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Conferences

Impact of Structural Adjustment Policies on Health in South
Asia, New Delhi, 24-26 September 1997

The structural adjustment policies (SAP) spearheaded by the
World Bank and its allied funding agencies in the 1970s in Latin
American and African countries had a distinct negative impact on
health status. Wide recognition ofthis phenomenon led the World
Bank to intervene in a decisive way in public health when, in the
1990s, SAP were implemented in South Asia. Health sector
reforms for decreasing responsibility of the state in health care as
part of the SAP package were supplemented by epidemiological
analyses, reformulation of the communicable disease control
programme and advocacy of support to primary health care. This,
together with other components of the 'safety net' for vulnerable
sections, were supposed to take care of negative health conse-
quences. Serious doubts have been expressed about whether the
World Bank approach can actually do so. Thus, it is important to
monitor current changes in the health and health care of populations
in the region.

This seminar in collaboration with the Institute of Public
Health, University of Cambridge, attempted to assess the impact
of SAP on health in South Asia. Health scientists, practitioners of
public health and clinicians, economists and development planners,
medical anthropologists and political scientists, and health activists
from five countries of the region (Nepal, Pakistan, Bangladesh,
Sri Lanka and India) dwelt on this multi-dimensional theme. A
small group of scientists from Europe contributed to a wider
understanding of health sector reforms by sharing the experience
in some European countries.

The manner in which SAP were influencing health and health
care were identified as conceptual shifts in the science of public
health, toning down the role of governments in health care, and
adverse consequences on life conditions of the majority.

Conceptual shifts
Health sector reforms, in contrast to the vision of primary health
care at Alma-Ata (1978), highlighted the conceptual shift. Health
as a fundamental right, people rather than technology as the
central concern, social control over health services, inter-sectoral
action on health, integration of health services, total coverage of
the population, use of only essential drugs, and inclusion of
traditional systems of medicine within the services were some key
components of the Alma-Ata Declaration. The development of
comprehensive health services in close relation to the social
context is evident in the primary health care approach as is the
fundamental principle of equity in access to services. Various
presentations at the seminar demonstrated that the current health
sector reforms were a contradiction of each one of these elements
of primary health care.

The espousal of 'strengthening of primary health care' as part
of health sector reforms has only meant promotion of 'selective'
public health care. This is the very antithesis of primary health
care and its comprehensive, integrated conception of health
problems as it focuses on specific medical interventions and
undermines other measures necessary for health. A discussion of
the current revised approach to specific programmes such as
tuberculosis control, leprosy eradication, childhood immunization

and AIDS control demonstrated a greater emphasis on
technocentric approaches overlooking local social and epidemio-
logical factors. Some participants observed that this seemed to be
a movement back to the debates of the 1940s to 1960s on issues
then thought to have been settled. These include the importance
of the social context to health, of equity in health care as a value
and of equality in relations between countries.

An analysis of developments in public health since the sanitary
movement of the nineteenth century in Europe drew attention to
the misrepresentation of reality under the influence of socio-
economic and political interests. The discriminatory practice of
public health in the 'colonies'; the seminal scientific discovery of
the germ getting converted into the simplistic mono-causal germ
theory; giving primacy to 'the environment' and ignoring nutri-
tional factors in determining health status, all demonstrated this
influence. These instances also demonstrated how misrepresenta-
tion of health conditions of the majority as well as of determinants
detracts from effective public health intervention and planning.

In the present scene, DALYs (Disability adjusted life years)
provides a parallel of such conceptual unscientificity. Its propo-
nents invoke science, universality and comprehensiveness in its
favour. DALYs, an index to quantify burden of disease, is
currently being propagated by the World Bank as a 'conceptual
leap' in health indices. It is being used to set public health
priorities and evaluate optional measures for control of specific
diseases. While it is an advance in terms of a single index repre-
senting mortality, morbidity, severity and duration of a health
problem, critiques of DALYs demonstrated it to be a simplistic
index. It inherently involves loss of detail about disease trends,
cutting out of specific contextual differences and a much lower
reliability of the conclusions. Also, the construction of the index
involved highly value-loaded assumptions, and its global applica-
tion was arbitrary and scientifically invalid. Its use for quantifica-
tion of morbidity would be scientifically meaningful only if it is
reconstructed in a specific context, accounting for local epidemio-
logical and social factors such as levels of disability caused, inter-
action with other diseases, nature of health care available, value
placed on life and disability in different age groups. This, however,
makes it a complicated tool in actual use and the data required are
not available in most countries. A high degree of arbitrariness,
expert bias and false homogenization are therefore inherent in the
use ofDAL Ys at the global level while complicated computations
are needed at the local level.

