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the next 5 years, and this has attracted the attention of international companies who
are positioning themselves to take advantage of the liberalization of the health
insurance sector. One of the mechanisms that the private sector will undoubtedly
utilize is managed care. Managed care has already established a presence in the larger
cities; for example, Paramount Healthcare Management has tied up with Munich Re
to provide managed care services to over 50 corporate clients.'

We have to be cognizant that the increased use of managed care will not have a
positive impact in enhancing equity. Those who are able to pay will have access to
managed care systems, while the poor and vulnerable will be excluded. Unfortunately,
the National Health Policy focuses on equity and at the same time advocates an
increasing role for the private sector-two concepts that are antagonistic to each
other.

The lessons learnt and experience gained about the successes and failures of
managed care come predominantly from developed countries. Its implementation in
developing countries requires careful thought and analyses, especially with regard
to its equity objective. Managed care is not a panacea, as many in the developing
world would like to think. By itself, it is a tool to promote efficiency in the healthcare
system. If countries wish to improve equity (especially of access), governments must
be prepared to playa stronger role in the health sector, focusing on measures such
as making coverage mandatory and/or subsidizing the poor. Otherwise, to paraphrase
a popular saying, the developing countries will be destined to repeat the mistakes
made by the developed countries when they implemented managed care.
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Injectables, Incentives and Disincentives: Short-
sighted population policies

In February 2000, the Government of India adopted the National Population Policy
2000.1 This policy is weak on many counts; for example, population is not integrated
with health and it has population stabilization rather than the health and well-being
of the population as a goal. Yet, one undoubtedly positive feature of the policy is that
it resolutely affirms the 'commitment of the government towards voluntary and
informed choice and consent of citizens while availing of reproductive healthcare
services, and continuation of the target-free approach in administering family
planning services' .It is thus surprising that several state governments have announced
population policies, which, in many important aspects, violate the letter and spirit
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of the National Population Policy (NPP). Equally perplexing is that despite this
commitment of the NPP, there is widespread discussion of the imposition of a 'two-
child norm? and the government's decision to initiate trials with injectable
contraceptives in 12 medical colleges in India.'

The population policies of the states carry a large range of incentives and
disincentives. The Uttar Pradesh population policy,' for instance, disqualifies persons
who married before the legal age of marriage from government jobs, as if children are
responsible for child marriages. Further, 10% of financial assistance to panchayats is
to be based on family planning performance. Indeed, recalling the Emergency-
which dealt a blow to the credibility of the programme-the assessment of the
performance of medical officers and other health workers is linked to performance in
the reproductive and child health (RCH) programme. The policy also recommends
user fees for government health services when it is widely accepted that these services
are inaccessible to the poor. Further, the policy recommends the induction of
contraceptives such as injectables and implants in a state where 49% of women are
anaemic, the under-5 mortality rate is 122 per 1000 live-births and only 5% of women
receive complete antenatal care.

Madhya Pradesh,' besides debarring persons married before the legal age at
marriage from government jobs, also forbids them from contesting panchayat
elections. As in Uttar Pradesh, disbursement of resources to Panchayat Raj institutions
is linked to family planning performance. In a piquant twist, the provision of rural
development schemes, income-generating schemes for women and poverty alleviation
programmes are all linked to performance in family planning.

Rajasthan," besides debarring persons with more than two children from
panchayat elections, also bars them from other elected bodies such as cooperative
institutions. It makes adherence to a two-child norm a service condition for state
government employees. The policy is committed to the introduction of new
contraceptives such as injectables, while awaiting the imprimatur of the Central
Government to do so.

In addition to many of the above, the Maharashtra government in an order,
since rescinded, announced the two-child norm as an eligibility criterion for a
range of schemes for the weaker sections, including access to the public
distribution system and education in government schools. The Maharashtra
population policy? makes access to jobs in the government contingent on
acceptance of the two-child norm. Again, fund flows to Panchayat Raj institutions
and assessment of medical officers and other health personnel is linked to
performance in the RCH programme.

