
NATIONAL HEALTH POLICY - 2002 

  

1. INTRODUCTORY 

1.1 A Nationa l Hea lth Polic y was last formula ted  in 1983, and  sinc e then 
there have been marked  c hanges in the determinant fac tors rela ting to 
the hea lth sec tor. Some of the polic y initia tives outlined  in the NHP-1983 
have yielded  results, while, in severa l other a reas, the outc ome has not 
been as expec ted . 

1.2 The NHP-1983 gave a  genera l exposition of the polic ies whic h required  
rec ommendation in the c irc umstanc es then p reva iling  in the hea lth 
sec tor. The noteworthy initia tives under tha t polic y were:- 

(i) A 
phased , 
time-bound  
p rogramme 
for setting 
up  a  well-
d ispersed  
network of 
c omprehen
sive p rimary 
hea lth c a re 
servic es, 
linked  w ith 
extension 
and  hea lth 
educ a tion, 
designed  in 
the c ontext 
of the 
ground  
rea lity tha t 
elementa ry 
hea lth 
p rob lems 
c an be 
resolved  by 
the peop le 
themselves; 



(ii) 
Intermed ia ti
on through 
‘Hea lth 
volunteers’  
having 
appropria te 
knowledge, 
simp le skills 
and  
requisite 
tec hnolog ie
s; 

(iii) 
Estab lishme
nt of a  well-
worked  out 
referra l 
system to 
ensure tha t 
pa tient 
load  a t the 
higher levels 
of the 
hiera rc hy is 
not 
need lessly 
burdened  
by those 
who c an be 
trea ted  a t 
the 
dec entra liz
ed  level; 

(iv) An 
integra ted  
net-work of 
evenly 
sp read  
spec ia lity 
and  super-
spec ia lity 



servic es; 
enc ourage
ment of 
suc h 
fac ilities 
through 
p riva te 
investments 
for pa tients 
who c an 
pay, so tha t 
the d raw on 
the 
Governmen
t’ s fac ilities 
is lim ited  to 
those 
entitled  to 
free use. 

1.3 Government initia tives in the pub ic  hea lth sec tor have rec orded  some 
noteworthy suc c esses over time. Smallpox and  Guinea  Worm Disease 
have been erad ic a ted  from the c ountry; Polio is on the verge of being 
erad ic a ted ; Leprosy, Ka la  Azar, and  Fila riasis c an be expec ted  to be 
elimina ted  in the foreseeab le future. There has been a  substantia l d rop  in 
the Tota l Fertility Ra te and  Infant Morta lity Ra te. The suc c ess of the 
initia tives taken in the pub lic  hea lth field  a re reflec ted  in the p rogressive 
improvement of many demographic  /  ep idemiolog ic a l /  infrastruc tura l 
ind ic a tors over time – (Box-I). 

Box-1 : Achievements Through The Years - 1951-2000  

Ind ic a tor 1951 1981 2000 

Demographic Changes       

Life Expec tanc y 36.7 54 64.6(RGI) 

Crude Birth Ra te  40.8 33.9(SRS) 26.1(99 SRS) 

Crude Death Rate  25 12.5(SRS) 8.7(99 SRS) 

IMR 146 110 70 (99 SRS) 



  

Epidemiological Shifts       

Malaria  (c ases in million) 75 2.7 2.2 

Leprosy c ases per 10,000 
popula tion  

38.1 57.3 3.74 

Small Pox (no of c ases)  >44,887 Erad ic a ted    

Guineaworm ( no. of 
c ases) 

  >39,792 Erad ic a ted  

Polio     29709 265 

Infrastructure        

SC/ PHC/ CHC   725 57,363 1,63,181  

(99-RHS) 

Dispensaries &Hosp ita ls( 
a ll) 

9209 23,555 43,322 (95–
96-CBHI) 

Beds (Pvt & Pub lic ) 117,198 569,495 8,70,161  

(95-96-CBHI) 

Doc tors(Allopa thy) 61,800 2,68,700 5,03,900  

(98-99-MCI) 

Nursing Personnel 18,054 1,43,887 7,37,000  

(99-INC) 

1.4 While noting tha t the pub lic  hea lth initia tives over the years have 
c ontributed  signific antly to the improvement of these hea lth ind ic a tors, it 
is to be ac knowledged  tha t pub lic  hea lth ind ic a tors /  d isease-burden 
sta tistic s a re the outc ome of severa l c omplementa ry initia tives under the 
w ider umbrella  of the developmenta l sec tor, c overing Rura l 
Development, Agric ulture, Food  Produc tion, Sanita tion, Drinking Water 
Supp ly, Educ a tion, etc . Desp ite the impressive pub lic  hea lth ga ins as 



revea led  in the sta tistic s in Box-I, there is no ga insaying the fac t tha t the 
morb id ity and  morta lity levels in the c ountry a re still unac c ep tab ly high. 
These unsa tisfac tory hea lth ind ic es a re, in turn, an ind ic a tion of the lim ited  
suc c ess of the pub lic  hea lth system in meeting the p reventive and  
c ura tive requirements of the genera l popula tion. 

1.5 Out of the c ommunic ab le d iseases whic h have persisted  over time, 
the inc idenc e of Ma la ria  staged  a  resurgenc e in the1980s before 
stab ilising a t a  fa irly high p reva lenc e level during the 1990s. Over the 
years, an inc reasing level of insec tic ide-resistanc e has developed  in the 
ma la ria l vec tors in many parts of the c ountry, while the inc idenc e of the 
more dead ly P-Fa lc iparum Ma la ria  has risen to about 50 perc ent in the 
c ountry as a  whole. In respec t of TB, the pub lic  hea lth sc enario has not 
shown any signific ant dec line in the pool of infec tion amongst the 
c ommunity, and  there has been a  d istressing trend  in the inc rease of d rug 
resistanc e to the type of infec tion p reva iling  in the c ountry. A new and  
extremely virulent c ommunic ab le d isease – HIV/ AIDS - has emerged  on 
the hea lth sc ene sinc e the dec la ra tion of the NHP-1983. As there is no 
existing therapeutic  c ure or vac c ine for this infec tion, the d isease 
c onstitutes a  serious threa t, not merely to pub lic  hea lth but to ec onomic  
development in the c ountry. The c ommon water-borne infec tions – 
Gastroenteritis, Cholera , and  some forms of Hepatitis – c ontinue to 
c ontribute to a  high level of morb id ity in the popula tion, even though the 
morta lity ra te may have been somewhat modera ted . 

1.6 The period  a fter the announc ement of NHP-83 has a lso seen an 
inc rease in morta lity through ‘ life-style’  d iseases- d iabetes, c anc er and  
c ard iovasc ula r d iseases. The inc rease in life expec tanc y has inc reased  
the requirement for geria tric  c a re. Simila rly, the inc reasing burden of 
trauma c ases is a lso a  signific ant pub lic  hea lth p rob lem. 

1.7 Another a rea  of grave c onc ern in the pub lic  hea lth domain is the 
persistent inc idenc e of mac ro and  mic ro nutrient defic ienc ies, espec ia lly 
among women and  c hild ren. In the vulnerab le sub-c a tegory of women 
and  the g irl c hild , this has the multip lier effec t through the b irth of low b irth 
weight bab ies and  serious ramific a tions of the c onsequentia l menta l and  
physic a l reta rded  growth. 

1.8 NHP-1983, in a  sp irit of op timistic  empathy for the hea lth needs of the 
peop le, partic ula rly the poor and  under-p rivileged , had  hoped  to p rovide 
‘Hea lth for All by the year 2000 AD’ , through the universa l p rovision of 
c omprehensive p rimary hea lth c a re servic es. In retrospec t, it is observed  
tha t the financ ia l resourc es and  pub lic  hea lth administra tive c apac ity 
whic h it was possib le to marsha l, was fa r short of tha t nec essary to 



ac hieve suc h an ambitious and  holistic  goa l. Aga inst this bac kd rop , it is 
felt tha t it would  be appropria te to p itc h NHP-2002 a t a  level c onsistent 
w ith our rea listic  expec ta tions about financ ia l resourc es, and  about the 
likely inc rease in Pub lic  Hea lth administra tive c apac ity. The 
rec ommendations of NHP-2002 will, therefore, a ttempt to maximize the 
b road -based  ava ilab ility of hea lth servic es to the c itizenry of the c ountry 
on the basis of rea listic  c onsidera tions of c apac ity. The c hanged  
c irc umstanc es rela ting to the hea lth sec tor of the c ountry sinc e 1983 have 
genera ted  a  situa tion in whic h it is now nec essary to review the field , and  
to formula te a  new polic y framework as the Nationa l Hea lth Polic y-2002. 
NHP-2002 will a ttempt to set out a  new polic y framework for the 
ac c elera ted  ac hievement of Pub lic  hea lth goa ls in the soc io-ec onomic  
c irc umstanc es c urrently p reva iling  in the c ountry. 

2. CURRENT SCENARIO  

2.1 FINANCIAL RESOURCES 

2.1.1 The pub lic  hea lth investment in the c ountry over the years has been 
c ompara tively low, and  as a  perc entage of GDP has dec lined  from 1.3 
perc ent in 1990 to 0.9 perc ent in 1999. The aggrega te expend iture in the 
Hea lth sec tor is 5.2 perc ent of the GDP. Out of this, about 17 perc ent of 
the aggrega te expend iture is pub lic  hea lth spend ing, the ba lanc e being 
out-of-poc ket expend iture. The c entra l budgeta ry a lloc a tion for hea lth 
over this period , as a  perc entage of the tota l Centra l Budget, has been 
stagnant a t 1.3 perc ent, while tha t in the Sta tes has dec lined  from 7.0 
perc ent to 5.5 perc ent. The c urrent annua l per c ap ita  pub lic  hea lth 
expend iture in the c ountry is no more than Rs. 200. Given these sta tistic s, it 
is no surp rise tha t the reac h and  qua lity of pub lic  hea lth servic es has been 
below the desirab le standard . Under the c onstitutiona l struc ture, pub lic  
hea lth is the responsib ility of the Sta tes. In this framework, it has been the 
expec ta tion tha t the p rinc ipa l c ontribution for the fund ing of pub lic  hea lth 
servic es w ill be from the resourc es of the Sta tes, w ith some supp lementa ry 
input from Centra l resourc es. In this bac kd rop , the c ontribution of Centra l 
resourc es to the overa ll pub lic  hea lth fund ing has been lim ited  to about 
15 perc ent. The fisc a l resourc es of the Sta te Governments a re known to 
be very inelastic . This is reflec ted  in the dec lining perc entage of Sta te 
resourc es a lloc a ted  to the hea lth sec tor out of the Sta te Budget. If the 
dec entra lized  pub ic  hea lth servic es in the c ountry a re to improve 
signific antly, there is a  need  for the injec tion of substantia l resourc es into 
the hea lth sec tor from the Centra l Government Budget. This approac h is a  
nec essity – desp ite the forma l Constitutiona l p rovision in regard  to pub lic  
hea lth, -- if the Sta te pub lic  hea lth servic es, whic h a re a  ma jor c omponent 
of the initia tives in the soc ia l sec tor, a re not to bec ome entirely moribund . 



The NHP-2002 has been formula ted  taking into c onsidera tion these ground  
rea lities in regard  to the ava ilab ility of resourc es.  

2.2 EQUITY  

2.2.1 In the period  when c entra lized  p lanning was ac c ep ted  as a  key 
instrument of development in the c ountry, the a tta inment of an equitab le 
reg iona l d istribution was c onsidered  one of its ma jor ob jec tives. Desp ite 
this c onsc ious foc us in the development p roc ess, the sta tistic s g iven in 
Box-II c learly ind ic a te tha t the a tta inment of hea lth ind ic es has been very 
uneven ac ross the rura l – urban d ivide.  

