed says, "At -Jarnkhed 
the leaders made arrangements to provide accomo- 
datlon for the staff of approximately 20 people . 
...... The leaders also tried to understand the basic 

"'· "concepts of the project". (Arole 1980). When the t 1eaders of a village are given such importance it is 
J)10t likely that there could have been much partlci 
pation by aH sections in the village Ors. John admit 
that they gradually realised that their understanding 
was not right (John & John 1984). 

Despite their differences in background and 
approach 10 start with, aH of the. project holders 
realised gradually that health was not a matter of 
merely delivering. medical services, it was closely 
bound to the poverty of the people, their lack of 
food. ·Gradually the programmes expanded to irnpro- 

, 4 ving agriculture and economic backwardness thro 
---r ugh the granting of loans, setting up.of night schools 

'"' _,,11.iid women's groups. They made attempts to tackle 
_ ...,..__2 the problems which, as they saw it, lead to ill 

· health. 

With the loans provided - at GK it was 1_00 
taka per person at first with a 4 percent interest to 
improve his ag,rfoultural production - some of the 
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village folk did manage to improve their living 
conditions. AH the villages that. were -adopted by 
CROSS in its initial years. have at .least one well 
today, for g.enera:I use. Training In-Improved agricul-. 
tura] methods, on aH projects have helped .sorne of 
the poor to make the best use of the little they had. 
The non-formal educational classes, on all projects, 
taught some of the village people to read and know 
where to put their signature and so on. Basic arlth 
metic taught to the women at GK-have helped them 
.as they said, to ,rnn -their small vegetable vending 
business more-efficlentlv . 

1' 
It is in two particular areas however - that of . 

health {except atCHOSSland women's development 
that there has been a great advancement. This can be 
seen in the tlves of the women, who have been 
involved in the project, partloutarlv in Savar, but 
also in the other project areas. Many women who 
have only known oppression have now come to 
look on their lives with greater hope and confidence. 
The excitement this knowledge has generated was 
seen in the literacy classes at GK in the fact that a 
woman health worker found: the courage to stand 
for panchayat elections at Jamkhed and' in the 
militancy of the women at Bhongi1r (CROSS). 

In the area of health a;11- the areas mentioned 
have in the last decade registered a: fal!li in the I MR, 
immunisation coverage of mother art'di-child is high, 
the family planning, acceptance rate is a1s·o far higher 
than the national average and the rnaternat mortality 
rate has fallen. The number of· 'at risk' cases are 
provided with regular care and in case· of emergen 
Gies immediate care is provided· by the refer-al sys 
tem, where operations too-are conducted. 

The improvement in the health status and the 
status of women in these areas, are more or [ess, 
directly as a result of the progr.ammes undertaken. 
This has been achieved through consistent hard 
work over the years, the training provided to the 
paramedics ls quite thorouqh ·and they are ve,ry 
conscious cif the :great responslbllltvplaced on them. 
Today if there was to be a test of "skills in dea 
ling with rural health problems at the vHlage level, 
between these paramedics and city trained doctors, 
the paramedics would come out in 'flying. colours. 

lnspite of the benefits these development pro 
grammes have conferred on the -people of the area 
anyone with some-understanding of developmental 
issues, who visits any .of the four projects. menti 
oned comes awav-wlth a feeling, of disappointment 

· anddisquiet Before visiting GK, it was, for me, from 
· all I had read, a model projectIn community health 
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wiith the people directly involved in the programme. 
I looked! forwardi with gireat anticipation to seeing 
the pr-o1ect, on:ly to be disappointed from the Hrst 
few 'hours itself. The project has a 100 acre campus 
with two large muiltiple-storied structures on it. As, 
I entered the campus, ii was made to wait at the 
gate before being, taken to one of the senior para 
medics ii 'knew, j1ust so that my reference cou Id be 
cross checked. ifhe women gate-keepers were iin 
u1r:iiform and: were there to see that aU and sundry 
do not enter the place. This by itself was shocking,- ~ 
such a clearly hi,erarchical structure and such control 
did: not in my ,mindl ieH witl:l a democratic set-up. 

· The rest ot my stay only led to confirm this 
impression. 

Celiltralisatio11 of Author,ity 
Perhaps the other pr-ejects do not have such 

structures hut certainly from aH reports, these 
other projects too have a, tachlv functioning hier 
archy, which is fairly rigid with the sole decision 
,maker/a1cbi,trator on practically a,111 issues, being those 
at the top, be i,t a Choudhary, Kurien, John or 
Arole. No doubt it is these few who have had 
'both the vision and the longest exposure to the 
work underteker» and: hence have a right to a certain 
amount of decision-making. But what of the others 
who also worked a,l,ong with them over the years? 
-Vhefe appears to be very little of sharing in the 
process of decision-making. This almost total autho 
rity that they wield was once defended by one 
project director who said, ''After all' I get the funds, 
so its for me to decide what I do with if'. Perhaps 
the others would not put it quite so blatantly, but 
in essence this epproach operates in their ;projects 
too, Ano,ther director is known to have sent in a 
proposal for a new scheme without consulting his 
senior colleaquas, who came to know of i,t only 
when a rnern'ber of the donor agency mentioned it a 
year tater! 

Tl:te r:ma~or danger in such autocratic trends is that 
of the centralisation of power. Every major and 
often minor decision needs an, okay from the people 
at the top. This becomes particularly difficult as the 
project expands and the work increases, as has 
happened in alil' foi:M cases. Not onily do the Indl 
viduals at the top have to work harder - which any 
one fami!Har with these pro.jects is witness to, many 
of the decisions get delayed and several are not 
foHowed' up. Often field level coordinators do not 
feel .confident enough :to take on a responsibllltv 
:they win later have to answer for. At ·times. issues 
instead of being settled at the viHage/cluster level1 
are brought by an individual directly to the chief 
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so as to gain support for his point of view, before 
presenting, H to the vi:l'lage· sangam. In CROSS, for 

. instance, the scope for such lobbvlnq with the 
boss is ,immense. The ''games of power", that 
eventual!ly set iin are in contradiction to the earlier 
vision of ''community participation". 

The trend described here is perhaps due to the .---.~ 
lack of accountabiHty the project heads enjoy. 
Maybe in the earHer phases of thei,r growth they 
were accountable to thelr funders, or there might 
have :been, the danger o;f their funds being. stopped=-, < 
Bu} as their fame and "success.'' · increased ~y 
,have now got a "carte bla,nche" on :funding. 0'ften 
no major uncomfortable questions are asked of the 
project holders nor are any but the barest stipula- 
tions made of them. 

The project holder is theoretica,l'ly not answer 
able to the people whom he has set out to serve. 
The people are not told'verv much about programme 
budgets, policies, apart fr'om what is necessary for 
thei1r day to day functioning. .)'et the project 
directors, particularly in the early years of their 
work, have shown a sense o~ responsibility to the 
rurnl poor, perhaps because of their basic ,idea,U 
stic motivation. Neverthel'ess there is very little the 
people can do about changing policies, today. They 
are not taken into account. 

As for the lay publ1ic, they col'.lld not caire less 
about wha,t goes on at these projects. The Gove 
rnment of India, had an uneasy rnlationship wi,th 
such organisations earlier but now seems 'keen on 
formaMsing it. Towaird this effort recently ,it was''""-: 
announced that 'henceforth ailll foreign funds to SHCh J 
projects would require central, governmeAt clear-'" ' 
ance. E~en if this is im1plemented strictly, .the way 
this ':1'1oney is spent would be entirely decided by 
the prnject dirnctors. Th us these directors have the 
fieldi to themselves. A method of operation which 
does not have an inbuilt system o,f checks and 
balances is very likely to, lead to absolute control 
by those in charge. This is not very healthy for 
those around them, or for themselves. 

The sarne authoritarianism also makes the pro- 
ject directo.· rs hypersensitive to criti.cisrn. They have ,.~ 
received such accolades from the press, both nati- .J 
ona11 and international and are proud of the~ · 
achievernents, so much so, that they will put up~-, 
with :little criticism. A group of doctors wanting to · 
do a cdticail evaluation of the Jamkhed project in 
1980 were very specifically told that their report 
wou1ld have to. be okayed by Dr. Arole before it 
went to the press. Such behaviour is but a symptom 
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o,f the maladv but this too proves harmful to the 
project in the long run. 

