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I retired recently after 30 years of service in the Central Health
Services (CHS) and it was time to look back on these years. On
the whole, I had had an enjoyable time and gained a lot both in
the personal and professional spheres. However, one matter
which makes me sad is the steady decline over the years in the
status of medical officers and the esteem in which they are held
by others. Although there are several reasons for this, the major
share of the blame will have to be borne by the medical officers
themselves. I shall try to illustrate this from the role they play
in two important central health schemes in which I have
worked, namely, the health schemes of the Labour Welfare
Organization (LWO) under the Ministry of Labour and the
Central Government Health Scheme (CGHS) under the Ministry
of Health and Family Welfare. Today, both the schemes are at
a crossroads, the government is thinking of reorganizng them
or even privatizing them because of poor functioning.

The LWO (the country being divided into several regions,
each under one LWO) delivers healthcare to the unorganized
sector of workers, such as beedi workers, iron ore mines
workers, cinema workers, etc. as part of a comprehensive
programme which includes medical care, group insurance,
housing subsidy, educational assistance for children or workers,
etc. It is a unique scheme which is managed wholly from the
contributions of the employers and employees. However, those
who are daily wage earners without any job security or guarantee
of continuation of jobs do not contribute. Healthcare is provided
by medical officers posted from the Ministry of Health and
Family Welfare while the paramedical and other support staff
are employed by the LWO. Delivery of healthcare is done
through several dispensaries, usually located in rural areas or
small towns, and through one or more small hospitals which
too are often located in relatively remote areas, away from
towns. Most of the dispensaries have a static clinic in one
session and a mobile tour to worksites situated at some distance
from the dispensary in the other session. The hospitals are
usually equipped with X-ray machines, clinical laboratories
and operation theatres.

On the whole, at least in the Bangalore region where I
worked, the dispensaries are housed in well-ventilated, hired
buildings and norms for floor area fixed by the ministry are
adhered to. The support staff, being liable for transfer from one
dispensary to another, are in general well behaved. The
dispensaries maintain cumulative medical records of the patients
allowing more comprehensive long term follow up. At least
until 2 years ago, drugs were being procured by the LWO on its
own and so were usually available in adequate quantities. More

important, an Essential Drugs List for the LWO, keeping in
view the kind of illnesses prevalent in the area, was prepared
and procurement was limited to these drugs, thus keeping the
expenditure on drugs low.

The mobile medical tour is another good concept since the
worksites visited by them are not covered by the state
government healthcare staff and provide medical care to the
beneficiaries at the worksite, avoiding loss of a working day
for the workers. The hospitals, although equipped with the
necessary basic facilities, are underutilized due to various
reasons, the main one being the reluctance of medical officers
to exert themselves much. We were able to show that with a
little more commitment from the medical officers, these
hospitals, although manned entirely by general duty medical
officers (graduates with no postgraduate qualification), could
be well utilized to provide secondary level care which was as
good as that provided by some private charitable hospitals.
All dispensaries and hospitals collect the minimum monthly
statistical information including age-, sex- and disease-wise
data of patients as per the WHO International Classification of
Diseases. While the office staff were usually bureaucratic and
obstructive in attitude, more concerned with issues of power
and prestige vis-a-vis medical officers, almost all the welfare
commissioners (WCs) under whom I worked were mature,
understanding and receptive to suggestions for innovation. In
fact, they tolerate much insolence from the medical officers.
They enjoy a reasonable autonomy in their functioning and are
willing to utilize it effectively for improving medical services
when provided with the right suggestions. Medical officers
were, however, a disappointment. Most of them were not
interested in clinical work, tended to deal with the patients
mechanically, stuck to the letter of the rules rather than the
spirit and rarely tried to keep up with new developments in
their professional field in spite of the availability of several
good, inexpensive medical journals. On the whole, they became
petty bureaucrats rather than medical administrators.

The story of the CGHS is slightly different, but equally
depressing. The scheme is in operation in several cities and
each city has several dispensaries with an Additional Director
(AD) who has almost the same autonomy as, and substantially
higher pay than, the WCs of the LWO. Located in urban areas
and with a relatively light work load, they are the preferred
places of posting for most medical officers and so I had
expected them to be better at their work than those in the LWO
but, unfortunately, it was not so. Some time after I took over as
the AD of the scheme in Patna, while exploring the two
almirahs in my office, I came across a copy of the report of a
study conducted by the National Institute of Health and Family
Welfare in 1983 on the working of the CGHS scheme.1 It had
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remained unopened all these years and was gathering dust (a
sad commentary on the interest medical officers take in their
work!). The findings of the study still hold good and I am
quoting some portions to illustrate my point.