  

Box II : Differentials in Health Status Among States 

Sector Population 
BPL (%) 

IMR/  

Per 1000 

Live 
Births 

(1999-
SRS) 

<5Mort-
ality 

per 1000 
(NFHS II) 

Weight 
For Age-  

% of 
Children 
Under 3 
years 

(<-2SD) 

MMR/  

Lakh 
(Annual 
Report 
2000) 

Leprosy 
cases per  

10000 
popula-

tion  

Malaria +ve 
Cases in 
year 2000 
(in 
thousands)  

Ind ia  26.1 70 94.9 47 408 3.7 2200 

Rural 27.09 75 103.7 49.6 - - - 

Urban 23.62 44 63.1 38.4 - - - 

Better 
Performing 
States 

              

Kera la  12.72 14 18.8 27 87 0.9 5.1 

Maharashtra  25.02 48 58.1 50 135 3.1 138 

TN 21.12 52 63.3 37 79 4.1 56 

Low 
Performing 

              



States 

Orissa  47.15 97 104.4 54 498 7.05 483 

Bihar 42.60 63 105.1 54 707 11.83 132 

Rajasthan 15.28 81 114.9 51 607 0.8 53 

UP 31.15 84 122.5 52 707 4.3 99 

MP 37.43 90 137.6 55 498 3.83 528 

  

Also, the sta tistic s b ring out the w ide d ifferenc es between the a tta inments 
of hea lth goa ls in the better- performing Sta tes as c ompared  to the low-
performing Sta tes. It is c lear tha t na tiona l averages of hea lth ind ic es hide 
w ide d isparities in pub lic  hea lth fac ilities and  hea lth standards in d ifferent 
parts of the c ountry. Given a  situa tion in whic h na tiona l averages in 
respec t of most ind ic es a re themselves a t unac c ep tab ly low levels, the 
w ide inter-Sta te d isparity imp lies tha t, for vulnerab le sec tions of soc iety in 
severa l Sta tes, ac c ess to pub lic  hea lth servic es is nomina l and  hea lth 
standards a re grossly inadequate. Desp ite a  thrust in the NHP-1983 for 
making good  the unmet needs of pub lic  hea lth servic es by estab lishing 
more pub lic  hea lth institutions a t a  dec entra lized  level, a  la rge gap  in 
fac ilities still persists. App lying c urrent norms to the popula tion p rojec ted  
for the year 2000, it is estimated  tha t the shortfa ll in the number of 
SCs/ PHCs/ CHCs is of the order of 16 perc ent. However, this shortage is as 
high as 58 perc ent when d isaggrega ted  for CHCs only. The NHP-2002 will 
need  to add ress itself to making good  these defic ienc ies so as to narrow 
the gap  between the various Sta tes, as a lso the gap  ac ross the rura l-
urban d ivide. 

2.2.2 Ac c ess to, and  benefits from, the pub lic  hea lth system have been 
very uneven between the better-endowed  and  the more vulnerab le 
sec tions of soc iety. This is partic ula rly true for women, c hild ren and  the 
soc ia lly d isadvantaged  sec tions of soc iety. The sta tistic s g iven in Box-III 
highlight the hand ic ap  suffered  in the hea lth sec tor on ac c ount of soc io-
ec onomic  inequity. 

Box-III : Differentials in Health status Among Socio-Economic Groups  



Indicator Infant 
Mortality/ 1000 

Under 5 
Mortality/ 1000 

% Children 
Underweight  

India   70 94.9 47 

Social Inequity       

Sc heduled  Castes 83 119.3 53.5 

Sc heduled  Tribes 84.2 126.6 55.9 

Other 
Disadvantaged  

76 103.1 47.3 

Others 61.8 82.6 41.1 

2.2.3 It is a  p rinc ipa l ob jec tive of NHP-2002 to evolve a  polic y struc ture 
whic h reduc es these inequities and  a llows the d isadvantaged  sec tions of 
soc iety a  fa irer ac c ess to pub lic  hea lth servic es. 

  

2.3 DELIVERY OF NATIONAL PUBLIC HEALTH  

PROGRAMMES  

2.3.1 It is self-evident tha t in a  c ountry as la rge as Ind ia , whic h has a  w ide 
variety of soc io-ec onomic  settings, na tiona l hea lth p rogrammes have to 
be designed  with enough flexib ility to permit the Sta te pub lic  hea lth 
administra tions to c ra ft their own p rogramme pac kage ac c ord ing to their 
needs. Also, the imp lementa tion of the na tiona l hea lth p rogramme c an 
only be c arried  out through the Sta te Governments’  dec entra lized  pub lic  
hea lth mac hinery. Sinc e, for va rious reasons, the responsib ility of the 
Centra l Government in fund ing add itiona l pub lic  hea lth servic es w ill 
c ontinue over a  period  of time, the role of the Centra l Government in 
designing b road -based  pub lic  hea lth initia tives w ill inevitab ly c ontinue. 
Moreover, it has been observed  tha t the tec hnic a l and  manageria l 
expertise for designing la rge-span pub lic  hea lth p rogrammes exists w ith 
the Centra l Government in a  c onsiderab le degree; this expertise c an be 
ga infully utilized  in designing na tiona l hea lth p rogrammes for 
imp lementa tion in va rying soc io-ec onomic  settings in the Sta tes. With this 
bac kground , the NHP-2002 a ttempts to define the role of the Centra l 
Government and  the Sta te Governments in the pub lic  hea lth sec tor of the 
c ountry. 



2.3.2.1 Over the last dec ade or so, the Government has relied  upon a  
‘vertic a l’  imp lementa tiona l struc ture for the ma jor d isease c ontrol 
p rogrammes. Through this, the system has been ab le to make a  
substantia l dent in reduc ing the burden of spec ific  d iseases. However, 
suc h an organiza tiona l struc ture, whic h requires independent manpower 
for eac h d isease p rogramme, is extremely expensive and  d iffic ult to 
susta in. Over a  long time-range, ‘vertic a l’  struc tures may only be 
a ffordab le for those d iseases whic h offer a  reasonab le possib ility of 
elim ina tion or erad ic a tion in a  foreseeab le time-span.  

2.3.2.2 It is a  w idespread  perc ep tion tha t, over the last dec ade and  a  
ha lf, the rura l hea lth sta ff has bec ome a  vertic a l struc ture exc lusively for 
the imp lementa tion of family welfa re ac tivities. As a  result, for those pub lic  
hea lth p rogrammes where there is no separa te vertic a l struc ture, there is 
no identifiab le servic e delivery system a t a ll. The Polic y w ill add ress this 
d istortion in the pub lic  hea lth system.  

2.4 THE STATE OF PUBLIC HEALTH INFRA-STRUCTURE  

2.4.1 The delinea tion of NHP-2002 would  be required  to be based  on an 
ob jec tive assessment of the qua lity and  effic ienc y of the existing pub lic  
hea lth mac hinery in the field . It would  detrac t from the qua lity of the 
exerc ise if, while framing a  new polic y, it were not ac knowledged  tha t the 
existing pub lic  hea lth infrastruc ture is fa r from sa tisfac tory. For the outdoor 
med ic a l fac ilities in existenc e, fund ing is genera lly insuffic ient; the 
p resenc e of med ic a l and  para -med ic a l personnel is often muc h less than 
tha t required  by p resc ribed  norms; the ava ilab ility of c onsumab les is 
frequently neg lig ib le; the equipment in many pub lic  hosp ita ls is often 
obsolesc ent and  unusab le; and , the build ings a re in a  d ilap ida ted  sta te. 
In the indoor trea tment fac ilities, aga in, the equipment is often 
obsolesc ent; the ava ilab ility of essentia l d rugs is minima l; the c apac ity of 
the fac ilities is grossly inadequate, whic h leads to over-c rowd ing, and  
c onsequentia lly to a  steep  deteriora tion in the qua lity of the servic es. As a  
result of suc h inadequate pub lic  hea lth fac ilities, it has been estimated  
tha t less than 20 perc ent of the popula tion, whic h seek OPD servic es, and  
less than 45 perc ent of tha t whic h seek indoor trea tment, ava il of suc h 
servic es in pub lic  hosp ita ls. This is desp ite the fac t tha t most of these 
pa tients do not have the means to make out-of-poc ket payments for 
p riva te hea lth servic es exc ep t a t the c ost of other essentia l expend iture 
for items suc h as basic  nutrition. 

2.5 EXTENDING PUBLIC HEALTH SERVICES 



2.5.1 While there is a  genera l shortage of med ic a l personnel in the 
c ountry, this shortfa ll is d isp roportiona tely impac ted  on the less-developed  
and  rura l a reas. No inc entive system a ttempted  so fa r, has induc ed  
p riva te med ic a l personnel to go to suc h a reas; and , even in the pub lic  
hea lth sec tor, the effort to dep loy med ic a l personnel in suc h under-served  
a reas, has usua lly been a  losing ba ttle. In suc h a  situa tion, the possib ility 
needs to be examined  of entrusting some lim ited  pub lic  hea lth func tions 
to nurses, paramed ic s and  other personnel from the extended  hea lth 
sec tor a fter imparting adequate tra ining to them. 

2.5.2 Ind ia  has a  vast reservoir of p rac titioners in the Ind ian Systems of 
Med ic ine and  Homoeopathy, who have undergone forma l tra ining in 
their own d isc ip lines. The possib ility of using suc h p rac titioners in the 
imp lementa tion of Sta te/ Centra l Government pub lic  hea lth p rogrammes, 
in order to inc rease the reac h of basic  hea lth c a re in the c ountry, is 
add ressed  in the NHP-2002. 

  

2.6 ROLE OF LOCAL SELF-GOVERNMENT INSTITUTIONS 

2.6.1 Some Sta tes have adop ted  a  polic y of devolving p rogrammes and  
funds in the hea lth sec tor through d ifferent levels of the Panc haya ti Ra j 
Institutions. Genera lly, the experienc e has been an enc ourag ing one. The 
adop tion of suc h an organisa tiona l struc ture has enab led  need -based  
a lloc a tion of resourc es and  c loser supervision through the elec ted  
representa tives. The Polic y examines the need  for a  w ider adop tion of this 
mode of delivery of hea lth servic es, in rura l as well as urban a reas, in other 
parts of the c ountry. 

2.7 NORMS FOR HEALTH CARE PERSONNEL 

2.7.1 It is observed  tha t the dep loyment of doc tors and  nurses, in both 
pub lic  and  p riva te institutions, is ad -hoc  and  signific antly short of the 
requirement for minima l standards of pa tient c a re. This polic y w ill make a  
spec ific  rec ommendation in regard  to this defic ienc y. 

  

2.8 EDUCATION OF HEALTH CARE PROFESSIONALS 

2.8.1 Med ic a l and  Denta l Colleges a re not evenly sp read  ac ross various 
parts of the c ountry. Apart from the uneven geographic a l d istribution of 
med ic a l institutions, the qua lity of educ a tion is highly uneven and  in 



severa l instanc es even sub-standard . It is a  c ommon perc ep tion tha t the 
syllabus is exc essively theoretic a l, making it d iffic ult for the fresh gradua te 
to effec tively meet even the p rimary hea lth c a re needs of the popula tion. 
There is a  genera l reluc tanc e on the part of gradua te doc tors to serve in 
a reas d istant from their na tive p lac e. NHP-2002 will suggest polic y 
initia tives to rec tify the resultant d isparities.  

2.8.2.1 Certa in med ic a l d isc ip lines, suc h as molec ula r b iology and  gene-
manipula tion, have bec ome relevant in the period  a fter the formula tion 
of the p revious Nationa l Hea lth Polic y. The c omponents of med ic a l 
researc h in rec ent years have c hanged  rad ic a lly. In the foreseeab le 
future suc h researc h w ill rely inc reasing ly on the new d isc ip lines. It is 
observed  tha t the c urrent under-gradua te med ic a l syllabus does not 
c over suc h emerg ing sub jec ts. The Polic y w ill make appropria te 
rec ommendations in respec t of suc h defic ienc ies. 