Cosmetic Changes, Not Structural : W-lily? 
It is true that in all these pro] ects, it is clearly 

recognised that the prevailing HI- health is due to 
the socio-economic backwarndness of the area. As 
a result the project directors have become concerned 
about the general betterment in the living condi 
tions of the people a:part from providing health 

.. care. Yet these efforts in 1he form of economic ----· ? Jtoans, agr,icuilturai' inputs etc. described earlier are 
~ly suoerficlal, cosmetic changes which do notbring 
about structural change. At the most they temper 
a,rily 'l,ul'I some people into believing that "sornethlnq 
is being. done". In the long run as we shall see, 
they do more harm than good. The dependency of 
the target population on the project increases. 
Worse still, those among the poor who do get 
benefits from the projects, airs envied by those 
who do not - this is as true of every one of tlie 
four projects described as of other such projects. 
In fact, this sometimes leads to vH!lage feuds. WhHe 
at GK I: was told of a, case where non-beneficiaries 
implicated a beneficiary in a police case. The conflicts 
in the fragmented, caste ridden viilllage situation 
thus get further aggrnvated 'by these efforts. 

Such a superficial approach to the solving. of 
deeprooted rurnl problems is particularly difficult 
to understand from peopile liike Choudhary or Kurien 
who, considering their background, ought to have a 
clearer perception of the •interplay of socio-potitlcel 
forces in society. One is naturnl,ly led' to speculate 
on what could be the .infl.uences which result in 
this deviation from their original goal. Four possible 
reasons could be : 

(1} Constraints placed by donor agencies - despite 
their easy relationship with donor agencies today, 
these directors must have had certain conditions 
laid down for them in the early days of their 
effort. Perhaps it was tacitly made clear, that any 
attempt at fundamental change would not be supp 
orted. For example, in the earlier phase CROSS did 
try to organise the rural [abourers. GraduaUy this 

,.,,, activity stopped or was sporadic, over a srna,l!I 
-~ "h • area, wit , the director being careful not to 'be 

·'"' _ _,,.J__present on such occasions. The donor agencies 
,__;_, -could perhaps have had a direct influence on the 

petering off of the radical approach. 

(2) The reason for sticking to cosmetic change could 
also be that the radlcat approach is too demanding, 
too risky to be sustained over a long period. Most 
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workers within such organisations join for "emplo 
yment" and a "Hvi,ng wa,ge'• and not because of 
their 'commitment to a cause". Tiheyare, therefore, 
not too wi1111iing to risk thei,r lives for the vililagers 
they are supposed to represent. lihis is not to say 
that it has never happened. One paramedic at 
GK was, in 1976, murdered by the lecal people 
who were opposed! to the change he was trying to 
bring about, Possibly there are other minor instan 
ces.of acts of courage in otherprojects too, but, as 
the years g,o by, one gets to hear -of few incidents 
of actual strugg,(es with the local powers. As mentl- 

,. oned earlier the risk to one's life and sustalnance 
of the project, is too great. 

(3} Thus we come to the next factor in this tie-up 
that of the groups graduailly taking care not to 
antagonise the forces in power. there even appears 
to be an understanding. among the ,focal power 
groups the police a1nd these organisations that each 
wUil leave other atone, ifhe status-quo remains and 
basic change faills to eccur. There is the example 
of a coordinator at CROSS who, with the blesslnqs 
ot the director, employs unpaid 'bonded labour on 
'his farmlands, white he gets a, salary from the 
organisation, for the ''upliftment .of the poor". 

( 4) These experiences have not ,in any way led 
to any deeper analysis of the problems which these 
:projects both face and create. Or if such an ana 
[vsis has been made none or the projects have 
acted upon it. Just as the different departments 
within the government have come to function inde 
pendently of each other, insplte of knowing the 
need: for inter-departmental, coordination, so too on 
these projects the directors 'have 'had to narrow 
down their efforts to chiefly providing health care 
and superficial changes m things would become 
too difticuilt for them. A(:( efforts at radically chan 
ging the hea'lth situation, has to remain at the 
verba1(1 level1

• One would find that since it is so, once 
these directors withdraw from the area, the health 
situation ,in 5-10 years time would most probably 
revert to what i,t used to be before the doctors 
took over. 

Models Wfl,ich Are Not RepUcable 
'Fhe next major issue, is that o,f the re.pliicabiility 

of these projects. It is not possible to repNcate 
any of ,them unless one is an Arole, Jbhn or 
Choudhary. Shei'la Zurbrigg, points out that the· 
success of the Jamkhed project led the Govern 
ment to implement the Comnmnity Health Worker 
(CHW) scheme at the Primary Health Centre level 
in 1978 (Zurbrigg, 1983). And this was, as is 
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established today, a failure - for one thing the 
"essential ingredient of the 'model' project - a rela 
tionship between village level health worker andhis/ 

· her community based on trust, committment and 
aceountanltltv to the poor viMage families=' - was 
mlsslnn. This led her to ask, • If the essential 
relationship of a CHW approach is therefore doomed 
when placed within the caste-class structure of 
society, what pcssibiiitv is there for effective broad 
replioation of the focally successful 'model" pro 
[ect?" (Zurbr.igg, 1983). Similarly the present medical 
education does not generate, in doctors, any sense 
of commitment to the poor or their 'health problems. 
The medical system too, on the whole does not 
cater to the needs of the rural areas, much less 
the rural poor. Thus any question of the replica 
bHity of such projects is moot. 

Related .to this is the growing dependence of 
the people in a project area. When a project like any 
of these g.ets established its continued effectiveness 
over a period of time becomes heavily dependent 
on the presence of the individuals who started them. 
None· of the projects functions in a manner which 
will enable it to carry on as before if the 'leader' 
were not there.' The people in the project areas 
become dependent on them and their sustainance 
depends on the project, Even the health workers 
are rarely alllowed to work independently (though 
some senior paramedics do so, to a certain extent, 
at Savar}, As Prem and Hari John admit, "Of 
course, two independent control mechanisms do 
exist in the programme, more to see the effecti 
veness of the VHW than to <supervlse" " (Zurbrigg, 
1983). This inability to give up control becomes a 
decisive factor in determining the eventual nature 
of the project. This is the tragedy, that insplte 
of setting. out to establish a people's project, even 
after a decade of work, the people cannot, or are 
not seen as being capable of running their own 
project. 

Together with this is the notion of self-sufficien 
cy. There has been a time in all the projects where 
there was some talk of making the project self 
sufficient. Initially, at CROSS the idea was that 
the economic loans given to the poor would be 
returned in fuH and with this pool of money thus 
generated, fresh loans, without outside help, could 
be made. This could be done in several areas and 
gradually the economic loans programme could 
become self-sufficient. But this idea was not seen 
through and gradua(!ly the talk of self-sufficiency 
died down. With so much foreign funds available so 
easi:ly where was the need to learn tobe independent? 
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Here it must be said that perhaps a health 
project is difficult to sustain without funds-as some 
others have learned to their cost. But it is not 
impossible {Werner, 1978). Even assuming that a 
certain minimum of funding is necessary, surely 
some attempt to generate it locally could be made? 
H: is interesting. to note that this notion of self 
sufficiency does bother Drs, Prem and Hari J'ohn. 
They however manage to side-step ,it, though not 
very convincingly, by saying "We had this problem 
untl! we realised that "Self-sufflciencv" referred to 
the project, whlle what we were aiming to bui1~_.,-c 

at the community level was ''self reliance". We ~er~ ., 
wofking towards bu:ilding community capabHiiti/~ 
health care and hence self-reliance" (John-John). 
How can a people dependent on a project that is 
not self-sufficlent, be taught to be self-reliant? 

Another trend manifest in these circles today is 
the development of jargon and "management" 
techniques. Thus CROSS has a management consul· 
tant on call to tell them about "systems enalvsis'tand 
"strateqv planning," and· so on, to help atleiviate 
rurail poverty - the old' methods having taHed 
perhaps the new wiU succeed. Terms like "inter- 
sectoral integration", "integrated community" 
approach and so on are bandied about. They do 
this more, it would seem, to please the elite they 
interact with and the donor agencies, than to help 
solve am,:, rural problem, for it is hard to believe that 
these founders stHI do not acknowledge that the 
essential question is one of sharing of power and 
its fruits by an. 

What now? 
These projects have come a long way in the 

last 10 years - there were several ,points along the 
way where things could have changed for the better. 
But this was not to be. Now after having, a, positive 
,impact on the health status of the people, their 
continued presence in the area is only l'iikely to create 
fresh ,problems, as we have seen. It is time now 
that they either decided to graduaHy withdraw or 
radicaily change theln strategy. The passing, years 
have proved thatthese miniscule efforts do not really 
make any impact on the total health situation. They 
would be far more effective todav if they undertake 
organising work among, the rural poor and see that 
they demand that the existing government healtA 
facilities be made available to them. 

