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PEANNING AND IMPLEMENTLTION OF HEALTH,
FAMILY PLANNING & NUTRITIONAL SERVICLS-
CBRTAIN PROBLDMS AND ISSUES '
by
T‘ » J qR.i-\-I-I\JI.—'.-IAH *

Abstract
This paper discusses the major problems of planning and
‘dmplementation/confront the development of comprehensive/that
health services in Indiaz. The problemd are cetegcrised
into four major groups, viz., those pertaining to des
centralisation and integation largely dependent upon
higher echeslons of ths orgonisation, including pclitical;
those relating to managerial processes; and those pertein-
ing tc the recipients of servieaes and the interphsase
between the community and the health services organisa-
tions. The same are dis  ussed in the nationsl perspective,

"

without spscific reference to any particular stazte. &
number of issues are rzised ta stimulsbe thinking and
discussion. ‘ '

During the last nearly 30 ;egrs of plenned development,
there has been a massive growth of'health; family planing
and nutritional‘servicés in Indis in terms éf their-orga;
nigationsl set up, rhysical facillities, their geograrhical
spread, health services activities, populafion'coveraéé
atc. The basic philosophy,'stratégy for devéiopment and
rlans for facilifiéé.and'ser§ices for their short and
long term development were provided by the Health
Survey arnd Development Commiftee1 (1946): In ite impie-
mentation, after Independance as an inteéral part of the
movement of Community Dévelopment'Bioéks, Primary Health
Centres (PHC)} emerged aa fcoeal points for delivery of
comprehensive health, family planning and nuﬁritional.
gervices in rural areas. Bach primary health Sbntre with
its three sw-centres (later increased to six to eight)
was to cater to a population of about 80 to 100 thousand
and a sub~centre for every ten thousand populsticm. Over
the last 28 years of planned development; a vast organi-
satiqnal structure came into being with %,353 primary

health centres and 39,012 subcentres in rural areas,

gach primary health centre complex having
¥ Public SBystems Group, Indian Institute of

Management, Ahmedsbad.

1 .Governemtn of India, Min. of Heslth (1946), Report
of the Health Survey & Development Commititee,
Government of India Press, Calcutta,
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been staffed by 40 to 60 health workers.

During the same period, there has besn a phenomenal
growth of'othef health care “nstituticns such as hos-
'pitéls, dispénsaries¢ educationzal and training facili-
ties for'différent_categories of healﬁﬁ'functionaries,
urban family welfare centres etc. with the Governmmental
concarnlfcr‘the menace of éommupicable aiseases, a,
'humber16£_§értical'programmes.for coptrol/eradication
of Malaria, Eilaria; SmaYl-pox (nowféradicated),
Puberculosizs, leprosy, Iracﬁcma; @diffe, Sexually
tranémifted diseasas,_Cholera, camé into being. To
arfést-the'alarming growth of popuiation, a National
Famiij Welfare Programme was iéﬁnched. To improve the
nutritional status and in turn the health status and
general well-being of the poPulgticn; particularly

éo of the weaker and vulnerable segments of the popu-
'1atio£,‘a number of nutritidnal'programmes such as
Applied Nutrition Programme, Mid-d&y Meals Frogramme,
Special Nutritien Programme, Integrated Child Develop-
. mént'Scheme (ICDS), Balw di Nutrition Programme etc.
-ﬁere launéhed. More reéeﬁtly, in order to provide a
hﬁndrédiﬁércent coverage of tha rural population with
'Prfméry Health Care,Aa.massivé programme of Community
Heelth Voluntesr's Scheme was launched. Appendix I
-pfesénts S comparative pigturejofuéertain important
elements of such infrastructural fzailitiss created
over the last 30 yezrs.