2.8.2.2 Also, c erta in spec ia lity d isc ip lines – Anesthesiology, Rad iology and  
Forensic  Med ic ine – a re c urrently very sc arc e, resulting in c ritic a l 
defic ienc ies in the pac kage of ava ilab le pub lic  hea lth servic es. This Polic y 
w ill rec ommend  some measures to a llevia te suc h c ritic a l shortages. 

  

2.9 NEED FOR SPECIALISTS IN ‘PUBLIC HEALTH’  AND ’FAMILY MEDICINE' 

2.9.1 In any develop ing c ountry w ith inadequate ava ilab ility of hea lth 
servic es, the requirement of expertise in the a reas of ‘pub lic  hea lth’  and  
‘family med ic ine’  is marked ly more than the expertise required  for other 
c linic a l spec ia lities. In Ind ia , the situa tion is tha t pub lic  hea lth expertise is 
non-existent in the p riva te hea lth sec tor, and  fa r short of requirement in 
the pub lic  hea lth sec tor. Also, the c urrent c urric ulum in the gradua te /  
post-gradua te c ourses is outda ted  and  unrela ted  to c ontemporary 
c ommunity needs. In respec t of ‘family med ic ine’ , it needs to be noted  
tha t the more ta lented  med ic a l gradua tes genera lly seek spec ia liza tion in 
c linic a l d isc ip lines, while the rema ining go into genera l p rac tic e. While the 
ava ilab ility of postgradua te educ a tiona l fac ilities is 50 perc ent of the tota l 
number of qua lifying gradua tes eac h year, and  c an be c onsidered  
adequate, the d istribution of the d isc ip lines in the postgradua te tra ining 
fac ilities is overwhelming ly in favour of c linic a l spec ia liza tions. NHP-2002 
examines the possib le means for ensuring adequate ava ilab ility of 
personnel w ith spec ia liza tion in the ‘pub lic  hea lth’  and  ‘family med ic ine’  
d isc ip lines, to d isc harge the pub lic  hea lth responsib ilities in the c ountry.  

2.10 Nursing Personnel 



2.10.1 The ra tio of nursing personnel in the c ountry vis-à -vis doc tors/ beds is 
very low ac c ord ing to p rofessiona lly ac c ep ted  norms. There is a lso an 
ac ute shortage of nurses tra ined  in super-spec ia lity d isc ip lines for 
dep loyment in tertia ry c a re fac ilities. NHP-2002 add resses these p rob lems. 

2.11 USE OF GENERIC DRUGS AND VACCINES 

2.11.1 Ind ia  enjoys a  rela tively low-c ost hea lth c a re system bec ause of the 
w idespread  ava ilab ility of ind igenously manufac tured  generic  d rugs and  
vac c ines. There is an apprehension tha t g loba liza tion w ill lead  to an 
inc rease in the c osts of d rugs, thereby lead ing to rising trends in overa ll 
hea lth c osts. This Polic y rec ommends measures to ensure the future Hea lth 
Sec urity of the c ountry. 

2.12 URBAN HEALTH 

2.12.1.1 In most urban a reas, pub lic  hea lth servic es a re very meagre. To 
the extent tha t suc h servic es exist, there is no uniform organiza tiona l 
struc ture. The urban popula tion in the c ountry is p resently as high as 30 
perc ent and  is likely to go up  to a round  33 perc ent by 2010. The bulk of 
the inc rease is likely to take p lac e through migra tion, resulting in slums 
without any infrastruc ture support. Even the meagre pub lic  hea lth servic es 
whic h a re ava ilab le do not perc ola te to suc h unp lanned  hab ita tions, 
forc ing peop le to ava il of p riva te hea lth c a re through out-of-poc ket 
expend iture. 

2.12.1.2 The rising vehic le density in la rge urban agg lomera tions has a lso 
led  to an inc reased  number of serious ac c idents requiring trea tment in 
well-equipped  trauma c entres. NHP-2002 will add ress itself to the need  for 
p rovid ing this unserved  urban popula tion a  minimum standard  of b road -
based  hea lth c a re fac ilities. 

2.13 MENTAL HEALTH 

2.13.1 Menta l hea lth d isorders a re ac tua lly muc h more p reva lent than is 
apparent on the surfac e. While suc h d isorders do not c ontribute 
signific antly to morta lity, they have a  serious bearing on the qua lity of life 
of the a ffec ted  persons and  their families. Sometimes, based  on relig ious 
fa ith, menta l d isorders a re trea ted  as sp iritua l a fflic tion. This has led  to the 
estab lishment of unlic ensed  menta l institutions as an ad junc t to relig ious 
institutions where relianc e is p lac ed  on fa ith c ure. Serious c ond itions of 
menta l d isorder require hosp ita liza tion and  trea tment under tra ined  
supervision. Menta l hea lth institutions a re woefully defic ient in physic a l 



infrastruc ture and  tra ined  manpower. NHP-2002 will add ress itself to these 
defic ienc ies in the pub lic  hea lth sec tor. 

2.14 INFORMATION, EDUCATION AND COMMUNICATION  

2.14.1 A substantia l c omponent of p rimary hea lth c a re c onsists of 
initia tives for d issemina ting to the c itizenry, pub lic  hea lth-rela ted  
information. IEC initia tives a re adop ted  not only for d issemina ting c ura tive 
guidelines (for the TB, Ma la ria , Leprosy, Ca ta rac t Blindness Programmes), 
but a lso as part of the effort to b ring about a  behavioura l c hange to 
p revent HIV/ AIDS and  other life-style d iseases. Pub lic  hea lth p rogrammes, 
partic ula rly, need  high visib ility a t the dec entra lized  level in order to have 
an impac t. This task is d iffic ult as 35 perc ent of our c ountry’ s popula tion is 
illitera te. The p resent IEC stra tegy is too fragmented , relies too heavily on 
the mass med ia  and  does not add ress the needs of this segment of the 
popula tion. It is often felt tha t the effec tiveness of IEC programmes is 
d iffic ult to judge; and  c onsequently it is often asserted  tha t ac c ountab ility, 
in regard  to the p roduc tive use of suc h funds, is doub tful. The Polic y, while 
p rojec ting an IEC stra tegy, w ill fully add ress the inherent p rob lems 
enc ountered  in any IEC programme designed  for improving awareness 
and  b ring ing about a  behavioura l c hange in the genera l popula tion. 

2.14.2 It is w idely ac c ep ted  tha t sc hool and  c ollege students a re the most 
impressionab le ta rgets for imparting information rela ting to the basic  
p rinc ip les of p reventive hea lth c a re. The polic y w ill a ttempt to ta rget this 
group  to improve the genera l level of awareness in regard  to ‘hea lth-
p romoting ’  behaviour. 

2.15 HEALTH RESEARCH 

2.15.1 Over the years, hea lth researc h ac tivity in the c ountry has been 
very lim ited . In the Government sec tor, suc h researc h has been c onfined  
to the researc h institutions under the Ind ian Counc il of Med ic a l Researc h, 
and  other institutions funded  by the Sta tes/ Centra l Government. Researc h 
in the p riva te sec tor has assumed  some signific anc e only in the last 
dec ade. In our c ountry, where the aggrega te annua l hea lth expend iture 
is of the order of Rs. 80,000 c rores, the expend iture in 1998-99 on researc h, 
both pub lic  and  p riva te sec tors, was only of the order of Rs. 1150 c rores. It 
would  be reasonab le to infer tha t w ith suc h low researc h expend iture, it is 
virtua lly impossib le to make any d ramatic  b reak-through within the 
c ountry, by way of new molec ules and  vac c ines; a lso, w ithout a  minima l 
bac k-up  of app lied  and  opera tiona l researc h, it would  be d iffic ult to 
assess whether the hea lth expend iture in the c ountry is being inc urred  
through op tima l app lic a tions and  appropria te pub lic  hea lth stra teg ies. 



Med ic a l Researc h in the c ountry needs to be foc used  on therapeutic  
d rugs/ vac c ines for trop ic a l d iseases, whic h a re norma lly neg lec ted  by 
interna tiona l pharmac eutic a l c ompanies on ac c ount of their lim ited  
p rofitab ility potentia l. The thrust w ill need  to be in the newly-emerg ing 
frontier a reas of researc h based  on genetic s, genome-based  d rug and  
vac c ine development, molec ula r b iology, etc . NHP-2002 will add ress 
these inadequac ies and  spell out a  minima l quantum of expend iture for 
the c oming dec ade, looking to the na tiona l needs and  the c apac ity of 
the researc h institutions to absorb  the funds. 

2.16 ROLE OF THE PRIVATE SECTOR 

2.16.1 Considering the ec onomic  restruc turing under way in the c ountry, 
and  over the g lobe, in the last dec ade, the c hanging role of the p riva te 
sec tor in p rovid ing hea lth c a re w ill a lso have to be add ressed  in this 
Polic y. Currently, the c ontribution of p riva te hea lth c a re is p rinc ipa lly 
through independent p rac titioners. Also, the p riva te sec tor c ontributes 
signific antly to sec ondary-level c a re and  some tertia ry c a re. It is a  
w idespread  perc ep tion tha t p riva te hea lth servic es a re very uneven in 
qua lity, sometimes even sub-standard . Priva te hea lth servic es a re a lso 
perc eived  to be financ ia lly exp loita tive, and  the observanc e of 
p rofessiona l ethic s is noted  only as an exc ep tion. With the inc reasing role 
of p riva te hea lth c a re, the imp lementa tion of sta tutory regula tion, and  
the monitoring of minimum standards of d iagnostic  c entres /  med ic a l 
institutions bec omes impera tive. The Polic y w ill add ress the issues 
regard ing the estab lishment of a  c omprehensive information system, and  
based  on tha t the estab lishment of a  regula tory mec hanism to ensure the 
ma inta ining of adequate standards by d iagnostic  c entres /  med ic a l 
institutions, as well as the p roper c onduc t of c linic a l p rac tic e and  delivery 
of med ic a l servic es. 

2.16.2 Currently, non-Governmenta l servic e p roviders a re trea ting a  la rge 
number of pa tients a t the p rimary level for ma jor d iseases. However, the 
trea tment reg imens followed  a re d iverse and  not sc ientific a lly op tima l, 
lead ing to an inc rease in the inc idenc e of d rug resistanc e. This polic y w ill 
add ress itself to rec ommend ing a rrangements whic h w ill elim ina te the risks 
a rising from inappropria te trea tment. 

2.16.3 The inc reasing spread  of information tec hnology ra ises the 
possib ility of its adop tion in the hea lth sec tor. NHP-2002 will examine this 
possib ility. 

2.17 THE ROLE OF CIVIL SOCIETY  



2.17.1 Historic a lly, it has been the p rac tic e to imp lement ma jor na tiona l 
d isease c ontrol p rogrammes through the pub lic  hea lth mac hinery of the 
Sta te/ Centra l Governments. It has bec ome inc reasing ly apparent tha t 
c erta in c omponents of suc h p rogrammes c annot be effic iently 
imp lemented  merely through government func tionaries. A c onsiderab le 
c hange in the mode of imp lementa tion has c ome about in the last two 
dec ades, w ith the inc reasing involvement of NGOs and  other institutions 
of c ivil soc iety. It is to be rec ognized  tha t w idespread  deba te on various 
pub lic  hea lth issues has, in fac t, been initia ted  and  susta ined  by NGOs 
and  other members of the c ivil soc iety. Also, an inc reasing c ontribution is 
being made by suc h institutions in the delivery of d ifferent c omponents of 
pub lic  hea lth servic es. Certa in d isease c ontrol p rogrammes require c lose 
inter-ac tion w ith the benefic ia ries for regula r administra tion of d rugs; 
period ic  c a rrying out of pa tholog ic a l tests; d issemina tion of information 
regard ing d isease c ontrol and  other genera l hea lth information. NHP-2002 
will add ress suc h issues and  suggest polic y instruments for the 
imp lementa tion of pub lic  hea lth p rogrammes through ind ividua ls and  
institutions of c ivil soc iety. 

