NATIONALHEALTH POLICY - 2002

1. INTRODUCTORY

1.1 A National Health Policy waslast formulated in 1983, and since then
there have been marked changesin the determinant factorsrelating to
the health sector. Some of the policy initiatives outlined in the NHP-1983
have yielded results, while, in several other areas, the outcome hasnot
been asexpected.

1.2 The NHP-1983 gave a general exposition of the policieswhich required
recommendation in the circumstancesthen prevailing in the health
sector. The noteworthy initiativesunder that policy were:-
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1.3 Government initiativesin the pubic health sectorhave recorded some
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ment of
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forpatients
who can
pay, so that
the draw on
the
Governmen
t’sfacilities
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noteworthy successesovertime. Snallpox and Guinea Worm Disease
have been eradicated from the country; Polio ison the verge of being
eradicated; Leprosy, Kala Azar, and Flariasiscan be expected to be

eliminated in the foreseeable future. There hasbeen a substantial drop in

the Total Fertility Rate and Infant Mortality Rate. The successof the

initiativestaken in the public health field are reflected in the progressive
improvement of many demographic / epidemiological / infrastructural
indicatorsovertime — (Box-l).

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

Indicator 1951 1981 2000
Demographic Changes

Life Expectancy 36.7 54 64.6(RGI)
Crude Birth Rate 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 (casesin million) 75 2.7 2.2

Leprosy casesper 10,000 | 38.1 57.3 3.74

population

Small Pox (no of cases) >44.887 | Eradicated

Guineaworm ( no. of >39,792 Eradicated

cases)

Polio 29709 265

Infrastructure

SC/PHC/CHC 725 57,363 1,63,181
(99-RHYS)

Dispensaries &Hospitals( 9209 23,555 43,322 (95—

all) 96-CBHI)

Beds (Pvt & Public) 117,198 | 569,495 8,70,161
(95-96-CBHI)

Doctors(Allopathy) 61,800 2,68,700 5,03,900
(98-99-MCl)

Nursing Personnel 18,054 1,43,887 7,37,000
(99-INC)

1.4 While noting that the public health initiativesoverthe yearshave
contributed significantly to the improvement of these health indicators, it
isto be acknowledged that public health indicators/ disease-burden
statisticsare the outcome of several complementary initiativesunder the
widerumbrella of the developmental sector, covering Rural
Development, Agriculture, Food Production, Sanitation, Drinking Water
SQupply, Education, etc. Despite the impressive public health gainsas



revealed in the statisticsin Box-l, there isno gainsaying the fact that the
morbidity and mortality levelsin the country are still unacceptably high.
These unsatisfactory health indicesare, in turn, an indication of the limited
successof the public health system in meeting the preventive and
curative requirementsof the general population.

1.5 Out of the communicable discsaseswhich have persisted overtime,
the incidence of Malaria staged a resurgence in the1980sbefore
stabilising at a fairly high prevalence level during the 1990s. Over the
years, an increasing level of insecticide-resistance hasdeveloped in the
malarial vectorsin many partsof the country, while the incidence of the
more deadly P-Falciparum Malaria hasrisen to about 50 percent in the
country asa whole. In respect of TB, the public health scenario hasnot
shown any significant decline in the pool of infection amongst the
community, and there hasbeen a distressing trend in the increase of drug
resistance to the type of infection prevailing in the country. A new and
extremely virulent communicable disease —HIV/AIDS- hasemerged on
the health scene since the declaration of the NHP-1983. Asthere isno
existing therapeutic cure orvaccine forthisinfection, the disease
constitutesa seriousthreat, not merely to public health but to economic
development in the country. The common water-borne infections—
Gastroenteritis, Cholera, and some formsof Hepatitis—continue to
contribute to a high level of morbidity in the population, even though the
mortality rate may have been somewhat moderated.

1.6 The period afterthe announcement of NHP-83 hasalso seen an
increase in mortality through ‘life-style’ disesases- diabetes, cancerand
cardiovasculardiseases. The increase in life expectancy hasincreased
the requirement for geriatric care. Smilarly, the increasing burden of
trauma casesisalso a significant public health problem.

1.7 Anotherarea of grave concern in the public health domain isthe
persistent incidence of macro and micro nutrient deficiencies, especially
among women and children. In the vulnerable sub-category of women
and the girl child, thishasthe multiplier effect through the birth of low birth
weight babiesand seriousramificationsof the consequential mental and
physical retarded growth.

1.8 NHP-1983, in a spirit of optimistic empathy for the health needsof the
people, particularly the poorand under-privileged, had hoped to provide
‘Health for All by the year 2000 AD’, through the universal provision of
comprehensive primary health care services. In retrospect, it isobserved
that the financial resourcesand public health administrative capacity
which it waspossble to marshal, wasfarshort of that necessary to



achieve such an ambitiousand holistic goal. Against thisbackdrop, it is
felt that it would be appropriate to pitch NHP-2002 at a level consistent
with our realistic expectationsabout financial resources, and about the
likely increase in Public Health administrative capacity. The
recommendationsof NHP-2002 will, therefore, attempt to maximize the
broad-based availability of health servicesto the citizenry of the country
on the basisof realistic considerationsof capacity. The changed
circumstancesrelating to the health sector of the country snce 1983 have
generated a situation in which it isnow necessary to review the field, and
to formulate a new policy framework asthe National Health Policy-2002.
NHP-2002 will attempt to set out a new policy framework for the
accelerated achievement of Public health goalsin the socio-economic
circumstancescurrently prevailing in the country.

2. CURRENTSCENARIO

2.1 AINANCIAL RESOURCES

2.1.1 The public health investment in the country overthe yearshasbeen
comparatively low, and asa percentage of GDP hasdeclined from 1.3
percentin 1990 to 0.9 percent in 1999. The aggregate expenditure in the
Health sectoris5.2 percent of the GDP. Out of this, about 17 percent of
the aggregate expenditure ispublic health spending, the balance being
out-of-pocket expenditure. The central budgetary allocation for health
overthisperiod, asa percentage of the total Central Budget, hasbeen
stagnant at 1.3 percent, while that in the Sateshasdeclined from 7.0
percentto 5.5 percent. The current annual percapita public health
expenditure in the country isno more than Rs. 200. Given these statistics, it
isno surprise that the reach and quality of public health serviceshasbeen
below the desirable standard. Underthe constitutional structure, public
health isthe responsbility of the Sates. In thisframework, it hasbeen the
expectation that the principal contribution for the funding of public health
serviceswill be from the resourcesof the Sates, with some supplementary
input from Central resources. In thisbackdrop, the contribution of Central
resourcesto the overall public health funding hasbeen limited to about
15 percent. The fiscal resourcesof the State Governmentsare known to
be very inelastic. Thisisreflected in the declining percentage of Sate
resourcesallocated to the health sectorout of the Sate Budget. If the
decentralized pubic health servicesin the country are to improve
significantly, there isa need forthe injection of substantial resourcesinto
the health sector from the Central Government Budget. Thisapproach isa
necessity —despite the formal Constitutional provision in regard to public
health, -- if the Sate public health services, which are a majorcomponent
of the initiativesin the social sector, are not to become entirely moribund.



The NHP-2002 hasbeen formulated taking into consideration these ground
realitiesin regard to the availability of resources.

2.2 RQUITY

2.2.1 In the period when centralized planning wasaccepted asa key
instrument of development in the country, the attainment of an equitable
regional distribution wasconsidered one of itsmajor objectives. Despite
thisconsciousfocusin the development process, the statisticsgiven in
Box-ll clearly indicate that the attainment of health indiceshasbeen very

uneven acrossthe rural —urban divide.