A'Subst;pfial amount of thihkipg and effort has gone
into ‘such & development through out its developmental
ﬁrﬁeéss, the inspiration and.ﬁotivation for ths same
cén be said to have come through-the valued recommen-
dation of a number of exper committees like Health
Jurvey dnd Planning Committes (1961), Chadha

Committee (1966), Mukher i Committee (1987),

Srivastava Committes (1975), amongst many others.
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Howewver, at aggregéte level, its develorment continued
to rest primarily on empiricalrjudgments of "some"
key actors in policy proceés rather than on scientific
evidences generated through experimentation and
reaaarch2. Az & result, the system hag been fraught
with 2 numbzr of problems =znd issuzs, inconsistencies
‘and imbalances in planning and implementation of
comprehensive health, family'planning and putritional
servicss. The same are discussed in the following
pages, classified under four ﬁajor'groups, namsly,
of decentializatiéﬂ, integration, mansgerial processes

and of community participetion.

Decentralization : 21anﬁing for'Health, Family
Planning =nd Nutritional'sarvicéé'( 28 of others) in
India has been centfalized te a éreat extent in
Yojana Bhawan, despite a number of mechanisms to
involﬁé states,,qoﬁcerned Admipistrative'Ministries
of vaernment of India and the political decision
ﬁakers thrdugh Qénﬁrél Councils of Health and Ffamily
Welfore and National Development Council. Some of
_the important elemente in such a process are :

a) Yojéna Bhawan, in consultation with the
Ministry of Health 4 PFPerily Welfare
initiates the process by preparation of
plan guidelines, circulates it 3o the -

states for preparation of a Five Year
Flan: '

b) State Govermments prepare draft plans-
znd -sukhmit this to the Ministry of
Health and Family Welfare/Ministry of
Jocial Welfare: )

2. Government of India, Ministry of Health & Family
Plenning (1976) . Operations Research for Improved
Delivery of Health Services - Report of the Task
Porce, NIHAE, New Delhi.
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¢) The Central Ministry forwsrds the same. to
Tojena Bhawan along with their own plan
(generally, cantr:s L component}

d) A4 series of meetlngs then take.place between
the concerned parties in Yojana Bhawan
resultlng in a Draft Flan;

@) The seme is discussed by the National
Development Council reSultlng in the
final plan document.,
What go into the'initial drafis su@mitted by the State
Governments is'essentiaily based on the policy _
decisions taken at Central Coun01ls of Health and_
Family Welfare =and depend to =a gre ot extent on the
sources of finances, namely, whether = scheme is
purely centrally funded, centraliy'assisted'or'aided;
From the Third Five Year Plan onwards, =z new dimension
has been added to the general process described above,
that is, a number of Workihg Groups constituted by
Planning Commission consisting of ecxperts in the fisld
deliberate on the strategy and priorities whosé.rédom—
mendeations become  an important input %o +the Draft Plan.
Thus, the process has been highly céntrélized reasulting
in3 , - , _
i) adoption a single model of development and
delivery of services with- 1it+tle or no

Flexibility to experlment w%ﬁp new ideas
or 1nnovat1ons,

1i) lack of devslopment of resources (talent and
skills) at levels below the state level
(district and below) to plan strategies =nd
priocritiess to workout a cconomic, financial
and other implications and to prepesre sound
project reports, based on. the 1ocal needs
and 1ocal resources;

3. Government of Indla, Plannlng Comm1551on (1964)
The Plannlng Process, Government of Indis Press,
Faridabad.
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iii) lack of involvement of enlightened
~w=yblic, public/privete institutions
and communiti-s and their represen-
tatives at large in the preparation
- of loeal plans; and

iv) lack of mobilization of local
' regources (tedhnology and finances)