2.18 NATIONAL DISEASE SURVEILLANCE NETWORK 

2.18.1 The tec hnic a l network ava ilab le in the c ountry for d isease 
surveillanc e is extremely rud imenta ry and  to the extent tha t the system 
exists, it extends only up  to the d istric t level. Disease sta tistic s a re not 
flowing through an integra ted  network from the dec entra lized  pub lic  
hea lth fac ilities to the Sta te/ Centra l Government hea lth administra tion. 
Suc h an a rrangement only p rovides bela ted  information, whic h, a t best, 
serves a  lim ited  sta tistic a l purpose. The absenc e of an effic ient d isease 
surveillanc e network is a  ma jor hand ic ap  in p rovid ing a  p rompt and  c ost-
effec tive hea lth c a re system. The effic ient d isease surveillanc e network set 
up  for Polio and  HIV/ AIDS has demonstra ted  the enormous va lue of suc h 
a  pub lic  hea lth instrument. Rea l-time information on foc a l outb reaks of 
c ommon c ommunic ab le d iseases – Ma la ria , GE, Cholera  and  JE – and  
the seasona l trends of d iseases, would  enab le timely intervention, resulting 
in the c onta inment of the thrust of ep idemic s. In order to be ab le to use 
an integra ted  d isease surveillanc e network for opera tiona l purposes, rea l-
time information is nec essary a t a ll levels of the hea lth administra tion. The 
Polic y would  add ress itself to this ma jor systemic  shortc oming in the 
administra tion. 

2.19 HEALTH STATISTICS  

2.19.1 The absenc e of a  systematic  and  sc ientific  hea lth sta tistic s da ta -
base is a  ma jor defic ienc y in the c urrent sc enario. The hea lth sta tistic s 



c ollec ted  a re not the p roduc t of a  rigorous methodology. Sta tistic s 
ava ilab le from d ifferent parts of the c ountry, in respec t of ma jor d iseases, 
a re often not ob ta ined  in a  manner whic h make aggrega tion possib le or 
meaningful.  

2.19.2.1 Further, the absenc e of p roper and  systematic  doc umenta tion of 
the various financ ia l resourc es used  in the hea lth sec tor is another lac una  
in the existing hea lth information sc enario. This makes it d iffic ult to 
understand  trends and  levels of hea lth spend ing by p riva te and  pub lic  
p roviders of hea lth c a re in the c ountry, and , c onsequently, to add ress 
rela ted  polic y issues and  to formula te future investment polic ies.  

2.19.2.2 NHP-2002 will add ress itself to the p rogramme for putting in p lac e 
a  modern and  sc ientific  hea lth sta tistic s da tabase as well as a  system of 
na tiona l hea lth ac c ounts. 

2.20 WOMEN’ S HEALTH 

2.20.1 Soc ia l, c ultura l and  ec onomic  fac tors c ontinue to inhib it women 
from ga ining adequate ac c ess even to the existing pub lic  hea lth fac ilities. 
This hand ic ap  does not merely a ffec t women as ind ividua ls; it a lso has an 
adverse impac t on the hea lth, genera l well-being and  development of 
the entire family, partic ula rly c hild ren. This polic y rec ognises the c a ta lytic  
role of empowered  women in improving the overa ll hea lth standards of 
the c ommunity. 

2.21 MEDICAL ETHICS 

2.21.1 Professiona l med ic a l ethic s in the hea lth sec tor is an a rea  whic h has 
not rec eived  muc h a ttention. Professiona l p rac tic es a re perc eived  to be 
grossly c ommerc ia l and  the med ic a l p rofession has lost its eleva ted  
position as a  p rovider of basic  servic es to fellow human beings. In the 
past, med ic a l researc h has been c onduc ted  w ithin the ethic a l guidelines 
notified  by the Ind ian Counc il of Med ic a l Researc h. The first doc ument 
c onta ining these guidelines was released  in 1960, and  was 
c omprehensively revised  in 2001. With the rap id  developments in the 
approac h to med ic a l researc h, a  period ic  revision w ill no doub t be more 
frequently required  in future. Also, the new frontier a reas of researc h – 
involving gene manipula tion, organ/ human c loning and  stem c ell 
researc h _ imp inge on visc era l issues rela ting to the sanc tity of human life 
and  the mora l d ilemma of human intervention in the designing of life 
forms. Besides this, in the emerg ing a reas of researc h, there is the 
unc harted  risk of c rea ting new life forms, whic h may irreversib ly damage 
the environment as it exists today. NHP – 2002 rec ognises tha t this mora l 



and  relig ious d ilemma, whic h was not relevant even two years ago, now 
pervades ma instream hea lth sec tor issues. 

2.22 ENFORCEMENT OF QUALITY STANDARDS FOR FOOD  

AND DRUGS 

2.22.1 There is an inc reasing expec ta tion and  need  of the c itizenry for 
effic ient enforc ement of reasonab le qua lity standards for food  and  d rugs. 
Rec ognizing this, the Polic y w ill make an appropria te polic y 
rec ommendation on this issue. 

2.23 REGULATION OF STANDARDS IN PARA MEDICAL DISCIPLINES  

2.23.1 It has been observed  tha t a  la rge number of tra ining institutions 
have mushroomed , partic ula rly in the p riva te sec tor, for para  med ic a l 
personnel w ith va rious skills – Lab  Tec hnic ians, Rad io Diagnosis 
Tec hnic ians, Physiotherap ists, etc . Currently, there is no 
regula tion/ monitoring, either of the c urric ulae of these institutions, or of 
the performanc e of the p rac titioners in these d isc ip lines. This Polic y w ill 
make rec ommendations to ensure the standard iza tion of suc h tra ining 
and  the monitoring of ac tua l performanc e. 

2.24 ENVIRONMENTAL AND OCCUPATIONAL HEALTH 

2.24.1 The ambient environmenta l c ond itions a re a  signific ant determinant 
of the hea lth risks to whic h a  c ommunity is exposed . Unsa fe d rinking 
water, unhyg ienic  sanita tion and  a ir pollution signific antly c ontribute to 
the burden of d isease, partic ula rly in urban settings. The initia tives in 
respec t of these environmenta l fac tors a re c onventiona lly undertaken by 
the partic ipants, whether p riva te or pub lic , in the other development 
sec tors. In this bac kd rop , the Polic y initia tives, and  the effic ient 
imp lementa tion of the linked  p rogrammes in the hea lth sec tor, would  
suc c eed  only to the extent tha t they a re c omplemented  by appropria te 
polic ies and  p rogrammes in the other environment-rela ted  sec tors. 

2.24.2 Work c ond itions in severa l sec tors of emp loyment in the c ountry a re 
sub-standard . As a  result, workers engaged  in suc h employment bec ome 
partic ula rly vulnerab le to oc c upa tion-linked  a ilments. The long-term risk of 
c hronic  morb id ity is partic ula rly marked  in the c ase of c hild  labour. NHP-
2002 will add ress the risk fac ed  by this partic ula rly vulnerab le sec tion of 
soc iety. 

2.25 PROVIDING MEDICAL FACILITIES TO USERS FROM OVERSEAS  



2.25.1 The sec ondary and  tertia ry fac ilities ava ilab le in the c ountry a re of 
good  qua lity and  c ost-effec tive c ompared  to interna tiona l med ic a l 
fac ilities. This is true not only of fac ilities in the a llopa thic  d isc ip lines, but 
a lso of those belong ing to the a lterna tive systems of med ic ine, partic ula rly 
Ayurveda . The Polic y w ill assess the possib ilities of enc ourag ing the 
development of pa id  trea tment-pac kages for pa tients from overseas. 

2.26 THE IMPACT OF GLOBALIZATION ON THE HEALTH SECTOR  

2.26.1 There a re some apprehensions about the possib le adverse impac t 
of ec onomic  g loba lisa tion on the hea lth sec tor. Pharmac eutic a l d rugs 
and  other hea lth servic es have a lways been ava ilab le in the c ountry a t 
extremely inexpensive p ric es. Ind ia  has estab lished  a  reputa tion a round  
the g lobe for the innova tive development of orig ina l p roc ess pa tents for 
the manufac ture of a  w ide-range of d rugs and  vac c ines w ithin the amb it 
of the existing pa tent laws. With the adop tion of Trade Rela ted  Intellec tua l 
Property Rights (TRIPS), and  the subsequent a lignment of domestic  pa tent 
laws c onsistent w ith the c ommitments under TRIPS, there w ill be a  
signific ant shift in the sc ope of the parameters regula ting the 
manufac ture of new d rugs/ vac c ines. Globa l experienc e has shown tha t 
the introduc tion of a  TRIPS-c onsistent pa tent reg ime for d rugs in a  
develop ing c ountry results in an ac ross-the-board  inc rease in the c ost of 
d rugs and  med ic a l servic es. NHP-2002 will add ress itself to the future 
impera tives of hea lth sec urity in the c ountry, in the post-TRIPS era . 

2.27 INTER-SECTORAL CONTRIBUTION TO HEALTH  

2.27.1 It is well rec ognized  tha t the overa ll well-being of the c itizenry 
depends on the synerg istic  func tioning of the various sec tors in the soc io-
ec onomy. The hea lth sta tus of the c itizenry would , inter a lia , be 
dependent on adequate nutrition, sa fe d rinking water, basic  sanita tion, a  
c lean environment and  p rimary educ a tion, espec ia lly for the g irl c hild . 
The polic ies and  the mode of func tioning in these independent a reas 
would  nec essarily overlap  eac h other to c ontribute to the hea lth sta tus of 
the c ommunity. From the polic y perspec tive, it is therefore impera tive tha t 
the independent polic ies of eac h of these inter-c onnec ted  sec tors, be in 
tandem, and  tha t the interfac e between the polic ies of the two 
c onnec ted  sec tors, be smooth. 

2.27.2 Sec tora l polic y doc uments a re meant to serve as a  guide to ac tion 
for institutions and  ind ividua l partic ipants opera ting in tha t sec tor. 
Consistent w ith this role, NHP-2002 lim its itself to making rec ommendations 
for the partic ipants opera ting w ithin the hea lth sec tor. The polic y aspec ts 
rela ting to inter-c onnec ted  sec tors, whic h, while c ruc ia l, fa ll outside the 



domain of the hea lth sec tor, w ill not be c overed  by spec ific  
rec ommendations in this Polic y doc ument. Need less to say, the future 
a tta inment of the various goa ls set out in this polic y assumes a  reasonab le 
c omplementa ry performanc e in these inter-c onnec ted  sec tors. 

2.28 POPULATION GROWTH AND HEALTH STANDARDS 

2.28.1 Efforts made over the years for improving hea lth standards have 
been partia lly neutra lized  by the rap id  growth of the popula tion. It is well 
rec ognized  tha t popula tion stab iliza tion measures and  genera l hea lth 
initia tives, when effec tively sync hronized , synerg istic a lly maximize the 
soc io-ec onomic  well-being of the peop le. Government has separa tely 
announc ed  the ‘ Na tiona l Popula tion Polic y – 2000’ . The p rinc ipa l 
c ommon fea tures c overed  under the Nationa l Popula tion Polic y-2000 and  
NHP-2002, rela te to the p revention and  c ontrol of c ommunic ab le 
d iseases; g iving p riority to the c onta inment of HIV/ AIDS infec tion; the 
universa l immuniza tion of c hild ren aga inst a ll ma jor p reventab le d iseases; 
add ressing the unmet needs for basic  and  reproduc tive hea lth servic es, 
and  supp lementa tion of infrastruc ture. The sync hronized  imp lementa tion 
of these two Polic ies – Nationa l Popula tion Polic y – 2000 and  Nationa l 
Hea lth Polic y-2002 – w ill be the very c ornerstone of any na tiona l struc tura l 
p lan to improve the hea lth standards in the c ountry. 

