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The World Development Report 1993

AN UNHEALTHY PRESCRIPTION
The World Development Report 1993: 1nvesting in Health,
issued by the World Bank is important to the health of the
poor in India.' For large borrowers like ourselves, World
Bank recommendations are virtually commandments
and this report is likely to become the basis of health care
planning in this country. This is why the Bank's prescription
that the government should deliver only a very narrow
spectrum of services (the 'essential clinical package'), and
leave other health care to private providers is so alarming.

Less is more?
The Bank justifies this prescription on the grounds that it will
actually lead to an improvement in the health status of
the poor. The argument is that governments in low-income
countries spread their limited resources so thinly that the
health care system becomes ineffective. Much data is pre-
sented to show that the secondary and tertiary levels of
health care, i.e. the taluk , district and teaching hospitals
consume the bulk of the health care budget. According to the
Bank, these facilities are used mainly by better-off patients
who can afford private care and hence the poor are deprived.
The Bank suggests that if the money spent on secondary and
tertiary care is 'redirected' to primary care (the essential
package), a remarkable improvement in the health status of
the poor would be achieved with only a little more investment.

Essential care or primitive care?
The Bank identifies the 'interventions' that are most cost-
effective using as a measure-Disability Adjusted Life
Years' (DALY's), i.e. the number of years of further
disability-free life that a particular intervention would
confer. Using these yardsticks, the Bank recommends the
following as the 'essential package':

1. Family planning
2. Perinatal care
3. Management of the sick child
4. Treatment of tuberculosis
5. Treatment of sexually transmitted diseases
6. Treatment of trauma and minor infections

All forms of health care outside the essential package are
considered 'discretionary', i.e. to be provided only if
resources permit. The Bank specifically says that in low-
income countries such as India, it is not possible to provide
much outside the essential package. All discretionary care is
to be largely left to the private sector. In fact, the Bank feels
that 'the primary objective of public policy should be to
promote competition among providers' (p. 58).

The looming catastrophe
Far from improving the health status of the poor, the

recommendations of the Bank, if implemented, are likely to
have a disastrous effect on the already miserable health care
system in India. The Bank accepts and encourages the
concept that governments need to provide only a basic
minimum level of health care. It pays lip-service to the
concept of health care as a fundamental right, but its re-
commendations amount to considering it a gift bestowed by
a paternal government. That is why the Bank pays so much
attention to 'redirecting' funds within the budgetary alloca-
tions for health care, rather than seeking additional funding
from other sources. For example, it does not mention that
India spends a paltry 2% of its budget on health care while
lavishing 17% on defence.? Even an avowedly free market
country such as the United States of America spends 13% of
its budget on health care! This kind of distortion of priorities
with weapons taking precedence over health attracts no
adverse comment.

The assumption that these 'interventions' will improve
health status is without basis in fact. The major causes of
disease in India as enumerated by the Bank itself are:
communicable diseases, nutritional disorders, and maternal
and perinatal causes (p. 66). All these are diseases of
poverty. In fact, the Bank recognizes this when it says:
'Immunization in an environment in which children are
undernourished and many die from preventable diseases is
more cost-effective than if children are otherwise healthy and
face little risk of dying' (p. 62). This statement implies that
healthy children are less likely to fall sick; and if they do fall
sick, they are less likely to die. Therefore, the most important
cause' of morbidity and mortality is poor nutrition due to
mass poverty. The major cause of mass poverty is the gross
maldistribution of resources both within India and between
the low-income and high-income countries. It has been
estimated that less than 0.1 % of households in India in the
1960s owned more than half of all the shares in industrial
corporationsv=-a concentration of power and capital which
has increased since then and also 60% of the land is owned by
10% of the population. Hence, any attempt to improve the
health status without removing the causes of poverty is
bound to fail, for the basic causes of ill-health are not
medical, but social and political. Attempts to tinker with
health status without altering the existing socio-political
structure legitimizes such exploitation and fosters the illusion
that ill-health is due to 'human behaviour and effectiveness
of expenditure in the health system, and range of diseases
present which is determined largely by climate and geo-
graphy'! This is nonsense. A look at medical history
shows that the major causes of ill-health in the low-income
countries today were major causes of ill-health in the
developed world not so long ago when they also had grossly
exploitative labour relations. The improvement of life expec-
tancy in the West came about in the eighteenth and
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nineteenth centuries, long before the discovery of antibiotics
and vaccines. The most important contributory cause was
better nutrition, as well as improvements in food availability,
wages and living conditions of the working class."