and continued excewsive dependance

on 1mported technolcgy and foreign

aid, :
As a consequence, the problems of ph951ng of targets
and other estimates did not receive enough of study,
tended to be unrealistic and hence their realisation
has7beén adversely affected. The plans tended to
become r1g1d whlle they ought to be flexible and open
to change, even und ar favourable conditions, both in
terms of targets ‘and beneflts and of cost estlmates
and flnan01al returns to fac111t1te 1ntroduct10n of
changes/adgustments in their 1mplementat10n required
called for on account of fwctors which could not be
ant1c1pated at the stage of plan preparatlon. The
examples of such phenomena have been 1nnumerable and
“the planners who have be-zn mssoc13tod qnd involved in
fthe proc 88 could count ther . The basic quzstions that
come up , therﬂfore, are shall we continue with the
present centrallzedlplunnlnp process or decentrallze
it ¢ If it is to be decentrallzed upto what level 7
What are t“e precondltlons to facilitaté<such a
~decentrnllz°d plnnnlng procass and help sustain the
same What should ba operatlorwl mﬂchanlsms to
-ensure thnt tqe rlans are need baged and local ?
Gujarat and”Maharasmtra have certain décentralized
.Systems of adminiétratidn'of dev010pﬁeﬁf proceasses at
distridt'leval through fanchayatraJ System which,
it is given to understqnd has fac:lltated de0181on—

making to make the organisaztions rzsponsive to the
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local needs. It would be Worthwhile fo examine the
characte:istics'and the systemafics processes of the
panchayif system to develof:the same furtkear.

The solutions to these gquostions have their deep roots
in political philosophy and political thought. It is,
however,‘ﬁoseible to search forasolutions, with |
initisl limited success though, at the operating levels
through creation of facilitating environment and
conditions. '

Integration - : The delivary of comprehensive health

servicesl(preventive, promotive and curative health,
family plsnning and nutritional services) in an
'integrated' way and development of health services
organisatiens to develop and foster that concept was
imbedded into. ths. basic philosophy and strategy ini--
tlally accepted towards development of health
services . With the subsequent addition of e number
of vertical programmes, this concept got completely
diluted and the development of health gervices got
dlstorted.. It WAS, however, argued that the 1nfra-;
structure ﬁas not adequate to execute and combat some
of the eerlous health problems 1n a short periocd

except mhrough vertlcal programmes de51gned specially

to meet the needs of a problem and would be integrated

'nto the functioning of primary health centres as
seon as the problem was brought under\control. As o
consequance, the development of basic 1nfrastructure

suffered end it continued @e remain inadequate to .

4. Tewari, T R , etal (1971), &n Exploratory Study
of Integrated Health Services in India, National
Institute. of Health Administration and Education, -
New Declhi {(mimeographed)}. This is the first and
the lsst major study which explored the issues
in integration in their totallty in India.
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take over & vertical programme when they reached
maintéinance.phases. The exaemples of the same can be
’fouﬁd ir the eradication of smallpox and Malaria. Bven
the vertical programmes did not achieve the desired
- ob ectives and goals but continued to consume va st
rescurcees (the opportunity costs deserve to be
assessed) . This led to o committee on multipurpose
health worker Whlch deliberated and recommended con-
version of the ex1st1ng health care system based on
unipurpose health workers 1nto that of multipurpose

6
health workers fT. While the scheme was accepted in

_principle, its implementation received serious setbacks
because of, again, ﬁertical programmes. Bven now, its
imﬁlementation has béen partial. The only State which
hes implemented MPW scheme in all the districts is
Gujarat. This éch ame attempted to brlng about inte-
gration in the roles of peripheral health workers,
without commensuratz structural and functlonal chmnges
in the higher echelons of the organisation. While
Primery Health Centres have =n important role to play

in Nutritional Programmes, they continued to remain

5 Krlshuaswomy Rao, 5 (196¢ , Towards new norizons
in health administration (mlmeograjhed)

6. Government of Indisa, Ministry of Health and Family
Planning {1573), Report of the multlpurpose Health
Worker Commlttee (mimeographed) .

T Satla, J K: Morten, Devid € (1976) Integrated

. Healtb care Services for India, Indian Institute
of Manegement, Ahmedsabad (mlmeographed) - This
case.dlscusses“the origin and development of

~MPW scheme, the orgsnisational set up before
and after MPW scheme, the perceptions of functio-
naries and the anticipated problems. '