2.29 ALTERNATIVE SYSTEMS OF MEDICINE 

2.29.1 Under the overa rc hing umbrella  of the na tiona l hea lth frame work, 
the a lterna tive systems of med ic ine – Ayurveda , Unani, Siddha  and  
Homoeopathy – have a  substantia l role. Bec ause of inherent advantages, 
suc h as d iversity, modest c ost, low level of tec hnolog ic a l input and  the 
growing popula rity of na tura l p lant-based  p roduc ts, these systems a re 
a ttrac tive, partic ula rly in the underserved , remote and  triba l a reas. The 
a lterna tive systems will d raw upon the substantia l untapped  potentia l of 
Ind ia  as one of the eight important g loba l c enters for p lant d iversity in 
med ic ina l and  a romatic  p lants. The Polic y foc uses on build ing up  
c red ib ility for the a lterna tive systems, by enc ourag ing evidenc e-based  
researc h to determine their effic ac y, sa fety and  dosage, and  a lso 
enc ourages c ertific a tion and  qua lity-marking of p roduc ts to enab le a  
w ider popula r ac c ep tanc e of these systems of med ic ine. The Polic y a lso 
envisages the c onsolida tion of doc umentary knowledge c onta ined  in 
these systems to p rotec t it aga inst a ttac k from foreign c ommerc ia l entities 
by way of ma la fide ac tion under pa tent laws in other c ountries. The ma in 
c omponents of NHP-2002 app ly equa lly to the a lterna tive systems of 
med ic ines. However, the Polic y fea tures spec ific  to the a lterna tive systems 
of med ic ine w ill be p resented  as a  separa te doc ument. 



3. OBJECTIVES  

3.1 The ma in ob jec tive of this polic y is to ac hieve an ac c ep tab le standard  
of good  hea lth amongst the genera l popula tion of the c ountry. The 
approac h would  be to inc rease ac c ess to the dec entra lized  pub lic  hea lth 
system by estab lishing new infrastruc ture in defic ient a reas, and  by 
upgrad ing the infrastruc ture in the existing institutions. Overrid ing 
importanc e would  be g iven to ensuring a  more equitab le ac c ess to 
hea lth servic es ac ross the soc ia l and  geographic a l expanse of the 
c ountry. Emphasis w ill be g iven to inc reasing the aggrega te pub lic  hea lth 
investment through a  substantia lly inc reased  c ontribution by the Centra l 
Government. It is expec ted  tha t this initia tive w ill strengthen the c apac ity 
of the pub lic  hea lth administra tion a t the Sta te level to render effec tive 
servic e delivery. The c ontribution of the p riva te sec tor in p rovid ing hea lth 
servic es would  be muc h enhanc ed , partic ula rly for the popula tion group  
whic h c an a fford  to pay for servic es. Primac y w ill be g iven to p reventive 
and  first-line c ura tive initia tives a t the p rimary hea lth level through 
inc reased  sec tora l share of a lloc a tion. Emphasis w ill be la id  on ra tiona l 
use of d rugs w ithin the a llopa thic  system. Inc reased  ac c ess to tried  and  
tested  systems of trad itiona l med ic ine w ill be ensured . Within these b road  
ob jec tives, NHP-2002 will endeavour to ac hieve the time-bound  goa ls 
mentioned  in Box-IV.  

Box-IV: Goals to be achieved by 2000-2015 

Erad ic a te Polio and  Yaws 2005 

Elimina te Leprosy 2005 

Elimina te Ka la  Azar  2010 

Elimina te Lymphatic  
Fila riasis 

2015 

Ac hieve Zero level growth 
of HIV/ AIDS 

2007 



Reduc e Morta lity by 50% 
on ac c ount of TB, Ma la ria  
and  Other Vec tor and  
Water Borne d iseases  

2010 

Reduc e Preva lenc e of 
Blindness to 0.5% 

2010 

Reduc e IMR to 30/ 1000 
And  MMR to 100/ Lakh 

2010 

Inc rease utiliza tion of 
pub lic  hea lth fac ilities from 
c urrent Level of <20 to 
>75% 

2010 

Estab lish an integra ted  
system of surveillanc e, 
Na tiona l Hea lth Ac c ounts 
and  Hea lth Sta tistic s. 

2005 

Inc rease hea lth 
expend iture by 
Government as a  % of 
GDP from the existing 0.9 % 
to 2.0%  

2010 

Inc rease share of Centra l 
grants to Constitute a t 
least 25% of tota l hea lth 
spend ing  

2010 

Inc rease Sta te Sec tor 
Hea lth spend ing from 5.5% 
to 7% of the budget 

Further inc rease to 8%  

2005  

2010 



4. NHP-2002 - POLICY PRESCRIPTIONS  

4.1 FINANCIAL RESOURCES  

4.1.1 The pauc ity of pub lic  hea lth investment is a  sta rk rea lity. Given the 
extremely d iffic ult fisc a l position of the Sta te Governments, the Centra l 
Government w ill have to p lay a  key role in augmenting pub lic  hea lth 
investments. Taking into ac c ount the gap  in hea lth c a re fac ilities, it is 
p lanned , under the polic y to inc rease hea lth sec tor expend iture to 6 
perc ent of GDP, w ith 2 perc ent of GDP being c ontributed  as pub lic  hea lth 
investment, by the year 2010. The Sta te Governments would  a lso need  to 
inc rease the c ommitment to the hea lth sec tor. In the first phase, by 2005, 
they would  be expec ted  to inc rease the c ommitment of their resourc es to 
7 perc ent of the Budget; and , in the sec ond  phase, by 2010, to inc rease it 
to 8 perc ent of the Budget. With the stepp ing up  of the pub lic  hea lth 
investment, the Centra l Government’ s c ontribution would  rise to 25 
perc ent from the existing 15 perc ent by 2010. The p rovisioning of higher 
pub lic  hea lth investments w ill a lso be c ontingent upon the inc rease in the 
absorp tive c apac ity of the pub lic  hea lth administra tion so as to utilize the 
funds ga infully.  

4.2 EQUITY 

4.2.1 To meet the ob jec tive of reduc ing various types of inequities and  
imba lanc es – inter-reg iona l; ac ross the rura l – urban d ivide; and  between 
ec onomic  c lasses – the most c ost-effec tive method  would  be to inc rease 
the sec tora l outlay in the p rimary hea lth sec tor. Suc h outlets a fford  ac c ess 
to a  vast number of ind ividua ls, and  a lso fac ilita te p reventive and  early 
stage c ura tive initia tive, whic h a re c ost effec tive. In rec ognition of this 
pub lic  hea lth p rinc ip le, NHP-2002 sets out an inc reased  a lloc a tion of 55 
perc ent of the tota l pub lic  hea lth investment for the p rimary hea lth sec tor; 
the sec ondary and  tertia ry hea lth sec tors being ta rgeted  for 35 perc ent 
and  10 perc ent respec tively. The Polic y p rojec ts tha t the inc reased  
aggrega te outlays for the p rimary hea lth sec tor w ill be utilized  for 
strengthening existing fac ilities and  opening add itiona l pub lic  hea lth 
servic e outlets, c onsistent w ith the norms for suc h fac ilities.  

4.3 DELIVERY OF NATIONAL PUBLIC HEALTH PROGRAMMES  

4.3.1.1 This polic y envisages a  key role for the Centra l Government in 
designing na tiona l p rogrammes with the ac tive partic ipa tion of the Sta te 
Governments. Also, the Polic y ensures the p rovisioning of financ ia l 
resourc es, in add ition to tec hnic a l support, monitoring and  eva lua tion a t 
the na tiona l level by the Centre. However, to op timize the utiliza tion of the 



pub lic  hea lth infrastruc ture a t the p rimary level, NHP-2002 envisages the 
gradua l c onvergenc e of a ll hea lth p rogrammes under a  sing le field  
administra tion. Vertic a l p rogrammes for c ontrol of ma jor d iseases like TB, 
Ma la ria , HIV/ AIDS, as a lso the RCH and  Universa l Immuniza tion 
Programmes, would  need  to be c ontinued  till modera te levels of 
p reva lenc e a re reac hed . The integra tion of the p rogrammes will b ring 
about a  desirab le op timisa tion of outc omes through a  c onvergenc e of a ll 
pub lic  hea lth inputs. The Polic y a lso envisages tha t p rogramme 
imp lementa tion be effec ted  through autonomous bod ies a t Sta te and  
d istric t levels. The interventions of Sta te Hea lth Departments may be 
lim ited  to the overa ll monitoring of the ac hievement of p rogramme 
ta rgets and  other tec hnic a l aspec ts. The rela tive d istanc ing of the 
p rogramme imp lementa tion from the Sta te Hea lth Departments w ill g ive 
the p rojec t team grea ter opera tiona l flexib ility. Also, the p resenc e of Sta te 
Government offic ia ls, soc ia l ac tivists, p riva te hea lth p rofessiona ls and  
MLAs/ MPs on the management boards of the autonomous bod ies w ill 
fac ilita te well-informed  dec ision-making.  

4.3.1.2 The Polic y a lso highlights the need  for develop ing the c apac ity 
w ithin the Sta te Pub lic  Hea lth administra tion for sc ientific  designing of 
pub lic  hea lth p rojec ts, suited  to the loc a l situa tion. 

4.3.2 The Polic y envisages tha t apart from the exc lusive sta ff in a  vertic a l 
struc ture for the d isease c ontrol p rogrammes, a ll rura l hea lth sta ff should  
be ava ilab le for the entire gamut of pub lic  hea lth ac tivities a t the 
dec entra lized  level, irrespec tive of whether these ac tivities rela te to 
na tiona l p rogrammes or other pub lic  hea lth initia tives. It would  be for the 
Head  of the Distric t Hea lth administra tion to a lloc a te the time of the rura l 
hea lth sta ff between the various p rogrammes, depend ing on the loc a l 
need . NHP-2002 rec ognizes tha t to imp lement suc h a  c hange, not only 
would  the pub lic  hea lth administra tors be required  to c hange their 
mindset, but the rura l hea lth sta ff would  need  to be tra ined  and  
reoriented . 

