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Editorials

Health Care Utilization Surveys:
What Do They Tell US?

Health planning in India suffers from a serious deficiency of information on
morbidity rates, utilization of health care facilities by the people, and costs thereof.
The frequency with which people fall sick and their choice of health institutions or
care providers have an important bearing on the cost of health care. Since it is
generally agreed that each rupee spent on health should bring in maximum benefits,
it is essential to have such information if we are to plan appropriate interventions.

There have been many morbidity and health expenditure surveys in India, such as
the forty-second round of the National Sample Survey Organization (NSSO) in 1986-
87, I the household survey of medical care by the National Council of Applied
Economic Research (NCAER)2 and the survey conducted by the Kuala Sastra
Sahitya Parishad (KSSP) in rural areas of Kerala in 1987.3 They vary widely with
respect to coverage, sample size, and the defined areas of enquiry. This is not
surprising as they have not emerged out of cooperative effort. The differences in the
definition of morbidity adopted by each of them, the lack of uniformity of the period
of recall, and their occasional character (none of these have been part of regularly
repeated exercises) make comparability almost impossible and detract from the value
of information they provide. There is need for a data collection mechanism in all the
states which periodically collates and publishes information on illness rates, health
care utilization and cost of care. Given the present level of unreliability of routine
health information from government sources regarding morbidity, perhaps the only
answer is to institute periodical health and morbidity surveys similar to the national
family health surveys.

Despite these drawbacks, there are some common threads running through the
results from all these surveys. Firstly, almost all studies reveal a greater dependence
on the private sector in health for most households. Many of them also confirm that
the modern medical system is much more utilized compared to indigenous systems.
It is clear that the total health expenditure in India is much more than what the
governments, both central and state, spend on health. The findings of the study from
Tamil Nadu in this issue of the Journal' broadly support these inferences. The larger
proportion of health expenditure is borne by the households themselves, making
health one of the major expenditure items for them. This is contrary to the basis of our
health planning which envisages universally accessible and free primary health care
for all citizens.

The situation calls for a greater flow of resources into the health sector as well as
better management of the system. International agencies have suggested user charges
as a solution. The system of user charges, which in a way penalizes the sick for falling
sick, is inimical to the concept of equity. Fortunately, recent developments have
opened up other avenues for resource mobilization in health. The greater emphasis on
local governments brought about by the Panchayati Raj legislation means that local
health facilities will be governed by the local councils. Pre-payment in the form of a
designated health tax to be collected by local councils and used specifically for
improvement of health facilities is one option to improve health care delivery in the
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government sector. Another is the institution of universal insurance, with payroll
contributions from the employed and government-subsidized premiums for the poor.
These should be combined with tighter supervision and quality control by the
panchayat to ensure more cost-effective health care delivery in the rural areas.

V. RAMAN KUlTY
Achutha Menon Centre for Health Science Studies

Sree Chitra Tirunal Institute for Medical Sciences and Technology
Thiruvananthapuram

Kerala

REFERENCES
I National Sample Survey Organization. Forty-second round. July 1986-June 1987. Repon No. 364. Morbidity and

Utilization of Medical Services. New Delhi:Department of Statistics. Government of India. 1989.
2 National Council of Applied Economic Research. Household Survey a[Medical Care. New Delhi:NCAER. 1992.
3 Kannan KP. Thankappan KR. Raman Kutty V. Aravindan KP. Health and Development in Rural Kerala.

Trivandrum:Kuala Sastra Sahitya Parishad, 1991.
4 Rajaratnam J, Abel R, Duraisamy S, John KR. Morbidity pattern, health care utilization and per capita health

expenditure in a rural population of Tamil Nadu. Natl Med J India 1996;9:259--62.

Dengue Haemorrhagic Fever and Shock Syndrome
Dengue fever has been assuming progressively increasing public health importance
in the tropical and subtropical countries during the past decade and this trend is likely
to continue unless effective measures to control the transmission of the infection are
instituted worldwide. IThe disease is caused by four serotypes of the dengue virus, any
of which may be responsible for an epidemic. Dengue haemorrhagic fever (DHF) and
dengue shock syndrome (DSS) are serious clinical manifestations of the infection and
may be fatal in 40%-50% of untreated patients.' However, with appropriate treatment,
the mortality can be brought down to 1%-5%.3

Dengue fever is a disease of uncontrolled urbanization resulting in overcrowding,
and falling standards of sanitation and waste disposal.' Epidemic transmission
requires a favourable temperature (>20 "C) and stagnant water for the breeding of
Aedes aegypti. Outbreaks in urban areas infected with the Aedes mosquito may be
explosive with attack rates reaching up to 70% of the population.' The environmental
temperature affects the transmission dynamics of dengue infection; a higher temperature
within range of mosquito viability leads to more infectious mosquitoes which bite
more frequently."

The pathogenesis of DHFIDSS is not clear. It has been observed that sequential
infection by any two of the four serotypes of dengue virus results in DHFIDSS in
hyperendemic areas.l How a second dengue infection causes severe disease and why
only some patients get a severe disease remains unclear. A recent study from Thailand
suggests that when the antibody residual from the first infection is able to neutralize
a second virus type, even weakly, a secondary infection occurs but its severity is
downregulated and the disease is mild. When no cross-reactive neutralizing anti-
bodies are present, a second infection is under the influence of enhancing antibodies
and the resulting infection and disease are severe. An alternative explanation is that
the Southeast Asian dengue virus may be inherently more capable of supporting
severe antibody-enhanced infection than the virus in other geographic areas. I

The DHFIDSS remained a disease of children and young adults for two decades
after its identification in the 1950s. In Singapore, the median age for DHF in 1973 was
14 years and almost all the fatal cases were below 10 years of age." The median age
in 1994 increased to 28 years and 9 of the 11 serologically confirmed cases were
19 years or older." A similar experience has been reported from Malaysia'? and Fiji."