HE -
administrntively_outside th2 henlth bureaucracy. Whil.
the - technical supérvision, guidance and.control is wit
PHC Medical Officer and Dietrict.Medical OZficar of
Health, administratively the control_reg}s with Block
Development Officer., 4 number of evaluative8'9’1o'11
étudies of MPW schemc revealed that while it helped
towards role integration of peripheral_level, it
discouraged tcecam work and perpetucted family-oriented
sa2rvice delivery and communication of the o0ld structure
and not the community-oriented approach which is
essential for a number of activities undar comrehen-
sive health care such as environmentsl sanitation,
nutritibn, herlth educetion etc.12. ‘In reality, the
very concept of integreted health services, particu-
lerly in relationship to femily plomming, mzternsl
and child he=zlth and nutritional services,has continued

to elude application im practice.  This experience

€. Maru, R M, Nirmzsls Murthy and Satia, J K (7976)
 Multipurpose worker schemé - A& study of pileot
Implementation in Chanri Primery Health Centre,
Indian Instituts of Management, sAhmedebad
(mimeographed}. :
9. Murthy, N (19;7) Multipgrpose.wcrkertfgﬁ meD%n

S =

Singapur Block, RogBars.i, Indian Ipns
Menagement, Ahmedabzd (mimeographed).

10. Naticnal Institute of Health Administration and
Zducation (1973), Study of Distriet Health
Administration, Report of Phase I, NWIHAR Report
NoT T (mimeographed), o

11, Kumer, .P V 8 (1979), The Family Flanning
- Progroamme implementation in Rural Andhre
Pradesh, . Ph.4. Deseertation, Indian Institute
of Technoldgy, Bombay (unpublishéd).

12, Rushikesh Maru (1979), Orgenisation for Rural
Health: The Indisn Experience, Indian
Institute of Management, Ahmedabsad (mimeographed).
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raises a number of brsie issues on this dimension,
namely, what is 'integration', does assigning of all
or some related rolzs to or- indi&idual zt one level
mean 'integration' or should it to bz seen in a
"holistic! Wny accross the total orgrnizztion
(vertically and horizontally) ? What are the essen-
tial structural and functional changes/modificaﬁions
necszgsary in the total orgoanizdtion to make it work?
What are the resultant effacts in its relationship
to the community organisation=? and how to build an
appropriate interphaSe between the two to ensure
varticipation of communities in the delivery of com-
prehensive health szrvices in an 'integrated' manner?
Recent years hove seen introduction of certain important
schemes such as community health volunteer's scheme
and Adult Education Programme. These have introduced
individuals who operate 2t community level but perform
closely related activitias of health, education and
welfare in addition to those saliresady working -t that
tevel such os anganwzdi Workors of ICD3, Organisors of
feeding centres as = part of supplementary Nutrition
Programme, Village Level Workers (VIW) from Agriculture
ete., Recognising that healta, populaticon, nutrition
and development cre inseperable parts of the whole which

mutually influence =ng supplorent cach other13’14’15,

13. Zconomic and Soci=l Commission for asis and the
Pacific (1977), Report and Selected papers of the
Brpert Group Meeting on Orgonisstionsl Lspects of
Integrating Family Plenning with Development
Programmes, Asian Population Studies Series No .36,
E3CAP, Bangkok,

14, Ibid (1978), Report on Evaluation of the Role of
Population Fectors in the Planning Process through
Adpplication of Development Models, Asian Population
Studies Series No.37, ESCAP, Bangkok.

15. Ibid (1977), Populetion Growth and Bconomics Deve~
lopment in Sub-nntional Aress - Report of an expert
8roup meeting, A.P.3.Scries No .40, ESCAP, Bangkok.
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how to integrate or develop appropriate interactive
linkages and mazake them ocperationalise? How to develop

a system or help facilitate vrocesses in a system where
in each functionary perecifés his roles =2s supportive
and contributory to those of octhers in the larger pers-
pective of development,.realiseé-the linkoges and Works
towards their fulfilment? These are guestions with
serious implications for planniﬁé and implementation.
While varied experiences-existqs, unigue solutions to

suit all social and pqlitical systemsz do not exist.