Box Il : Differentials in Health Status Among States

Sector Population IMR/ <5Mort- Weight MMRK Leprosy Malaria +ve
BPL (%) ality For Age- casesper | Casesin
Per 1000 Lakh year 2000
per 1000 % of (Annual 10000 (in
Live (NFHSI) Children Report popula- | thousands)
Births Under3 2000) tion
(1999- years
SRS
(<-28D)
India 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
Kerala 12.72 14 18.8 27 87 0.9 5.1
Maharashtra 25.02 48 58.1 50 135 3.1 138
N 21.12 52 63.3 37 79 4.1 56
Low




States

Orissa 4715 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
upP 31.15 84 122.5 52 707 4.3 99
MP 37.43 90 137.6 55 498 3.83 528

Also, the statisticsbring out the wide differencesbetween the attainments
of health goalsin the better- performing Satesascompared to the low-
performing Sates. It isclearthat national averagesof health indiceshide
wide disparitiesin public health facilitiesand health standardsin different
partsof the country. Given a situation in which national averagesin
respect of mostindicesare themselvesat unacceptably low levels, the
wide inter-Sate disparity impliesthat, for vulnerable sectionsof society in
several Sates, accessto public health servicesisnominal and health
standardsare grossly inadequate. Despite a thrust in the NHP-1983 for
making good the unmet needsof public health servicesby establishing
more public health institutionsat a decentralized level, a large gap in
facilities still persists. Applying current normsto the population projected
forthe year 2000, it isestimated that the shortfall in the number of
SLCsPHCs CHCsisof the order of 16 percent. However, thisshortage isas
high as58 percent when disaggregated for CHCsonly. The NHP-2002 will
need to addressitself to making good these deficienciesso asto narrow
the gap between the various Sates, asalso the gap acrossthe rural-
urban divide.

2.2.2 Accessto, and benefitsfrom, the public health syssem have been
very uneven between the better-endowed and the more vulnerable
sectionsof society. Thisisparticularly true forwomen, children and the
socially disadvantaged sectionsof society. The statistics given in Box-lll
highlight the handicap suffered in the health sectoron account of socio-
economic inequity.

Box-I1ll : Differentials in Health status Among Socio-Economic Groups




Indicator Infant Under5 % Children
Mortality/ 1000 | Mortality/ 1000 Underweight

India 70 94.9 47

Social Inequity

Sheduled Castes 83 119.3 53.5
Sheduled Tribes 84.2 126.6 55.9
Other 76 103.1 47.3
Disadvantaged

Others 61.8 82.6 411

223 ltisa principal objective of NHP-2002 to evolve a policy structure
which reducesthese inequitiesand allowsthe disadvantaged sections of
society a faireraccessto public health services.

2.3 DELIVERY OF NATIONAL PUBLIC HEALTH

PROGRAMMES

2.3.1 lt isself-evident that in a country aslarge asiIndia, which hasa wide
variety of socio-economic settings, national health programmeshave to
be designed with enough flexibility to permit the Sate public health
administrationsto craft theirown programme package according to their
needs. Also, the implementation of the national health programme can
only be carried out through the Sate Governments decentralized public
health machinery. Snce, for variousreasons, the responsibility of the
Central Government in funding additional public health services will
continue over a period of time, the role of the Central Government in
designing broad-based public health initiatives will inevitably continue.
Moreover, it hasbeen observed that the technical and managerial
expertise fordesigning large-span public health programmesexists with
the Central Government in a considerable degree; thisexpertise can be
gainfully utilized in designing national health programmesfor
implementation in varying socio-economic settingsin the Sates. With this
background, the NHP-2002 attemptsto define the role of the Central
Government and the Sate Governmentsin the public health sector of the
country.



2.3.2.1 Overthe lastdecade orso, the Government hasrelied upon a
‘vertical’ implementational structure forthe majordisease control
programmes. Through this, the system hasbeen able to make a
substantial dent in reducing the burden of specific dissases. However,
such an organizational structure, which requiresindependent manpower
foreach disesase programme, isextremely expensive and difficult to
sustain. Overa long time-range, ‘vertical’ structuresmay only be
affordable forthose discsaseswhich offera reasonable possibility of
elimination or eradication in a foreseeable time-span.

23.221ltisa widespread perception that, overthe lastdecade and a
half, the rural health staff hasbecome a vertical structure exclusively for
the implementation of family welfare activities. Asa result, for those public
health programmeswhere there isno separate vertical structure, there is
no identifiable service delivery system at all. The Policy will addressthis
distortion in the public health system.

2.4 THE STATE OF PUBLIC HEALTH INFRA-STRUC TURE

2.4.1 The delineation of NHP-2002 would be required to be based on an
objective assessment of the quality and efficiency of the existing public
health machinery in the field. It would detract from the quality of the
exercise if, while framing a new policy, it were not acknowledged that the
existing public health infrastructure isfar from satisfactory. Forthe outdoor
medical facilitiesin existence, funding isgenerally insufficient; the
presence of medical and para-medical personnelisoften much lessthan
that required by prescribed norms; the availability of consumablesis
frequently negligible; the equipment in many public hospitalsisoften
obsolescent and unusable;and, the buildingsare in a dilapidated state.
In the indoor treatment facilities, again, the equipment isoften
obsolescent; the availability of essential drugsisminimal; the capacity of
the facilitiesisgrossly inadequate, which leadsto over-crowding, and
consequentially to a steep deterioration in the quality of the services. Asa
result of such inadequate public health facilities, it hasbeen estimated
that lessthan 20 percent of the population, which seek OPD services, and
lessthan 45 percent of that which seek indoortreatment, avail of such
servicesin public hospitals. Thisisdespite the fact that most of these
patientsdo not have the meansto make out-of-pocket paymentsfor
private health servicesexcept at the cost of other essential expenditure
foritemssuch asbasic nutrition.

2.5 EXTENDING PUBLIC HEALTH SERVICES




2.5.1 While there isa general shortage of medical personnel in the
country, thisshortfall isdisproportionately impacted on the less-developed
and rural areas. No incentive system attempted so far, hasinduced
private medical personnelto go to such areas; and, even in the public
health sector, the effort to deploy medical personnelin such under-served
areas, hasusually been a losing battle. In such a situation, the possibility
needsto be examined of entrusting some limited public health functions
to nurses, paramedicsand other personnel from the extended health
sector afterimparting adequate training to them.

2.5.2 India hasa vast reservoir of practitionersin the Indian Systems of
Medicine and Homoeopathy, who have undergone formal training in
theirown disciplines. The possibility of using such practitionersin the
implementation of Sate/Central Government public health programmes,
in orderto increase the reach of basic health care in the country, is
addressed in the NHP-2002.

2.6 ROLEOFLOCAL SELF-GOVERNMENT INSTITUTIONS

2.6.1 Some Sateshave adopted a policy of devolving programmesand
fundsin the health sectorthrough different levelsof the Panchayati Raj
Institutions. Generally, the experience hasbeen an encouraging one. The
adoption of such an organisational structure hasenabled need-based
allocation of resourcesand closer supervision through the elected
representatives. The Policy examinesthe need fora wideradoption of this
mode of delivery of health services, in ruralaswell asurban areas, in other
partsof the country.

2.7 NORMSFOR HEALTH CARE PERSONNEL

2.7.1 ltisobserved that the deployment of doctorsand nurses, in both
public and private institutions, isad-hoc and significantly short of the
requirement for minimal standardsof patient care. Thispolicy will make a
specific recommendation in regard to thisdeficiency.

2.8 EDUCATION OF HEALTH CARE PROFESSONALS

2.8.1 Medical and Dental Collegesare not evenly spread acrossvarious
partsof the country. Apart from the uneven geographical distribution of
medical institutions, the quality of education ishighly uneven and in



severalinstanceseven sub-standard. ltisa common perception that the
syllabusisexcessively theoretical, making it difficult for the fresh graduate
to effectively meet even the primary health care needsof the population.
There isa generalreluctance on the part of graduate doctorsto serve in
areasdistant from their native place. NHP-2002 will suggest policy
initiativesto rectify the resultant disparities.

2.8.2.1 Certain medical disciplines, such asmolecularbiology and gene-
manipulation, have become relevant in the period afterthe formulation
of the previous National Health Policy. The componentsof medical
research in recent yearshave changed radically. In the foreseeable
future such research will rely increasingly on the new disciplines. It is
observed that the current under-graduate medical syllabusdoesnot
coversuch emerging subjects. The Policy will make appropriate
recommendationsin respect of such deficiencies.

2.8.2.2 Also, certain speciality disciplines—Anesthesiology, Radiology and
Forensic Medicine —are currently very scarce, resulting in critical
deficienciesin the package of available public health services. This Policy
willrecommend some measuresto alleviate such critical shortages.

