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Speaking for Myself

Alternative models of health care delivery

RAJARATNAM ABEL

INTRODUCTION
The practice of medicine has been changing over time. However,
since the current changes are attacking the basic values of the
medical profession, one needs to consider the alternatives.

The most dramatic change has been the gradual switch of
medicine from being a 'noble' profession to a 'money-making'
occupation with an emphasis on 'return on investment'. This has
resulted in young doctors having to compete for early postgradu-
ate studies. Since entrance examinations require considerable
preparation, it is 'economical' to sit at home and study rather than
gain practical experience in work situations.

With the emphasis on private practice, doctors when selected
for government service tend to spend the bare minimum time in
health centres and maximum time in their private clinics. Thus,
doctors do not play the ma~agerial and leadership role expected
of them. 1,2 There has been failure of the doctor-based leadership
of health care in the community. To quote a leading international
health expert, 'Sometimes a doctor with advanced technology
may not only be useless but even harmful to society. Further, these
doctors are trained in medical colleges some of which are as hard
to change as a country.'

With young newly trained doctors sitting at home preparing
for postgraduate entrance examinations, the normal cycle of
young doctors entering the service sector is gradually declining.
This is more acutely felt by non-governmental and charitable
organizations. The problem is even more acute in rural areas.
Advertisements for doctors at junior levels are often not res-
ponded to.

To compound this, the Consumer Protection Act has started
creating a fear in the minds of even those who were practising in
rural areas. The MedicalEstablishment Registration Bill is adding
to the confusion. While both these legal provisions have been
initiated for the good of the clients of various services, the
processes are not clear and have created serious apprehensions in
the minds of practising doctors.

In this setting, one needs to seriously consider the alternative
approaches available to improve the health of the people as well
as provide curative medical care when necessary.

MODELS OF HEALTH CARE DELIVERY
Private practice
This is increasingly becoming the popular model of health care.
Its role is well recognized. The doctor-patient relationship is
closest in this model and is its greatest strength. Therefore, unlike
in a service model where health care is available during regular
office hours, private practitioners try to provide their services in
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settings and timings suitable to their patients. This type of care
will increase in future especially with increased market econo-
mies and globalization.

The role played by private practitioners in the future would be
significant. However, since it provides an entirely different type
of care and does not meet the needs of the poor and marginalized
especially in the vast rural areas, I will not discuss it further. There
is an increasing pressure on private practitioners to plan and
provide for the poor.

DOCTOR-BASED ALTERNATIVES
1. Curative doctor with a newly trained non-medical health
manager
In this model the doctor, especiall y the young new recruit does not
take up the managerial and leadership role but only practises
curative clinical medicine. The management function is given to
a new category of non-medical person with a postgraduate quali-
fication backed with specific management training for primary
health centres (PHCs). This manager may request or call for the
services of the doctor in situations of emergency and clinical care
outside the normal prescribed hours of work. The health manager
would be responsible for the overall health of the community.
This person will be a new recruit with postgraduate qualifications
in health management/social work/social science and relevant
management. The above model is briefly described in a recent
World Health Organization report.'

2. Curative doctor with an existing trained non-medical health
manager (BEE/HI)
In this model, the approach is similar to the above. However, the
non-medical person would be from the existing staff of the PHC
particularly Block Extension Educators, Health Supervisors and
Health Inspectors. Since many graduates are joining at this level,
they may be encouraged to upgrade themselves by participating
in specific distance learning management courses from approved
institutions and universities. Unlike the first model, they know the
system. This could either be an advantage or a disadvantage.

3. Curative doctor-trained public health nurse health manager
In this model, the management role would be provided by a public
health nurse (either an existing person or a new recruit) suitably
trained in management as in the previous model.

4. Effective curative doctor-manager with opportunities for
postgraduate studies
The assumption in this model is that after working for a period of
time in a PHC, some doctors develop an interest in management.
They may then be facilitated to start their postgraduate studies.
Instead of highly clinically-oriented studies they may be encour-
aged to pursue courses in community health/medicine, public
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health, health management, etc. either by direct involvement or by
distance learning.