However, the Bank prefers not to attack the cause of ill-
health, i.e. poverty, but prefers to tinker with its symptoms,
i.e. individual diseases. It virtually confesses this when it says
'providing health and education for the poor commands a
degree of political assent that is altogether lacking for
transfers of income or of assets such as land. Investing in
the health of the poor is an economically efficient and
politically acceptable strategy ... ' (p. 55) (emphasis added).

This is why a seemingly radical recommendation that funds
should be redirected from secondary and tertiary care to
primary care, is basically a cruel joke. It pretends that the
well-off use government hospitals, which, with rare excep-
tions, they do not. What this recommendation will really
mean is that money is taken away from hospitals which serve
one set of poor people-the urban poor, and 'redirect' it to
the rural poor! No wonder this is politically acceptable. Little
additional funding is needed, so the rich. and powerful can
continue to hold on to their wealth! At the same time, an
'intellectual' and politically and socially acceptable reason is
provided for ill-health, for example, lack of 'targeting'! In the
meantime, whatever small hope the poor have of getting
some kind of basic surgical and medical treatment is snatched
away. All they will get is the 'essential package'.

The concept of priorities in social spending is valid only in
an egalitarian society where all resources are equitably dis-
tributed and hence the people decide which measures they
will have and in what order. In a grossly exploitative society
such as that of India, it is merely an excuse to limit welfare
measures.

The Bank's recommendation that most health care should
be in the private sector is anachronistic. All over the world, it
has been recognized that market mechanisms are not effec-
tive in health care delivery. For one thing they jack up
prices considerably. The market mechanism of the USA with

The Foundation for Research in Community Health
(FRCH) held a meeting in Bombay on 10 July 1993 to discuss
the World Development Report (Health) 1993, at the
instance of the World Bank.

I will concentrate on the views and suggestions in the
report pertaining to tertiary care hospitals in the public sector
which are likely to do much harm if implemented.

Large public hospitals v. public health programmes
The report perpetuates a fallacy. For far too long we have
erroneously assumed public hospitals to be adversaries to
public health programmes. We have been given arguments
that public health is neglected in this country and that a
disproportionately large amount of available funds are being
diverted to public hospitals.

The argument is that public health measures, affecting, as
they do, large segments of the population must be given
priority over public hospitals. This argument appears com-
pelling, especially when expenditure on departments such
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a level of spending eight times per capita that of the pre-
dominantly public sector UK, achieves only a similar health
status. For another, when profit is the criterion the health
care that will be provided will be what is profitable and not
what is necessary.

Thirdly, it will mean that we accept that some forms of
health intervention (i.e. the most expensive) will forever be
the right of the rich alone. Finally, several studies have
shown that the people of Sweden, Germany and Norway
where state-sponsored care is the norm, thoroughly resist
attempts to privatize. Thus, the Bank's statement that
private sector health care is more efficient, more equitable
and provides better customer satisfaction is not supported by
facts.

We should reject the Bank proposals on health care
because it legitimizes a situation in which comprehensive
care is available only to a few. It does not address the basic
causes of ill-health, i.e. poverty and powerlessness which
flow out of the gross maldistribution of resources. Its
recommendation to 'scale back' the services in the secondary
and tertiary sector will deny the poor what little access they
have to these levels of health care. In the process of the
struggle for an egalitarian society what we should demand is
more resources for health care so that not only is primary
care provided; but gradually complete and comprehensive
secondary and tertiary care as well. To alter this concept of
health care in order to cut costs would be a cruel hoax.
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as cardiac surgery are considered. However, three facts
appear to escape those propagating such views.

1. The very poor also suffer from cardiac ailments and need
surgery. They also suffer from other diseases which can
only be investigated and treated by well-staffed and well-
equipped public hospitals.

2. Large public hospitals attached to medical colleges are the
sources of our future doctors. It is therefore important
that they be fully equipped so that undergraduate and
postgraduate doctors, nurses and paramedical personnel
become familiar with the most advantageous and efficient
practices.

3. Teaching hospitals, when they are well-oriented both
towards public health programmes as well as towards
curative medicine are the main sources of personnel for
both.

We should have created a limited number of public
teaching hospitals, sited to provide maximum benefit to the



MEDICINE AND SOCIElY

population in their regions. These hospitals should have been
staffed and equipped so that they were at par with the best
hospitals anywhere and would have served as tertiary care
centres. Unfortunately, this has not happened. Political and
other compulsions have resulted in most of the large public
hospitals being in an unenviable shape.

