
CHAPTER 2

LITERATURE REVIEW

This chapter presents a review of available literature pertaining to health

and health related issues. The first section reviews meaning and changing

concepts of health enunciated by different authors. The second section is

followed by the review on the nature, meaning and effectiveness of primary

health care. Third section reviews socio economic development and health status

which will provide a brief description on the impact of various factors on health

status. Finally, various problems and policy issues are reviewed so as to have a

clear understanding on the various issues.

2.1. Changing Concept of Health

Health is one of those terms which most people find it difficult to define

although they are confident of its meaning. Health is a common theme in most

culture. Infact all communities have their concept of health as part of their

culture (Park, 2002)]. Health is viewed differently by different people all over

the world (Goel, 1984):)‘. Not only are there marked differences in lay man’s

definition of health, but their perceptions do not always match with those held

by health professionals. Consequently, there is much controversy surrounding

the conceptualization and measurement of health (Alan Clarke, l999)3.

The concept of health is going beyond illness —its prevention and cure.

Over the centuries, it has evolved as a concept from an individual concern to a
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world wide social goal and encompasses the whole quality of life. A brief

review on the meaning and changing concept of health is given below.

The most widely accepted definition of health is that given by the WHO

(l978)4 in the preamble to its constitution which is as follows: “Health is a state

of complete physical, mental and social well being and not merely an absence of

disease or infirmity”. Although this is an attractive definition, it is subjective and

hard to assess (Deon Filmer, er al. 2000)5.

As stated in the first five year plan (1951)6, “Health is a positive state of

well being in which harmonious development of mental and physical capacities

of the individuals lead to the enjoyment of a rich and full life. It implies

adjustment of the, individuals to his total environment. WHO (l957)7 defined

health as a condition or quality of the human organism expressing the adequate

functioning of the organism in a given condition, genital and environmental.

Seal (1963)8 in his presidential address defined health as: “flexible state of body

and mind which may be described in terms of a range with in which a person

may sway from the condition where in he is at the peak of enjoyment of physical

mental and emotional experiences having regard to environment, age, sex, and

other biological characteristics due to the operation of internal or external

stimuli and can regain that position without outside aid”.

Dubos (1965)9 defined health saying: “Health implies the relative absence

of pain and discomfort and a continuous adaptation and adjustment to the

environment to ensure optimal function”. This is known as ecological concept of

health. Holistic concepts corresponds to the view held by the ancients that health

implies a sound mind in a sound body in a sound family in sound environment
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(WHO 1978)”). According to Berthet (1979)", Secretary General of the

International Union for Education, Paris, health should not be defined in terms

of sickness, but rather in relation to the harmonious development of every

individual’s personality. It represents a balanced measure of a person’s total

potential, biological, psychological and social; and to the notion of individual’s

health we should add the concept of family and community health. Ahmed and

Coelho (1979)'2 based on bio-medical concept viewed health as ‘absence of

disease’ and if one was free from disease, then the person was considered

healthy. Goel (1984)” stated that “Health is a condition under which an

individual is able to mobilize all his resources, intellectual, emotional and

physical, for optimum living. Thus, health is not static. On the contrary, it

fluctuates on a scale which ranges between optimum healths as defined by WHO

to complete lack of health. WHO (1986)'4 revealed that health is not only a bio­

medical phenomenon, but one which is influenced by social, psychological,

cultural, economic and political factors of the people concerned. These factors

must be considered in defining and measuring health. Thus, health is both a

biological and social phenomenon. This is known as psychological concept of

health. Angela Scriven (1989)'5 viewed health holistically and its positive aspect

was acknowledged. In his view, health should not be primarily considered as an

end in its own right, but rather as a means to an end. i.e. the achievement of a

socially and economically productive life. For Hema et al. (1993)'6, health is a

multi dimensional phenomenon. It is not only about disease and medical care

system but also about environment around us, which influenced the mental and

physical state of person. According to Agnihotri (1998)'7, “health is not a

medical artifact, nor can it be equated with politics or economics. It is the social

