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2. Educating professionals and the public about the need for palliative care.
Palliative care must be included in the medical and nursing curriculum; and

3. Improved drug availability.

We cannot call ourselves a cultured society if we deprive our suffering fellow
human beings of basic care and the right to freedom from pain.
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A People's Charter for Health and beyond
A People's Charter for Health,' which was endorsed by over 1350 delegates from 113
countries at the People's Health Assembly hosted by the Gonoshasthya Kendra in
Savar, Dhaka in December 2000, highlights that 'health is a social, economic and
political issue and above all a fundamental human right' . In the preamble it notes that
'inequality, poverty, exploitation, violence and injustice are at the root of ill health'
and while sharing a vision of 'equity, ecologically sustainable development and peace
in a better world', it encourages 'people to develop their own solutions and to hold
accountable local authorities, national governments, international organizations
and corporations'.

The call for action in this document is deeply embedded in a social paradigm and
suggests a series of efforts 'to make health and human rights concerns prevail over
economic and political concerns; to tackle the broader determinants of health
including the economic, social and political challenges; to tackle the environmental
challenges; to tackle war, violence and conflict; and finally to make the health sector
more people oriented, ... democratic and accountable'.

In a National Health Assembly (Jana Swasthya Sabha) at Kolkata, which
preceded the Dhaka assembly, more than 2000 delegates from 19 states and
representing 18 national networks of health professionals, health activists, women's
groups, science movements, development organizations, trade unions and people's
movements endorsed another document-a National People's Health Charter---;
which was incorporated into the global document. This national charter also asserted
the rights of the people in India to 'a decentralized system of local governance; a
sustainable system of local agriculture; universal access to education, safe drinking
water, housing and sanitation; dignified and sustainable livelihood; a drug industry
geared to producing epidemiologically essential drugs at affordable cost; and a health
care system that is responsive to peoples needs'. The document also offers twenty
demands for a comprehensive health campaign-Health for All, Now.
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To the 'biomedically' oriented mainstream medical professionals, academics,
researchers and even to the country's policy-makers and health administrators, these
two documents may seem to be both rhetorical and too broad in scope and analysis.
Not surprisingly so, since in recent years a combination of neo-liberal economic
policies and international prescriptions in health have moved policy researchers and
policy-makers away from comprehensive formulations such as those of 'Primary
Health Care' at Alma-Ata' or nationally of the Bhore, Mudaliar, Srivastava, and the
Indian Council of Social Sciences Research and the Indian Council of Medical
Research (ICSSRlICMR) 'Health for All' reports" to more reductionist social
marketing strategies of 'technological prescriptions' determined often by market
forces rather than socio-epidemiological evidence. This has meant even greater
commercialization and corporatization of health care with the focus on global market
needs rather than the unmet basic health needs of a large majority of our people.

However, a detailed perusal of both these documents and the seven background
discussion documents and booklets=J's=that emerged in the People's Health Assembly
mobilization-indicate three significant paradigm shifts:

1. The 'situation analysis' moves refreshingly away from the orthodox biomedical
and techno-managerial orientation to broader and deeper social, economic,
cultural and political analyses.

2. The documents have arisen from dialogue processes in which medical and health
professionals in the country and in most parts of the world 'have, for the first time
in 50 years, involved lay people and non-health professionals in the debate on
health policy and health care issues.

3. The documents also represent an emerging consensus of a large number of
citizens, people's organizations, activists and health professionals since they
evolved out of initiatives that, over a period of 14-15 months, included interactive,
consensus-building meetings; people's health enquiries; collection of health-
related stories; health campaigns and 'Kalajathas'; dialogue from the grassroots
level to the district, state and national levels in India and many parts of the world.

The seven days of the health assemblies (2 in Kolkata and 5 in Dhaka) also
symbolized an unusual demystifying people-professional dialogue. Moving away
from theoretical policy discussions in 'air-conditioned ivory towers', the assemblies
included interactive meetings; public rallies; newsletters and exhibitions; songs and
skits on health; a people's wall for messages and concerns; democratic protests and
slogan raising; and a celebration of the diversity of people and their cultures at the
national and international level. At the core of all these activities were concerns about
'Health for All'.