Sumathi Na,ir 
H.N.1-1-298/4 Ashok Nagar, 
HYDERABA0 500 020. 
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DIALOGUE 
Work and Hea1lth : An Alte,rnative Perspective 

Bharat Patankar and Jog,en Sengupta 

:-.. rhe "work and health" question (SHR t:3) is a 
/4'- historically specific one, Its meaning. has changed 

with changes in the social structure. There are 
societies which do AOt face this problem at ailL Al1I 
these aspects .of the problem have to be considered 

';-;:......lP. formulating,strntegy and action in todav'sconeext. 
~ . ' 

·~,-, There were societies which did not face the 
question o,f ''work and health". These were societies 
which ''work" is not defined ln state, class, 
patriarchal, race or caste terms. Their vestiges exslt 
today. Not only that but in them "work" is not 
regarded as "struggle" ·with nature or an attempt 
to master nature. When male and femate human 
beings think o.f themselves as part of-nature and l1ive 
and act accerdinqlv, they cannnot separate "work" 
from play or pressure. Appropriating from natU1re 
external to them does not become a thing separate 
from lively and creative ,intekourse with lt. So the 
risks, hazards and dangers could not be considered 
as ·'work and health" issues. but as part of the 
to,ta1l1 Hfe of human beings along: with nature. 

Work and (lifo go,t decisively separated from and 
turned' ag,ains,t each other only after patriarchal, 
statist aind! class domlnatior» emerged. Casteist and 
'later racist dominatlon became part of these. 11,t is 
only from this point that human existence and the 
enrichment of ,i:t becomes seen as a struggile with /x. external nature, an attempt to achieve mastery over 
nature. It 1is on1l,y in such societies that the problems 
ofheailth becomes seen as one of '•work endhealth", 

In these societies the life of the maj,ority is 
decided not by themselves but by the state, males, 
doirninati:ng classes, castes and races. Once ·•work" 
got separated from other life it became the first health 
problem, givi1qg rise to unhappiness and a sense of 
subjugation. ifhis atienation was the first and 
greatest pr-oblerilil of ''work and hea',lth", causing 

;z; basic ill~'l'leatth whethei work coneains other risks, 
- -. t hazards 5md danqers or not. People work,ing under 

-", ~-!?UCJ:i co'ndi,tions COU:l'd ROt feel that part, the 
1__,__j- work part, of their lives as their own. Or 

they internalised this ,iH-health and became dehu 
manised apart from the attempts of struggle tlirey 
gave against these conditions. ifhis major aspect of 
i:11-health 'because oi work wU't remain in our 'lives 
untH the end • of various hierarchical subj uga,tions 
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a:nd a11iiena.tio:ns. f,rom remarnrng nature, no matter 
whet changes take place in the technology. The 
nat11,re ot this iil!l-heail<th has taken various forms 
depending, on changes ,in the social structures. 

Technolov is no,t separable from the process of 
subj,uga.tion of: the people who work with it. It is 
r.iot tree from the type of relations of humans with 
nature. 11;ts stmcture in,ternaHses these relations. The 
particuilar ki1nd o,1i technology we are experiencing 
today which is des~royingi the ecolog,ical bailance and 
creating disastmus health problems for people 
working, with it shows these :i,r,,ternalised social 
relations. The iight against illl-heailth andi the 
hazards ,of "irnodem technotogy" cannot simply 
mean dislodgir:ig, the ruling class which conitrols ,i,t 
but a fight against alll. the practices and social 
rela,tions which structure it. 

Pauiarchy and the sexual division of labour 
create distinct heal;th problems ,f~r women and 
children. This happens not only in ,the fields and 
factories but also in home work (which ,is not 
considered work at a11i11 in ,the male cha,uvinist 
cull,ture). This probleirn of work is related not only 
to, su:rplus value creation and techno'logy but ailso 
to specificaUy sex0,al and ,patriarchal! relations. Wi,th 
out a study of this aspect of "work and health" 
one cannot dearl with the i:I I-health of a majority of 
the pop uilation. 

Casteist social division and division o,f labot,lir 
have been ,crea,ti,ng, problems of 'heal,th rela,ted to 
work for more than thousands of years in India. 
Apart from class divisions, these forced the rnajortty 
(in some cases a minority} of the ,people to do work 
which obviously creates health hazards and traurmas 
of ail:I: kinds. _Today, even wrarpped :in capita,list rel 
ations of production on a wide scale, casteisrn and 
racism are creating specific problems related to work. 

Class and state dormina,tio n is both a ;pa~,t of 
this picture arnd a rnajor factor ,in ,themselves creating 
iii! health r.elated to work. Whi1le it is true that these 
domina,tions are very much concerned about extra 
cting surplius or surplus value, it is ,not ,the so'le 
concern they have. Whethe~ capi,tailists or the sta,te 
wi:l'I spend reso u,rces for ,reducing, heailth problerns at 
work also, depends on their concern to r:nai,r,tai,n, 
their conti:n,ui,ng existence as doliFlina,ting: sections. 
At certain con~:unctures they might even bear losses 
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or invest in "non-proftt-creatinq" measures to 
maintain health in the long term interest of appropri 
ating surplus or surplus, ,vaLue•.~eSuch aotlons might 
be deceptive for anyone who sees the picture only 
as one of "continuous greediness to increase 
surplus value no rnatter what happens with the 
·worl<er~ hti~i11't'h'.·r.c ~mw, ' ·· · 
:·~ 11T "HJ?··· h'"!~ :-> ! ~-·~ <t ...... • 

~, 11-:Toda¥ • the -nsw movements of ecology, health 
and safety- groups' i,r:i, the ·unions, workers' control 
and g,rass-roots democracy, various kinds of peoples' 

.. • '' 41 • ' ' •• ~. • • • 

science' movements, women's health groups and 
·.~9 on are bdnging forward studies and practice 
"htfFpful to; this question. Many left groups are 
~becomir\g 1conscious of this aspect and trying to act 
accor_dingly. These are important advances and close 

coordination of aH the movements, unions, organ - 
satlons of the rural poor community organisations, 
cultural organisations will deepen and extend this 
movement. It will be a movement that may start 
with efforts to reduce ill health in fields, factories 
and homes, but it has to fight to abolish class, state, 
caste, and patriarchal domination along with abol 
ishing the technolog,ical monstrosities specific to 
these dominations. This on'Iy can establish ·harmcm'y 
with nature and abolish '·w·ork" itseif,! the first and . . 
basic cause of il!I health. 

-,. 

Need: for Population Control Cannot .Be Ignored·. 
Vrijendra 

The edltorlat perspective (SH R, I: 4) by Manisha 
Gupte does an excellent job of summarising the 
marxlst critique of Matthuslao' view Or) the 'probl:em 
-of p'opulation'. However, the perspective gives 
rather an incomplete picture of the situation. It is 
true that the ideology of population control, as 
preached and practised in the poorer countries of 
the world, is primarily used to divert attention from 
the real issues and factors behind poverty and other 
related aspects of life for a vast majority of people. 

lihe perspective foils to adequately emphasise 
the well established fact that in the experiences of 
today's developed market economies, the changes 
in the family size and population structure since 
Industrial Revolution followed · a rise in :living 
standards of populatlon. It was also significantly 
affected by a host of legal and instltutlonai 
measures adopted by the goverment of the day as 
the needs and priorities of the ruling classes 
changed. This, of course, only enforces the view 
that population control is a consequence of the 
development process and cannot be a substitute 
for necessary strutural changes in a system where a 
tiny minority is the prime beneficlary of the process 
of development. 

Another important aspect that should have 
been reflected in the perspective is related to the 
changes in the pattern of population growth in the 
centrally planned economies of Eastern Eurpe , 
USSR 'and China in the last few decades. One does 
not have to agree with the details -of alternative 
systems there to recognise the effectiveness of 
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medical system ln these counfries and its impact on 
-their population g:rowth. ·· 

The idelogical misuse of the fa111ily planning 
and population control by the mling classes in 
various countries of the world should not detract 
anyone from the possible disturbing effects of 
continuing high rates of population increase in 
-Iarqe parts of the world. Ag,ain, one does not have 
to be a neoMalthusiar;i to say that, unil,ike the 
historic experiences of the developed market econ 
mies which could afford the 'natural' adiustments 
in their population growth and stsucture Spread ""'r 
over a long period, the world as a globa,I entity . 

• f,. 

.has to take cognizance of the naturat resou;rces ~ 
and their potential growth as well'. ,as_.(imit~· to 
growth as the globa;I :f?OPLJlatio11 continues to' !n-· ·, 
crease, Family planning and :pop,ulatio.ri control 
must constitue an explicit objective of any meaning- 
fu I; strategy of development. -Populetion control 
cannot be a substitute for development; develop 
ment without measures to check population growth 
is not likely to be very meaningful eitHer. 

