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But journal editors in India are often under pressure to publish poor quality
research simply because they do not get enough good quality 'papers. Most quality
research done in India gets published in international medical j ournals. In a close knit
world of specialist doctors with academic interests, editors risk becoming unpopular
if they turn down substandard research submitted by someone they know.

Another problem that medical journals in India and elsewhere face constantly is
a lack of funds. As a result, they depend heavily on the pharmaceutical industry for
funding through advertisements. This is the main area where editors may be asked to
compromise on editorial content and where their integrity is tested. But they are
unlikely to get a phone call from Ratcliffe Anderson's Indian counterpart at eight in
the morning that destroys the work of a lifetime.
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Health, Development and Economics
If development is about improving the quality of life, health ought to be one of the
chief concerns of development economists. Good health is a precondition for most
activities that make life valuable. Illness tends to overshadow all other aspects of a
patient's life. Yet, health issues have received limited attention in development
economics. Textbooks on development economics devote little space, if any, to this
subject. There are three plausible reasons for this. First, economists tend to think of
development in terms of economic growth rather than quality of life. Second, the
overwhelming focus of economic analysis is on production, exchange and consump-
tion of 'commodities', whereas health matters often call for a broader, more complex
framework. Third, most economists are personally sheltered from the anguish of poor
health owing to their high private incomes and secure inclusion in public arrange-
ments for health care and social protection. Hence, the central importance of good
health as a constituent of quality of life may not occur to them as easily as to the less
privileged members of society.

However, in recent years, development economics has taken a more inclusive view
of quality of life, in which health plays a central role. One aspect of this trend is the
use of health indicators to assess levels of development (as in the literature on 'human
development'). Mortality data, in particular, provide rich insights into living condi-
tions at different times and places, as well as among different social groups. Sex-
specific child mortality indicators tell us about patterns of gender bias in India. The
neglect of young girls in north Indian households is more clearly evident from their
lower survival rates (relative to boys) than from standard economic data. Similarly,
mortality trends are far more useful than standard macroeconomic indicators in
assessing, say, the human consequences of economic dislocation in post-communist
Russia, or of recent trade sanctions in Iraq.

Indicators also pose interesting problems in health measurement and interpreta-
tion. To some extent, the health status of the population can be inferred from the
availability of different facilities such as hospital beds and health personnel. How-
ever, this approach has serious limitations, as the correlation between health facilities
and health status is quite poor in some cases. The relation between facilities and
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outcomes varies a great deal, depending on other socio-economic variables (e.g.
income levels, literacy rates, and the epidemiological environment) and on how
health facilities are managed and utilized.

A more credible approach is to focus on direct indicators of the health status of the
population, such as morbidity rates, which tend to be difficult to measure. In India,
the National Sample Survey (NSS) occasionally collects data on self-reported mor-
bidity rates, i.e. the incidence of various diseases as reported by survey respondents.
The main flaw ofthis method is that the 'morbidity rates' it generates reflect a mixture
of (i) the actual health status of the respondents, and (ii) their subjective perceptions
of health and ability to articulate them. The NSS data suggest that morbidity rates are
much higher in Kerala than in Bihar (or for that matter in any other Indian state), but
this is more likely to reflect the high level of health awareness in Kerala rather than
an actual problem of poor health in that state.

A better way is to collect morbidity data based on clinical examination rather than
self-reported information. This is expensive, and (to my knowledge) yet to be used
on a large scale in India. Meanwhile, we can continue to learn from mortality data and
other strong correlates of health status such as anthropometric indicators (available
from the National Family Health Survey).'

One fundamental insight arising from the revival of interest in the health aspects
of development is that good health can be achieved even at an early stage of economic
development'? as is evident in case of China, Sri Lanka, Costa Rica, Vietnam and the
state of Kerala (India). 4 This is possible because the incidence of many basic diseases,
especially communicable ones, can be sharply reduced through relatively inexpen-
sive public health measures. However, the efficient use of these measures requires
committed public action and an appropriate institutional framework.

William Hinton, in his famous chronicle of a Chinese village, Shenfan.: does not
hide the shortcomings of communist rule. He even concludes in the chapter on health
that 'if there had been progress in no other field, the progress here would have justified
the revolution'." The chapter begins with an illuminating account of a 'medical
emergency' in the village of Long Bow.'