Buildings: ‘The provision of physical facilities for the beneficiaries
seemed to be an area where least attention has been paid… More
reliance has been placed on the quantitative aspects of the
scheme…’ ( pp. 177–8).
Motivation of medical officers: ‘The medical officers… seemed to
have defined their role just as attending the patients and prescribing
medicines… Still more was the casual manner in which the
beneficiaries were disposed of either by prescribing medicines or
referring them to the specialist centres. It was observed that those
with more than 10 years standing in the scheme were more rigid
in their outlook…’ (p. 120).
Behaviour of the staff: ‘was found to be discourteous with the
beneficiaries… The practice of simply transferring the erring
employees from one dispensary to the other seemed to add
feathers in their cap since they have developed a feeling that it
is the maximum that can be done to them…’ (p. 121).

There does not appear to have been much change in all these
aspects in the intervening years although the service conditions
and pay of all the staff including medical officers have improved
substantially. Medical officers and paramedical staff are as
indifferent to their work as before. Cumulative records of
patients are not maintained and no statistical information is
collected. There is not even a modicum of attempt to adhere to
any approved drugs list while prescribing. Although supplies
are received from the central stores, various drugs including
some irrational combinations and some irrational drugs, are
purchased from local chemists daily (mostly prescribed by
specialists of various government and private recognized
hospitals, but often prescribed by medical officers of the
CGHS on their own). Patients, being mostly government
servants, either serving or retired, are better off than the daily
wage earners in LWO dispensaries, more argumentative, more
enamoured of general tonics and vitamin capsules, and seem to
believe that the speed of recovery from illness is directly
proportional to the length of the prescription! They are on the
whole more eager to consult private hospitals than CGHS
dispensaries. It is perhaps a vicious circle with the medical
officers of the CGHS more eager to refer patients elsewhere
than take the responsibility themselves and the patients, sensing
the indifference of the medical officers, feel less confident to
consult them again.

Both the schemes are well conceived and are much needed,

so what is wrong with them? Apparently, many things. It is not
for me with my limited experience to give opinions on
administrative matters I do not know well. However, I wish to
limit my comments to the functioning of the medical officers
since it has a bearing for the matter on which I began this write
up. They are the crucial personnel in both schemes. I feel they
have failed to perform their roles well and have not utilized the
powers delegated to them. They lack commitment and
imagination in their management of the units under them. The
reasons may be many but lack of financial incentives is not one
of them since they have received substantial hikes in pay,
allowances and promotions recently. It is now up to them to
prove that they deserve these.

What is to be done to change the situation? I feel, a short, in-
service administrative training course within 1 year of selection,
is a must since most of the medical officers are not aware of the
manner in which government machinery functions and this
makes them feel less confident and often inadequate in dealing
with the office staff and in handling disciplinary matters.
Medical men in general are reported to make better managers
of medical schemes since they, by the nature of their training,
are more democratic and willing to delegate responsibility, and
so this exposure to office procedures may help them to ‘marry’
their medical expertise to administrative knowledge. A
compulsory transfer, preferably at the time of each promotion
as is done for officers in nationalized banks, or at least on
promotion to the Chief Medical Officer grade and Additional
Director grade, is a must to broaden their outlook. Even if the
Medical Council of India does not make it compulsory for
doctors to attend refresher courses periodically to renew their
registration as is being suggested, it should be made compulsory
for medical officers of the CGHS.

Finally, a word about non-medical bureaucrats who often
hold the purse strings in the ministries and subordinate offices.
They often fail to realize that medical officers are also to be
treated with the same courtesy that is extended to non-medical
bureaucrats. The reasons for their attitude are many, which I do
not wish to elaborate, but not all are the fault of medical
officers. Beginning with the officers of the Indian
Administrative Service, health is an unimportant subject for
our government and the importance given to the subject is
reflected in the way medical officers are treated. This mindset
needs to change.
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