(: am quite surprised to see the benefits of birth 
control and contraceptives only briefly discussed 
under the sub-title of 'the feminist perspective', as 
if there were no socialist perspective of birth control!': 
I am sure the author views the feminist perspective,~~ 
as integral to the socialist perspective, but she fails -- · ;Q clarify that benefits of birth-control and contrace- 
ptives have much wider implications for the socletv 
as a whole and must be recognised as such, apart 
from their effect on sexual mores of the society. 

.. c 
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to be a neoMalthusiar;i to say that, unil,ike the 
historic experiences of the developed market econ 
mies which could afford the 'natural' adiustments 
in their population growth and stsucture Spread ""'r 
over a long period, the world as a globa,I entity . 

• f,. 

.has to take cognizance of the naturat resou;rces ~ 
and their potential growth as well'. ,as_.(imit~· to 
growth as the globa;I :f?OPLJlatio11 continues to' !n-· ·, 
crease, Family planning and :pop,ulatio.ri control 
must constitue an explicit objective of any meaning- 
fu I; strategy of development. -Populetion control 
cannot be a substitute for development; develop 
ment without measures to check population growth 
is not likely to be very meaningful eitHer. 

(: am quite surprised to see the benefits of birth 
control and contraceptives only briefly discussed 
under the sub-title of 'the feminist perspective', as 
if there were no socialist perspective of birth control!': 
I am sure the author views the feminist perspective,~~ 
as integral to the socialist perspective, but she fails -- · ;Q clarify that benefits of birth-control and contrace- 
ptives have much wider implications for the socletv 
as a whole and must be recognised as such, apart 
from their effect on sexual mores of the society. 
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Women, for obviovs reasons, are the direct (actual 
and potential) beneficiaries of the various methods 
of birth-control. They also are, as a result 
more prone to various, at times dubious, 
experiments in the field. But, quite surprising'iy, 
again, the author has not even mentioned the 
the politics of number in relation to blrth- control 
for men. 

Another issue that deserves mention : I am 
greatly disappointed that a magazine like SHR does 
~o't have any leading feature on the health issues 

a~the peoples' right to know potential and actual 
hazards to their health, associated with industries in 
which they either work or which are in the vici 
nity of thelr homes, except for a note-like article 

by Anurag Mehrn. I am sure that despite your prior 
commitments, Bhopal tragedy deserves more impor 
tance than has been hitherto accorded. I hope your 
next issue on 'Health and Imperialism' wiilil more 
than compensate for this omission and will also 
focus on the implications of this tragedy for the 
peoples' right to health and safety in addition to 
its other aspects rooted ,in the political econemv 
of industrialisation in the poor countries of the 
world. And finaliv, hearty congratulations for timely 
prod uction of SHH. 

17 !}!larch, 1985, 

Criticism of Tubectomies Unscientific 
Anant Phadke 

A frontal attack by Sucha Singh Gil'I in his 
Politics of Birth Control Prngramme in India (SHH I : 4) 
though not comprehensive enough, was very much 
needed. But he goes too far at the end of his article, 
and makes some very sweeping statements which 
can not stand a llttle deeper probing. The way he 
attacks and rejects tubectornies as a method of 
sterilisation is unscientific. It is superficial to criticise 
tubectomies by just saying that after tubectomies 
"back-ache, pelvic pain and other problems make 
the women chronicallly iilt :1n a survey conducted in 
Punjab, more than 80 percent of women complained 

,- of one or more problems after operation." There is a 
\ lot of literature on complications, complaints after 

r!'-, tubectomies and it is widely known that many 
women wrongly attribute many of. their health 
problems, particularly back-ache to tubectomies. A 
survey merely reportinq what women felt after 
tubectomies is too insufficient a basis for a swee 
ping criticism of tubectomles, A correct arg,ument 
would be to point out that though incidence of 
complications due to tubectomies is not high ln 
absolute terms, tubectomies should not be pushed 
when far more simpler and safer method of sterilisa 
tion is available for the male. Since the government 
and the medical system does not want to attack 

_ =..:::: the patriarchy in the society,' l they themselves help 
,perpetuate it} it is pushing tubectomies. w.hen in 
~ality it should be used only in exceptional 

-'<r _ circumstances. 
Gill's reasoning that birth control' programme 

is "a serious attempt by the rulers to reduce the 
number of their enemies in order to reduce the 
risk to their oppressive regime" is quite off the mark. 
Increase in the number of pauperised population 

V,ri~endra 
A2/26, SEEPZ Staff Quarters. 
Andheri {east), Bombay-400 093. 

does not. increase the chances of social revolution 
or even a revolt. :It [s the contradiction between 
developed capacities, aspkations of the people (as 
a result o,f capitelist development) on the one hand! 
and their actual suppression (especi.ally in periods 
of crisis) due to caoltatist social' relations that create 
possibilities of revolution. 

GiH does not take into account the role of 
patriarchy in deciding, the size of the family. The 
necessity of having. mal'e children; non-cooperation 
of husbands in familv planning: (both consequences 
of oatrlarchv) contribute to a larger size of the 
famHy even when women do not want more 
cnitdren, (In India every year, about ha1lf a r:nHlion 
women undergo medical termination of pregnancy 
and about tour to six rnii'l:ion undergo abortion 
through unsafe methods which kHII thousands of 
women every year. This shows that they many 
times do not want pregnancy.) tt is true that unHke 
in middle and upper class families children in toiHing 
classes do contribute to family's income. But they 
:probably consume more than what they produce 
since uoto the age of atleast three years they 
consume on an average, about a quarter (in terms 
of calories} of what adults consume without being 
able to contribute in production. SHghtly older 
chiidren Iook after younger children and spare adults 
tor outside work. But the point ls=was there a nece 
ssity of having this younger child in the first place? 

f;:Ugh infant mortality and 'lack of old age 
security, are the real justification of having a some 
what larger family. The rest is due to patriarchy 
and ignorance about family planning,. Let us not glo 
ss over this and indirectly justify any unnecessary 
burden on women due to patriarchy, ignorance._, 

Anant Phadke 
50, UC Quarters 
University Road 
Pune 411016 
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7RElrcn~1fT"fo1,uffi;_y \IN FOHM, REACTIIJN-'ARV" fNi C.OlJf;ENT 
rA C-liitique of Ivan U:lfo:1;1, 

b ekba! 
.~ 

Ivan '7ilicMs .contrih·utifin ·10 ·f!te analysis of health care and' tf,rp 11/icftian s'cho"fJ/'of'thrmght which it has ., ... ,t"i 
generated have contrihilteu -:enormously to the strengthening ot'tlte basic tenets of'hourgeoi~ indiv~dua/isn~. 'l 
TJfe sc/Jo"ol'-s very political ifa-sis together with its renresstve-solatlonto-the tuoblem-meke it reactionary Ill 
content. 'lt serves the p"ti?p'o's'e's"tlf monopoly capital by promoting-a-,victim:bfa-ming·ideology, an· enti-technolaql- 
cdt mor!e of medicine 1'n ·coinnioility form and advocating a tightetring:of'the medicare heft. The article presents~ r 
;a mdixist'crititJue of the h'asic 'theoretical and political postulsteeeot Illich: It is liJrge{y-hased·on two article~,~., ' 
(Vicente Navarro's ·~rhe'l'n'rlt1st1ialisacion of Fetlshism'' in 'Medicine Under Capitalism' {Prodist) New York, 1976;-..., 
.:onu Howards .. fltrlrner':S '',(merging Ideologies in Medicine1 in! 'Phe Review of'Radica/Pblitical Economics' 
{9:t, '1977.) ). 

fn ihe·last'decacle·a·rrum_bEH'o'f books have appeared 
attacil<i:ri!;J cHhka,I medicine in fundamental ways. 

Of these I-van Hlich'·s Mei/kaf Nemesis ( Pantheon 
1976) -has -received wif.!e -crltlcal coverage in the 
popu'lar -as -well: asthe academic media. Although 
Illich effers a highly 'informative and important 
critique ef scientific medicine, in the final. analysis 
he tries to suggest a reform of medicine along 
bourgeois ideolog:it::at 'l-ines. This leads him to con 
clude that health is a, function of our lndlviduar 
consumption pattern, that less medical care is• 
better, so that workiing class would be better-off 
{healthier) -in the long run by tightening their madicah 
care belts. 

The net impact ·Of IIHch is to serve the purposes' 
of monopoly capital by : (1 l Diverting attention' 
from the economic sources of disease and coltec 
tively based response and advocating a victim 
blaming ideology; (2) Underminlnq thepetltaourgeeis 
mode of medical care delivery leading to Hfe style 
politics; and (3) Legitimising a cut-back. of aH• 
forms of medical care services. 