Management: The medical professionals who are entrusted
with the primzry responsibility.of managihg health
servicaes organisationsphaﬁe been far ill-eguipped to
perform the job. There has besen continued struggle

with the gelf perpetuating role conflict betwezn the
practice of medicine on one hand and the practice of
administration on the other, leading to many short
comings in the management of health organisations, via.
in planning and orgarising, in supervision and control..
Let us examine them. . -
1. There hags been considerable increase {about 500%)

in edﬁcational facilities.for doctors in the countr& .
and continued to produce thex based on western model of
médical education of hgspital-based, patient-centred,
clinical medicine. The result hes been aBEuE 72 percent
of them'dre_available in urban areas where:aﬁoﬁt 20
percaent of fhe populatioh live and the remaininé only

28 percent zre in rural arcas where bulk of the

population.LBO%) live;17

16. Rushikesh M Marw, T V Rzco, V K Gupta, J K Satia,
and G Giridhar (1979), Managing Population and
Development Linkages: The Egyptian BExperience,
Henlth and Population Unit, Indian Institute of
Menagement, Ahmedabad (mimeographed). .

17 . Ramaiah; T J (1979), The researches relevant to
Health Coare Needs and demands, A key note address
presented at the National Confercnce on Medical
Bducation, August 1979, New Delhi.. '
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2. While we have beon propounding the urgent need for
development of rural health services, the reality was
fowards strengthening ﬁrban areas. If the mumber of
positions created for doctors in the organised health
care system is some measure of it, it was cstimated
that the same in urben institutions during last about
30 yeers was about three times the correeponding
figure. in rural haalth 1nst1tut10ns17:
3. Undue emphasis was givaen %o the production of.
doctors and to the neglect of other cate cgories of
'health rersonnel. 4s & result, we have creceted an
hour-glass of health manpower situation wherein the
doctor-nurse 2gtio has been 2:1, whlle it ought +o
‘be“the reverse17£
f4. While on one hand there has been perceived demand
for certain categories health manpower (such ns doctors
and nurse), panadoxically there nlsc exists unemploy-
‘ment amongst them. In fact, the supply-demend situa-
@ions have been ill-balanced with no appropriate

@&éﬁsﬁs for placement18'19'2o:

FIOATATA | S, ars i o e e B ———c— |

A%, Ramaiah, T J (1979), The researches relevant to
Health care Needs mnd demands, A key note. address
prescented at the Natiorn-1 Confarence on Medical
“ﬁvretlon, Lugust 1979, New Delhi.

.TB}'RMmalah T J. Bhanderi S €(1975), The supply and
Demand for AllOﬁ“thlc Medicnl Graductes, 1978-79,
NIHAE Resenrch Report No .27, NIHAE, “Wew Delhi
(mlmeographed)

¥8. Kataric, M, Ramaish T J (1978), The supply =and

: RDemand for certain categories of specialist
Medical Manpower, National Institute of Health
‘and Family Welfeore, New Delhi (mlmﬁograpqed)

20 Government of Indis=, Mlnlstry of Health and
Famlly Planning (1976) Loc cit .
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5. .While the primnry health centres are_to-provide pre-
ventive@“ﬁromotive and curaotive services wherein pre-
ventive and promotive services constitute =~ bulk of
them, the chief of the set up 2t this level is the
d?ctor, major parflof whose training comprises of
curative medicine. He is not oriented towards the
host of auxiliary and parao health pfofessionals Work
therein. The-community education, Commﬁnity health.
and community approach are things 2lien to him which
infact are his important tasks, functions and
philosophies21;

6., Role confliect, role ambiguity and,roli’overlap arc
predominant, particularly so in rural health sarvicéé
organisations;

7. Systematic plons for implementatioﬁ of programmes
and projects, activity plans st grass root levels do
noct exist; ' ‘ ‘

8. Supervision and contrcl ore hard to find, while

some forms of occasional inspections do exist21;

9. While diffcrent categories of health perscnnel do
spend consid@rable time of theirs in infbrmation.
gathering, ﬁfocessing and reporting, the avqilable
infcrmat:on systems sre ill- uited 4o proviie offecfive
feed-beck an&'contr0121; and

10. The int#a brganisational communication and communi-
cation betwesn workers and clients are much to be desi-
red. The hezalth workers in the primery health centres
ars expected.to be a 'team' led by the medical officer

which in reality is only notionsl;