It is important to remember, however, that the challenge to professionals and
policy-makers to move beyond the biomedical paradigm and locate the 'problem
analysis' and the evolution of solutions in the social paradigm is not new. Perceptive
academics and researchers in India and elsewhere have constantly exhorted us to do
so. For over two decades, Professor D. Banerji of the Jawaharlal Nehru University"
has challenged us to see health service development as 'a sociocultural process; a
political process; a technological and managerial process with an epidemiological
and social perspective'. Late Professor Geoffrey Rose, the internationally renowned
epidemiologist" from the London School of Hygiene and Tropical Medicine cautioned
us in the early 1990s that 'The primary determinants of disease are mainly economic
and social, and therefore its remedies must also be economic and social. Medicine
and politics cannot and should not be kept apart.' Two decades ago the ICSSRlICMR
joint study group on 'Health for All' had offered a three-point prescription for change
which included 'reduce poverty, inequality and spread education; organize the poor
and under-privileged to fight for their basic rights; and replace the consumerist
model of health care with an alternative community model'. Preoccupied with
misinformed zeal on the advertised claims of biomedically constrained medical and
health care, we have ignored these serious guidelines for too long. The People's
Charter attempts to shift the paradigm.



THE NATIONAL MEDICAL JOURNAL OF INDIA VOL. 14, No.2, 2001 69

However, towards the end of the last millennium the 'Health for All' goal
remained unreached, perhaps even distorted and disowned, but international
prescriptions have begun to wake up to 'the new paradigm'. The World Health
Organization's recent analysis and prescriptions's:" are beginning to reflect on
poverty, equity, inequality, sustainable development and the political and social
context of health care and health policy. Even the World Bank," a major player in
world health today, has been constrained to note that 'important determinants of
health and demographic status lying outside the traditional confines of the sector
(health) have been neglected'. With the vested interests of various stakeholders
involved, this emerging wisdom has, in these organizations, translated only into
pious rhetoric and not concerted, alternative paradigms of action.

The shift from the 'biomedical paradigm' to the 'social paradigm' is therefore
urgent and crucial. Socially sensitive policy-makers, health professionals and policy
researchers have an important task ahead. The time has come for them 'to move away
from narrow biomedical approaches seeking technological fixes to a much broader
social and community oriented paradigm in research, problem analysis and action
initiatives' .18 For instance, a recent detailed doctoral analysis 19 of the policy process
of the National Tuberculosis Programme by an epidemiologist has highlighted
factors such as impoverishment; indebtedness; conflicting interests of medical and
allied professionals, and pharmaceutical and diagnostic industries; unequal social
relations; and leadership and accountability rather than just microbial resistance or
drug regimens and logistics as important determinants of the implementation gap.

It is also time for health professionals to explore greater opportunities for dialogue
and common action with people, patients, communities, consumer and people's
organizations to ensure, as the charters emphasize, 'people's participation for a
healthy world'. An editorial in the BM] in January 200020 made a case for the
involvement of health professionals in 'a process of developing solidarity with
disadvantaged individuals and communities'. It also warned that 'if we hear of
suffering but do not work alongside the sufferer for redress, we abandon our task'.

The journey from the Alma-Ata declaration of 1978 to the emerging People's
Health Charters of 2000 has been a long and arduous one. From policy reflection on
behalf of the people to policy reflections by the people; and from health professional-
centred problem analysis, often dictated by international agencies, corporates and
governments to solutions derived and demanded by people's organizations and
people-centred solidarity networks is an exciting first step in the new millennium.
The challenge before all of us who still believe that 'Health for All' is a worthwhile
goal is to us~ instruments such as the People's Health Charter to promote the 'social
paradigm' in health and to use it as 'a tool for advocacy' and a 'rallying point for a
renewed global health movement'. The events in Kolkata and Dhaka were just the
end of the beginning! Are we ready for the challenge?
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