Public teaching hospitals
These are run either by the central or state governments
and municipal corporations. They should have been in the
forefront of patient care, teaching and medical research.
However, poor pay scales, the enormous differences between
the earnings of their staff members and doctors of equal or
lesser competence in private practice and a progressive
devaluation of these institutions have played havoc with
standards.

Despite constraints, these institutions are superior to
the private sector medical colleges. Barring a very few
exceptions, the private colleges have been set up by politicians
or those close to them with the sole intention of making
money. Many colleges lack· essential facilities such as
laboratories and are inadequately staffed. Thanks to their
political contacts, those running these institutions have even
managed to 'hijack' hospitals created and developed by the
publicsector. One example is the attachment of the Rajawadi
Hospital in Ghatkopar, central Bombay to cater to the needs
of a private medical college in New Bombay-several
kilometres away.

It is not that public health measures have been neglected
to benefit large public hospitals but that public health
measures have had as little attention as large public hospitals.
Both have suffered from political machinations, inefficiency,
corruption and favouritism.

This has been recognized by the report. 'The main result
of the combination of declining share of public budgets for
health and contemporaneous expansion of infrastructure has
been increasingly inadequate support of recurrent costs.'
Support for capital expenditure too is severely curtailed.

Whilst we set public health measures aright, we must also
rectifythe dismal state of the public hospitals. It is necessary
to identify large public sector hospitals with an excellent track
record and develop these into regional centres of excellence.
Funds for this purpose can be obtained by shutting down
hospitals with poor reputations and performances. Political
interference, illogical sanctions based on considerations far
removed from merit and the drain on budgetary allocations
from corruption and inefficiency must be stopped both in
publichealth institutions and in large public hospitals.

I realize that this is not going to be easy, given the present
politicalatmosphere. If, however, we are to draw up national
plans (as this report sets out to do), these difficulties must be
recognized and overcome.

Failure to upgrade selected large public hospitals will
have the following consequences, some of which are already
evident:

1. A systematic downgrading of public sector teaching
institutions with consequent deterioration in standards of
patient care, and medical and paramedical education.

2. Poor patients denied the best possible medical care.
3. The doctors produced will be ill-equipped to deliver good

medical care to their patients. Some of these doctors will
become teachers in future and we will be on the threshold
of a vicious spiral.
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Health care: A low priority for central and state governments
As with education, health is almost considered a nuisance.
Ministers and secretaries have gone on record to state that
allocations for health and medical education are 'a drain on
the economy'.

I am in full agreement with the following statements and
the means to do more are clear from the report: (a) expand
spending on health care, (b) redirect public resources to
health activities, (c) improve the efficiency and effectiveness
of service delivery. 'The same discipline must be imposed
upon the government that is expected of the private sector.'
These apply equally to measures to improve public health
and to public teaching hospitals.

Comments on 'executive summary and highlights'
3.1 Page vi, 4: page viii, 15: ' ... the private sector, which
constitutes the main provider of health services in the
country .. .'

The private sector is the main provider of health services
only to those who can afford to pay its fees. The vast majority
cannot. This is why we see patients travelling from villages in
Bihar, Uttar Pradesh, Orissa, Assam, Rajasthan and
Madhya Pradesh to public hospitals in cities such as Delhi
and Bombay for treatment. Nearer home, we treat patients
sent from the private hospitals in the city (Bombay Hospital,
Jaslok Hospital, Hinduja Hospital) again and again for the
same reason.

The poor cannot afford the services from the private
sector. When they do seek treatment there, it is by compul-
sion (as in an acute emergency). They then end up wiping out
their savings or selling off family ornaments and land. Many
fall into the clutches of money-lenders.

Page vii, 13. 'The health infrastructure has grown dramati-
cally over the past 20 years ...

This is only a half-truth. On paper much has been
achieved. In fact many of the 1900 Community Health
Centres, 22000 Primary Health Centres and 130000
Sub-centres are poorly staffed, equipped and operated.
Inefficiency and misuse of resources worsens the situation.

Page xv.
Capturing wider resources, increasing the recovery of

costs and internalizing benefits for particular institutions
(whatever that means) are obviously ways to increase the
sums to be spent in tertiary care centres. A practical point
worries me. Such resources can only be tapped by Deans and
Superintendents who are given wide powers. The past record
of central and state governments shows that this is never
permitted, all power being centralized in the hands of
ministers and bureaucrats.