system in which we live, our life styles and living conditions at home.
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According to Park (2000)18, “health is not mainly an issue of doctors,

social service and hospitals. It is an issue of social justice. Rexford Santerre

(2000)l9 stated that “Health is a nebulous concept that defies precise

measurement”. In terms of measurement, health depends much on the quantity

of life ie the number of life years remaining as it does on the quality of life. But

economists take a radically different approach. They View health as a durable

good or type of capital, which provides services. The flow of services produced

from the stock of health ‘capital ‘is consumed continuously over an individual’s

life time (Gross Man, 1972)”.

Thus, a general distinction can be made between negative and positive

definitions of health. Health is viewed largely in negative terms as the absence

of disease or illness. Positive health could be described as the ability to cope

with stressful situations, the maintenance of a strong social support system,

integration with community, high morale and life satisfaction, psychological

well-being and even levels of physical fitness as well as physical health.

(Bowling, 1991)“.

2.2. Nature, Meaning and Effectiveness of Primary Health Care

The Alma Ata conference defined primary health care as “essential

health’ care based on scientifically sound and socially acceptable methods and

technology made universally acceptable to individuals and families in the

community through their full participation and at a cost that the community and

country can afford to maintain at every stage of their development of in a spirit

of self reliance and self determination” (WHO, 1978)”. It forms an integral part

both of the country’s health system of which it is the nucleus and of the over all

social and economic development of the community (WHO, 1979)”.
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There are different ways of defining primary health care. The 28”‘ World

Health Assembly accepted the working definition of primary health care.

According to this definition, Primary health care is taken to mean “A health

approach which integrates at the community level all the elements necessary to

make an impact upon the state of health of the people.” Such an approach should

be an integral part of the national health care system which includes preventive

promotive curative and rehabilitative health measures and community

development activities. (WHO, 1977)“.

According to Coleking (198l)25, “Primary Health Care is both a

philosophy and a strategy”. Its philosophical merits derived from the principles

it espouses, while its strategy consists of broad based activities within and

beyond the health sector aimed at the improvement of health.

In the words of Segall (1983)26 “Primary Health Care incorporates certain

democratic principles such as community involvement, individual and collective

responsibility for health and self reliance. These imply that implementation of

health policy cannot be left to the mechanization of the state to formulate

programs.

Abel Smith (l983)27 while analyzing health care expenditure in terms of

primary , secondary and tertiary levels stated that “Primary Health Care covers

all health Variables that influence health such as education, nutrition, safe

drinking water and sanitation.” A practical definition of primary health care was

suggested which includes “All health care from the village or urban community

level up to the health center or first line hospital.”
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In the opinion of Biswanath Roy (l_996)28 Primary Health Care implies

the development of socio economic condition which leads to general

improvement of health: Primary health care is more social in nature than

personnel. So the primary health care is basically a public good. Though primary

health care strategy was introduced to provide acceptability and affordability to

all, study observed that the goal of health for all is receding more distant and the

poor is deprived of the basic health needs as earlier. Primary health care at the

global institutional level should be the focal point to attain health for all.

2.3. Effectiveness of Primary Health Care at the National and Local
Levels

There should be empirical regularities at both the national and local levels

to make inferences regarding the impact of public spending on primary health to

promote good health. It might seem odd that we do not review the literature

evaluating primary health care .As one recent review of that literature highlights,

however, the literature does not permit such an evaluation. Fox (1995)29

analysed 87 articles published in four health journals (Health policy, Health

Policy and Planning, International Journal of health Services, and social science

and Medicines) that included the word “Primary Health care”stated that “While

there are questions about parts of primary health care, there was no serious

questioning in the literature of primary health care as a desirable way of

Ministries of Health to spend their money. Most of the program evaluations or

topic evaluations don’t show great technical expertise in evaluation

methodology being applied to primary health care, but a fair number of articles

discuss how such an evaluation would be done, or why it would be difficult.”
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2.4. Comparison at the National Level

Cross national studies of health status have come to fair consensus on two

points. First, socio economic characteristics explain nearly all of the variation in

mortality rates across countries, (Filmer, er al. 1999). Second, total public

spending on health has had much less impact on average health status than one

could have hoped for. (Musgrave 1996).”