5. Effective curative doctor-manager registered for Diplomate
of the National Board of Examinations
This is similar to the fourth model. Instead of university-based
postgraduate studies, opportunities of registering for a diplomate
of the National Board of Examinations (Dip NBE) could be
offered. The doctors could then continue to work at the PHe.
However, in addition to participation in continuing education
programmes, presentation in conferences, carrying out approved
research studies and publication of scientific articles may be
mandated and facilitated. The field of study should be health

.management which may require some modification in the primary
examination.

6. Effective curative doctor-manager registered for PhD
This is similar to the fifth model, except that instead of Dip NBE
the doctor would register for a PhD while continuing to work at
the PHe. A minimum number of publications as well as continu-
ing medical education may be considered as entry requirements.
Subsequently, they will have to complete the methodology exam-
ination. This pattern is observed in schools and colleges where
members of the teaching profession complete their M.Phil and
PhD. The medical profession could do something similar for
medical graduates in the PHe.

7. Compulsory two-year rural medical service before
postgraduate studies
Two medical colleges in this country expect their graduates to
serve primarily in rural areas before becoming eligible for post-
graduate studies. If this practice could be extended throughout the
country then the health needs of the country could be met to a
considerable extent. Rural PHCs should be clearly defined and
should definitely exclude suburban and peri-urban PHCs. Fur-
ther, those working in PHCs listed under most backward districts
and blocks may be given additional weightage for postgraduate
selections.

8. Interested doctors from private organizations entrusted with
PHCwork
There are some private organizations whose doctors are interested
in and capable of managing PHCs. These could be factories,
companies or organizations working in interior areas which could
take over PHCs in their work areas. However, this would require
a clear definition of responsibility, authority, roles, inputs and
outcomes.

NON-DOCTOR BASED MODELS
It is easy to understand and accept a doctor-based PHC in rural
areas. However, doctors are reluctant to accept increased roles for
non-medical personnel. There is enough documented and pub-
lished research work indicating the level of curative work that can
be carried out by different levels of health workers. In such models
we need to move away from the PHC to the sub-centre or com-
munity level. Some of these models are:

I. Nurses/multipurpose health workers (MPHWs)-operated
rural clinics
In 1979, the Government of India had made extensive plans for
this model.' Manuals were prepared and training was extensively
given. However, it was assumed that the doctor would be a
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manager and team leader. With that expectation not being ful-
filled, functions at lower levels also did not take place. These two
functions can be delinked. NursesIMPHWs may be suitably
trained to handle common problems in their respective areas and
refer complicated or problem cases to the designated higher
levels. Normal deliveries, including antenatal care, immuniza-
tion, treatment of common ailments, first aid, etc can be handled
effectively.

2. Community Health Volunteers (CHVs)
One of the problems of nurses and MPHW s has been that many of
them do not live in the community they serve. They come to the
community and then go back. Traditional birth attendants (TBAs)
and CHVs generally live in the community they serve. This is
their greatest asset as they are available whenever a person needs
help.

Research data show that CHVs, when adequately trained, can
contribute to the initial treatment of some conditions such as acute
diarrhoeas and respiratory infections.>" malaria, etc. In spite of
this, there is reluctance to assign these responsibilities to CHVs.

However, there is one area where there is no conflict whatso-
ever. CHVs are probably the best health educators. They are good
in providing one-to-one education and can use flash cards effec-
tively. They can also motivate the community to seek health care
at higher levels which they themselves cannot provide.