Tile Roots of the Crisis 

There is no doubt that modern medicine· is 
passing through a period of deep crisis· in the' 
developed countries outside the socialist block, 
The-crisis of modern medicine reflects and is a: part of 
the crisis of modern capitalism. Briefly, the cause of 
the crisis lies in the falling rate of profit due primarily 
to increasing variable capltatcosts (mainly wages and 
fringe benefits) not matched by increased produ 
ctivity. Resumed accumulation requires the de~truc 
tion of unproductive capitals and the diversion of 
variable capital (including social wages) towards 
new, relatively productive constant capital. towering 
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variable capital costs· involves both the diversion 
sf tabo ur and'rnonev away from the reproductive 
sector (health, education; labour, welfare) and the 
reorganisation of the reproductive sectors to place 

. them more firmly in the control . of capital. The 
health system has thus come under the scrutiny of 
capital to reduce those costs and help expediate 
the· recovery process. An icleology which promotes 
ariti technologica:I (hence cheap) modes of medicine ---..., 
in commodity form is· advantageous to capitaHst's. ) 
efforts to· lower the costs of 1:abour. 

During periods, of economic expansion and 
expl,icit dass struggle, capital has been forced to 
provide greater medical· care and preventive· services 
for workers (raising its variable capita;) costs). As 
accumulation' slackens the need to reduce thos~ 
costs of' reproducing labour heightens. As the costsr"' 
of capital rise through expanding medical techngd 
logy and through inflationary medical care reimbur 
sement systemsr without concomitant gains in terms 
of productivity, capital seeks to lower the level 
of health care provided. This struggle takes an 
added si·gnificance in a, period of severe economic 
crisis. 

Victim 'Blaming Ideology 
As capitalism progresses and leaves in1:reas· 

ingly dire health hazards in its wake, the technolo 
g,icalily-oriented system of medicine tends to mask"".',.~ 
the ori,gin of that morbidity by treating illness .as --·r' 

' r an individual disorder through the use and P.Yr, "'' 
chase of commodities. Increases in disease morbidhv> .t!-. 

-.;._~~- 

and mortality and the increasing recognition th'~t ' 1 
they are dirnctly attributed to the capital:ist 
mode .of production cause concerns for capital on 
two distinct levels. It brings the legitimacy o.f 
capitail into question at the point of production 
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as workers become more concerned about the effects 
of 'the production process on health, and it greatly 
increases the costs of providing medical care as 
workers spend more time off the Job going through 
elaborate radiological, chemical and surgica,I, thera 
pies. The economic crisis exacerbates this struggle 

,,..--.,,,., and thus capital tries to shift the responslbititv 
~_,.- for disease back to the worker-in this case through 

the promotion of victim-blaming ideology-and of 
individual solution for the workerdefusing the class 
aspect of the morbidity. 

~Victim-blaming is not a new ideological response hy 
capital. It has been used in education, welfare and even 
in health he fore. What is especially significant about this 
nEw wave is that, there is a chance that victim-blaming 
strategies may become the bests for puhlic policy. In the 
west the popular media have been devoting a 
growing amount of space to life style changes and 
their positive contributions towards health. lt is clear 
that this victim blaming epidemiok>gy is getting 
wide circulation and acceptance. 

Ideology of Industrialism 

Illich is an articulate theoretician of the most 
prevalent and influential ideology used to explain 
our societies; i. e. the ideology of lndustrlalism. The 
primary characteristic of that ideology is that 
the production requirements of the techno 
loqics! process and Pari Passu (at the same 
rate) of industrie! organisations are the most 
important determinants of the nature and form of 
our western developed lndustrialised' societies. 1ln a 

~- fatalistic and almost deterministic way the former, the 
1\.. technological process, leads inevitably to the latter, 
the Industrialisatlon of society. Moreover, according 
10 the theorists of industrialism industrialisation has 
transcended and made irrelavant and .pssse the 
categories of property, ownership and social class. 
Indeed ownership loses its meaning as legitimisation 
of power. And control, now assumed to be divorced 
from ownership has passed from the owners of 
capital - capitalists - to the managers of that capital, 
and from there to the technocrats. 

A final· characteristic of industrialism is that it _.,x; 
• ""4 claims to be a universal process. In other words all 

0--. Jocieties regardless of their political structure, will 
2:_ ~valve, according to the dictates of industrialisation. 

-.,,. --· Indeed, according to a key component of that ideo 
logy, the theory of convergence, aH societies will 
progress towards the urban industrlal model of the 
future. Thus, socialism and capitalism are usually 
seen as two convergent roads to the same destin • . . "' 

ation - the lndustrlal model. Viewed in this way, the 
social problems of capitalist societies become not 
the problems of capitalism (an altogether passe cate 
gory) but the problems of industrialisation. 

1 llich believes that industriausrn is the main force 
- shaping our societies and that unavoidable and 
irreparable damage accompanies industrial' expans 
ion in aH sections, including medicine, education 
and so on. Fhe industrialisation of medicine leads to 
the creation of a corpse of engineers - the medical 
profession - comparable to the technocrats of the 
main soclal formation of industrialised societies, the 
b~rnaucracy. Thus, the industrialisation of medicine 
means its professionallsatlon and bureaucratisation. 
Andi Illich believes that capitalism and soclallsm 
are indeed outmoded concepts since they 
are 'basically converging towards the same ,path of 
industria,lisation that overwhelms and directs their 
social formations. In this interpretation, then, the 
class conflict has been replaced by the conflict 
between those at the top; the managers of the bure 
aucracies indispensable to the runnir,g of an indu 
strialised society and those ait the bottom, the 
consumers of the products - goods and services 
administered by those bureaucracies: As applied 
specifically to medicine, that conflict is the one 
between the medical bureaucracy, primariily the 
medical profession and medicail care system: 
and the consumers, the patients. This antagonistic 
conflict appears as iatrogenesis (damage done 
by the provider) it is clinical when pain, sick 
ness and death result from the provision of medical 
care; it is social when hea,l,th policies reinforce an 
industrial' organisation which generates dependency 
and il!l-hea,1,th, and ,it is structural, when rnedlcallv - 
sponsored behaviour and delusion restrict the vital 
autonomy of people by undermining their compet 
ence fn growing-up, caring for each other and aging, 

How can we avoid and correct this iatroge 
_nesis, the extensive damage done by the industrial 
isation of medicine? Before stating his own solution 
Illich briefly considers several other alternatives 
presently debated in political circles. 1ln discussing 
solutlons for clinical and social iatrogenesis, he 
especial'ly rejects the socialisation alternative that 
he attributes to the equalising rhetoric of what are 
misleadingly termed the progressive forces among, 
which he includes liberals and marxists. According 
to his normative conclusion, the redistribution of 
medical care implied in the socialisation alternative 
would make matters even worse since .i,t would tend 
to further rnedlcallse our population and create 
further dependencies on medical care. According to 
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IIHch "less access to the present health system 
would, contrary to political' rhetoric, benefit the 
poor". In· that respect Illich finds the creation of the 
National Health services in Britain as a regressive not a 
prog1essive step. 

'Instead of socialisation and its implied redistri 
bution I Mich recommends the foHowing solutions for 
clinical and soda! iatrogenesis. The mode of pro 
ductlon in medicine should be changed via its 
deprofesslonalisation and debureaucratisation. He 
suggests that licensing and regulation of healers 
should disappear and concerns of where, when, 
how and from whom to receive care should be 
'left to the choice of the individual. Collective 
responslbliltv for the health care should be reduced 
and individual responsiibi.lity should be maximised. 
Self-discloline, self interest, and self care should 
be the guiding principles for the individual in 
maintaining his health. ln summary, each one should 
be made responsible for his own health. 

As for the structural Iatroqenesis, he again 
dismisses the alternative 0f socialisation and public 
control of the process of industrialisation, reco 
mmending instead the reversal of that process ie. 
breaking down the centralisation of industry and 
returning to the market mode. The essence of his 
strategy for correctlnq structural iatrogenesis, then 
is an anti-trust approach with strong doses not of 
Marx or even Keynes but of Friedman. 

A major weakness of his evaluation ,is that he 
takes as an indicator of the effectiveness of medica I 
care, indicators of cure. Indeed, he seems to confuse 
care, with cure. And in evaluating the effecti 
veness of medical care he does what most clini 
cians do; he analyses the degree to which medical 
intervention has reduced mortality and morbidity. 
In other words the effectiveness of heailth care 
intervention is analysed in terms of curing disease 
'and avoiding mortality. But the limited evidence 
available indicates that medical care may reduce 
disabiHty and discomfort in peoples- lives. For that 
taking care to occur, our medical care system would 
have to chanqe very profoundly to better enable 
the system to provide that care. Still Illich does 
not seem to accept the possibility of creating another 
system in which the priorities would be opposite 
to those of the present ones, with emphasis given 
to 'care as opposed to cure service. Actually, Illich 
would: not even welcome such a care-oriented system 
since it would ,increase the dependency of the 
individual on the physician and on the system 
of medical care, preventing the much needed 
self-reliance and autonomy. 