21. Ramaiah, T J (1978), 4 review of rescarches in
rurzl health services in India (mimeographed)
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11. A hizrarchy of‘health orgznisations éxist which
are expeeted to provide. dlff syrant lewvels of ‘health care
services (primary, seccondary =ed tértisry).  The
gffectiveée functioning in tefms of being =able to provide
ger=wices to distinect client groups with aa little
duplication of §ffort, depends upon a well planned
system of regionalisation of ser¥ices =nd: referql
;systems. While much has been said and written on this
-theme. not even & semblance of the same is in evidence;
;12 The avall’ble eystems for procurement, storags,
dlstrlbutlon and dlspens1ng of medicines and drugs.rl
Lmalntalnqnce and repa1rs of eguipment =and wvehicles are
:much to be desired. These have led to 2 paradox1cal
situation wherein there existed conslﬂcrmble under
utilisation of +the aVﬂllable facilities on one hand and
consideroble unmet feclt-need on the otherzz. The
quality ahd contentiof cére provided, particularly so
by the primary hmaléh cenfrcs, has been far.from,
adequatezB. Thero has been undues emphasis on doctors,
hospitals, hospltal heds, sophisticated bqulpment etc,
Which‘could dc 1little of laesting good24; The questlons

that the planners sand administrators sheould zddress

-

22 Banerji, D {1973), Soeinl ard Cultural Foundations
of the Heeslth Services Systems of Indiﬁy Jawscharlal
Nehru University, New lelhi.

2%, Departrent of Internat1onol Health, Schoeol of
" Hygine and EFublic Health, Tohns Hopkins. University
(1975}, Fundtiomal Analysis of Hezlth Care Needs
and Demands, adsia publishing House, Bombay.

24, Ths Pan Lmerican Henlth Org=nigation (1977),
Health Care mezons more than doctors, WHO
Chronicle, 31, 12: p. 485 - 485
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themselves ars o) are theee problems insurmountable?
b) if not, what should be the stratzgy (ies) =na

operational designs to bring in innovative management
processes to improve the efficiency nnd‘effegtivenéss
0f health delivery systems?25 ' '

Community Participation: Health cere services are

accepted ag a basic human righf. :Howevar, lerge popu-
lation groups have little cr no access to'eﬁen the most
rudiment ary forms of‘hEaith“cﬁre;' There is =a grow1ng _
recognition thHot most of ‘the problems dlscussed eurller
arigse out of ddeption of Wrong madel of health core
which relies heavily-on'largé nunber of‘docfors,‘whiqh.
is urbon and hospital‘ofiented, aépending heavily on
scphisticated facilitias and eqnipmant and which provi-
deg and propozates curative cars rather th”n prea ventive
and promotive services. attendant to thﬂse are over
professionalisation cf ‘hedical ecare and accentunted
costs. This haos led to search for and experimentatibn
with alternntive models of delivery of comprehensivé
health services. In the wake of such & scaorch wes the
report26 of o groupr on Medical Education znd Support
Munpower (1975} which made far reuchlng recommendatlons,
amangst others towards creat-on of a band of veluntary,
part-time heslth workers selécted and supervised'by
communities and drawn from’ qmongst then to nrc*ldef
primary health care as a supplemcnt to fully tralned

personnel and not as o gubstitute For them. The

-

25, Rushlkesh Maru, Nirmalse Murthy, TV Rao, and
J K Satia (1979), Introducing Professionsl
Management in Public Systems: some ocbscrvations
from IIMA's Research.on Management of Population
Programme, Indian Institute of Manageaent,
Ahmedabad (mlmeographed)

26 . Government of India, Ministry of Health and
Family Welfare (1975) Health Services and
Mediesl Bducation - A programme for Immedicte
hction, Indian Council of Sccial Science
Research, New Delhi.
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‘community involvement and their participation in the
delivery of primary health care services was the basic
premise of their recommendations. This has led to the
.Yaunching of community health voluntesr's {CHV) scheme
5&& 197? by Government of India. There has been a global
recognltlon for development of such systemszT; A number