4.4 THE STATE OF PUBLIC HEALTH INFRASTRUCTURE 

4.4.1.1 As has been highlighted  in the earlier part of the Polic y, the 
dec entra lized  Pub lic  hea lth servic e outlets have bec ome prac tic a lly 
dysfunc tiona l over la rge parts of the c ountry. On ac c ount of resourc e 
c onstra ints, the supp ly of d rugs by the Sta te Governments is grossly 
inadequate. The pa tients a t the dec entra lized  level have little use for 
d iagnostic  servic es, whic h in any c ase would  still require them to purc hase 
therapeutic  d rugs p riva tely. In a  situa tion in whic h the pa tient is not 
getting any therapeutic  d rugs, there is little inc entive for the potentia l 



benefic ia ries to seek the advic e of the med ic a l p rofessiona ls in the pub lic  
hea lth system. This results in there being no demand  for med ic a l servic es, 
so med ic a l p rofessiona ls and  paramed ic s often absent themselves from 
their p lac e of duty. It is a lso observed  tha t the func tioning of the pub lic  
hea lth servic e outlets in some Sta tes like the four Southern Sta tes – Kera la , 
Andhra  Pradesh, Tamil Nadu and  Karna taka  – is rela tively better, bec ause 
some quantum of d rugs is d istributed  through the p rimary hea lth system 
network, and  the pa tients have a  stake in approac hing the Pub lic  Hea lth 
fac ilities. In this bac kd rop , the Polic y envisages kic k-sta rting the reviva l of 
the Primary Hea lth System by p rovid ing some essentia l d rugs under 
Centra l Government fund ing through the dec entra lized  hea lth system. It is 
expec ted  tha t the p rovisioning of essentia l d rugs a t the pub lic  hea lth 
servic e c entres w ill c rea te a  demand  for other p rofessiona l servic es from 
the loc a l popula tion, whic h, in turn, w ill boost the genera l reviva l of 
ac tivities in these servic e c entres. In sum, this initia tive under NHP-2002 is 
launc hed  in the belief tha t the c rea tion of a  benefic ia ry interest in the 
pub lic  hea lth system, w ill ensure a  more effec tive supervision of the pub lic  
hea lth personnel through c ommunity monitoring, than has been ac hieved  
through the regula r administra tive line of c ontrol.  

4.4.1.2 This Polic y rec ognizes the need  for more frequent in-servic e tra ining 
of pub lic  hea lth med ic a l personnel, a t the level of med ic a l offic ers as well 
as paramed ic s. Suc h tra ining would  help  to upda te the personnel on 
rec ent advanc ements in sc ienc e, and  would  a lso equip  them for their 
new assignments, when they a re moved  from one d isc ip line of pub lic  
hea lth administra tion to another. 

4.4.1.3 Globa l experienc e has shown tha t the qua lity of pub lic  hea lth 
servic es, as reflec ted  in the a tta inment of improved  pub lic  hea lth ind ic es, 
is c losely linked  to the quantum and  qua lity of investment through pub lic  
fund ing in the p rimary hea lth sec tor. Box-V g ives sta tistic s whic h c learly 
show tha t standards of hea lth a re more a  func tion of the ac c ura te 
ta rgeting of expend iture on the dec entra lised  p rimary sec tor (as observed  
in China  and  Sri Lanka), than a  func tion of the aggrega te hea lth 
expend iture. 

Box-V: Public Health Spending in select Countries 

Ind ic a tor %Popula tion 
w ith inc ome 
of <$1 day 

Infant 
Morta lity 
Ra te/ 1000 

%Health 
Expend iture 
to GDP 

%Public  
Expend iture 
on Hea lth to 
Tota l Hea lth 
Expend iture  



Ind ia  44.2 70 5.2 17.3 

China   18.5 31 2.7 24.9 

Sri Lanka  6.6 16 3 45.4 

UK - 6 5.8 96.9 

USA - 7 13.7 44.1 

  

Therefore the Polic y, while c ommitting add itiona l aggrega te financ ia l 
resourc es, p lac es grea t relianc e on the strengthening of the p rimary 
hea lth struc ture for the a tta ining of improved  pub lic  hea lth outc omes on 
an equitab le basis. Further, it a lso rec ognizes the p rac tic a l need  for 
levying reasonab le user-c harges for c erta in sec ondary and  tertia ry pub lic  
hea lth c a re servic es, for those who c an a fford  to pay. 

4.5 EXTENDING PUBLIC HEALTH SERVICES 

4.5.1.1 This polic y envisages tha t, in the c ontext of the ava ilab ility and  
spread  of a llopa thic  gradua tes in their jurisd ic tion, Sta te Governments 
would  c onsider the need  for expand ing the pool of med ic a l p rac titioners 
to inc lude a  c ad re of lic entia tes of med ic a l p rac tic e, as a lso p rac titioners 
of Ind ian Systems of Med ic ine and  Homoeopathy. Simp le 
servic es/ p roc edures c an be p rovided  by suc h p rac titioners even outside 
their d isc ip lines, as part of the basic  p rimary hea lth servic es in under-
served  a reas. Also, NHP-2002 envisages tha t the sc ope of the use of 
paramed ic a l manpower of a llopa thic  d isc ip lines, in a  p resc ribed  
func tiona l a rea  ad junc t to their c urrent func tions, would  a lso be 
examined  for meeting simp le pub lic  hea lth requirements. This would  be on 
the lines of the servic es rendered  by nurse p rac titioners in severa l 
developed  c ountries. These extended  a reas of func tioning of d ifferent 
c a tegories of med ic a l manpower c an be permitted , a fter adequate 
tra ining, and  sub jec t to the monitoring of their performanc e through 
p rofessiona l c ounc ils.  

4.5.1.2 NHP-2002 a lso rec ognizes the need  for Sta tes to simp lify the 
rec ruitment p roc edures and  rules for c ontrac t emp loyment in order to 
p rovide tra ined  med ic a l manpower in under-served  a reas. Sta te 
Governments c ould  a lso rigorously enforc e a  mandatory two-year rura l 
posting before the award ing of the gradua te degree. This would  not only 



make tra ined  med ic a l manpower ava ilab le in the underserved  a reas, but 
would  offer va luab le c linic a l experienc e to the gradua ting doc tors. 

4.6 ROLE OF LOCAL SELF-GOVERNMENT INSTITUTIONS 

4.6.1 NHP-2002 lays grea t emphasis upon the imp lementa tion of pub lic  
hea lth p rogrammes through loc a l self-government institutions. The 
struc ture of the na tiona l d isease c ontrol p rogrammes will have spec ific  
c omponents for imp lementa tion through suc h entities. The Polic y urges a ll 
Sta te Governments to c onsider dec entra lizing the imp lementa tion of the 
p rogrammes to suc h Institutions by 2005. In order to ac hieve this, financ ia l 
inc entives, over and  above the resourc es normatively a lloc a ted  for 
d isease c ontrol p rogrammes, w ill be p rovided  by the Centra l 
Government. 

4.7 NORMS FOR HEALTH CARE PERSONNEL 

4.7.1 Minima l sta tutory norms for the dep loyment of doc tors and  nurses in 
med ic a l institutions need  to be introduc ed  urgently under the p rovisions of 
the Ind ian Med ic a l Counc il Ac t and  Ind ian Nursing Counc il Ac t, 
respec tively. These norms c an be p rogressively reviewed  and  made more 
stringent as the med ic a l institutions improve their c apac ity for meeting 
better normative standards. 

4.8 EDUCATION OF HEALTH CARE PROFESSIONALS 

4.8.1.1 In order to ameliora te the p rob lems being fac ed  on ac c ount of the 
uneven spread  of med ic a l and  denta l c olleges in va rious parts of the 
c ountry, this polic y envisages the setting up  of a  Med ic a l Grants 
Commission for fund ing new Government Med ic a l and  Denta l Colleges in 
d ifferent parts of the c ountry. Also, it is envisaged  tha t the Med ic a l Grants 
Commission w ill fund  the upgrada tion of the infrastruc ture of the existing 
Government Med ic a l and  Denta l Colleges of the c ountry, so as to ensure 
an improved  standard  of med ic a l educ a tion. 

4.8.1.2 To enab le fresh gradua tes to c ontribute effec tively to the p rovid ing 
of p rimary hea lth servic es as the physic ian of first c ontac t, this polic y 
identifies a  signific ant need  to mod ify the existing c urric ulum. A need -
based , skill-oriented  syllabus, w ith a  more signific ant c omponent of 
p rac tic a l tra ining, would  make fresh doc tors useful immed ia tely a fter 
gradua tion. The Polic y a lso rec ommends a  period ic  skill-upda ting of 
working hea lth p rofessiona ls through a  system of c ontinuing med ic a l 
educ a tion. 



4.8.2 The Polic y emphasizes the need  to expose med ic a l students, through 
the undergradua te syllabus, to the emerg ing c onc erns for geria tric  
d isorders, as a lso to the c utting edge d isc ip lines of c ontemporary med ic a l 
researc h. The polic y a lso envisages tha t the c rea tion of add itiona l sea ts 
for post-gradua te c ourses should  reflec t the need  for more manpower in 
the defic ient spec ia lities.  

4.9 NEED FOR SPECIALISTS IN ‘PUBLIC HEALTH’  AND ‘FAMILY MEDICINE’  

4.9.1 In order to a llevia te the ac ute shortage of med ic a l personnel w ith 
spec ia liza tion in the d isc ip lines of ‘pub lic  hea lth’  and  ‘family med ic ine’ , 
the Polic y envisages the p rogressive imp lementa tion of mandatory norms 
to ra ise the p roportion of postgradua te sea ts in these d isc ip line in med ic a l 
tra ining institutions, to reac h a  stage wherein ¼ th of the sea ts a re 
earmarked  for these d isc ip lines. It is envisaged  tha t in the sanc tioning of 
post-gradua te sea ts in future, it sha ll be insisted  upon tha t a  c erta in 
reasonab le number of sea ts be a lloc a ted  to p̀ub lic  hea lth’  and  f̀amily 
med ic ine’ . Sinc e the p̀ub lic  hea lth’  d isc ip line has an interfac e w ith many 
other developmenta l sec tors, spec ia liza tion in Pub lic  hea lth may be 
enc ouraged  not only for med ic a l doc tors, but a lso for non-med ic a l 
gradua tes from the a llied  fields of pub lic  hea lth eng ineering, mic rob iology 
and  other na tura l sc ienc es. 

4.10 NURSING PERSONNEL 

4.10.1.1 In the interest of pa tient c a re, the polic y emphasizes the need  for 
an improvement in the ra tio of nurses vis-à -vis doc tors/ beds. In order to 
d isc harge their responsib ility as model p roviders of hea lth servic es, the 
pub lic  hea lth delivery c entres need  to make a  beg inning by inc reasing 
the number of nursing personnel. The Polic y antic ipa tes tha t w ith the 
inc reasing asp ira tion for improved  hea lth c a re amongst the c itizens, 
p riva te hea lth fac ilities w ill a lso improve their ra tio of nursing personnel vis-
à -vis doc tors/ beds. 

4.10.1.2 The Polic y lays emphasis on improving the skill -level of nurses, and  
on inc reasing the ra tio of degree- hold ing nurses vis-à -vis d ip loma-hold ing 
nurses. NHP-2002 rec ognizes a  need  for the Centra l Government to 
subsid ize the setting up , and  the running of, tra ining fac ilities for nurses on 
a  dec entra lized  basis. Also, the Polic y rec ognizes the need  for estab lishing 
tra ining c ourses for super-spec ia lity nurses required  for tertia ry c a re 
institutions.  

4.11 USE OF GENERIC DRUGS AND VACCINES 



4.11.1.1 This Polic y emphasizes the need  for basing trea tment reg imens, in 
both the pub lic  and  p riva te domain, on a  lim ited  number of essentia l 
d rugs of a  generic  na ture. This is a  p re-requisite for c ost-effec tive pub lic  
hea lth c a re. In the pub lic  hea lth system, this would  be enforc ed  by 
p rohib iting the use of p roprieta ry d rugs, exc ep t in spec ia l c irc umstanc es. 
The list of essentia l d rugs would  no doub t have to be reviewed  
period ic a lly. To enc ourage the use of only essentia l d rugs in the p riva te 
sec tor, the imposition of fisc a l d isinc entives would  be resorted  to. The 
p roduc tion and  sa le of irra tiona l c ombina tions of d rugs would  be 
p rohib ited  through the d rug standards sta tute. 

4.11.1.2 The Nationa l Programme for Universa l Immuniza tion aga inst 
Preventab le Diseases requires to be assured  of an uninterrup ted  supp ly of 
vac c ines a t an a ffordab le p ric e. To minimize the danger a rising from the 
vola tility of the g loba l market, and  thereby to ensure long-term na tiona l 
hea lth sec urity, NHP-2002 envisages tha t not less than 50% of the 
requirement of vac c ines/ sera  be sourc ed  from pub lic  sec tor institutions. 