The Andhra Pradesh policy" links performance in RCH and the couple protection
rate with construction of school buildings, public works and funding for rural
development. Performance in RCH is also a criterion for coverage under programmes
such as Training of Rural Youth for Self Employment (TRYSEM), Weaker Section
Housing Scheme, Low Cost Sanitation Scheme and Development of Women and
Children in Rural Areas (DWCRA). Allotment of surplus agricultural land, housing
sites, benefits under Integrated Rural Development Programme (IRDP), Scheduled
Caste Action Plan and Backward Classes Action Plan are to be given in preference
to acceptors of family planning. Further, educational concessions, subsidies,
promotions and government jobs are to be restricted to those accepting the small
family norm. In a macabre metaphor of lottery that is the life of the poor in the
country, awards ofRs 10000 each are to be given to 3 couples per district chosen by
lottery. Eligible couples comprise those with 2 girl children with the mother
sterilized, those with 1 girl child with the mother sterilized and those with 2 children
or less with the father sterilized. Reports indicate that Gujarat? has unveiled a
population policy that, besides carrying a range of disincentives, also explicitly
makes a two-child norm mandatory for all communities.

It is in the light of these policy initiatives that the recent decision of the Union Health
Ministry needs to be viewed, which aims to start 'trials' with the injectable contraceptive
norethisterone enanutate (NET-EN) in 12 medical colleges around the country.
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NET-EN, an injectable hormonal preparation with progesterone-like activity, has
had a checkered career in India. In a large trial carried out by the Indian Council of
Medical Research (ICMR)JOin the 1980s, close to 45% of users had discontinued the
method by the end of 2 years citing severe menstrual disturbances as the reason.
These varied from excessive bleeding to amenorrhoea. Other side-effects reported
included headache, weight gain, mood changes and depression. The long term side-
effects reported for NET-EN include loss of bone density and thus an increased
susceptibility to fractures, the failure to regain fertility on cessation of use and the risk
of developing cancer. Indeed the ICMR trial had revealed not just a high dropout rate
but that a significant proportion of users had failed to regain fertility on cessation of
the use of NET-EN. Moreover, a high rate of failure had been reported within the first
6 months of use, raising the question of the risk to the foetus in utero.

NET -EN and Depo Provera have been available for social marketing since 1994.
Their use was restricted because it was felt that the use of such contraceptives
required medical care and follow up which was not readily available in vast parts of
India. For instance, the use of NET-EN requires ruling out contraindications such as
heart disease, clotting disorders, liver dysfunction, early pregnancy, diabetes, genital
cancers, etc. through tests that require sophisticated and expensive equipment and
careful medical history taking. Close monitoring and long term follow, up is also
required throughout the period of use. A Delhi-based survey of pri vate gynaecologists
revealed that a majority of them did not recommend injectable contraceptives for two
reasons: the extensive counselling required and the number of side-effects experi-
enced by their patients."

Given these requirements and the order of the Supreme Court ruling out use of the
contraceptive on a large-scale, given too the collapse of public health services across
the country, the decision of the Health Ministry to commence 'trials' of the drug in
medical colleges is perplexing. This move to initiate trials in selected medical
colleges is likely to pave the way for the introduction of NET -EN into the government's
family welfare programme.

One real fear.is that given coercive population control policies, the vast potential for
misuse of injectables will become a reality. The concept of informed consent is absent
in the Indian healthcare system. Moreover, with a target-driven population control
policy, despite the NPP's commitment to the contrary, the needs of a woman user are
overlooked in the haste to bring down birth rates. It was this feature at a camp in Andhra
Pradesh in 1985 that led women's groups to file a petition in the Supreme Court."