Using instrumental variables to account for data and endogenity

problems, Filmer et al. (1999)3' found that public expenditure on health as a

share of GDP is a small and statistically insignificant determinant of child

mortality and the doubling of public spending from 3 to 6 % of GDP would

improve mortality by only 9.13 %. Bidani and Ravallion (l997)32 show that

public spending has a large impact on the health status of the poor, but they

estimate the effect of public spending on aggregate health status (to the poor and

non poor taken together) to be quite small. There are some exceptions to the

above. Anand and Ravallion (l993)33 stated that the very high correlation

between average income and poverty explains that a country’s average income

explains most of the variations in health status.

An influential study (Preston 1980)”, based on data from 1940 to 1970,

emphasized the low explanatory power of socio economic variables. The cross

national evidence has always been absent or ambivalent on whether health status

is improved by a greater commitment to or greater spending on primary health

care or both (Deon Filmer, er al., 2000)”. Kunstadter (1985)36 participating at a

seminar conference that affirmed support for primary health care on the basis of

case studies of China, Costa Rica, Kerala and Sri Lanka committed: “The four
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case studies involve societies in which low mortality has been reached without

per capita income. Situations in which low income continues to be associated

with high mortality were not considered, 11or have searches systematically for

other societies in which relevant social characteristics of the four successful

cases are repeated, to see what happened to mortality. Thus policy prescriptions

are weak.”

More over, although China’s bare foot doctors are famous, it is not

obvious that their success can be attributed to a primary health care strategy- nor

even that it was related to medical care. The largest decline in infant mortality

occurred in the 1950s and the first half of the 1960s, before the introduction of

the bare foot doctors in late 1965. Further, when the program was abandoned,

health status did not deteriorate(Liu et al., 1995)“. These are weak evidence

against primary health care. “We know of no published cross national evidence

that lends support to primary health care” (Filmer et al., 1998)”.

2.5. Outcomes at the Local Level

A second empirical regularity that would support primary health care

would be evidence that the availability of primary health care facilities or

community health workers had a demonstrable impact on the local health status

of individuals and communities. Frankenberg (l995)39 by comparing randomly

matched births from two different age cohorts in a village in Indonesia finds that

the presence of a maternity clinic or a doctor reduced mortality but that the

presence of a health worker other than a doctor reduced mortality but that the
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presence of a health worker other than a doctor increased the probability of

death.

Paris and Lillard (l994)40 found that delivering a baby with in a health

care institution in Malaysia reduced the probability that the baby would

subsequently die. In Malaysia, Da Vanza (l984)4I found that the distance to

medical care was related to infant mortality rate, but that low birth weight was

correlated with the distance to care. Hammer er al. (l995)42 found that public

medical facilities in Malaysia were unrelated to mortality, where as Hossain

(1989)43 reported that the pressure of a dispensary and family planning clinics

lowered mortality in Bangladesh. Rosenzweig and Schultz (l982)44 showed that

rural health posts, municipal, public and private clinics dispensaries and mobile

care units were not significantly related to child mortality in rural Colombia. In

urban areas, hospitals, clinics and family planning centers tended to reduce

mortality. Rosenzweig and Wolpin ( 1982)” used data from rural India to find

that villages in a district with a family planning clinic and those with a

dispensary were associated with lower child mortality but that villages with any

other health facility (health centers, nursing homes etc,) were associated with

higher mortality. The large National Family Health Survey of India showed no

relation between health center or sub center and child mortality (World Bank,

1998)4°

Based on the empirical results Deon Filmer et al. (200O)47 suggested that

enhancing health out comes is not simply a matter of providing additional funds

or increasing access to primary health care services and facilities. These provide

two likely explanations for the negligible impact of public spending: First, the

impact of primary health care provision depends on the effectiveness of the
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service produced. The solution is an improvement in the quality of the services.