4.12 URBAN HEALTH 

4.12.1.1 NHP-2002 envisages the setting up  of an organised  urban p rimary 
hea lth c a re struc ture. Sinc e the physic a l fea tures of urban settings a re 
d ifferent from those in rura l a reas, the polic y envisages the adop tion of 
appropria te popula tion norms for the urban pub lic  hea lth infrastruc ture. 
The struc ture c onc eived  under NHP-2002 is a  two-tiered  one: the p rimary 
c entre is seen as the first-tier, c overing a  popula tion of one lakh, w ith a  
d ispensary p rovid ing an OPD fac ility and  essentia l d rugs, to enab le ac c ess 
to a ll the na tiona l hea lth p rogrammes; and  a  sec ond -tier of the urban 
hea lth organisa tion a t the level of the Government genera l hosp ita l, 
where referenc e is made from the p rimary c entre. The Polic y envisages 
tha t the fund ing for the urban p rimary hea lth system will be jointly borne 
by the loc a l self-government institutions and  Sta te and  Centra l 
Governments. 

4.12.1. 2 The Polic y a lso envisages the estab lishment of fully-equipped  
‘hub-spoke’  trauma c are networks in la rge urban agg lomera tions to 
reduc e ac c ident morta lity. 

4.13 MENTAL HEALTH 

4.13.1.1. NHP – 2002 envisages a  network of dec entra lised  menta l hea lth 
servic es for ameliora ting the more c ommon c a tegories of d isorders. The 
p rogramme outline for suc h a  d isease would  involve the d iagnosis of 



c ommon d isorders, and  the p resc rip tion of c ommon therapeutic  d rugs, by 
genera l duty med ic a l sta ff. 

4.13.1. 2 In regard  to menta l hea lth institutions for in-door trea tment of 
pa tients, the Polic y envisages the upgrad ing of the physic a l infrastruc ture 
of suc h institutions a t Centra l Government expense so as to sec ure the 
human rights of this vulnerab le segment of soc iety.  

4.14 INFORMATION, EDUCATION AND COMMUNICATION 

4.14.1 NHP-2002 envisages an IEC polic y, whic h maximizes the 
d issemina tion of information to those popula tion groups whic h c annot be 
effec tively approac hed  by using only the mass med ia . The foc us would  
therefore be on the inter-persona l c ommunic a tion of information and  on 
folk and  other trad itiona l med ia  to b ring about behavioura l c hange. The 
IEC programme would  set spec ific  ta rgets for the assoc ia tion of 
PRIs/ NGOs/ Trusts in suc h ac tivities. In severa l pub lic  hea lth p rogrammes, 
where behavioura l c hange is an essentia l c omponent, the suc c ess of the 
initia tives is c ruc ia lly dependent on d ispelling  myths and  misc onc ep tions 
perta ining to relig ious and  ethic a l issues. The c ommunity leaders, 
partic ula rly relig ious leaders, a re effec tive in imparting knowledge whic h 
fac ilita tes suc h behavioura l c hange. The p rogramme will a lso have the 
c omponent of an annua l eva lua tion of the performanc e of the non-
Governmenta l agenc ies to monitor the impac t of the p rogrammes on the 
ta rgeted  groups. The Centra l/ Sta te Government initia tive w ill a lso foc us 
on the development of modules for information d issemina tion in suc h 
popula tion groups, who do not norma lly benefit from the more c ommon 
med ia  forms. 

4.14.2 NHP-2002 envisages g iving p riority to sc hool hea lth p rogrammes 
whic h a im a t p reventive-hea lth educ a tion, p rovid ing regula r hea lth 
c hec k-ups, and  p romotion of hea lth-seeking behaviour among c hild ren. 
The sc hool hea lth p rogrammes c an ga infully adop t spec ia lly designed  
modules in order to d issemina te information rela ting to ‘hea lth’  and  
‘family life ’ . This is expec ted  to be the most c ost-effec tive intervention as it 
improves the level of awareness, not only of the extended  family, but the 
future genera tion as well. 

4.15 HEALTH RESEARCH 

4.15.1 This Polic y envisages an inc rease in Government-funded  hea lth 
researc h to a  level of 1 perc ent of the tota l hea lth spend ing by 2005; and  
therea fter, up  to 2 perc ent by 2010. Domestic  med ic a l researc h would  be 
foc used  on new therapeutic  d rugs and  vac c ines for trop ic a l d iseases, 



suc h as TB and  Ma la ria , as a lso on the sub-types of HIV/ AIDS preva lent in 
the c ountry. Researc h p rogrammes taken up  by the Government in these 
p riority a reas would  be c onduc ted  in a  mission mode. Emphasis would  
a lso be la id  on time-bound  app lied  researc h for develop ing opera tiona l 
app lic a tions. This would  ensure the c ost-effec tive d issemina tion of existing 
/  future therapeutic  d rugs/ vac c ines in the genera l popula tion. Priva te 
entrepreneurship  w ill be enc ouraged  in the field  of med ic a l researc h for 
new molec ules /  vac c ines, inter a lia , through fisc a l inc entives. 

4.16 ROLE OF THE PRIVATE SECTOR  

4.16.1.1 In p rinc ip le, this Polic y welc omes the partic ipa tion of the p riva te 
sec tor in a ll a reas of hea lth ac tivities – p rimary, sec ondary or tertia ry. 
However, looking to past experienc e of the p riva te sec tor, it c an 
reasonab ly be expec ted  tha t its c ontribution would  be substantia l in the 
urban p rimary sec tor and  the tertia ry sec tor, and  modera te in the 
sec ondary sec tor. This Polic y envisages the enac tment of suitab le 
leg isla tion for regula ting minimum infrastruc ture and  qua lity standards in 
c linic a l estab lishments/ med ic a l institutions by 2003. Also, sta tutory 
guidelines for the c onduc t of c linic a l p rac tic e and  delivery of med ic a l 
servic es a re ta rgeted  to be developed  over the same period . With the 
ac quiring of experienc e in the setting and  enforc ing of minimum qua lity 
standards, the Polic y envisages gradua tion to a  sc heme of qua lity 
ac c red ita tion of c linic a l estab lishments/ med ic a l institutions, for the 
information of the c itizenry. The regula tory/ ac c red ita tion mec hanisms will 
no doub t a lso c over pub lic  hea lth institutions. The Polic y a lso enc ourages 
the setting up  of p riva te insuranc e instruments for inc reasing the sc ope of 
the c overage of the sec ondary and  tertia ry sec tor under p riva te hea lth 
insuranc e pac kages.  

4.16.1.2 In the c ontext of the very la rge number of poor in the c ountry, it 
would  be d iffic ult to c onc eive of an exc lusive Government mec hanism to 
p rovide hea lth servic es to this c a tegory. It has sometimes been felt tha t a  
soc ia l hea lth insuranc e sc heme, funded  by the Government, and  w ith 
servic e delivery through the p riva te sec tor, would  be the appropria te 
solution. The administra tive and  financ ia l imp lic a tions of suc h an initia tive 
a re still unknown. As a  first step , this polic y envisages the introduc tion of a  
p ilot sc heme in a  lim ited  number of representa tive d istric ts, to determine 
the administra tive fea tures of suc h an a rrangement, as a lso the 
requirement of resourc es for it. The results ob ta ined  from these p ilot 
p rojec ts would  p rovide materia l on whic h future pub lic  hea lth polic y c an 
be based . 



4.16.2 NHP-2002 envisages the c o-op tion of the non-governmenta l 
p rac titioners in the na tiona l d isease c ontrol p rogrammes so as to ensure 
tha t standard  trea tment p rotoc ols a re followed  in their day-to-day 
p rac tic e. 

4.16.3 This Polic y rec ognizes the immense potentia l of information 
tec hnology app lic a tions in the a rea  of tele-med ic ine in the tertia ry hea lth 
c a re sec tor. The use of this tec hnic a l a id  w ill g rea tly enhanc e the 
c apac ity for the p rofessiona ls to pool their c linic a l experienc e. 

4.17 THE ROLE OF CIVIL SOCIETY  

4.17.1 NHP-2002 rec ognizes the signific ant c ontribution made by NGOs 
and  other institutions of the c ivil soc iety in making ava ilab le hea lth 
servic es to the c ommunity. In order to utilize their high motiva tiona l skills on 
an inc reasing sc a le, this Polic y envisages tha t the d isease c ontrol 
p rogrammes should  earmark not less than 10% of the budget in respec t of 
identified  p rogramme c omponents, to be exc lusively imp lemented  
through these institutions. The polic y a lso emphasizes the need  to simp lify 
p roc edures for government – c ivil soc iety interfac ing in order to enhanc e 
the involvement of c ivil soc iety in pub lic  hea lth p rogrammes. In p rinc ip le, 
the sta te would  enc ourage the hand ing over of pub lic  hea lth servic e 
outlets a t any level for management by NGOs and  other institutions of c ivil 
soc iety, on an ‘as-is-where-is’  basis, a long w ith the normative funds 
earmarked  for suc h institutions. 

4.18 NATIONAL DISEASE SURVEILLANCE NETWORK  

4.18.1 This Polic y envisages the full opera tiona liza tion of an integra ted  
d isease c ontrol network from the lowest rung of pub lic  hea lth 
administra tion to the Centra l Government, by 2005. The p rogramme for 
setting up  this network w ill inc lude c omponents rela ting to the insta lla tion 
of da ta -base hand ling hardware; IT inter-c onnec tivity between d ifferent 
tiers of the network; and  in-house tra ining for da ta  c ollec tion and  
interp reta tion for undertaking timely and  effec tive response. This pub lic  
hea lth surveillanc e network w ill a lso enc ompass information from priva te 
hea lth c a re institutions and  p rac titioners. It is expec ted  tha t rea l-time 
information from outside the government system will g rea tly strengthen 
the c apac ity of the pub lic  hea lth system to c ounter foc a l outb reaks of 
seasona l d iseases. 

4.19 HEALTH STATISTICS 



4.19.1.1 The Polic y envisages the c ompletion of baseline estimates for the 
inc idenc e of the c ommon d iseases – TB, Ma la ria , Blindness – by 2005. The 
Polic y p roposes tha t sta tistic a l methods be put in p lac e to enab le the 
period ic  upda ting of these baseline estimates through representa tive 
sampling, under an appropria te sta tistic a l methodology. The polic y a lso 
rec ognizes the need  to estab lish, in a  longer time-frame, baseline 
estimates for non-c ommunic ab le d iseases, like CVD, Canc er, Diabetes; 
and  ac c identa l injuries, and  c ommunic ab le d iseases, like Hepatitis and  JE. 
NHP-2002 envisages tha t, w ith ac c ess to suc h reliab le da ta  on the 
inc idenc e of va rious d iseases, the pub lic  hea lth system would  move c loser 
to the ob jec tive of evidenc e-based  polic y-making. 

4.19.1.2 Planning for the hea lth sec tor requires a  robust information system, 
inter-a lia , c overing da ta  on servic e fac ilities ava ilab le in the p riva te 
sec tor. NHP-2002 emphasises the need  for the early c ompletion of an 
ac c ura te da ta -base of this kind . 

4.19.2 In an a ttempt a t c onsolida ting the da ta  base and  gradua ting from 
a  mere estimation of the annua l hea lth expend iture, NHP-2002 
emphasises the need  to estab lish na tiona l hea lth ac c ounts, c onforming to 
the s̀ourc e-to-users’  matrix struc ture. Also, the polic y envisages the 
estimation of hea lth c osts on a  c ontinuing basis. Improved  and  
c omprehensive information through na tiona l hea lth ac c ounts and  
ac c ounting systems would  pave the way for dec ision-makers to foc us on 
rela tive p riorities, keep ing in view the lim ited  financ ia l resourc es in the 
hea lth sec tor. 