Illich considers social iatrogenesis, the addictive 
behaviour of the population to medical care, to be 
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the result of manipulation by the medical bureau 
cracy. He postulates that the consumer behaviour 
of our citizenry is primarily determined by its mani 
pulation by the bureaucracies created as a result of 
industrialisation. The manipulation of addiction co 
nsumption and by bureaucracies (including medical 
care bureaucracv) is not the ca use, as he postul 
ates, but the symptom of the basic needs of the 
economic and social institutions of what he calls 
industrialised societies, the industrialised capitalist 
societies. Those bureaucracies, am the mere sociali 
sation instruments of those needs ie. they reinforoe...:.C. ~ 
anp capitalise on what is alreadv there -the need.i_~.or 
consumption, consurnptlonthatrettects a dependency 
of individua I on something that can be bought, either 
a pilll, drug, a prescription or a car. 

Actually those.dependencies are mere symptoms of a 
more profound dependency that has been created in our 
citizenry not hy industrialisation hut hy the capitalist mode 
of production and consumption - a mode of production 
that results in the majo~ity of men and womenin 
our societies having no control over the product 
of their work, and a mode of consumption 1in 
which the citizenry is directed and manipulated m 
their consumption of the products 9f their work. 
This dependency on consumption-this commodity -), 
fetishism-is intrinsically necesssary for the survival 
of a system that is based on commodity produc- 
tion. In the medical care system In capitalist system 
we find that {a) the alienation of the individual in 
his world of production leads him to the sphere 
of consumption of health services and that (b) 
the medical: care bureaucracy is just administering 
those disturbances created by the nature of work'-,~ 
and the alieriatinq nature of the caoitatist mode .r 
of production. . ./, 

Hlic'h finds. structural iatrogenesis to be due to 
the culture of industrialisation. His solution for that 

· iatrodenesis includes breaking down the industrial 
bureaucracies, and returning to self-reliance and 
enlightened self-interest. But by focussing on the 
medical bureaucracy as the 'enemy', Illich misses the 
point because·those bureaucracies are the servant 
of a higher category of power ~ the dominant class. 
In the health sector power is primariily one of class, 
not of professionai control .. Indeed, the medical 
bureaueracv administers but does not control the ~ 
'~ealth sector. We find th~n that the mai~ c~nflict . tl 
in the health sector replicates the conflict 'In tbk 
overall social· system. And that conflict is primarily " _ . 
not between the -provlders 'and consumer, but 
between those that have a dominant influence in 
the health system (the corporate class and the upper 
middle class) who represent less than 20 percent of 

(Contd.· on page 100) 
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(Contd. from page 94) 
of the population and control most of jhe -health 
institutions, and the majority of the population 
(lower-mlddle class and working class) who 
represent 80 per cent of the population and who 
have no control whatsoever over either the produc 
tion or the consumption of those health services. 
To focus then as lllich and majority of social critics 
do, on the conflict between ·consumers and medical 
providers as the most important conflict in the 
health sector, is to 'focus on a very limited and 
small part of the actual class conflict. 

One of the functions of the services bureau 
cracies - including tlie medical bureaucracy - is to 
legitimise and .protect the system and its power 
relation. One aspect of that protection is social 
control - the channelling of dissatisfaction which 
IIHch introduces as structural iatrogenesis. But to 
believe that social control is due to the culture of 
medicine and the pervasiveness of industrialisation 
is to ignore the basic question of who regulates 
and most benefits from that control. An analysis of 
our societies shows that the service bureauracies - 
including the medical care ones - although willing 
accomplices in that control, are not the major 
benefactor. The ultimate benefactor of any social" 
control intervention in any system is the dominant · 
class in that system. 

In short the major suggestion of llillich for 
solving our problems is self-reliance, self-care and 
autonomy of the individual - what can be described 
as lifestyle pofitlcs. This phitosophv str.engthens 
the basic ethical tenets of bourgeois individua,l1islilil. 
Moreover, the lifestvle approach to pofltlcs serves 
to channel out of existence any conflic,ti,ng i • I 
tendencies against those structures that may arise in --,ci!! 
our society. The strategy of self-care assumes that 
the basic cause of an individual's sickness or 
unhealth ·is the individual. citizen himself, and not 
the system and therefore the solution has to~e......___"':;_ 
primarily his and not the structural change of~he 
economic and social system and- its health sector, 
Contrary to what llilich and others postulate, the 
greatest potential for improving the health of our 
citizens is not primarily through changes in the 
behaviour of individuals, but primarily through 
changes in the patterns of control, structures and 
behaviour of the econmic and politlca! system. The 
latter could lead to the former. But thelreverse is 
not possible. Actually, if is precisely because of 
the impossibility of the reverse, and thus the lack o;t 
conflict between Itlich's message and the basic 
tenets of the capitalistic economic system that his 
message, the lifestyle politics is and increasingly 
will be presented by the organs ofthe media as the -, 
resolution of our crisis and problem. }· -1 

B. Ekbal, Dept. of Neurosurgery 
Medical College TRIVAND!R'UM 

MERINO- 
AWN 

ME~IND LIMITED 
New India centre, 17, cooperage Road~ 

. BOMBAV-400 039 J . ... - . 
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DUST HAZARDS l:N 1C10AL M'II\IES 
A Brief Ove,rvi,ew 

amal,endu das 

The global energy crisis of the last decade has provided an impetus to the development of coal resources 
which has, in turn, meant large scale indiscriminate mechanisation programmes. These have had disastrous 
consequences for the health of miners. The article highlights some of these health hazards which are heing 
largely ignored by both the mining industry and the trade unions. 

~--.,., - .af late the management of our nationalised' coal 
l'·· industry has laid considerable stress on promot 
ing the production of coal. And to achieve this end 
large scale mechanisation with borrowed foreign 
technology has been adopted. Crities from the Trade 
Union front have correctly identified the drawbacks 
of such a plan of reckless mechanisation. Lack of 
employment generation, high overhead cost that 
erodes the benefit of the economy of scale, depen 
dence on foreign countries for spare parts of the 
machines are the Important aspects of their criticism. 
But one irnportanr consequence (perhaps the most 
vital one} of reckless mechanisation seems to have 
escaped the attention of aH concerned. This is the 
problem of health hazard which is increasing. at an 
a,larmi,ng rate. 

It is unpalatably true that hazard has been 
synonymous wi,th the term coal mining in India. The 
risk of fatal' disasters to which the coal miners are 
exposed to is as great today as it has been during 

. - the days when coal mines were owned privately - 
~ Chasnala (19'75J, Jiitpur (1978), HarHadih (1983) 

):'\. disaster. The introduction of sophisticated machines 
has in no way reduced the chances of such accid 
ents. But that is a different story altogether. Here the 
attention is intended to be drawn towards that 
kind of hazards which silently, slowly and steadily 
shorten the Hfe span of the miners, or make them 
physically disabled even when there is no massive 
disaster 'in the mines. 

Coal mines are inherently unhealthy places to 
work. Not on,ly in underground mines, but also in 
open cast quarries where giant earth movers are 

..__,:?= used, the workers inhale lairge amounts of dust, 
,__ t~mes and gases which ca use many kHiler diseases - 

::- ---ttYainly respiratory in nature. They include influenza, 
·· --.;,· ,..;, asthma, emphysema, stomach and 1lung cancer, 

hvpertenslon, Pneumoconlosls and bronchitis.· The 
most fatal of. all respiratory diseases is. Pneumocon 
iosis commonly known as black 'lung disease which 
is incurable. (See SHR : I : 3, December 1984). 
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It is caused by the Inhalation and retention 
l'of respirable coal mine dust 1n, the lower lungs. 
A noticeable dose-response relationship usually 
appears when exposure continues tor a decade or 

· so. Coal worker's pneumoconiosis is classified into 
levels of ascending severity from simple to compli 
cated by X-ray diagnosis. Continuous dust exposure 
can accelerate a case of simple pneurnoconiosis to 
more advanced stages. Miners · with progressive 
massive fibrosis are usuallly tota,Uy disabled. If the 
dust concentration is sti,fli higher, emergence ot pne 
urnoconiosls is earlier. Some miners seem to be more 
vulnerable than others and this vul,:ierability is yet 
to be explained. Habit ot smoking appears to have 
no significant role in causing. pneumoconiosis among 
the miners. It certainly contributes to lung impair 
ment to a miner as it does to ainy non-miner. f;t 
has been established wlth a fai:r amount .of certainty 
that it ,is dust, be ,it coal or otherwise, which can 
ca use pneumoconiosis among the miners. So dust 
is identified as the greatest hazard. 