On September 14, 1971, the loudspeaker burst in upon our sleep earlier than
usual, but instead of 'The East is Red' we heard the voice of the brigade doctor,
Three Gingers Chi, announcing an emergency. 'Attention, everyone! Everyone
pay attention! Two Long Bow children have been stricken with encephalitis.
We sent them to the hospital last night. This disease is spread by mosquitoes.
We are launching a massive campaign to kill mosquitoes, clean up all mosquito
breeding spots, and inoculate all children. We want everybody out. Kill every
mosquito you see. We will spray every house with DDT, treat every toilet
cistern, put chlorine in the pond, sweep up and carry off all trash, and dry out
and fill in every puddle. Please bring all children under six to the brigade clinic.
And please report any suspicious symptoms to me immediately.'

These measures were effectively implemented, and succeeded in preventing the
spread of encephalitis. Anyone familiar with the state of health services in rural India
is bound to be impressed with this episode of social mobilization for public health.
However, the institutional and financial basis of collective health arrangements in
China drastically changed with the economic reforms initiated in the late 1970s, with
some serious setbacks in the less privileged areas.'

Apart from appropriate social arrangements, elementary education has been one
of the driving forces behind rapid health improvements in poor countries.' Each of
the five examples (China, Costa Rica, Kerala, Sri Lanka and Vietnam) mentioned
earlier has a distinguished record of educational advancement at an early stage of
economic development. Within India, too, regional variations in mortality rates are
closely related to differences in education levels." The powerful influence of elemen-
tary education, especially female education, on health achievements is best illustrated
by Kerala where life expectancy is well above 70 years in spite of a low per capita
income. This influence works in at least three ways. First, education raises people's
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understanding of health issues and their ability to deal with health problems at the
household level. Second, a high level of education in the society facilitates public
programmes in the field of health, from vaccination drives to family planning cam-
paigns and AIDS prevention measures. Third, education encourages people to make
effective use of public facilities, and to monitor their functioning. In addition, there
is a crucial synergy between health and educational improvements;just as widespread
education facilitates the promotion of health, better health of children promotes easier
learning.

Public policy in India, outside of Kerala, has paid little attention to the lessons
learnt from successful experiences of health improvement at early stages of develop-
ment. Instead, the tendency has been to wait for health levels to improve as a by-
product of economic growth. This neglect of public intervention has grown in recent
years, with the general suspicion of state involvement in the economy. Correspond-
ingly, private provision of health care is viewed in an increasingly positive light.

However, economic analysis highlights several shortcomings of private health
care provision. First, health to a large extent is a 'public good', and the general
inadequacies of the market mechanism in providing public goods also apply here. A
doctor in private practice in an Indian village, for instance, has no incentive to
undertake the kind of preventive health measures initiated by Dr Chi in Long Bow-
quite the contrary. Second, private health care is inequitable, as it excludes poor
patients. If basic health care is to become a right of all citizens, public involvement
is a must. Third, the effectiveness of market competition depends on the buyers, and
their ability to assess relevant characteristics of the commodity they are buying. In the
case of health care, this condition is often violated, because patients have little
medical knowledge and rely on the doctor to prescribe suitable treatment. In India,
one consequence of this problem is over-prescription of drugs such as broad-
spectrum antibiotics. This practice helps the doctor as it enhances his or her reputation
but it may not be in the best interest of the patient. Fourth, one of the functions of a
good health care system is to provide insurance against health-related contingencies,
where again (as with the provision of public goods), the market has some fundamental
limitations. In particular, private insurance is vulnerable to what economists call
'adverse selection': insurance contracts are likely to attract those who are most
exposed to the relevant risk (e.g. spouses of tuberculosis patients, in the case of an
insurance against tuberculosis), and this may make such contracts unprofitable in the
first place.

Public provision of health care has its own problems, which must not be ignored.
Work incentives in public hospitals and health centres are often extremely weak,
leading to much negligence and inefficiency. India already has a large private health
sector, which is here to stay. The issue is not to choose between public and private
provision, but to integrate the two in an efficient and equitable manner. One sensible
approach is for the public sector to focus on areas where the market does not work very
well, such as preventive health, communicable diseases, basic surgery, medical res-
earch, and, especially, provision of basic health care to the underprivileged. To some
extent, this is how India's health system is meant to operate. We must persevere in this
direction (despite all the shortcomings of public provision) rather than seek refuge in
privatization, health insurance and other soft options.

I would fail in my responsibility as an economist if I were to conclude without
mentioning the importance of human concern and medical ethics for successful health
care. Economists sometimes make a virtue of selfishness, but economic science
actually points to numerous ways in which public-spiritedness helps the economy and
society. This is particularly true of health economics. A conscientious doctor who
cares for his or her patient is the most valuable asset to the health system. This is one
reason for the popularity of charitable organizations in the field of health care. How
these positive values can be fostered through public action, I am not sure, but the first
step is to be aware of their importance.
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