The use of criteria of efficiency, quality and effectiveness of
services to judge the public and private sector services similarly
reveal inherent biases and arbitrary assumptions. They provide
the rationale for health sector reforms even while no clear defini-
tions or measures have been delineated for them. Certain criteria
have been picked up while others have been down-played. Besides
the basic issue of equity and access to the poor, those of addressing
the most relevant health problems of the majority, of providing
services during crisis situations such as an epidemic and the issue
of over-medicalization and wasteful inputs came forth in various
presentations as important criteria for judging health services.
However, these find no place in the World Bank analyses. DALY s
is used to set priorities for the health sector and arbitrary notions
of efficiency and effectiveness to promote privatization. Thus
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these conceptual tools are being used to rationalize the marketing
of health with health sector reforms being the channel to actually
do so.

Health sector reforms
The participants agreed that reforms were needed in the health
care systems of all countries in the region. However, the nature of
change was debatable-donor-driven or indigenous growth with
greatest effectiveness for the greatest number. Opening up of the
economy to global markets tagged to increased foreign aid,
started in South Asia in the late 1970s (India in the early 1980s)
with some variation in extent and nature across countries. This
process was intensified in the late 1980s with formal adoption of
the SAP. India held out for a few years lag at both points, SAP
being adopted here in the early 1980s. Health sector reforms were
part of the SAP package.

Presentations on health service systems in the respective
countries and their experience with health sector reforms revealed
several differences as well as the emergence of a common direction
of current changes. A historical overview pointed out the common
heritage of health services up to the end of the colonial period and
later differences in health services due to the political processes
of each country. The existing health care system which health
sector reforms were meant to change was, therefore, somewhat
varied among the countries of the region.

Sri Lanka had a strong public sector. India had well established
public and private sectors with serious shortcomings in both.
Pakistan similarly had a mixed system but with a much weaker
public sector. Bangladesh had just completed coverage of the
rural population by health centres in 1990 while the private sector
of allopathic services was present in the urban areas. Non-govern-
mental organizations (NOOs) have played a more significant role
in Bangladesh than in other countries. In Nepal, too, the develop-
ment of the health system has been very weak.

Presentations detailed the process of privatization currently
under way in all the countries. In Sri Lanka it has been slow due
to a well entrenched public sector and free services for all. The
process of privatization has been initiated despite exemplary
achievements in terms of health status indicators, exclusively by
the public sector. Consultants in the public sector are being encou-
raged to do private practice through a paid 'channel consultation'.
Specific services in government hospitals (catering, security, etc.)
are being contracted out to private agencies and state support is
being provided for setting up of private hospitals and laboratory
services.

The Indian analyses showed that health sector reforms as set
out in the World Development Report 1993: Investing in Health
are being implemented with greater or lesser intensity in different
states of the country. Public health care is being directed towards
'an essential clinical package' consisting of specific disease con-
trol interventions and population control. There is a curtailing of
public investment in the secondary and tertiary levels of care. The
private sector and NOOs are being encouraged to enter all levels
of services including public health care where they are to be
involved in the implementation of national health programmes.
Experiments in privatizing the secondary and tertiary level public
sectors are being tried, e.g. improving 'efficiency' of secondary
level hospitals by introducing user fees, contracting ancillary
services to private agencies and building syndicated corporations
of these hospitals. Corporatization of hospitals and collaborations
with transnational insurance companies are introducing changes
within the private sector itself, to the detriment of small scale
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enterprises and individual practitioners. The state is abetting this
by subsidizing land prices and relaxing import policies for medical
equipment.