2.9 NEED FOR SPECIALISTSIN ‘PUBLIC HEALTH AND FAMILY MEDICINE

2.9.1 In any developing country with inadequate availability of health
services, the requirement of expertise in the areasof ‘public health’ and
‘family medicine’ ismarkedly more than the expertise required for other
clinical specialities. In India, the situation isthat public health expertise is
non-existent in the private health sector, and far short of requirement in
the public health sector. Also, the current curriculum in the graduate /
post-graduate coursesisoutdated and unrelated to contemporary
community needs. In respect of ‘family medicine’, it needsto be noted
that the more talented medical graduatesgenerally seek specialization in
clinical disciplines, while the remaining go into general practice. While the
availability of postgraduate educational facilitiesis 50 percent of the total
number of qualifying graduateseach year,and can be considered
adequate, the distribution of the disciplinesin the postgraduate training
facilitiesisoverwhelmingly in favour of clinical specializations. NHP-2002
examinesthe possible meansforensuring adequate availability of
personnel with specialization in the ‘public health’ and ‘family medicine’
disciplines, to discharge the public health responsibilitiesin the country.

2.10 Nursing Personnel




2.10.1 The ratio of nursing personnel in the country vis-a-visdoctorsbedsis
very low according to professionally accepted norms. There isalso an
acute shortage of nursestrained in super-speciality disciplinesfor
deployment in tertiary care facilities. NHP-2002 addressesthese problems.

2.11 USEOF GENERIC DRUGSAND VACCINES

2.11.1 India enjoysa relatively low-cost health care system because of the
widespread availability of indigenously manufactured generic drugsand
vaccines. There isan apprehension that globalization will lead to an
increase in the costsof drugs, thereby leading to rising trendsin overall
health costs. ThisPolicy recommendsmeasuresto ensure the future Health
Security of the country.

2.12 URBAN HEALTH

21211 In most urban areas, public health servicesare very meagre. To
the extent that such servicesexist, there isno uniform organizational
structure. The urban population in the country ispresently ashigh as 30
percent and islikely to go up to around 33 percent by 2010. The bulk of
the increase islikely to take place through migration, resulting in slums
without any infrastructure support. Even the meagre public health services
which are available do not percolate to such unplanned habitations,
forcing people to avail of private health care through out-of-pocket
expenditure.

2.12.1.2 The rising vehicle density in large urban agglomerationshasalso
led to an increased number of seriousaccidentsrequiring treatment in
well-equipped trauma centres. NHP-2002 will addressitself to the need for
providing thisunserved urban population a minimum standard of broad-
based health care facilities.

2.13 MENTAL HEALTH

2.13.1 Mental health disordersare actually much more prevalent than is
apparent on the surface. While such disordersdo not contribute
significantly to mortality, they have a seriousbearing on the quality of life
of the affected personsand their families. Sometimes, based on religious
faith, mental disordersare treated asgspiritual affliction. Thishasled to the
establishment of unlicensed mental institutionsasan adjunct to religious
institutionswhere reliance isplaced on faith cure. Seriousconditions of
mental disorder require hospitalization and treatment under trained
supervision. Mental health institutionsare woefully deficient in physical



infrastructure and trained manpower. NHP-2002 will addressitself to these
deficienciesin the public health sector.

2.14 INFORMATION, EDUCATION AND COMMUNICATION

2.14.1 A substantial component of primary health care consists of
initiatives for disseminating to the citizenry, public health-related
information. IEC initiativesare adopted not only fordissesminating curative
guidelines (for the TB, Malaria, Leprosy, Cataract Bindness Programmes),
but also aspart of the effort to bring about a behavioural change to
prevent HIV/AIDSand other life-style diseases. Public health programmes,
particularly, need high visbility at the decentralized level in orderto have
animpact. Thistask isdifficult as 35 percent of ourcountry’spopulation is
illiterate. The present IEC strategy istoo fragmented, reliestoo heavily on
the massmedia and doesnot addressthe needsof thissegment of the
population. It isoften felt that the effectivenessof IEC programmesis
difficult to judge;and consequently it isoften asserted that accountability,
in regard to the productive use of such funds, isdoubtful. The Policy, while
projecting an |IEC strategy, will fully addressthe inherent problems
encountered in any IEC programme designed forimproving awareness
and bringing about a behavioural change in the general population.

2142 ltiswidely accepted that schooland college studentsare the most
impressionable targetsforimparting information relating to the basic
principlesof preventive health care. The policy will attempt to target this
group to improve the generallevel of awarenessin regard to ‘health-
promoting’ behaviour.

2.15 HEALTH RESEARCH

2.15.1 Overthe years, health research activity in the country hasbeen
very limited. In the Government sector, such research hasbeen confined
to the research institutionsunder the Indian Council of Medical Research,
and otheringtitutionsfunded by the Sates/Central Government. Research
in the private sectorhasassumed some significance only in the last
decade. In ourcountry, where the aggregate annual health expenditure
isof the order of Rs. 80,000 crores, the expenditure in 1998-99 on research,
both public and private sectors, wasonly of the order of Rs. 1150 crores. It
would be reasonable to infer that with such low research expenditure, it is
vitually impossble to make any dramatic break-through within the
country, by way of new moleculesand vaccines; also, without a minimal
back-up of applied and operational research, it would be difficult to
assesswhetherthe health expenditure in the country isbeing incurred
through optimal applicationsand appropriate public health strategies.



Medical Research in the country needsto be focused on therapeutic
drugs/vaccinesfortropical dissases, which are normally neglected by
international pharmaceutical companieson account of their limited
profitability potential. The thrust will need to be in the newly-emerging
frontier areasof research based on genetics,genome-based drug and
vaccine development, molecularbiology, etc. NHP-2002 will address
these inadequaciesand spell out a minimal quantum of expenditure for
the coming decade, looking to the national needsand the capacity of
the research institutionsto absorb the funds.

2.16 ROLE OF THE PRIVATE SECTOR

2.16.1 Considering the economic restructuring underway in the country,
and overthe globe, in the last decade, the changing role of the private
sectorin providing health care will also have to be addressed in this
Policy. Currently, the contribution of private health care isprincipally
through independent practitioners. Also, the private sector contributes
significantly to secondary-level care and some tertiary care. ltisa
widespread perception that private health servicesare very uneven in
quality, sometimeseven sub-standard. Private health servicesare also
perceived to be financially exploitative, and the observance of
professional ethicsisnoted only asan exception. With the increasing role
of private health care, the implementation of statutory regulation, and
the monitoring of minimum standardsof diagnostic centres/ medical
institutionsbecomesimperative. The Policy will addressthe issues
regarding the establishment of a comprehensive information system, and
based on that the establishment of a regulatory mechanism to ensure the
maintaining of adequate standardsby diagnostic centres/ medical
institutions, aswell asthe properconduct of clinical practice and delivery
of medical services.

2.16.2 Currently, non-Governmental service providersare treating a large
number of patientsat the primary level formajordiseases. However, the
treatment regimensfollowed are diverse and not scientifically optimal,
leading to anincrease in the incidence of drug resistance. Thispolicy will
addressitself to recommending arrangementswhich will eliminate the risks
arising from inappropriate treatment.

2.16.3 The increasing spread of information technology raisesthe
possbility of itsadoption in the health sector. NHP-2002 will examine this
possibility.

2.17 THEROLEOF CIVIL SOCIETY




2.17.1 Historically, it hasbeen the practice to implement major national
disease control programmesthrough the public health machinery of the
Sate/Central Governments. It hasbecome increasingly apparent that
certain componentsof such programmescannot be efficiently
implemented merely through government functionaries. A considerable
change in the mode of implementation hascome about in the last two
decades, with the increasing involvement of NGOsand other institutions
of civil society. It isto be recognized that widespread debate on various
public health issueshas, in fact, been initiated and sustained by NGOs
and othermembersof the civil society. Also, an increasing contribution is
being made by such institutionsin the delivery of different components of
public health services. Certain disease control programmesrequire close
inter-action with the beneficiariesforregularadministration of drugs;
periodic carrying out of pathological tests; dissemination of information
regarding disease control and other general health information. NHP-2002
willaddresssuch issuesand suggest policy instrumentsfor the
implementation of public health programmesthrough individualsand
institutions of civil society.