Second, the impact of the service depends on individual choice and the market

for health. Primary health care may have little impact on health status not

because such case is unimportant but because, in practice, the efficacy of

government health interventions may be low. Study argued that increase in

public spending in primary health care are effective in improving aggregate

measures of health status, while curative services at secondary and tertiary levels

are not. This view can rationalize an increase in funds for primary health care as

well as reallocation of the health budget toward primary health care activities.

Kenneth Lee and Annee Mills (1983)48, based on a number of

demonstrations stated that the provision of primary health care can do much to

improve health, especially of mother and children. Yet the health services of

most developing countries still concentrate their resources and efforts on

hospitals which are not accessible for the majority of the population 11 rural areas

and urban slums. Djukanovic and March (1975)49 stated that primary health care

aims to improve the basis of health, implying the distribution of resources to

maintain health. This distlibutive aspect makes primary health care a profoundly

political issue. The five case studies in India, Thailand, Jamaica, Sri Lanka

indicate that primary health care strategy need to be combined to prevent the

emergence of problems associated with the development strategies and life

styles that foster conditions of ill health (WHO, 1984)”. Santhosh Mehrotra and

Richard Jolly (1997)5' by studying the experiences of ten developing countries

that have achieved high health status with low income stated that these countries

achieved major reductions in mortality of mother and children by focusing their

primary health care activities on maternal and child health. If primary health

care is properly focused on preventive and educative medicines, and if cases are
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caught before they become serious, and if expanded services are brought closer

to the people, primary health care will be superior to hospital care in three ways.

It will reduce pain, it will reduce waiting and it will reduce cost. Panchamukhi 52

in her study concluded that emphasis in planning will have to be based on the

provision of clean water supply, environmental sanitation, and at least the

minimum of medical facilities in the villages of the backward health status , for

there is a tendency for the available health facilities to concentrate these also in

the urban areas. The role of the primary health center will have to be activated in

this direction. According to the Ninth plan document (1997-2002)”, two

important areas which need closer scrutiny in a perspective on health are its

approach to primary health care and to disease control program. The existing

primary health care institution, according to the document are functioning sub­

optimally because of inappropriate location, poor access, lack of maintenance,

lack of funds, drugs etc. The primary health care units have been in a shamble as

revealed in the plan document.

Finding of a study about leptospirosis epidemic in Gujarat by Purendra

Prasad (2000)54 showed that strategies and efforts undertaken by the government

to fight against epidemics were directed towards curative rather than preventive

which led to the failure of the health delivery system at different levels.

Reputation of primary health centers and community health centers was at the

lowest ebb. Efforts should be made to improve the health services in all the

government institution rather than attempt a few changes here and there during

epidemics. Alan Ghosh (1996)55 stated that practically no drugs are available in

any one of the lakhs of primary health centers which have been set up by the

government over the years. There is thus an infrastructure lying unused merely

because of the sharp cut back in public expenditure on health.
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2.6. Socio Economic Development and Health Status

Improvement in the health status of people requires an integrated

approach to deal with various socio economic problems like poverty,

unemployment, illiteracy and ill health. Isolated attempt at dealing with any one

of these problems are not likely to be very fruitful (Narayanan, l997)5°.

Since the beginning of the eighteenth century, a crucial factor in mortality

decline in Europe was improvement in the supply of food and diet (United

Nations, 1975)”. Further decline in the mortality rate after the middle of the

nineteenth century was contributed significantly by sanitary reforms and public

health movements (McKeown and Record, 1962)”. Looking at the infant

mortality decline experienced by Stonlnitz (l965)59 considered socio economic

factors of lesser importance than public health measures and health facilities.

