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Editorials

Global Policies and the Peoples' Health
The relationship between abject poverty and ill-health needs no elaboration. It
affects one billion people in the Third World. This can be altered only through
a radical transformation of the existing national and international orders.
While the exploitation of the poor has existed throughout the ages, its present
mode, scale and ruthlessness has exceeded all previous experience. Health is
now influenced not only by malnutrition but also by pollution and environmental
degradation. The major cause is the over-utilization of the world's natural
resources by a small segment of its population, to satisfy ever-increasing
demands. This poses additional hazards by polluting industries located in the
urban areas of poor countries. Bhopal only represents the tip of this iceberg,
and yet the onus is shifted on to the poor whose needs are minimal and who are
struggling for mere survival. The over-promotion of fertilizers and pesticides
results in deterioration of the land for short-term gain, and the chemicals are
responsible for poisoning more than 2 million human beings with 20 000 deaths
each year as reported by the World Health Organization.' The problems of
pollution and environmental degradation are greater in the developing
world because it is used as a dumping ground for the toxic wastes from affluent
countries.

Poverty and disparities are created and perpetuated due to unequal
exchange between the rich and poor, both between countries and within a
country. This is an integral part of the world capitalist economy based on western
science and technology which provides power without providing social .and
moral restraints on its use. The burden of this is borne disproportionately by
the poor and their children who suffer the most and die in silence. According to
UNICEF, in the new unipolar world, 'for one-sixth of mankind the march of
human progress has become a retreat and in many nations development is
being thrown into reverse. After decades of steady economic advance large
areas of the world are sliding into poverty. '2

In 1988 the harsh dictated terms of trade had reduced the income in Africa
by 30% and in Latin America by 16%. In the latter continent the net per capita
investment fell by 50% between 1980 and 1985 and the infant mortality rate
(IMR) slowed or reversed in 12out of 17African countries of the impoverished
majority.' The real effect on health in these countries, as in our own, is worse
than represented by aggregate statistics, which in highly polarized societies
conceal far more than they reveal. In such failing economies the first curtail-
ment in expenditure is in social welfare programmes for the disadvantaged.
This includes education and health as well as food and other subsidies for
housing and public transport which directly affect the poor. This further
polarizes society and increases tension. The local ruling elite who support such
a world order continue to live their affluent westernized lifestyle, adequately
supported by their foreign mentors with the latest technology for suppressing
discontent and purchase of military hardware. The worldwide wasteful military
expenditure works out to about $950 billion per year."
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Having reduced these peripheral economies to abject poverty through
unequal trade, a new form of exploitation is being practised under the benevolent
umbrella of 'aid' by the western powers through their surrogates=-the World
Bank (WB), International Monetary Fund (IMF) and the other overseas
development agencies (ODA). It is seldom realized that only a quarter of this
aid is provided to 10 countries which harbour more than three-fourths of the
world's poorest while the largest share is quietly diverted to favoured nations.
However, only 6.5% of the aid is for social welfare programmes such as educa-
tion, primary health care, drinking water, family welfare and nutrition.> It is
given with great fanfare to provide a 'safety net' for those who fall off the
increasingly slender tightrope on which they are forced to walk. It is common
knowledge that even this 'safety net' has large holes and the aid is routed
through the same bureaucratic system which, as our former prime minister
proclaimed, swallows up 85% of all programmes meant for the poor.

The aid is almost invariably in the form of loans, through the WB and the
IMF. Using such mechanisms the western powers increase indebtedness of
poor nations. These agencies then dictate a form of 'development' to be
practised in the recipient countries which includes the construction of large
dams, setting up of urban-based capital-intensive industries and purchase of
inappropriate goods and technology-measures which chiefly benefit the
affluent few. This is done at the cost of the small-scale, self-sustaining, labour-
intensive, rural agro-industries, which alone can provide employment to the
vast majority of people in countries like ours.