2.18 NATIONAL DISEASE SURVEILLANCE NETWO RK

2.18.1 The technical network available in the country fordisease
surveillance isextremely rudimentary and to the extent that the system
exists, it extendsonly up to the district level. Disease statisticsare not
flowing through an integrated network from the decentralized public
health facilitiesto the State/Central Government health administration.
Such an arrangement only providesbelated information, which, at best,
servesa limited statistical purpose. The absence of an efficient disease
surveillance networkisa major handicap in providing a prompt and cost-
effective health care system. The efficient disease surveillance network set
up for Polio and HIV/AIDShasdemonstrated the enormousvalue of such
a public health instrument. Real-time information on focal outbreaks of
common communicable dissases—Malaria, GE Cholera and JE—and
the seasonal trendsof discases, would enable timely intervention, resulting
in the containment of the thrust of epidemics. In orderto be able to use
an integrated disease surveillance network foroperational purposes, real-
time information isnecessary at all levelsof the health administration. The
Policy would addressitself to thismajor systemic shortcoming in the
administration.

2.19 HEALTH STATISTICS

2.19.1 The absence of a systematic and scientific health statisticsdata-
base isa majordeficiency in the current scenario. The health statistics



collected are not the product of a rigorous methodology. Satistics
available from different partsof the country, in respect of majordiseases,
are often not obtained in a mannerwhich make aggregation possble or
meaningful.

2.19.2.1 Further, the absence of properand systematic documentation of
the variousfinancial resourcesused in the health sectorisanotherlacuna
in the existing health information scenario. Thismakesit difficult to
understand trendsand levelsof health spending by private and public
providersof health care in the country, and, consequently, to address
related policy issuesand to formulate future investment policies.

2.19.2.2 NHP-2002 will addressitself to the programme for putting in place
a modern and scientific health statisticsdatabase aswell asa system of
national health accounts.

2.20 WOMEN'SHEALTH

2.20.1 Social, cultural and economic factorscontinue to inhibit women
from gaining adequate accesseven to the existing public health facilities.
Thishandicap doesnot merely affect women asindividuals; it also hasan
adverse impact on the health, general well-being and development of
the entire family, particularly children. Thispolicy recognisesthe catalytic
role of empowered women in improving the overall health standardsof
the community.

2.21 MEDICAL ETHICS

2.21.1 Professional medical ethicsin the health sectorisan area which has
not received much attention. Professional practicesare perceived to be
grossly commercial and the medical profession haslost itselevated
position asa provider of basic servicesto fellow human beings. In the
past, medical research hasbeen conducted within the ethical guidelines
notified by the Indian Council of Medical Research. The first document
containing these guidelineswasreleased in 1960, and was
comprehensively revised in 2001. With the rapid developmentsin the
approach to medical research, a periodic revison willno doubt be more
frequently required in future. Also, the new frontier areasof research —
involving gene manipulation, organ/human cloning and stem cell
research _impinge on visceral issuesrelating to the sanctity of human life
and the moraldilemma of human intervention in the designing of life
forms. Besidesthis, in the emerging areasof research, there isthe
uncharted risk of creating new life forms, which may irreversbly damage
the environment asit existstoday. NHP —2002 recognisesthat thismoral



and religiousdilemma, which wasnot relevant even two yearsago, now
pervadesmainstream health sectorissues.

2.22 ENFORCEMENTOF QUALITY STANDARDSFORFOOD

AND DRUGS

2.22.1 There isan increasing expectation and need of the citizenry for
efficient enforcement of reasonable quality ssandardsforfood and drugs.
Recognizing this, the Policy will make an appropriate policy
recommendation on thisissue.

2.23 REGULATION OF STANDARDS IN PARA MEDICAL DISCIPLINES

2.23.1 lt hasbeen observed that a large number of training institutions
have mushroomed, particularly in the private sector, forpara medical
personnel with various skills—Lab Technicians, Radio Diagnosis
Technicians, Physiotherapists, etc. Currently, there isno
regulation/monitoring, either of the curriculae of these institutions, or of
the performance of the practitionersin these disciplines. This Policy will
make recommendationsto ensure the standardization of such training
and the monitoring of actual performance.

2.24 ENVIRONMENTAL AND OCCUPATIONAL HEALTH

2.24.1 The ambient environmental conditionsare a significant determinant
of the health risksto which a community isexposed. Unsafe drinking
water, unhygienic sanitation and air pollution significantly contribute to
the burden of disease, particularly in urban settings. The initiativesin
respect of these environmental factorsare conventionally undertaken by
the participants, whether private or public, in the otherdevelopment
sectors. In thisbackdrop, the Policy initiatives, and the efficient
implementation of the linked programmesin the health sector, would
succeed only to the extent that they are complemented by appropriate
policiesand programmesin the other environment-related sectors.

2.24.2 Work conditionsin several sectorsof employment in the country are
sub-standard. Asa result, workersengaged in such employment become
particularly vulnerable to occupation-linked ailments. The long-term risk of
chronic morbidity isparticularly marked in the case of child labour. NHP-
2002 will addressthe risk faced by thisparticularly vulnerable section of
society.

2.25 PROVIDING MEDICAL FACILITES TO USERS FROM OVERSEAS




2.25.1 The secondary and tertiary facilitiesavailable in the country are of
good quality and cost-effective compared to international medical
facilities. Thisistrue not only of facilitiesin the allopathic disciplines, but
also of those belonging to the alternative syssemsof medicine, particularly
Ayurveda. The Policy will assessthe possibilitiesof encouraging the
development of paid treatment-packagesfor patientsfrom overseas.

2.26 THEIMPACTOFGLOBALIZATION ON THEHEALTH SECTOR

2.26.1 There are some apprehensionsabout the possible adverse impact
of economic globalisation on the health sector. Pharmaceutical drugs
and other health serviceshave alwaysbeen available in the country at
extremely inexpensive prices. India hasestablished a reputation around
the globe forthe innovative development of original processpatentsfor
the manufacture of a wide-range of drugsand vaccineswithin the ambit
of the existing patent laws. With the adoption of Trade Related Intellectual
Property Rights (TRIPS), and the subsequent alignment of domestic patent
laws consistent with the commitmentsunder TRIPS there willbe a
significant shift in the scope of the parametersregulating the
manufacture of new drugs/vaccines. Global experience hasshown that
the introduction of a TRIPSconsistent patent regime fordrugsin a
developing country resultsin an acrossthe-board increase in the cost of
drugsand medical services. NHP-2002 will addressitself to the future
imperativesof health security in the country, in the post-TRIPSera.

2.27 INTER-SECTORAL CONTRIBUTION TO HEALTH

2.271 ltiswellrecognized that the overall well-being of the citizenry
dependson the synergistic functioning of the varioussectorsin the socio-
economy. The health statusof the citizenry would, inter alia, be
dependent on adequate nutrition, safe drinking water, basic sanitation, a
clean environment and primary education, especially forthe girl child.
The policiesand the mode of functioning in these independent areas
would necessarily overlap each otherto contribute to the health statusof
the community. From the policy perspective, it istherefore imperative that
the independent policiesof each of these inter-connected sectors, be in
tandem, and that the interface between the policiesof the two
connected sectors, be smooth.

2.27.2 Sectoral policy documentsare meant to serve asa guide to action
forinstitutionsand individual participantsoperating in that sector.
Consistent with thisrole, NHP-2002 limitsitself to making recommendations
forthe participantsoperating within the health sector. The policy aspects
relating to inter-connected sectors, which, while crucial, fall outside the



domain of the health sector, will not be covered by specific
recommendationsin this Policy document. Needlessto say, the future
attainment of the variousgoalsset out in thispolicy assumesa reasonable
complementary performance in these inter-connected sectors.

2.28 POPULATION GROWTH AND HEALTH STANDARDS

2.28.1 Effotsmade overthe yearsforimproving health sstandardshave
been partially neutralized by the rapid growth of the population. It iswell
recognized that population stabilization measuresand general health
initiatives, when effectively synchronized, synergistically maximize the
socio-economic well-being of the people. Government hasseparately
announced the ‘National Population Policy —2000’. The principal
common featurescovered underthe National Population Policy-2000 and
NHP-2002, relate to the prevention and control of communicable
diseases; giving priority to the containment of HIV/AIDSinfection; the
universal immunization of children against all major preventable diseases;
addressing the unmet needsforbasic and reproductive health services,
and supplementation of infrastructure. The synchronized implementation
of these two Policies—National Population Policy —2000 and National
Health Policy-2002 —will be the very cormerstone of any national structural
plan to improve the health standardsin the country.