In Pakistan, there has been a spurt in private medical colleges
charging high fees from students, decrease in public training
schools for paramedics and decline in funds for running medical
institutions. Consequently, it has been proposed that the Basic
Health Units be sold off to doctors for private clinics!

In Nepal, the progressive paramedics programme in medical
colleges which provided for upgrading of knowledge of deserving
paramedics even up to their graduating from medical schools has
been stopped. Now private vocational schools will provide the
training and paramedics will be given loans to set up their own
medicine shops and private clinics! Existing government hospitals
are to invite private investments.

The mechanistic privatization of health is evidently the current
approach. There seems to be no consideration for the prior nature
of growth of health care in each country. The public sector is being
nipped in the bud where it is still to develop and there is a rolling
back of the state where it already has presence. Papers from
Finland and the United Kingdom revealed that while the state has
been and continues to be the main service provider, health sector
reforms have been initiated and consequently a decline in access
as well as quality of care are the major concerns even there.

Impact of health sector reforms
While still in its initial stages in the region, some indications of its
impact were available. Service indicators such as immunization
coverage, bed strength, doctor/nurse to population ratio, etc. have
continued to improve. A study found that access to consultant
services was appreciated in Sri Lanka by those who could afford
to go to the private sector. However, there was an increase in
private health care spending with increasing 'diversity' in health
care utilization by income level, occupation, social contacts, etc.
And an increasing tendency for self-medication, especially among
the poor and middle classes. A declining morale of public sector
staff was observed in Sri Lanka and in India. Though public health
care is supposed to be strengthened, the deflection away from
paramedics and the move from basic needs with an integrated
approach to a technocentric package indicated the nature of care
being strengthened. The focus on medicalized population control
has been "further promoted under health sector reforms. Women
continue to be targeted with little concern for adverse health
consequences. The fear was expressed that if the middle level
hospital system does not provide support to basic institutions and
is not supported in turn by tertiary care institutions, the delivery
of primary health care is bound to be differential and mutilated in
its preventive endeavours.

The introduction of user fees allows for cuts in budgetary
allocation. However, the rationale of 'cost recovery' by such a
method was questioned by an analysis of provision and class
pattern of utilization of services in different Indian states and by
the longer experience in African countries. Narratives of the
situation in public sector hospitals by clinicians revealed that
there is an increasing paucity of funds for running costs. Therefore,
clinical packages catering to paying patients are being preferentially
offered and cheaper services being cut down.

Another dangerous consequence of the rolling back of the
involvement ofthe state is the introduction of unregulated research
through private individuals and organizations using even hazardous
substances and procedures. Such unauthorized 'clinical trials' of
quinacrine as an intrauterine contraceptive, initiated by individual
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American scientists and carried out on hundreds of poor Indian
women by private practitioners, is a stark illustration.

Decentralization is one component of health sector reforms
which was seen as offering opportunities for better provision of
health services in the local context. However, analysis of the
experience of decentralization in Sri Lanka and in two states-
Kerala and Madhya Pradesh-of India revealed a mixed picture
of constraints and achievements for health care. The need was felt
for well thought out implementation of the concept and of moni-
toring and feedback to realize the problems in the concept.

Changes in other sectors. and impact on health
It is still early for the impact of SAP to be reflected in health
indices because national data are published in our countries only
after several years and crude indicators are slow to pick up early
changes. However, some trends were discernible. The decline in
mortality has slowed down in Sri Lanka, while the official data of
other countries have not yet demonstrated any significant impact.

Morbidity rates are not available but institutional data showed
that the morbidity pattern remains much the same as before-
infectious and childhood diseases related to deprivation of basic
needs such as food, shelter, clothing and education being
predominant. However, some presentations and much of the
discussion revealed that SAP was aggravating the problems of
basic need fulfilment and a healthy environment for the majority.
For instance, presentations of studies of several small towns in
India (Vellore, Allepey and Surat), illustrated a wider pheno-
menon-the resurgence of communicable diseases such as malaria,
cholera and plague. The underlying factors identified were labour
migration, increasing slum populations, deteriorating environ-
mental conditions with lack of basic amenities and shortcomings
of the public health system due to budgetary cutbacks and a dec-
line in pre-existing monitoring and surveillance systems.