We are told that 'medical education gained' (whilst
primary health care suffered from budgetary cuts). This
statement is made almost as an accusation. Even if medical
education had, in fact, gained, would that have been harmful
to the nation? Are not medical colleges the training grounds
for the doctors of tomorrow? Is it not necessary to spend
more on them?

In fact, medical colleges and the hospitals affiliated to
them have also suffered. Figures on paper will not yield their
secrets unless they are probed in a searching manner.
Budgets for medical colleges and hospitals have either been
kept stationary (despite a galloping increase in prices) or
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reduced (by 10% to 25%). In real terms, availah*funds have
been reduced.

I plead once again for a change in attitude. Public health
and family measures are very important. Medical education
and care of the sick poor are equally important. Let us
not play one against the other. Both are vital.

Page xvi, 46; pages xvii, 51.
It is suggested that the Ministry of Health should be split

into two. One division to deal with communicable disease
programmes (which is to get 'the heart of the Ministry of
Health and Family Welfare budget') and the other to deal
with medical education and research.

This is yet another reflection of the attitude which pits
public health measures against medical education and
research instead of seeing them as being complementary and
supplementary .

Creating new, separate directorates will only result in a
further proliferation of bureaucracy and confusion being
worse confounded.

It is wiser to implement the recommendations quoted
above from the report: 'The means to do more in a sensible
direction are clear from the report: (a) expand spending on
health care, (b) redirect public resources to health activities,
(c) improve the efficiency and effectiveness of service
delivery ... The same discipline must be imposed upon
government that is expected of the private sector.' (page viii,
17 and page xiii, 37).

SOME SUGGESTIONS
Re-evaluation of public tertiary care centres
I suggest that the World Bank (and whoever else has similar
clout with the Government of India) insists on are-evaluation
of the tertiary care centres in the public sector.

1. The review should focus on how and why each institution
was founded. You will be surprised by the number of
institutions founded where no real medical need for them
existed. The role of political expediency, nepotism and
corruption will become evident.

2. It should assess geographical and population needs to
arrive at a conclusion on the number of medical colleges
and tertiary care hospitals that are absolutely necessary to
take care of the poor and create the number of doctors
needed by the state, region or country.

3. Finally, the review should assess the performance and
track records of existing medical colleges and tertiary care
centres in the public sector. This will identify those that
need strengthening. There should be a continuing audit of
these select medical college hospitals on an annual basis.

Caution in expectations from the private sector as regards the
care of the sick poor
Those of us who have worked in public sector hospitals in the
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country over the past three decades or so know that hospitals
in the private sector have a bad record in treating poor
patients. Hospitals such as the Jaslok Hospital, Bombay
Hospital and the Hinduja Hospital are expected, by law, to
reserve approximately 30% of their beds for the poor and
treat them free of cost. This is the price they have to pay
for obtaining massive concessions in the import of very
expensive equipment. Analysis of the actual usage of these
beds shows that they are utilized for individuals with
powerful political connections (such as the driver of a
minister), those in useful services such as Customs and
Excise, Income-Tax or for their own staff members.

The government-ministers and bureaucrats-are well
aware of these practices, many of which are at their behest.
It is therefore illogical to suggest that in a privatized form
of tertiary medical care the government will ensure that the
poor do not suffer.

Under our present political climate it appears that well-
maintained tertiary care centres in the public sector are the
only means of assuring the best forms of investigation and
treatment to the very poor.

The need to establish a foolproof chain from primary health
centres via civil hospitals to tertiary care centres
The availability of an effective and efficient chain will minimize
the burden on each segment of the chain. Identification and
rapid transport of the seriously ill to the secondary or tertiary
centres will reduce the load on the primary centre whilst
ensuring quick and appropriate therapy to the patient.
Likewise, establishment of facilities for convalescence as
part of primary centres will ensure that the beds of civil
hospitals and tertiary centres are not occupied by those not
needing them. At the same time, recuperation in the vicinity
of their homes will ease the load on the rest of the family
and mean reduction in loss of work and income.

Such chains with effective forms of communication
between the three components will also serve as a means for
continuing education in both directions.

Evaluation of the actual usage of funds allocated for primary
health care
Since much of this debate is the result of an apparent lack of
funds for primary health care, I also plead for an impartial
evaluation of the usage of funds and other resources allo-
cated for primary health care.

I feel we shall learn much from such a survey.
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