2.29 ALTERNATIVE SYSITEMSOF MEDICINE

2.29.1 Underthe overarching umbrella of the national health frame work,
the alternative systemsof medicine —Ayurveda, Unani, Sddha and
Homoeopathy —have a substantial role. Because of inherent advantages,
such asdiversity, modest cost, low level of technological input and the
growing popularity of natural plant-based products, these systemsare
attractive, particularly in the underserved, remote and tribal areas. The
alternative systemswilldraw upon the substantial untapped potential of
India asone of the eight important global centersfor plant diversity in
medicinal and aromatic plants. The Policy focuseson building up
credibility forthe alternative systems, by encouraging evidence-based
research to determine their efficacy, safety and dosage, and also
encouragescertification and quality-marking of productsto enable a
widerpopularacceptance of these systemsof medicine. The Policy also
envisagesthe consolidation of documentary knowledge contained in
these systemsto protect it against attack from foreign commercial entities
by way of malafide action underpatent lawsin other countries. The main
componentsof NHP-2002 apply equally to the alternative systemsof
medicines. However, the Policy features specific to the alternative systems
of medicine willbe presented asa separate document.



3. OBJECTIVES

3.1 The main objective of thispolicy isto achieve an acceptable standard
of good health amongst the general population of the country. The
approach would be to increase accessto the decentralized public health
system by establishing new infrastructure in deficient areas, and by
upgrading the infrastructure in the existing institutions. Overriding
importance would be given to ensuring a more equitable accessto
health servicesacrossthe social and geographical expanse of the
country. Emphasiswill be given to increasing the aggregate public health
investment through a substantially increased contribution by the Central
Government. It isexpected that thisinitiative will strengthen the capacity
of the public health administration at the State level to render effective
service delivery. The contribution of the private sectorin providing health
serviceswould be much enhanced, particularly forthe population group
which can afford to pay for services. Pimacy will be given to preventive
and first-line curative initiativesat the primary health level through
increased sectoral share of allocation. Emphasiswill be laid on rational
use of drugswithin the allopathic system. Increased accessto tried and
tested systemsof traditional medicine willbe ensured. Within these broad
objectives, NHP-2002 will endeavourto achieve the time-bound goals
mentioned in Box-IV.

Box-1V: Goalsto be achieved by 2000-2015

Eradicate Polio and Yaws 2005
Himinate Leprosy 2005
Himinate Kala Azar 2010
Himinate Lymphatic 2015
Flariasis

Achieve Zero level growth 2007
of HIV/AIDS




Reduce Mortality by 50%
on account of TB, Malaria
and Other Vectorand
Water Borne diseases

2010

Reduce Prevalence of
Bindnessto 0.5%

2010

Reduce IMRto 30/1000
And MMRto 100/Lakh

2010

Increase utilization of
public health facilitiesfrom
current Level of <20 to
>75%

2010

Establish an integrated
system of surveillance,
National Health Accounts
and Health Satistics.

2005

Increase health
expenditure by
Government asa %of
GDP from the existing 0.9 %
to 2.0%

2010

Increase share of Central
grantsto Constitute at
least 25%of total health
spending

2010

Increase Sate Sector
Health spending from 5.5%
to 7%of the budget

Furtherincrease to 8%

2005

2010




4. NHP-2002 - POLICY PRESCRIPTIONS

4.1 ANANCIAL RESOURCES

4.1.1 The paucity of public health investment isa stark reality. Given the
extremely difficult fiscal position of the Sate Governments, the Central
Government will have to play a key role in augmenting public health
investments. Taking into account the gap in health care facilities, it is
planned, underthe policy to increase health sectorexpenditure to 6
percent of GDP, with 2 percent of GDP being contributed aspublic health
investment, by the year 2010. The Sate Governmentswould also need to
increase the commitment to the health sector. In the first phase, by 2005,
they would be expected to increase the commitment of their resourcesto
7 percent of the Budget; and, in the second phase, by 2010, to increase it
to 8 percent of the Budget. With the stepping up of the public health
investment, the Central Government’scontribution would rise to 25
percent from the existing 15 percent by 2010. The provisioning of higher
public health investmentswill also be contingent upon the increase in the
absorptive capacity of the public health administration so asto utilize the
fundsgainfully.

4.2 RQUITY

4.2.1 To meet the objective of reducing varioustypesof inequitiesand
imbalances—inter-regional; acrossthe rural —urban divide; and between
economic classes—the most cost-effective method would be to increase
the sectoral outlay in the primary health sector. Such outletsafford access
to a vast number of individuals, and also facilitate preventive and early
stage curative initiative, which are cost effective. In recognition of this
public health principle, NHP-2002 setsout an increased allocation of 55
percent of the total public health investment forthe primary health sector;
the secondary and tertiary health sectorsbeing targeted for 35 percent
and 10 percent respectively. The Policy projectsthat the increased
aggregate outlaysforthe primary health sectorwill be utilized for
strengthening existing facilitiesand opening additional public health
service outlets, consistent with the normsfor such facilities.

4.3 DELIVERY OF NATIONAL PUBLIC HEALTH PROGRAMMES

4.3.1.1 Thispolicy envisagesa key role forthe Central Government in
designing national programmeswith the active participation of the Sate
Governments. Also, the Policy ensuresthe provisioning of financial
resources, in addition to technical support, monitoring and evaluation at
the national level by the Centre. However, to optimize the utilization of the



public health infrastructure at the primary level, NHP-2002 envisagesthe
gradual convergence of all health programmesunder a single field
administration. Vertical programmesfor control of major diseases like TB,
Malaria, HIV/AIDS, asalso the RCH and Universal Immunization
Programmes, would need to be continued till moderate levels of
prevalence are reached. The integration of the programmeswill bring
about a desrable optimisation of outcomesthrough a convergence of all
public health inputs. The Policy also envisagesthat programme
implementation be effected through autonomousbodiesat Sate and
district levels. The interventions of Sate Health Departmentsmay be
limited to the overall monitoring of the achievement of programme
targetsand othertechnical aspects. The relative distancing of the
programme implementation from the Sate Health Departmentswill give
the project team greater operational flexibility. Also, the presence of Sate
Government officials, social activists, private health professionalsand
MLAs'MPson the management boardsof the autonomousbodieswill
facilitate well-informed decision-making.

4.3.1.2 The Policy also highlightsthe need fordeveloping the capacity
within the Sate Public Health administration for scientific designing of
public health projects, suited to the local stuation.

4.3.2 The Policy envisagesthat apar from the exclusive staff in a vertical
structure forthe disease control programmes, all rural health staff should
be available forthe entire gamut of public health activitiesat the
decentralized level, irespective of whetherthese activitiesrelate to
national programmesor other public health initiatives. It would be for the
Head of the District Health administration to allocate the time of the rural
health staff between the variousprogrammes, depending on the local
need. NHP-2002 recognizesthat to implement such a change, not only
would the public health administratorsbe required to change their
mindset, but the rural health staff would need to be trained and
reoriented.

4.4 THE STATE OF PUBLIC HEALTH INFRA STRUC TURE

4.41.1 Ashasbeen highlighted in the earlier part of the Policy, the
decentralized Public health service outletshave become practically
dysfunctional overlarge partsof the country. On account of resource
constraints, the supply of drugsby the Sate Governmentsis grossly
inadequate. The patientsat the decentralized level have little use for
diagnostic services, which in any case would still require them to purchase
therapeutic drugsprivately. In a situation in which the patient isnot
getting any therapeutic drugs, there islittle incentive for the potential



beneficiariesto seek the advice of the medical professionalsin the public
health system. Thisresultsin there being no demand for medical services,
so medical professionalsand paramedicsoften absent themselvesfrom
theirplace of duty. It isalso observed that the functioning of the public
health service outletsin some Sateslike the four Southern Sates—Kerala,
Andhra Pradesh, Tamil Nadu and Karnataka —isrelatively better,because
some quantum of drugsisdistributed through the primary health system
network, and the patientshave a stake in approaching the Public Health
facilities. In thisbackdrop, the Policy envisageskick-starting the revival of
the Primary Health System by providing some essential drugsunder
Central Government funding through the decentralized health system. It is
expected that the provisioning of essential drugsat the public health
service centreswill create a demand for other professional servicesfrom
the local population, which, in turn, willboost the general revival of
activitiesin these service centres. In sum, thisinitiative under NHP-2002 is
launched in the belief that the creation of a beneficiary interest in the
public health system, will ensure a more effective supervison of the public
health personnel through community monitoring, than hasbeen achieved
through the regularadministrative line of control.