4.20 WOMEN’ S HEALTH 

4.20.1 NHP-2002 envisages the identific a tion of spec ific  p rogrammes 
ta rgeted  a t women’ s hea lth. The Polic y notes tha t women, a long w ith 
other under-p rivileged  groups, a re signific antly hand ic apped  due to a  
d isp roportiona tely low ac c ess to hea lth c a re. The various Polic y 
rec ommendations of NHP-2002, in regard  to the expansion of p rimary 
hea lth sec tor infrastruc ture, w ill fac ilita te the inc reased  ac c ess of women 
to basic  hea lth c a re. The Polic y c ommits the highest p riority of the Centra l 
Government to the fund ing of the identified  p rogrammes rela ting to 
woman’ s hea lth. Also, the polic y rec ognizes the need  to review the 
sta ffing norms of the pub lic  hea lth administra tion to meet the spec ific  
requirements of women in a  more c omprehensive manner. 

4.21 MEDICAL ETHICS 



4.21.1.1 NHP – 2002 envisages tha t, in order to ensure tha t the c ommon 
pa tient is not sub jec ted  to irra tiona l or p rofit-d riven med ic a l reg imens, a  
c ontemporary c ode of ethic s be notified  and  rigorously imp lemented  by 
the Med ic a l Counc il of Ind ia . 

4.21.1. 2 By and  la rge, med ic a l researc h w ithin the c ountry in the frontier 
d isc ip lines, suc h as gene- manipula tion and  stem c ell researc h, is lim ited . 
However, the polic y rec ognises tha t a  vig ilant wa tc h w ill have to be kep t 
so tha t the existing guidelines and  sta tutory p rovisions a re c onstantly 
reviewed  and  upda ted . 

4.22 ENFORCEMENT OF QUALITY STANDARDS FOR FOOD AND DRUGS 

4.22.1 NHP – 2002 envisages tha t the food  and  d rug administra tion w ill be 
p rogressively strengthened , in terms of both labora tory fac ilities and  
tec hnic a l expertise. Also, the polic y envisages tha t the standards of food  
items will be p rogressively tightened  up  a t a  pac e whic h w ill permit 
domestic  food  hand ling /  manufac turing fac ilities to undertake the 
nec essary upgrada tion of tec hnology so tha t they a re not shut out of this 
p roduc tion sec tor. The Polic y envisages tha t ultimately food  standards w ill 
be c lose, if not equiva lent, to Codex spec ific a tions; and  tha t d rug 
standards w ill be a t par w ith the most rigorous ones adop ted  elsewhere. 

4.23 REGULATION OF STANDARDS IN PARAMEDICAL DISCIPLINES  

4.23.1 NHP-2002 rec ognises the need  for the estab lishment of sta tutory 
p rofessiona l c ounc ils for paramed ic a l d isc ip lines to reg ister p rac titioners, 
ma inta in standards of tra ining, and  monitor performanc e. 

4.24 ENVIRONMENTAL AND OCCUPATIONAL HEALTH 

4.24.1 This Polic y envisages tha t the independently -sta ted  polic ies and  
p rogrammes of the environment -rela ted  sec tors be smoothly interfac ed  
w ith the polic ies and  the p rogrammes of the hea lth sec tor, in order to 
reduc e the hea lth risk to the c itizens and  the c onsequentia l d isease 
burden. 

4.24.2 NHP-2002 envisages the period ic  sc reening of the hea lth c ond itions 
of the workers, partic ula rly for high- risk hea lth d isorders assoc ia ted  w ith 
their oc c upa tion. 

4.25 PROVIDING MEDICAL FACILITIES TO USERS FROM OVERSEAS 



4.25.1 To c ap ita lize on the c ompara tive c ost advantage enjoyed  by 
domestic  hea lth fac ilities in the sec ondary and  tertia ry sec tors, NHP-2002 
strong ly enc ourages the p rovid ing of suc h hea lth servic es on a  payment 
basis to servic e seekers from overseas. The p roviders of suc h servic es to 
pa tients from overseas w ill be enc ouraged  by extend ing to their earnings 
in foreign exc hange, a ll fisc a l inc entives, inc lud ing the sta tus of "deemed  
exports", whic h a re ava ilab le to other exporters of goods and  servic es.  

4.26 IMPACT OF GLOBALISATION ON THE HEALTH SECTOR 

4.26.1 The Polic y takes into ac c ount the serious apprehension, expressed  
by severa l hea lth experts, of the possib le threa t to hea lth sec urity in the 
post-TRIPS era , as a  result of a  sharp  inc rease in the p ric es of d rugs and  
vac c ines. To p rotec t the c itizens of the c ountry from suc h a  threa t, this 
polic y envisages a  na tiona l pa tent reg ime for the future, whic h, while 
being c onsistent w ith TRIPS, ava ils of a ll opportunities to sec ure for the 
c ountry, under its pa tent laws, a ffordab le ac c ess to the la test med ic a l 
and  other therapeutic  d isc overies. The polic y a lso sets out tha t the 
Government w ill b ring to bear its full influenc e in a ll interna tiona l fora  – UN, 
WHO, WTO, etc . – to sec ure c ommitments on the part of the Nations of 
the Globe, to lighten the restric tive fea tures of TRIPS in its app lic a tion to 
the hea lth c a re sec tor. 

5. SUMMATION  

5.1 The c ra fting of a  Na tiona l Hea lth Polic y is a  ra re oc c asion in pub lic  
a ffa irs when it would  be leg itimate, indeed  va luab le, to a llow our d reams 
to ming le w ith our understand ing of ground  rea lities. Based  purely on the 
c linic a l fac ts defining the c urrent sta tus of the hea lth sec tor, we would  
have a rrived  a t a  c erta in polic y formula tion; but, buoyed  by our d reams, 
we have ventured  slightly beyond  tha t in the shape of NHP-2002, whic h, in 
fac t, defines a  vision for the future. 

5.2 The hea lth needs of the c ountry a re enormous and  the financ ia l 
resourc es and  manageria l c apac ity ava ilab le to meet them, even on the 
most op timistic  p rojec tions, fa ll somewhat short. In this situa tion, NHP-2002 
has had  to make hard  c hoic es between various p riorities and  opera tiona l 
op tions. NHP-2002 does not c la im to be a  road -map for meeting a ll the 
hea lth needs of the populac e of the c ountry. Further, it has to be 
rec ognized  tha t suc h hea lth needs a re a lso dynamic , as threa ts in the 
a rea  of pub lic  hea lth keep  c hanging over time. The Polic y, while being 
holistic , undertakes the nec essary risk of rec ommend ing d iffering 
emphasis on d ifferent polic y c omponents. Broad ly speaking, NHP – 2002 
foc uses on the need  for enhanc ed  fund ing and  an organiza tiona l 



restruc turing of the na tiona l pub lic  hea lth initia tives in order to fac ilita te 
more equitab le ac c ess to the hea lth fac ilities. Also, the Polic y is foc used  
on those d iseases whic h a re p rinc ipa lly c ontributing to the d isease burden 
– TB, Ma la ria  and  Blindness from the c a tegory of historic a l d iseases; and  
HIV/ AIDS from the c a tegory of ‘newly emerg ing d iseases’ . This is not to say 
tha t other items c ontributing to the d isease burden of the c ountry w ill be 
ignored ; but only tha t the resourc es, as a lso the p rinc ipa l foc us of the 
pub lic  hea lth administra tion, w ill rec ognize c erta in rela tive p riorities. It is 
unnec essary to labour the point tha t under the umbrella  of the mac ro-
polic y p resc rip tions in this doc ument, governments and  p riva te sec tor 
p rogramme p lanners w ill have to design separa te sc hemes, ta ilor-made 
to the hea lth needs of women, c hild ren, geria tric s, triba ls and  other soc io-
ec onomic a lly under-served  sec tions. An adequately robust d isaster 
management p lan has to be in p lac e to effec tively c ope with situa tions 
a rising from na tura l and  man-made c a lamities. 

5.3 One nagging impera tive, whic h has influenc ed  every aspec t of this 
Polic y, is the need  to ensure tha t ‘equity’  in the hea lth sec tor stands as an 
independent goa l. In any future eva lua tion of its suc c ess or fa ilure, NHP-
2002 would  w ish to be measured  aga inst this equity norm, ra ther than any 
other aggrega ted  financ ia l norm for the hea lth sec tor. Consistent w ith the 
p rimac y g iven to ‘equity’ , a  marked  emphasis has been p rovided  in the 
polic y for expand ing and  improving the p rimary hea lth fac ilities, inc lud ing 
the new c onc ep t of the p rovisioning of essentia l d rugs through Centra l 
fund ing. The Polic y a lso c ommits the Centra l Government to an inc reased  
under-writing of the resourc es for meeting the minimum hea lth needs of 
the peop le. Thus, the Polic y a ttempts to p rovide guidanc e for p rioritizing 
expend iture, thereby fac ilita ting ra tiona l resourc e a lloc a tion. 

5.4 This Polic y b road ly envisages a  grea ter c ontribution from the Centra l 
Budget for the delivery of Pub lic  Hea lth servic es a t the Sta te level. 
Adequate appropria tions, stead ily rising over the years, would  need  to be 
ensured . The possib ility of ensuring this by imposing an earmarked  hea lth 
c ess has been c arefully examined . While it is rec ognized  tha t the annua l 
budget must ac c ommodate the inc reasing resourc e needs of the soc ia l 
sec tors, partic ula rly in the hea lth sec tor, this Polic y does not spec ific a lly 
rec ommend  an earmarked  hea lth c ess, as tha t would  have a  tendenc y 
of reduc ing the spac e ava ilab le to Parliament in making appropria tions 
looking to the c irc umstanc es p reva iling  from time to time. 

5.5 The Polic y highlights the expec ted  roles of d ifferent partic ipa ting 
groups in the hea lth sec tor. Further, it rec ognizes the fac t tha t, desp ite a ll 
tha t may be guaranteed  by the Centra l Government for assisting pub lic  
hea lth p rogrammes, pub lic  hea lth servic es would  ac tua lly need  to be 



delivered  by the Sta te administra tion, NGOs and  other institutions of c ivil 
soc iety. The a tta inment of improved  hea lth levels would  be signific antly 
dependent on popula tion stab ilisa tion, as a lso on c omplementa ry efforts 
from other a reas of the soc ia l sec tors – like improved  d rinking water 
supp ly, basic  sanita tion, minimum nutrition, etc . - to ensure tha t the 
exposure of the populac e to hea lth risks is minimized . 

5.6 Any expec ta tion of a  signific ant improvement in the qua lity of hea lth 
servic es, and  the c onsequentia l improved  hea lth sta tus of the c itizenry, 
would  depend  not only on inc reased  financ ia l and  materia l inputs, but 
a lso on a  more empathetic  and  c ommitted  a ttitude in the servic e 
p roviders, whether in the p riva te or pub lic  sec tors. In some measure, this 
op timistic  polic y doc ument is based  on the understand ing tha t the 
c itizenry is inc reasing ly demand ing more by way of qua lity in hea lth 
servic es, and  the hea lth delivery system, partic ula rly in the pub lic  sec tor, is 
being p ressed  to respond . In this bac kd rop , it needs to be rec ognized  tha t 
any polic y in the soc ia l sec tor is c ritic a lly dependent on the servic e 
p roviders trea ting their responsib ility not as a  c ommerc ia l ac tivity, but as a  
servic e, a lbeit a  pa id  one. In the a rea  of pub lic  hea lth, an improved  
standard  of governanc e is a  p rerequisite for the suc c ess of any hea lth 
polic y.  

---------------------------- 