Preston (1975)6° attempted to prove that 9% of the mortality decline was caused

by the socio economic development, as reflected in the changes in nutrition,

water system, housing and sanitation. The decline in the prevalence of other

disease was ascribed to the public health measures, consisting of immunization

and vector control measures. Debabar Banergee (200l)6' stated that relatively

recent improvement in the health status of people in countries like Japan, South

Korea, Taiwan, Hong Kong and Singapore can be attributed more to socio

economic development than to specific actions of the health service systems.

Implementation of health for all is a complex process involving socio cultural

political, economic and technological process.

The main focus of development versus public health debate is however

centered around the so- called paradox of high status of health at a relatively low
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level of development in Sri Lanka and Kerala. In Sri Lanka, mortality decline

after the second world war, was attributed exclusively to the public health

programs in general and the malaria eradication program in particular (Magm,

196762).

Similarly improvement in the health status of Kerala is generally

attributed to the widespread network of health care system in rural areas and its

higher utilization rate and/or the public health programs undertaken by the state

(Narayanan, 1997)“. Nair ( 1974)“, suggested that the extension of primary

health centers and public health measures in the state led to the decline in infant

and child mortality rates in the 1950s and subsequently to fertility decline in

1960s

On the other hand, Panikar (l975)65, pointed out that mortality rates had

already declined substantially prior to the 1950s and proposed that main factors

behind the mortality decline in Kerala were the high priority given to preventive

and promotive measures in the health care system, female literacy, better

utilization of health care services and the success of public health measures

which were introduced on a large scale by the princely States of Cochin and

Travancore. He argued that the relative contribution of modern health facilities

was small.

A United Nations (l975)66 study on Kerala’s health development

concludes that “ .... .. the achievement of Kerala in lowering mortality rate and

rising life expectancy to almost the levels of more developed countries must be

attributed largely to the widespread net work of health services and the scales on

which they are used.
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An all encompassing hypothesis was provided by Ratcliff (1977)°7 who

saw changes in Kerala’s demography as a result of broader socio- economic and

political development. Paniker and Soman (1984)68, laid equal emphasis on

public health and medical care services. While the first phase of health status

improvement was attributed to preventive health measures against infectious

diseases, in the second phase, the stress was on the expansion of medical care

system with low rural urban disparities and small size of the catchment areas.

They recognized the contribution of land reforms, public distribution system,

literacy and housing to the reduction in socio- economic in equalities and better

utilization of health care services but attributed health improvement mainly to

the health care services. The role of social factors in Kerala’s mortality and

fertility decline is high lighted in Nag’s comparison of that state with West

Bengal (Moni Nag, 1983)“. Nag drew attention to the early introduction of

public health measures, including sanitation and immunization in Travancorc­

Cochin during the nineteenth century and to the absence of such measure in

West Bengal. Nag attributed the high health status to the social development in

terms of wider distribution of health care services in the rural areas and their

greater utilization, better transportation facilities, higher living especially among

women and political awareness all resulting from the public policy.

Zachariah and Patel (1983)7° compared infant mortality in three district of

Kerala and found that infant survival was mostly influenced by mothers

education. Kabir and Krishnan (1992)71 analysed the social , institutional and

economic forces that aided the health transition in Kerala, role of government in

initiating and sustaining these process and the lessons they provide for other

states. Based on various studies it has been proved the critical role of the

government in providing access to health and the importance of social and
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political changes in bringing about the health transition in Kerala. Another major

indirect finding is the importance of preventive and public health measures in

reducing morbidity and mortality. Krishnan (l976)72 found literacy an important

variable for explaining interstate differences in mortality rate in 11 state of the