4.4.1.2 This Policy recognizesthe need for more frequent in-service training
of public health medical personnel, at the level of medical officersaswell
asparamedics. Such training would help to update the personnel on
recent advancementsin science, and would also equip them for their
new assgnments, when they are moved from one discipline of public
health administration to another.

4.4.1.3 Global experience hasshown that the quality of public health
services, asreflected in the attainment of improved public health indices,
isclosely linked to the quantum and quality of investment through public
funding in the primary health sector. Box-V givesstatisticswhich clearly
show that standardsof health are more a function of the accurate
targeting of expenditure on the decentralised primary sector (asobserved
in China and Silanka), than a function of the aggregate health
expenditure.

Box-V: Public Health Spending in select Countries

Indicator | %Population | Infant YHealth Y%Public
with income | Mortality Expenditure | Expenditure
of <$1 day | Rate/1000 | to GDP on Health to
Total Health
Expenditure




India 44.2 70 5.2 17.3
China 18.5 31 2.7 24.9
Si Lanka 6.6 16 3 45.4
UK - 6 5.8 96.9
USA - 7 13.7 441

Therefore the Policy, while committing additional aggregate financial
resources, placesgreat reliance on the strengthening of the primary
health structure forthe attaining of immproved public health outcomeson
an equitable basis. Further, it also recognizesthe practical need for
levying reasonable user-chargesfor certain secondary and tertiary public
health care services, forthose who can afford to pay.

4.5 EXTENDING PUBLIC HEALTH SERVICES

4.5.1.1 Thispolicy envisagesthat, in the context of the availability and
spread of allopathic graduatesin their jurisdiction, Sate Governments
would considerthe need forexpanding the pool of medical practitioners
to include a cadre of licentiatesof medical practice, asalso practitioners
of Indian Systemsof Medicine and Homoeopathy. Smple
serviceg/procedurescan be provided by such practitionerseven outside
theirdisciplines, aspart of the basic primary health servicesin under-
served areas. Also, NHP-2002 envisagesthat the scope of the use of
paramedical manpower of allopathic disciplines, in a prescribed
functional area adjunct to their current functions, would also be
examined for meeting smple public health requirements. Thiswould be on
the linesof the servicesrendered by nurse practitionersin several
developed countries. These extended areasof functioning of different
categoriesof medical manpowercan be permitted, afteradequate
training, and subject to the monitoring of theirperformance through
professional councils.

4.5.1.2 NHP-2002 also recognizesthe need for Satesto simplify the
recruitment proceduresand rulesforcontract employment in orderto
provide trained medical manpowerin under-served areas. Sate
Governmentscould also rigorously enforce a mandatory two-year rural
posting before the awarding of the graduate degree. Thiswould not only



make trained medical manpower available in the underserved areas, but
would offervaluable clinical experience to the graduating doctors.

4.6 ROLEOFLOCAL SELFGOVERNMENT INSTITUTIONS

4.6.1 NHP-2002 laysgreat emphasisupon the implementation of public
health programmesthrough local self-government institutions. The
structure of the national disesase control programmeswill have specific
componentsforimplementation through such entities. The Policy urgesall
Sate Governmentsto consderdecentralizing the implementation of the
programmesto such Institutionsby 2005. In order to achieve this, financial
incentives, over and above the resourcesnormatively allocated for
disease control programmes, will be provided by the Central
Government.

4.7 NORMSFOR HEALTH CARE PERSONNEL

4.7.1 Minimal statutory normsforthe deployment of doctorsand nursesin
medical institutionsneed to be introduced urgently underthe provisonsof
the Indian Medical Council Act and Indian Nursing Council Act,
respectively. These normscan be progressively reviewed and made more
stringent asthe medical institutionsimprove theircapacity for meeting
better normative standards.

4.8 EDUCATION OF HEALTH CARE PROFESSONALS

4.8.1.1 In orderto ameliorate the problemsbeing faced on account of the
uneven spread of medical and dental collegesin variouspartsof the
country, thispolicy envisagesthe setting up of a Medical Grants
Commission for funding new Government Medical and Dental Collegesin
different partsof the country. Also, it isenvisaged that the Medical Grants
Commission will fund the upgradation of the infrastructure of the existing
Government Medical and Dental Collegesof the country, so asto ensure
animproved standard of medical education.

4.8.1.2 To enable fresh graduatesto contribute effectively to the providing
of primary health servicesasthe physician of first contact, thispolicy
identifiesa significant need to modify the existing curriculum. A need-
based, skill-oriented syllabus, with a more significant component of
practical training, would make fresh doctorsuseful immediately after
graduation. The Policy also recommendsa periodic skill-updating of
working health professionalsthrough a system of continuing medical
education.



4.8.2 The Policy emphasizesthe need to expose medical students, through
the undergraduate syllabus, to the emerging concemnsfor geriatric
disorders, asalso to the cutting edge disciplinesof contemporary medical
research. The policy also envisagesthat the creation of additional seats
forpost-graduate coursesshould reflect the need formore manpowerin
the deficient specialities.

4.9 NEED FOR SPECIALISTSIN ‘PUBLIC HEALTH AND ‘FAMILY MEDICINE

4.9.1 In orderto alleviate the acute shortage of medical personnel with
specialization in the disciplinesof ‘public health’ and ‘family medicine’,
the Policy envisagesthe progressive implementation of mandatory norms
to raise the proportion of postgraduate seatsin these discipline in medical
training institutions, to reach a stage wherein 4th of the seatsare
earmarked forthese disciplines. It isenvisaged that in the sanctioning of
post-graduate seatsin future, it shall be insisted upon that a certain
reasonable numberof seatsbe allocated to "public health’ and “family
medicine’. Snce the "public health’ discipline hasan interface with many
otherdevelopmental sectors, specialization in Public health may be
encouraged not only formedical doctors, but also fornon-medical
graduatesfrom the allied fieldsof public health engineering, microbiology
and other natural sciences.

4.10 NURSING PERSONNEL

4.10.1.1 In the interest of patient care, the policy emphasizesthe need for
animprovement in the ratio of nursesvis-a-visdoctors/beds. In order to
discharge theirresponsbility asmodel providersof health services, the
public health delivery centresneed to make a beginning by increasing
the number of nursing personnel. The Policy anticipatesthat with the
increasing aspiration forimproved health care amongst the citizens,
private health facilitieswill also improve theirratio of nursing personnel vis-
a-visdoctorsgbeds.

4.10.1.2 The Policy laysemphasison improving the skill -level of nurses, and
on increasing the ratio of degree- holding nursesvis-a-visdiploma-holding
nurses. NHP-2002 recognizesa need forthe Central Government to
subsidize the setting up, and the running of, training facilitiesfor nurseson
a decentralized basis. Also, the Policy recognizesthe need for establishing
training coursesfor super-speciality nursesrequired fortertiary care
institutions.

4.11 USEOF GENERIC DRUGSAND VACCINES




4.11.1.1 This Policy emphasizesthe need forbasing treatment regimens, in
both the public and private domain, on a limited number of essential
drugsof a generic nature. Thisisa pre-requisite for cost-effective public
health care. In the public health system, thiswould be enforced by
prohibiting the use of proprietary drugs, exceptin special circumstances.
The list of essential drugswould no doubt have to be reviewed
periodically. To encourage the use of only essential drugsin the private
sector, the imposition of fiscal disincentiveswould be resorted to. The
production and sale of irrational combinationsof drugswould be
prohibited through the drug standardsstatute.

4.11.1.2 The National Programme for Universal Inmunization against
Preventable Disesasesrequiresto be assured of an uninterrupted supply of
vaccinesat an affordable price. To minimize the danger arising from the
volatility of the global market, and thereby to ensure long-term national
health security, NHP-2002 envisagesthat not lessthan 50% of the
requirement of vaccineg/ sera be sourced from public sector institutions.