28,29,30,31,32 have been under-

of evaluative studies
‘teken 5f the CHV scheme, implemented in India. The
findings of these studies, which are in general comple-
mentary,‘provided £ valuablé understanding of the
scheme in terms of its fuﬁctioning, strengthes snd
weakneSSes that pertaln to m¥nugcr1 l-uspects'of the
snheme such as procurement and supply of irputs,
%ralnlng cf trainers =nd of CHVs etc., an importcont
.hut-maaor concern expregsacd was pert 1n1ng to community
ﬂ?érticipatiqn.andrinvolvement in the scheme. The

success of this scheme or any other social service

27 Uorld Hoalth Orgﬁnls@tlon (1978) Primary Health
Care, Report of the interhnational conferceénce on
Primary Heslth €are, LAlmm-ite, 1978. This conferen-
ce not only provided a declaration on 'Health
for all' by 2000 4.D. but alsc provided an outline
of t:e mpproach in the context of recle of Primary
Henlth Care in and for < :velopment, its operational
aspects and notional strategies and 1nternat10na1

. support for the same.

28, Nutlonal Institute of HCﬁlth & Fﬂmlly Welfareiﬂnd

' others (1978), in Bveluation of Community Health
Worker's Scheme- a colloborative .study. 1ech '
Heport 4, NIHFW, New Delhi '

29. Bose, Ashish etal (1978), An Assessment of New
Rural Health Scheme ond suggestions for lmprovement
Institute of ECOROmlC Growth New Delh1
(mlmeographed) :

3¢- Vochra, H R, Ramaiah T J, Rao E G (1978) Dynamlcs
of selectlon of community health workors - =
study in four northern states of India, NIOFW,
New Delhi (mlmeogr phed) '

317. Kumudini Dondekar and Veijeyvanti Bhate (1978),
Mahorashtra's Rural Health Services Scheme -
An evaluation, economic and political weeskly,
Vol.XIII. No.50, pp.2047-2052
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scheme depeﬁd to 2 great extent on the degree of com-
munity participation they Héve been able  +to achieve.
Some Of fhe basic questions that arise in thie contact
are what is épmmunity poarticipation and involvement 2
How to go atout désigning systems that 2licit it? How
to operationalise such systems? What ~re the precondi-
tions for their dcceptande/succeﬁs? The participation
and.invoivement has been brought about in the &V
s-heme to some extant only in the sslection of CHVS.
Howevef,1in the field of health, we have had = nunber
of experimeﬁfal'prbject533 operating at the villege
level *hich aimed at provision of primary health care
servicesltp the rural population. While these projects
di?fer from each other cn meny @ dimension, they
howéver, attempted to bring about community particpa-
tion thfbugh adoptibn‘offdifferent-models. These

. models are based on lcecal self reliance, peéple's ac-
tive participation in sccial and economic development
_acfivities; community deéision_making in selection
_rof WOrkefs,'locaircbntribution in cash, fTacilities,
ﬁanpower; iogisticlsuﬁport,:constrﬁétion and maintensance

of facilities etc.

32, National Institute of Health & Family Welfore and
others (T979), Repeat evaluation of community
Health Voluntecrs' Scheme-1979, 4 collaborative
study, Vols. I & II, NIHFW, 1979, (mimeogrephed)

33, Indian Council of Medical Research ‘1976)