Dust may be looked upon as suspended solid 
eontamlnent in a state of minute subdivison present 
in the air. It is produced during various indust 
ria1l activities like blasting, grinding, drilling and 
crushing, or whenever any material used in industry 
undergoes dislntegration. Such operations enhan 
ciing the occurance of dust are too common in 
coal mining, Industry. As the material undergoes 
progressive .dlsinteqratlon it acquires certain proper 
ties which has killer significance with regard to 
hearth of those exposed to its action. The very 
minute size (0.2-10.2 microns) itself confers it 
high reactivity both chemically and biologically 
and it becomes more toxic than its parent I ump· 
from which it has been disintegrated. These tiny 
particles once air borne can neither be swept off 
n9r trapped by existing technical means. lt is 
estimated that one cubic meter of a coal lump, 
after progressive dlslnteqratlon may form 1'012 parti 
cles and eventually spreads through 283 mi:lllion 
cubic centimeter of the working, environment. 
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Because of its small size these dust particles do not 
settle dowo and remain suspended in the air for 
quite 1long time. 

It is quite natural, therefore that the various 
operations at the mechanised coal mines not only 
generate more dust but they reduce the size of the 
dust particles to a minimum. And these tiniest parti 
cles are more dangerous. Scientists have estimated 
that particles which are retained in the alveoli, the 
gas exchanging sacs of the lung - weigh 5 micro 
grams or below. '.f:hese particle are termed as respi 
rable dusts. 

Genernllly the ,larger particles (nonrespirable 
dust) do not penetrate the alveoli and are not 
thought to cause pneumoconiosls. While 
the distinction between respirable and non 
respirable dust is sclentlflcaltv valid, it is clear that 
both sizes can impair lung functions when ,inhaled 
in quantity over time. The larger particles are prob 
ably linked to bronchitis among the miners. Althou 
gh these particles are g.eneraHy not retained in the 
lung, continuous exposure to them during normal 
work year produce more or less constant i:rritation of 
the upper respiratory tract. Breathlessness has also 
been found to be significant among miners who do 
not show X-ray evidence of pneurnoconiosis. Hese 
archers believe the breathlessness is related to chro 
nic non specific obstructive p,u lmonary disease. 
Some investigators have found, in addition to pneu 
rnoconiosis and broncho-puirnonarv disease, a third 
as yet unidentified disease process that reduces the 
ability of the lungs to exchanqe gases. 

Black lung disease has come to represent a 
broad definition of occupatlonal respiratory dis 
abiHties in miners of which coal miners' pneumo 
coniosis (henceforth referred as CWPJ is one major 
component. Besplrable dust which is invisible to 
the unaided eye accounts for less than one percent 
of the dust in a mine. It is not clear how much non 
resplrabte dust is retained in the lungs when the 
standards.fon respirable dust (if they exist at alil) 
are bei,ng. met. 

Afong with CWP, coal miners will continue to 
experience other liung diseases- bronchitis, severe 
dyspnoea (shortnesses of breath) and airways 
obstruction. Many of these Hlness are work-related. 
Coal' mine dusts contain a wide range of non-coal 
constituents including, silica and naphtalenes. 
Researchers have found as many as l,3 Polynuclear 
Aromatic Hydrocarbons (PAH) in the respirable 
mine dusts they had studied. (Shultz, Fridel and 
Sharkey, 1972). PAMs are tested carcinogens. 
Besides trace elements that are mentioned above 
there are a 'host of otherelements Nsted'as··hazardous 
elements· which are liberated as dust or gas 
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in the place where coal is cut from the working 
face. These . hazardous elements are identified as. 
Arsenic, BerylHum, Cadmium, Flunonine, Lead and 
Mercury. It is worthwhile to mention here that a 
mine producing one million tons of coat generates. 
one ton of each element anouadv. These elements. 
may have a role in producing black I ung disability 
either ailone or synergestically. They may also play· 
a role in the excess lung and stomach cancer found. 
among the coal miners. 

Diesel powered equipments are commonly found, 
in all the mechanised coal mines throughout t~ ·? 
country. Diesel engines produce emissions that,.. ~re 
known to be hazardous, unburnt hydrocarbo_Jfs, 
oxides of nitrogen, particulates, PAH, phenols, 
aldehydes, oxides of strlpher, trace metals, Nitrogen 
compounds, smoke and light hydrocarbons many 
of which ca use adverse respiratorv effects. 

Noise is a proven hazard to the miners working 
in a mechanised mine. Noise may cause temporary or. 
permanent loss of hearing sensiblntv, physical and 
psychologkal. disorder, interference with speech 
communication or the reception of other wanted 
sounds and disruption of job performance. Excess 
ive noise may atso cause changes in cardiovascular, 
endocrine, neuralgic and other psychological functi 
ons. Studies on the subject indicate that coal! miners 
have miserably worse hearing than the average. 

CWP and other work related disease in coal 
mines have been.recognised as the subjects of large- 
scale investigations in countries like USA and UK 
and this recognition came through relentless stru- 
ggle of the workers themselves. A physician Dr. 
Lorin, Kerr who is also the representative of the coal 
miners of America voiced his alarm aqainst CWP "p 
"At work, you (coal' miners) are covered with dust. "'( 
lt is in vour hair, your clothes and your skin. The 
rims o:f y~uir eyes are coated with it. It gets between 
your t~eth and you swaHow it. You suck so much 
of h in your lungs that ,untH youi die you never stop 
spitting up coal dust. Some of you cough so hard 
that you wonder if you have a lung left. Slowly you 
notice you are getting short of breath, when you 
wailk up a hilt On the job you stop more often to 
catch your breath. flnailly just walking across the 
room at home is an, affort because i,t makes you 
so short of breath. (Kess, 1968.) 

We do not 'have any Dr Kerr ,to lament for ;y 
our miners. Our miners are not even aware oft -j 
such a fatal disease. As the detection of CWP ;i~ 
difficult in the initial stage without powerful X-ray ·,·..- '1!7-' -i 

exami nation {the facilities for which is non- existent 
in our coliliery hospltals) the miners who suffer from 
shortness oi breath or exhaustion are often wrongly 
treated. 
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The author has encountered several such cases 
in the J,ha,r,ia coalfield. Kripa,I Charnar of Damoda 
Co:111,iery has been treated as a, TB patient because 
he has been suffering .from shortness..nf .breath. 
Kripa,I was told that TB is a curable disease but he 
wonders why [n his case the medicine does not 

~-<. work. Another miner Chanari Beldar of Kenduadin 
Coliliery died of TB(?) two years ago. When this trou 
ble of breathlessness began Chanarl used to abstain 
from his work once or twice a week. He received 

- .- .charge sheets and warning letters for neg.ligence of 
' d(l¼No one bothered to enquire about the real 

caY1ses of bis iillness and consequent abstenteeism. 
We do not know the exact number of miners who 
suffer from breathlessness or other similar symptoms 
of CVl/:P among [ndian coalminers. But certainly 
the number is not small. Even in technologicaUy 
advanced countries where more eff.ective dust 
control methods are used and where people are 
more aware of such diseases, the number of miners 
affected by CWP is qui.te large. It was estimated 
that ,in USA between January 1·970 and December 
1977. 4,20,000 coal workers were awardedFederal 
Black Lung compensation because of total disable 
ment due to CWP. In UK, National Coal Board had 
conducted a survey dur,ing 1974-77 and found tha~ 
seven percent of the British coal miners were suff 
ering from CWP. In ,India a small scale study con 
ducted in 1960-66 by the Chief Advisor of factories 
revealed that 1'78 (18 percent) of 2754 coal miners 
who were radiologically examined were suffering 
from CWP. Another random representative survey r 

done by Dr Viswanathan in 1964 showed the in· 
cidence of CWP varied between 6.0 to 16.8 percent, 
The situation here in India is certainly alarming. 

· 11!.ast decade witnessed a global energy crisis 
caused by prlcs-hike of petroleum resources cou 
pled with impending depletion of the same and 
this resulted ,in reemergence of coal as vital alter 
native. Eventual'ly its scale of production was raised, 
mines were mechanised with borrowed technology 
associated with heavy over-head cost in terms of 
foreign exchange but a thing which was conveni 
ently for.gptten is the probable environmental impact. 

'.Legislations, covering mines safety fail to add· 
ress the problem related to miners' health and 
welfare. lt appears that miners' health and welfare 
as an entity dlstinct from mines safety is yet to 
be recognised. It is equaHy distressing to note 
that established trade unions with commendable 
fighting spirit while reallslnq economic demand are 
yet to recognise this invisible monster-the fugitive 
dust which slowly but steadHy, surreptiously advances 
forward to coltsct its tol'I • among the miners. -Now 
the question is who wHI cry a halt? 