4.12 URBAN HEALTH

4.12.1.1 NHP-2002 envisagesthe setting up of an organised urban primary
health care structure. Snce the physical featuresof urban settingsare
different from those in rural areas, the policy envisagesthe adoption of
appropriate population normsforthe urban public health infrastructure.
The structure conceived under NHP-2002 isa two-tiered one: the primary
centre isseen asthe first-tier, covering a population of one lakh, with a
dispensary providing an OPD facility and essential drugs, to enable access
to allthe national health programmes; and a second-tier of the urban
health organisation at the level of the Government general hospital,
where reference ismade from the primary centre. The Policy envisages
that the funding forthe urban primary health system will be jointly borne
by the local self-government institutionsand Sate and Central
Governments.

4.12.1. 2 The Policy also envisagesthe establishment of fully-equipped
‘hub-spoke’ trauma care networksin large urban agglomerationsto
reduce accident mortality.

4.13 MENTAL HEALTH

4.13.1.1. NHP -2002 envisagesa network of decentralised mental health
servicesforameliorating the more common categoriesof disorders. The
programme outline forsuch a disease would involve the diagnosis of



common disorders, and the prescription of common therapeutic drugs, by
general duty medical staff.

4.13.1. 2In regard to mental health institutionsfor in-door treatment of
patients, the Policy envisagesthe upgrading of the physical infrastructure
of such ingtitutionsat Central Government expense so asto secure the
human rights of thisvulnerable sesgment of society.

4.14 INFORMATION, EDUCATION AND COMMUNICATION

4.14.1 NHP-2002 envisagesan IEC policy, which maximizesthe
dissemination of information to those population groupswhich cannot be
effectively approached by using only the massmedia. The focuswould
therefore be on the inter-personal communication of information and on
folk and othertraditional media to bring about behavioural change. The
IEC programme would set specific targetsforthe association of

PRI NGO¢/ Trustsin such activities. In several public health programmes,
where behavioural change isan essential component, the successof the
initiativesiscrucially dependent on dispelling mythsand misconceptions
pertaining to religiousand ethical issues. The community leaders,
particularly religiousleaders, are effective in imparting knowledge which
facilitatessuch behavioural change. The programme will also have the
component of an annual evaluation of the performance of the non-
Governmental agenciesto monitorthe impact of the programmeson the
targeted groups. The Central/Sate Government initiative will also focus
on the development of modulesforinformation dissemination in such
population groups, who do not normally benefit from the more common
media forms.

4.14.2 NHP-2002 envisagesgiving priority to school health programmes
which aim at preventive-health education, providing regular health
check-ups, and promotion of health-seeking behaviouramong children.
The school health programmescan gainfully adopt specially designed
modulesin orderto disseminate information relating to ‘health’ and
‘family life’. Thisisexpected to be the most cost-effective intervention asit
improvesthe level of awareness, not only of the extended family, but the
future generation aswell.

4.15 HEALTH RESEARCH

4.15.1 This Policy envisagesan increase in Government-funded health
research to a level of 1 percent of the total health spending by 2005; and
thereafter, up to 2 percent by 2010. Domestic medical research would be
focused on new therapeutic drugsand vaccinesfortropical disesases,



such asTBand Malaria, asalso on the sub-typesof HIV/AIDSprevalent in
the country. Research programmestaken up by the Government in these
priority areaswould be conducted in a mission mode. Emphasiswould
also be laid on time-bound applied research fordeveloping operational
applications. Thiswould ensure the cost-effective dissesmination of existing
/ future therapeutic drugs/vaccinesin the general population. Private
entrepreneurship willbe encouraged in the field of medical research for
new molecules/ vaccines, inter alia, through fiscal incentives.

4.16 ROLE OF THE PRIVATE SECTOR

4.16.1.1 In principle, thisPolicy welcomesthe participation of the private
sectorin all areasof health activities—primary, sscondary or tertiary.
However, looking to past experience of the private sector, it can
reasonably be expected that itscontribution would be substantial in the
urban primary sectorand the tertiary sector, and moderate in the
secondary sector. ThisPolicy envisagesthe enactment of suitable
legislation for regulating minimum infrastructure and quality standardsin
clinical establishments/medical institutionsby 2003. Also, statutory
guidelinesforthe conduct of clinical practice and delivery of medical
servicesare targeted to be developed overthe same period. With the
acquiring of experience in the setting and enforcing of minimum quality
standards, the Policy envisagesgraduation to a scheme of quality
accreditation of clinical establishments medical institutions, for the
information of the citizenry. The regulatory/accreditation mechanismswill
no doubt also coverpublic health institutions. The Policy also encourages
the setting up of private insurance instrumentsforincreasing the scope of
the coverage of the secondary and tertiary sectorunder private health
insurance packages.

4.16.1.2 In the context of the very large number of poorin the country, it
would be difficult to conceive of an exclusve Government mechanism to
provide health servicesto thiscategory. It hassometimesbeen felt that a
social health insurance scheme, funded by the Government, and with
service delivery through the private sector, would be the appropriate
solution. The administrative and financial implicationsof such an initiative
are gtill unknown. Asa first step, thispolicy envisagesthe introduction of a
pilot scheme in a limited number of representative districts, to determine
the administrative featuresof such an arrangement, asalso the
requirement of resourcesforit. The resultsobtained from these pilot
projectswould provide material on which future public health policy can
be based.



4.16.2 NHP-2002 envisagesthe co-option of the non-governmental
practitionersin the national disease control programmesso asto ensure
that standard treatment protocolsare followed in theirday-to-day
practice.

4.16.3 This Policy recognizesthe immense potential of information
technology applicationsin the area of tele-medicine in the tertiary health
care sector. The use of thistechnical aid will greatly enhance the
capacity forthe professionalsto pool theirclinical experience.

4.17 THEROLEOF CIVIL SOCIETY

4.17.1 NHP-2002 recognizesthe significant contribution made by NGOs
and otherinstitutionsof the civil society in making available health
servicesto the community. In order to utilize their high motivational skillson
anincreasing scale, this Policy envisagesthat the disesase control
programmesshould earmark not lessthan 10%of the budget in respect of
identified programme components, to be exclusively implemented
through these institutions. The policy also emphasizesthe need to smplify
proceduresforgovernment —civil society interfacing in orderto enhance
the involvement of civil society in public health programmes. In principle,
the state would encourage the handing over of public health service
outletsat any level formanagement by NGOsand other institutions of civil
society, on an ‘as-iswhere-is basis, along with the normative funds
earmarked for such institutions.

4.18 NATIONAL DISEASE SURVEILLANCE NETWO RK

4.18.1 This Policy envisagesthe full operationalization of an integrated
disease control network from the lowest rung of public health
administration to the Central Government, by 2005. The programme for
setting up thisnetwork willinclude componentsrelating to the installation
of data-base handling hardware; ITinter-connectivity between different
tiersof the network; and in-house training fordata collection and
interpretation for undertaking timely and effective response. Thispublic
health surveillance network will also encompassinformation from private
health care ingtitutionsand practitioners. It isexpected that real-time
information from outside the government system will greatly strengthen
the capacity of the public health system to counterfocal outbreaksof
seasonal diseases.

4.19 HEALTH STATISTICS




4.19.1.1 The Policy envisagesthe completion of baseline estimatesforthe
incidence of the common disesases—TB, Malaria, Bindness—by 2005. The
Policy proposesthat statistical methodsbe putin place to enable the
periodic updating of these baseline estimatesthrough representative
sampling, underan appropriate statistical methodology. The policy also
recognizesthe need to establish, in a longertime-frame, baseline
estimatesfornon-communicable diseases, like CVD, Cancer, Diabetes;
and accidental injuries,and communicable diseases, like Hepatitisand JE
NHP-2002 envisagesthat, with accessto such reliable data on the
incidence of variousdiseases, the public health system would move closer
to the objective of evidence-based policy-making.

4.19.1.2 Planning forthe health sectorrequiresa robust information system,
inter-alia, covering data on service facilitiesavailable in the private
sector. NHP-2002 emphasisesthe need forthe early completion of an
accurate data-base of thiskind.

4.19.2 In an attempt at consolidating the data base and graduating from
a mere estimation of the annual health expenditure, NHP-2002
emphasisesthe need to establish national health accounts, conforming to
the "source-to-users matrix structure. Also, the policy envisagesthe
estimation of health costson a continuing basis. Improved and
comprehensive information through national health accountsand
accounting systemswould pave the way fordecison-makersto focuson
relative priorities, keeping in view the limited financial resourcesin the
health sector.