_ Alternative Approaches to Hezlth Cafe -
Report of o symposium jointly organised by
ICMR & ICSSR, ICMR, New Delhi.
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"The Harriet Benson Memorial Hospital Project, Lalitpar
in U.P. brought about community involvement through
sprovigion of physical facilities by the village for the
VHW clinics, village health committees, selecting the
hHWs from zmong the coMmunity and payment of honorarium
to VHWs by the village pqnchayats. The comprehensive
rural health project of Jamkhed ﬁttempted to bring
'about active community 1nvolvement through the integra-
tion of health care delivery with econdmicldevelopment
activities like irrigation“facilities,_tuﬁe-Well digeging
Kﬁéking'of roads, fmrming etc., The Mandve Project in
hMaharﬁshtrz also uttempted to brlng about the community
:1nvolvcment wherein health is seen to be an, 1ntegral
‘part of eccnemic development programmes and soc;al
participation in hesnlth is sttempted through economic
activitics such as cultivation of land ete. As agsainst
these, We_have the well known health cooperatives in
Kerala which =2re based on community involvement wherein
fhé peoﬁle contribute for the services and they,manage
the cooperntives. These are only some exX=2mples. These®
models ‘clearly indicate that there does not exist a
:Bingle unigue model for communlty part1c1patlon and
involvement to be used for the whole country.‘ The_levels
of literacy, the social and economic conditions of the
people, their paying capncity, their perceived he=alth
needs and the priority of health needs amongst other
‘gocial and economic needs of families and communities
‘ete, play significant rols in 2liciting their involve-
ment and its sustainance34. In =ddition, their perw
.ception of the benefite derived and the extent to which
the governmental inputs in the scheme are seen to be

the incsntives alsds matter.,

34. Rushikesh M Maru (1978) , Lpproaches to community

- Participation in Population Programmes of India
and Bgypt. Indian Institute of Management,
thmedabad, (mimeographed).
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What has been presented in the procéeding pages is a
lcritical anualyeis of the ‘total developmantal process
of health,.family planning and nutritional services
in‘India legading to the identificztion of problems‘
and issues in their planning and implemonfation in a
national perspectlve. The attempt is neither to decry
the system nor to. discount the achievements, but only
to prOV1de a. Tramework, within which' to look for mean-
31ngful solutlons which arc viable, system-W1dd mnd
help towards achievement of the goqls of health for
:111 znd suited to our social and econonlc mlleuu. The
four d1m0n81ons discussed are complbmentﬂry to each
other, togethur lead tomards development of system(s)
whlch is sen51tlve_ﬂnd responsive to the needs. We
have been able to add many tasks which have themselves
been undergoing many changes and therefor E the need
for development of décentralized ond integrated
:systéms with appropriatefmanageriél process is impe=-
rative. It is, however, to be recognised;.nof 28 a2

onstralnt but as & reality, that unigue solutions
do not ex1st for ony cone problem and e=a ach devoloPment
admlnlstrator has to . look for such solutlons specific
tp a given geographical arca through diagnosis and

experimentation.
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fppendix I

Growth -nd Development of Iafra-structure for Health,
Femily Pleonning and Nutrition Services during 1950-51
1971-72 and 1977 411 India.

Category 1950-51 . 197172 1977,
1. No.of Hospitals =nd : ' .
dispensaries 8,600 14,438 15,2571
2. No.of FHCs o 5,195 5.+353
3, Number of subcentres 0 32,218 39,012
4. Urban Pamily Welfara
centres 0 - 1,937
5. Hospital beds 113,000 298,304 391,738%
6. No.of Medical colleges 30 _ 99 106
No.of Health & Femily
Welfare Troining centees 0 - 46
8. No.of Nursing Institue~
tions - General Nursing - 2673 309%*
- ENMts - 315 337*
- ILHV¢*g - 14 23
9. Annual Admissions to
Medical colleges 2,500 12,526 13,561%

10. Annual Admissions to
" Nursiag Institutions '
-General Nursing 6,100 19,665 20,642*%

-ANM'g 163 11,002 g,690%
: -LHV'g 92 1,333 1,841%
11. 3t8ck of Doctors 59,000 138,000 185,000
12. Stock of Nurses 17,000 77,824 -

‘13, No.of Mobile services
units under Ramily :
Welfare prcegramme 9] - 191

* for 1974. '
Jources : 1. Government of India, Ministry of Health

and Family Welfare (1979}, Family Welfare
Programme in Indis yeszxr Book (1977-78), Mags
Mgiling Unit, Dept. of Family Welfare,

New Delhi.

2. Netional Institute of Health & Family
Welfare (1977), Health Sector of Indis -

An overview, NIHFW, New Delhi.