The population policies of the states are in complete disjunction with the NPP and
with commitments made by the Government of India at the International Conference
on Population and Development in Cairo. Policymakers, so anxious to control
numbers, need to be reminded that such policies are unnecessary and short sighted,
as a major demographic transition is under way in large parts of India. Areas where
this transition has lagged behind need assistance towards strengthening their health
and anti-poverty programmes, in particular nutrition schemes and food for work
programmes, and not measures that punish the poor. As the NPP itself points out,
there is a large unmet need for health and family planning services. Without meeting
this unmet need, to propose punitive measures is both irrational and absurd. What
should be worrying planners is that as a consequence of the structural adjustment
policies and the resultant increase in food prices, unemployment and decline of real
wages among large sections of the population, infant mortality rates have stagnated
across the country, increasing in some states. If population stabilization is the goal,
these issues should receive attention as a priority.

The disincentives proposed are particularly against the weaker sections who have
to bear the brunt of withdrawal of a range of subsidies and measures meant to mitigate
poverty and deprivation. The National Family Health Survey!' for 1998-99 shows
that the total fertility rate (TFR) is 3.15 for scheduled castes, 3.06 for scheduled
tribes, 2.66 for other backward classes and 3.47 among illiterate women as a whole.
In contrast, it is 1.99 among women better off and thus educated beyond the tenth
grade. Imposition of the two-child norm and the disincentives proposed in the
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policies of different states, would thus mean that large sections among these deprived
populations would bear the brunt of withdrawal of ameliorative measures, as pitiably
inadequate as they are. Indeed this measure is pregnant with pro-natalist possibilities.

The National Family Health Survey 2,13 notes that the infant mortality rate among
the scheduled castes, scheduled tribes and other backward castes is 83, 84 and 76,
respectively, compared to 62 for 'others'. Similarly, the under-5 mortality rate is 119
among the scheduled castes, 126 among the scheduled tribes and 103 among the
other backward castes compared to 82 among the 'others'. I feel it is immoral to
impose a two-child norm under such circumstances. Instead of dealing with the
causes for these differentials, the population policies just seek to punish victims for
their poverty and deprivation.

The disincentives are also anti-women since women in India seldom decide the
number of children they wish to bear, when to bear them, and indeed have no control
over how many will survive. Debarring such women from contesting elections is not
in consonance with the policies to empower women. Further, these measures will
provide an impetus to some women to resort to sex selective abortions and female
foeticide, worsening an already terrible sex ratio in the country. The proposals are also
anti-minorities because the fact is ignored that the somewhat higher TFR among some
sections of these communities is a reflection of their poorer socioeconomic situation.

The proposals are deeply anti-democratic and violate several provisions of the
Constitution (the right to livelihood, the right to life, the right to privacy, among
others) and several International Covenants that India is signatory to, including the
Rights of the Child.

The government is attempting to justify the phased introduction of injectable
contraceptives into the family planning programme on the specious argument that
it would provide women with 'choice' .This makes a mockery of the concept of choice
given that an overwhelming majority of women in the country are denied basic rights
and have no choice as regards access to health, education, employment and indeed
the survival of their children. It is true that women do indeed need to have the choice
to decide the number of children they want and that they should have access to safe,
user-friendly and affordable contraceptives. However, this cannot be provided by
injectable contraceptives or punitive population policies.

If the government is interested in gender justice and in a voluntary programme it
can do no better than stop the 'trials' with injectable contraceptives and withdraw all
punitive measures from population policies. There is no need for incentives and
disincentives in a family welfare package. What is needed is universal comprehensive
primary health care and development based on the principles of social justice. Indeed
a health policy along these lines, with family planning as its integral part, is what has
long been called for, including by the government's own Swaminthan Committee. 14

Will the government abide by its commitments to 'voluntary and informed
choice'? Or, is that merely rhetoric for the benefit of 'gender-sensitive' funding
agencies that keep the family welfare programme afloat? The irony is poignantly
doubled: it was many of these agencies that created the hysteria about the population
bomb in the first place!
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