4.20 WOMEN'SHEALTH

4.20.1 NHP-2002 envisagesthe identification of specific programmes
targeted at women’shealth. The Policy notesthat women, along with
otherunder-privileged groups, are significantly handicapped due to a
disproportionately low accessto health care. The various Policy
recommendationsof NHP-2002, in regard to the expansion of primary
health sectorinfrastructure, will facilitate the increased accessof women
to basic health care. The Policy commitsthe highest priority of the Central
Government to the funding of the identified programmesrelating to
woman’shealth. Also, the policy recognizesthe need to review the
staffing normsof the public health administration to meet the specific
requirementsof women in a more comprehensive mannetr.

4.21 MEDICAL ETHICS




4.21.1.1 NHP -2002 envisagesthat, in orderto ensure that the common
patientisnot subjected to irrational or profit-driven medical regimens, a
contemporary code of ethicsbe notified and rigorously implemented by
the Medical Council of India.

4.21.1.2By and large, medical research within the country in the frontier
disciplines, such asgene- manipulation and stem cell research, islimited.
However, the policy recognisesthat a vigilant watch will have to be kept
so that the existing guidelinesand statutory provisonsare constantly
reviewed and updated.

4.22 ENFORCEMENTOF QUALITY STANDARDSFORFOOD AND DRUGS

4.22.1 NHP —2002 envisagesthat the food and drug administration willbe
progressively strengthened, in termsof both laboratory facilitiesand
technical expertise. Also, the policy envisagesthat the standardsof food
itemswillbe progressively tightened up ata pace which will permit
domestic food handling / manufacturing facilitiesto undertake the
necessary upgradation of technology so that they are not shut out of this
production sector. The Policy envisagesthat ultimately food standardswill
be close, if not equivalent, to Codex specifications; and that drug
standardswillbe at parwith the most rigorousonesadopted elseswhere.

4.23 REGULATION OF STANDARDSIN PARAMEDICAL DISCIPLINES

4.23.1 NHP-2002 recognisesthe need forthe establishment of statutory
professonal councilsforparamedical disciplinesto register practitioners,
maintain standardsof training, and monitor performance.

4.24 ENVIRONMENTAL AND OCCUPATIONAL HEALTH

4.24.1 This Policy envisagesthat the independently -stated policiesand
programmesof the environment -related sectorsbe smoothly interfaced
with the policiesand the programmesof the health sector, in orderto
reduce the health risk to the citizensand the consequential disease
burden.

4.24.2 NHP-2002 envisagesthe periodic screening of the health conditions
of the workers, particularly for high- risk health disordersassociated with
theiroccupation.

4.25 PROVIDING MEDICAL FACILITIES TO USERS FROM OVERSEAS




4.25.1 To capitalize on the comparative cost advantage enjoyed by
domestic health facilitiesin the sescondary and tertiary sectors, NHP-2002
strongly encouragesthe providing of such health serviceson a payment
basisto service seekersfrom overseas. The providersof such servicesto
patientsfrom overseaswillbe encouraged by extending to theirearnings
in foreign exchange, all fiscal incentives, including the statusof "deemed
exports’, which are available to otherexportersof goodsand services.

4.26 IMPACTOFGLOBALISATION ON THE HEALTH SECTOR

4.26.1 The Policy takesinto account the seriousapprehension, expressed
by several health experts, of the possible threat to health security in the
post-TRIPSera, asa result of a sharp increase in the pricesof drugsand
vaccines. To protect the citizensof the country from such a threat, this
policy envisagesa national patent regime forthe future, which, while
being consistent with TRIPS availsof all opportunitiesto secure forthe
country, underitspatent laws, affordable accessto the latest medical
and othertherapeutic discoveries. The policy also setsout that the
Government will bring to bearitsfull influence in all international fora — UN,
WHO, WTO, etc.—to secure commitmentson the part of the Nations of
the Globe, to lighten the restrictive featuresof TRIPSin itsapplication to
the health care sector.

5. SUMMATION

5.1 The crafting of a National Health Policy isa rare occasion in public
affairswhen it would be legitimate, indeed valuable, to allow ourdreams
to mingle with ourunderstanding of ground realities. Based purely on the
clinical factsdefining the current status of the health sector, we would
have arrived at a certain policy formulation; but, buoyed by ourdreams,
we have ventured dightly beyond that in the shape of NHP-2002, which, in
fact, definesa vision for the future.

5.2 The health needsof the country are enormousand the financial
resourcesand managerial capacity available to meet them, even on the
most optimistic projections, fall somewhat short. In this stuation, NHP-2002
hashad to make hard choicesbetween variousprioritesand operational
options. NHP-2002 doesnot claim to be a road-map for meeting all the
health needsof the populace of the country. Further, it hasto be
recognized that such health needsare also dynamic, asthreatsin the
area of public health keep changing overtime. The Policy, while being
holistic, undertakesthe necessary risk of recommending differing
emphasison different policy components. Broadly speaking, NHP —2002
focuseson the need forenhanced funding and an organizational



restructuring of the national public health initiativesin orderto facilitate
more equitable accessto the health facilities. Also, the Policy isfocused
on those diseaseswhich are principally contributing to the disease burden
—TB, Malaria and Blindnessfrom the category of historical diseases; and
HIV/AIDSfrom the category of ‘newly emerging diseases . Thisisnot to say
that otheritemscontributing to the disesase burden of the country willbe
ignored; but only that the resources, asalso the principal focusof the
public health administration, will recognize certain relative priorities. It is
unnecessary to labour the point that underthe umbrella of the macro-
policy prescriptionsin thisdocument, governmentsand private sector
programme plannerswill have to design separate schemes, tailor-made
to the health needsof women, children, geriatrics, tribalsand other socio-
economically under-served sections. An adequately robust disaster
management plan hasto be in place to effectively cope with situations
arising from natural and man-made calamities.

5.3 One nagging imperative, which hasinfluenced every aspect of this
Policy, isthe need to ensure that ‘equity’ in the health sector standsasan
independent goal. In any future evaluation of itssuccessor failure, NHP-
2002 would wish to be measured against thisequity norm, ratherthan any
otheraggregated financial norm forthe health sector. Consistent with the
primacy given to ‘equity’, a marked emphasishasbeen provided in the
policy forexpanding and improving the primary health facilities, including
the new concept of the provisioning of essential drugsthrough Central
funding. The Policy also commitsthe Central Government to an increased
under-writing of the resourcesfor meeting the minimum health needs of
the people. Thus, the Policy attemptsto provide guidance for prioritizing
expenditure, thereby facilitating rational resource allocation.

5.4 This Policy broadly envisagesa greater contribution from the Central
Budget forthe delivery of Public Health servicesat the Sate level.
Adequate appropriations, steadily risng overthe years, would need to be
ensured. The possibility of ensuring thisby imposing an earmarked health
cesshasbeen carefully examined. While it isrecognized that the annual
budget must accommodate the increasing resource needsof the social
sectors, particularly in the health sector, thisPolicy doesnot specifically
recommend an earmarked health cess, asthat would have a tendency
of reducing the space available to Parliament in making appropriations
looking to the circumstancesprevailing from time to time.

5.5 The Policy highlightsthe expected rolesof different participating
groupsin the health sector. Further, it recognizesthe fact that, despite all
that may be guaranteed by the Central Government for assisting public
health programmes, public health serviceswould actually need to be



delivered by the Sate administration, NGOsand other institutions of civil
society. The attainment of improved health levelswould be significantly
dependent on population stabilisation, asalso on complementary efforts
from other areasof the social sectors—like improved drinking water
supply, basic sanitation, minimum nutrition, etc. - to ensure that the
exposure of the populace to health risksis minimized.

5.6 Any expectation of a significant improvement in the quality of health
services, and the consequential improved health statusof the citizenry,
would depend not only on increased financial and material inputs, but
also on a more empathetic and committed attitude in the service
providers, whetherin the private or public sectors. In some measure, this
optimistic policy document isbased on the understanding that the
citizenry isincreasingly demanding more by way of quality in health
services, and the health delivery system, particularly in the public sector, is
being pressed to respond. In thisbackdrop, it needsto be recognized that
any policy in the social sectoriscritically dependent on the service
providerstreating theirresponsibility not asa commercial activity, but asa
service, albeit a paid one. In the area of public health, an improved
standard of governance isa prerequisite forthe successof any health

policy.