Nutritional status indicators showed an even more alarming
trend with no improvement over the 1980s and 1990s in Sri Lanka
and an actual decline in the average per capita calorie intake over
the same period in Nepal and Bangladesh. A detailed analysis of
biological stress signals (mortality and fertility indices), correlated
with poverty indices at the state level, suggested an increase in
short term famines due to irregular employment for large sections
ofthe population-resulting in 'mortality crises' in the years after
initiation of SAP. .

A fairly large amount of literature on deteriorating conditions
of workers was represented at the seminar through studies on
changes in social welfare provisions for tea plantation workers of
Sri Lanka, the conditions of life and work of women in the home-
based heedi industry of Tamil Nadu and of households of
construction workers in Vellore and Delhi. These indicated a
trend of deteriorating terms for labour in both the organized and
unorganized sectors, a decreasing resource base for workers and
a simultaneous market-stimulated fillip in their desire for consump-
tion of 'luxury' goods. The papers detailed the exact processes
with a negative impact on the workers' health including their
cultural responses to poor life conditions at the cost of physical
health. Their declining access to health care further compounds
the problem.

Emerging issues
The data presented seemed to validate the fears of many that SAP
will aggravate the problems of ill-health in the region. The need
for continuous monitoring was quite clear. Food security and
decline in nutritional status need to be urgently addressed by all
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countries in the region. Research on health service sector changes
was considered necessary on a long term basis.

Promotion of the private sector as the major plank of health
care was seen as negating access of services to large sections of the
population in the region. Therefore, the possibility of clearer roles
for the state/civic society and other social collectivities was
entertained. What division of labour between them would ensure
fulfilling the goals of equity, democracy and effectiveness in
health care; ensuring greatest access and satisfaction of the
greatest number of people? While the major focus of the seminar
was on the role of the state as a planner and regulator of the health
care system (including the private sector) as well as deliverer of
services, its past limitations and failures did not allow many parti-
cipants to place complete faith in the state alone. Steps for streng-
thening the public sector services both in infrastructure and its
functioning were viewed as urgent. In addition, a third sector was
envisaged (especially by those working at the grassroots level)
which would be rooted in diverse kinds of collective/community
action. This 'third sector' is still a nebulous entity. NGO action
andlordecentralization does not constitute it. However, innovative
experiments by NGOs, movement groups and decentralized socio-
political processes may help to define it and provide viable
pointers for macro-level policies. It was feltthat coordination was
needed between people trying to work out optimal health care
through each of the agencies, viewing work at the level of the state
and of people's other collectivities as complementary and not
contradictory .

The seminar also provided other perspectives for improved
health systems development. The idea of combining the 'felt
need' of users of services with 'scientifically assessed needs' was
put forth as an approach to analysing health sector planning.
Presentations discussed the application of this in several concrete
ways: prioritization of public health interventions (as against
DALY s-based cost-effectiveness analyses), for programme formu-
lation (as in tuberculosis) and for diagnosing health problems at
the clinical level (analysed through a study of antenatal women).
This perspective could improve the public sector performance in
public health and the outlook of the health system as a whole.

The computation of financial inputs necessary for providing
rational treatment to patients currently coming to district health
services and for total estimated morbidity in a district, illustrated
that improving the functioning of existing health services to
address the most significant public health problems ofthe majority,
was possible without massive financial inputs, thereby questioning
the necessity of foreign aid-based health sector reforms.

A recounting and analysis of landmarks in the development of
health services in the countries of South Asia revealed several
pioneering efforts in the field of public health research, planning
and service development, forinstance, the setting up of comprehen-
sive rural health centres in the 1920s to 1940s in Sri Lanka and
India, the comprehensive Bhore Committee report, the village
level health workers concept spelt out in the 1946 Report of the
Planning Sub-committee on Health ofthe Indian National Congress
and the inputs in understanding the problem and programming for
tuberculosis in the 1950s. There was a consensus that there is
sufficient experience and ideas within the region to generate an
agenda of its own, suited to the needs of the South Asian people.
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