It is being increasingly realized that community-based volun-
teers should not be paid any honorarium or wages. Economically
they can be supported through various self-employment rural
development programmes of the government so that they can earn
their li:velihood. However, efforts should be made to improve
their status in the community. The beneficiaries may also pay pre-
determined amounts for defined services. Alternatively, Panchayats
could pay them from their income, based on the services rendered
by them. Further, their work schedule should be flexible so that
the work does not interfere with their livelihood. This is more
sustainable than paying regular honoraria which is neither enough
nor satisfying for the CHVS.8

3. Home deliveries by trained traditional birth attendants
This is a well recognized concept. Over the years, a large number
ofTBAs have been trained, usually for one month. The programme
is neither effecti ve nor has it been accepted by the medical profes-
sion. By focusing on increasing the proportion of institutional
deliveries, TBAs are neglected. Home deliveries are looked down
upon by the medical profession especially when there are compli-
cations. However, it is necessary to understand the existing
situation."

Firstly, there are not enough beds for all deliveries to be
conducted in institutions in the government, private and volun-
tary sectors. If all women were to come to such institutions there
would not be enough trained obstetricians to handle the work-
load. 10

Secondly, a judicious blend of training TBAs and appropriate
and timely referral would be adequate in most cases. Training
TBAs for 1month is unnecessary and a burden on the health staff.
Instead, if TBAs are trained for 3-5 days in the essentials of
delivery at their level, namely, sterile techniques especially of
cutting the cord, early identification of problems and timely
referral, this alone would take care of most deli very problems. to
Periodic refresher courses may help to add to their knowledege.

Thirdly, even in developed countries there is a subtle shift
away from the hospital to the home. Women are finding home
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deliveries more convenient and acceptable and are prepared to
take some risks. Experience from the UK and the Netherlands
shows that home deliveries, if correctly performed, are safe.

Home deliveries are beginning to be preferred by at least some
women who view it as a family event over which they want some
control. Even ifthey are referred to a hospital later, they are happy
to have spent a part of the delivery in the home environment. In
a study from the UK, there were no perinatal deaths among child-
ren born at horne." Another study from the UK 13 documenting the
outcome of planned and unplanned home deliveries showed that
neonatal deaths among those who had home deliveries was very
low and was not because of substandard care.

In 1991, home births were accepted by 31% of women in the
Netherlands. A study of planned and unplanned home births
showed that among primiparous women there was no relation
between planned place of birth and perinatal outcome. However,
in multiparous women, planned home births were better than
planned hospital births. Planned home deliveries were as good as
planned hospital deliveries."

However, for this model to be successful there are three essen-
tial requisites. These are:

1. The TBAs should be suitably trained with periodic follow up
refresher training. 10

2. Good antenatal care must be provided preferably at aPHC with
a clear decision on which women must deliver at an institution
and which may safely deliver at home.

3. The women themselves must be made aware of the early
warning signs with instructions to report to an institution under
such situations.

SELF-CARE
Throughout the world there is an increased prevalence of self-
medication or self-care. A study by Woods" indicates that 14% of
subjects in the study group took prescription medication for self-
care. On the contrary, only 4% visited a physician for an illness.
It is very unlikely that the medical profession can reverse this.

At present, there are three levels of self-care. First of all, by
obtaining correct knowledge on good health practices, people are
able to consume proper food, adopt hygiene practices, practice
correct lifestyles and avoid risky behaviour that would cause
disease. At the next level, they obtain drugs for symptomatic relief
of simple common ailments. At the highest level, even dangerous
and potent prescription drugs are utilized in chronic illnesses
when a pattern of treatment has been developed by the physician.

ISSUES
When equity and quality are taken together, certain issues emerge
which need consideration.

Standards of care
If equitable, appropriate, acceptable, accessible, efficient and
effective health care is to be provided, then it is necessary for
professionals and managers to determine the range of acceptable
variations from the ideal standards. One has to move towards
feasible standards at the minimum against optimum levels. Not
only should these standards be defined at the input levels but, in
addition, the process and outcome standards should be set. It is
also necessary to state clinical practice standards as well."