This also explains their promotion of and support to the vast inappropriate
health industry based on the 'latest' western model which consumes 5% to 6%
of our gross national product (GNP). Two-thirds of the expenditure is now in
the private sector and amounts to Rs 25 000 crores each year. 6 Even after four
decades of independence and planning this health industry has failed to provide
elementary health care to 70% of our population who still live in rural India.
This industry now poses a new threat to the lives of the rich, the purses of the
middle class and the nutrition of the poor. A district study conducted by the
Foundation for Research in Community Health revealed that 8% to 10% of
the earnings of the poor are being diverted from food to doctors and medicines,
and that too of the wrong kind.?

The aid given by the non-resident Indians to build 'five star' hospitals only
helps to further distort our country's health priorities but is nevertheless
welcomed because it provides the 'latest' western technology, so avidly sought
by our culturally westernized doctors and so-called elite. The kind of government
that permits such deliberate distortions of the health scene and overall develop-
ment, in its search for foreign exchange to support the lifestyle of the rich, is a
phenomenon which is part and parcel of the new world order where the human
being has been converted into a marketable commodity.

The foreign and internal debts that accumulate as a result of such distorted
policies, including those in the field of health, need attention. The total external
debt burden of developing countries increased more than thirteen times, from
$100 billion to $1350 billion between 1970 and 1990. In some countries like
sub-Saharan Africa, it increased to 100% of their GNP while in Latin America
it is 50% of their GNP.4 But more important is the problem of debt servicing.
The repayment figures of debt to the UK in 1990 from developing countries
exceeded the official and private flow of money to the developing countries by
$2493 million." The Human Development Report (1992) shows a transfer from
indebted developing to developed countries of $242 billion between 1983 and
1989.4

It is regrettable that the medical profession has failed to fulfil the high
expectations of the founders of our nation. They could not have had a better
blueprint for achieving the oft-repeated goal of Health for All than the Bhore
Committee Report-a model which has been implemented successfully by
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China to achieve the same objective, by Sri Lanka in a democratic polity and by
our own state of Kerala. The reason is not the 'critical shortage of funds' as is
often made out, for these countries also spend about 5% of their GNP on
health, but the way in which these funds are spent.

The IMR for Kerala, which spends about $15 per capita on health is 17, while
that of the USA which spends over $2000 per capita is 9. That of India as a
whole is 95. All countries that have a per capita income of about $350 per
annum, and have achieved the Alma Ata goal of Health for All, have success-
fully utilized the Bhore model of decentralized people-based health care while
those that have failed have opted for a centralized hospital-based 'delivery'
model for their public sector and an unrestrained expensive curative model for
the private sector. In both these sectors the people remain uninformed, passive
recipients.

The approach of aping the 'latest' western medical technology regardless of
its appropriateness to our disease patterns and socio-economic conditions has
been promoted by western countries who see in this, not only the inculcation of
the superiority of their materialistic culture, but also a means of capturing
the minds of the ruling elite. This has been achieved through 'exchanges' of
personnel, media inputs, and the promotion and sale of expensive and out-
dated technology. This is clearly reflected in the distortion of our health
priorities whereby the limited finances even of the public sector are diverted to
support 'high tech' medical colleges and hospitals. The doctors they produce
are mainly suitable for 'export' to the West or for servicing the profit oriented
private sector. They are reluctant to serve the primary health centres, which
provide preventive, promotive and basic curative services to 70% of our rural
population, considering these to be 'punishment postings'. At the same time
they denounce paramedical and community health workers as being quacks
and a threat to the peoples' health.

Far worse is the subversion of the political will which permits such a counter-
productive high-cost low-efficiency system for health care. This system also
perceives education and public information as a threat to its own survival rather
than as a means for promoting peoples' participation in the overall develop-
ment of the nation; hence the secrecy and mystification. They also see the
uncontrolled growth of the population as a threat to their westernized affluent
lifestyle. These few thrive amidst a sea of ignorance and poverty. They prefer
to employ the harsh techno-managerial methods dictated by their foreign
mentors rather than follow the example of Kerala, where universal female
education has not only helped in achieving remarkable health results, but has
also brought down the birth rate to 19 as compared to 30 for the rest of India.

Is it to be 'Health for All' or 'Wealth for a Few'?
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