Amalendu Das, Central, Fuel Research Institute, DHANBAD 
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No. of house - 
holds 

% 

No. of house 
holds 

% 

Table. 3: Peop(~•s knowledge of agencies for CHW selection and supervision 

Category Category :(II Category Ill 

1 2 3 1 2· 3 2 3 

* SElECTION 

6 90 -7 13 23 6 13 26 12 

4:9 88.2 6.8 30.9 54.7 14.2 25.4 50;9 23;5 

* * SLJiPERVISION 

18 84 9 33 25 26 

17.6 82.3 21.4 78.'5 49;0 50.0 

* Co_de for Selection 
1. 'By Sarpanch with or without other members. 

., .-.-- - 2. Don't know 
fl =-- ·¾.' By _;_hospital with or 
JI _ ...,,. ..,;· without Sarpanches. 

, * *Code for Supervision 
1. Supervised by Hosp/PHC 
2. Don't know 

,} 
I 
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Table - 4 : Social Background of CHWs 
Tribe caste No of HWCs %of Total. CHWs 

Gonds 16 40.0 

Baiga 4 10.8 

1<01 1 2.7 

PanikajKangikar 2 5.4 

Brahmin[Th~kur 11 29.7 
Gupta/Srivastav 2 5.4 

Muslim 2 5.4 
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. ~ ~-,: ·, 
Table. 5 

Relationship of CHWs with Sarpanch and other Elite in Pal] Vi_liages 

(a) 'Relations with present· Panchavat : 

Himself a, Sarpanch or 
Upsarpanch 

Sarpanch or Upsarpanch 
a cousin/uncle/inlaw/ 
father 

Panchavat members/ 
Mukhias .as uncle/ai:ir:it/ 
cousin 

Not related to 
Panchava] Members 

1,. Kannavahra 
2. Paharla 
3. Dhawrai (J) 
4. Medhi 
5 Kathai 
6. Varmathola 

t. .:Jamrhi 
2. Bhautra 
3, Vardhar 
4. ·Makra \ 
5. -Khichklrl 
6. Sarwahl • 7 Bannoda 
8. Karkati 
9. Audhera 1 

1•0. Malchua \· H. Chaka 
12. Gijri 
13. Shahpur 

1. '8adwahi 
2. Odri · 
3. Sans 
4. Maliagoda 
5. Barhai 

'I' 

~-- 1;. Kanchodar 
2. .Iamuhal 
3. Amiliha 
4. Khalaund 
5. Dhawrai (,P) 
6;.' Malaudu ,,,._ . 
7. Maderla 
8. Manthar 
9. Sunder Dadar 
10. Sundri 
H. Ghunghuti 
12. Vadhvachhot 

\ 
{b) Relatiohs of above with previous Panchayat : 

\ 
None 

l 

\, 
'\ 5. Father was 

Sarpanch ~ 

8. Uncle was 'Mukhfa 
\ 9. Aunt was membe~ 

::: ~~if~!:" \ 
\ 

4. Uncle was 
Sarpanch 

4. Father was 
panchayat member 

2. Brother was 
1 Sarpar\ch 
1 I 

13. 'Uncle was • 
·t, Sanpanch 
I 7•. ,Father was 
k·· Sarpanch 
~·.'. Father was 
i: Sarpanch 

I ' . (c) CHWs who had relatives in other influential positions: 
.. ~ ~ 

\ 

1. Father was a well- '\ . 
off Thekedar of the :1 

( area, Brothers ·'~1 
Revenue Inspector ',§ 
and Gram Sahayak 

6. Father Patwari 

6. 'Brother school 
teacher 

13. Father 
Thekedar 

4. Brothers as 
school, teachers, 
railway clerks, 
railway khalasi 
father-railway 
gangman, 

5. Brothers Patwarl 
and rationshop 
owner 
Father Ranger; 
brothers in army. 

\ 
-r·-... 
-¼-~ 

eChange- of Address 
Radical Community Medicine, 14, Spring Crescent 
Southampton S02 /GA U.K. 
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Table - 6: Land Holdings of the CHW's family and occupation of male members (fathers & brothers) 

Relatives 2-5 acres 5-15 acres over 15 acres Occupation (1) (2) (1) (2) (1) (2) 
Farming 2 0 7 4 5 3 
Farming with 0 0 0 3 3 6 <.> employment 
Wage labour 0 2 0 0 0 
Total households 3 0 9 7 8 9 

% 15,0 45 43,7 40 56 - --, 
No. of CHWs 3 (8,3) 16 (44.4) 17*(47.1) ¾~ 

"t: (1) Adivasi *Out of 17 CHWs, 11 (30,5)%owned more than 20 acres of land 
(2) Non-Adivasi 

Table - 7: Preferred action in Minor Illnesses in the intensive study villages 

CHW CHW CHW CHW Hospital Hospital Private Gunia Home TOTALS Category alone With with with only with practitioner treatment traditional hospital private traditional alone 
medicine practitioner medicine 

Total 0 29 9 2 2 8 6 10 36" 102 \ ' % 28.4 8.8 1,9 1,9 7,8 5,8 9,8 35;2 ~-< L II Total 0 2 9 0 0 11 6 2 12 42 - % 4.7 21.4 26.1 14.2 4.7 28.5 Ill Total 3 8 10 14 6 2 2 51 % 1.9 5.8 15,6 1.9 19.6 27.4 11.7 3.9 3.9 

Table - 8 Peoples awarness of Preventive activities of CHWs in intensive study villages and his Private Practice 

Activity 
house holds 

Category I 
2 3 4 

Category II 
2 3 4 

Category 111 
2 3 4 

Chlori 
nation 

Total 

% 
72 5 24 
70.5 0.9 4.9 23.5 

21 2 18 
49.9 2:3 4.6 42.8 

27 , 7. 6 9 
56.8 13.7 11.7 17.6 

II MCH 
Services 

Total 

% 
97 0 5 
95.0 4.9 

42 0 
100 

·O 49 
100 

Ill Source of Total 
information 
regarding % 
prevention 

67 5 30 

65.5 4.9 29.4 

32 

76.1 

0 10 22 2 27 

43.1 3.9 52.9 

IV Private 
practlcs 

Total 

% 
43 29 30 
42.2 28.4 29.4 

30 
47.6 

7 15 
16.7 35.7 

37 2 
72.5 3.9 

12 
23.5 

.,i 
Codes: 

1. Don't know/He does not chlorinate Wells, 

2. He chlorinates wells. 
3, Ws use Jhiria/river 
4. Chlorinates o.ccassionally 

II 

1. No 
Ill 

(1) Neighbours, friends 
and their own observation 

2. Yes (2) = CHW 
3. Don't know (3) = Paramedical worker 

with or without others. 

IV 

(1) Give free medicine 

(2) Charges for injections 
(3) Don't know, 
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The People 
(Excerpts) 

Pahlo llleruda 

.,. 

That man I remember well, and at least two 
· centuries have passed since I saw him : 
he travelled ·neither on horseback nor "i,n a 
carriage - purely on foot 
he-undid; . 
ttie"dfstances: 
carrying, ~ei,ther sword nor weapon 
but nets on his shoulder, 
axe or hammer or spade; 
he never fought with another of his kind-e 
his. struggle was with water or with earth, 
with the wheat, for i,t to become bread, 
with tl;l~ towering tree, for it to yield wood, 
with th~ walls, to open doors in them, 
wiih the sand; constructinq walls 
and with the sea, to make if bear fruit. 

' I knew him and stll] he.is there in me .. · . ... ,; 

• t '", .:• • ~ •. It : t t, • t I • • • •I I t t o I t t t • 

• •' • • • • • I ·-,; • • • • • • • • • • • • • • • • • 

Where he .iived everything 
a man touched would grow: 
the. hostile stories, 
hewn~ 
by his hands. 
took shape and form 
and oneby one took on 
the sharp clari,ty of buildings 
he made bread with his 'hands 
set the trains ru,nping, 

,I think that those who made so many things 
ought to be masters of everything. 
And those who make bread ought to eat ! 

And those in the mine shou,ld have light I 
Enough by now of grey· man in chains ! 
Enough by now of the pale 'lost ones ! 
Not another man wil:I! go past except as a ruler 
Not a single woman without her diadem 

I I t I t I I ·• f ·, I I t t I t t I I I I I I I t t 

• 0 1 I I 1 1 1 t t I I It t ·It I I I It O I I I I 1 1, 1 1 ·t ·1 1 

Sorneone is listening to me and al1though they 
do not know i,t, 
those I sing of, those who 'know 
go on being born and will fin u,p the·world. 
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