Unfortunately, standards of care tend to be more idealistic.
Usually standards are set by some interested pressure groups. In
this process, collective judgement does not take place resulting in

non-acceptance of set standards by large proportions of service
providers. Values do not seem to be adequately emphasized.
When standards are set they tend to be static, there are no planned
and periodic reviews nor are modifications carried out based on
changing circumstances. 16

With limited resources available, it would be adequate if home
deliveries are facilitated. However, it may be necessary to pre-
scribe standards for deliveries at different levels. In the absence of
trained obstetricians, the levels at which physicians with no
formal obstetric training can practice the skill of delivery should
also be defined. Since the basic doctor is competent in handling
normal deliveries, it is necessary to indicate with what level of
experience such a doctor can also carry out caesarean sections.
This also raises the need for anaesthetic support. Can short term
functional training in anaesthesia be provided for rural practitio-
ners? Alternatively, could the concept of nurse anaesthetists be
considered for rural areas where a fully qualified anaesthetist
would probably be a misfit and underutilized?

Consumer protection
This has caused fear in the minds of medical practitioners. The
purpose of consumer protection is to ensure that the patient
receives good quality care. Quality generally means adequate
training of personnel. What should be done when there are inade-
quate, trained persons in fields such as obstetrics, anaesthesia,
general surgery, etc. involving specific skills? Are qualifications
the only consideration? Can shorter training be made available for
specific needs? Would prescribed experience in a particular field
be adequate? How do you protect the work ofMPHWs and TBAs?
In general, would it be better to accept a level of quality that would
protect the work of MPHWs and TBAs?

It would be better to accept a level of quality that the country
can afford rather than a level which cannot be achieved. Con-
sumer protection should be related to such varying levels of
quality rather than being absolute.

Registration/accreditation of medical establishments
If the Consumer Protection Act caused fear, the registration of
institutions has caused dismay and anger. The rural dispensary
and clinic is equated with a corporate city hospital in many
aspects. The type of service provided depends on the location,
size, number and qualifications of available medical personnel. A
multi-specialty urban-based hospital cannot be equated with a
nurse-run rural dispensary. Non-governmental organizations have
opposed this process. Instead of uniform registration they are
suggesting guidelines that consider the various aspects of health
care institutions. Ultimately, what is being suggested is self-
regulation.

A closely related issue is that of blood banking. Until recently,
rural institutions were able to provide blood transfusion based on
need, using live donors and fresh transfusion. The new require-
ments are so stringent that only urban centres can have blood
transfusion and rural patients have to be transferred in critical
condition. Is it possible to define a separate category with certain
conditions appropriate to that level and facilitate quality blood
transfusion even in rural areas?

There is no scientifically documented evidence to suggest that
standards and accreditation programmes result in a higher quality
of care. However, there is consensus among those who have been
involved in standard setting and accreditation programmes that
these have been tremendously influential in creating and main-
taining care at certain standards."
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CONCLUSION
The medical models of health care evolved for our country have
not provided the anticipated services. Alternative models need to
be considered, as resources are limited and trained personnel are
not willing to serve in needy interior areas. The alternatives
available are generally acceptable, affordable and and adequate
for most situations when backed by effective referral services. A
variety of acceptable models need to be developed so that service
providers may operate within such accepted norms.

The alternatives described above are but a few. Others may
evolve if adequate time is spent on planning alternative strategies
for health care delivery. However, these alternatives will invari-
ably be put through tests of quality assurance by various stake-
holders such as the Medical Councils, Medical Associations, and
other regulatory bodies. These processes of peer review should
facilitate affordable quality of health care to the community.
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Obituaries
Many doctors in India practise medicine in difficult areas under trying
circumstances and resist the attraction of better prospects in western coun-
tries and in the Middle East. They die without their contributions to our
country being acknowledged.

The National Medical Journal of India wishes to recognize the efforts of
these doctors. We invite short accounts of the life and work of a recently
deceased colleague by a friend, student or relative. The account in about
500 to 1000 words should describe his or her education and training and
highlight the achievements as well as disappointments. A photograph
should accompany the obituary.

-Editor