country. Again, while he found literacy to be the most significant factor, the

health service ratios also had some explanatory power. On the other hand, health

expenditure was not a particularly significant explanatory power. Again

Krishnan (1976) showed that infant mortality rate of different regions of Kerala

were positively correlated with the size of the “catchment area’ of health

centers. These approaches concluded that economic development is the means to

reduce mortality and improve health and the resources spent on health measures

are wasted resources and they should be channeled into development from

which health will automatically ensue. Dreeze and Sen (1995)73 states that the

political consciousness of the people to demand what they are entitled to, had

the effect of making health care much more rapidly available for the poor in

Kerala. This account is in sharp contrast with the corresponding state of affairs

in UP where widespread absenteeism of government doctors is passively

accepted as a normal state of affairs. The role of social and political factors in

generating the effective performance of government agencies in Kerala is well

described in Heller (l996)74. Earlier, Cald Well (1986)75 described instances in

which Keralan’s held health workers accountable through armed means.

Ramankutty and Paniker (l995)76 conducted an in depth study on the

pattern and intensity of the reaction of the government health sector in Kerala to

the current fiscal crisis. This study reports that public sector health services

played an important role to have an exemplary health status attained by Kerala

in the early period. But of late, the importance of public sector in the health

49



services in the state has waned greatly due to fiscal crisis. Performance of the

health sector is directly dependent upon the state of its finances

2.7. Problems and Policy Perspectives

Amar Jesani (2002)77 in his study on ‘social objectives of health care

services regulating the private sector’ had stated that since all the eight elements

embodied in the primary health care cannot be provided at a time due to

resource constraints, prioritization of elements are needed. Based on previous

experience author suggest that minimum health services that should be provided

to all will include 1. Maternal and Child Health, 2. Immunization, 3. Treatment

of common illness and 4. Provision of essential drugs.

As per this study, quantitative development rather than qualitative

development is to be given preference. Study concluded that it is better to have

lower quality care for every one and upgrade it gradually than to set up pockets

of high technology hospital based on curative services inaccessible to the vast

majority of people. Study conducted by Zacharia, Nair, and Irudaya Rajan

indicate that more than 70 % of women in Kerala are protected by various

family planning methods and among 80 % of them are sterilized. Since Kerala

has reached below replacement level of fertility, role of family planning in the

state in the near future is insignificant. In this ground, the government can divert

money from family planning to social security. Some important issues related to

health policy revealed that interventions in the health sector may have to focus

on the preventive aspect of health care especially in the areas of safe drinking

water and provision of sanitary facilities. (Kannan er al., 1991)78. Sen and

Dreeze (1995)79 have noted massive displacement of health care activities by

family planning programs. While family planning programs are definitely
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important, it should never be at the cost of general health care particularly where

the general health care help a lot in progress towards family planning

(Biswanath Roy, l996).80

Santhosh Mehrotra and Richard Jolly (1997)8l presented retrospective

studies of ten developing countries that managed to exceed the scope and pace

of social achievement of the majority of other developing countries, many of

their social indicators being comparable with those of industrialized countries.

The study concludes that it is possible to achieve a high level economy, if the

government sector sets the right priority. Blerman ( 1998)”, in his study

‘Rethinking health care system’ stated that service priorities such as family

planning under public delivery system reduced real access to other services and

popular perceptions of quality. Kunnikannan and Aravindan (2000)83, critically

analysed the achievement and future prospects of the most discussed Kerala

Model of health development and has revealed that major proportion of

resources allotted for health sector are spent on family planning , but not as per

the requirements of the community. His study points out the need for developing

and prospering the working of primary health care in these areas so as to

promote the efficiency of public health sector. According to Sucha Singh Gill

(2000)84, prioritizing rural health care in the state policy by allocating additional

investment for sanitary infrastructure and medical personnel in rural areas is

essential for redressing the growing disparity in health care facilities between

rural and urban Punjab.

Imrana Quadeer (2002)35, stated that the net work pf primary health

health centers do not provide comprehensive primary health care but only family

planning service, selected immunization service and selected disease
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surveillance. Various studies have observed that family planning and more

recently immunisation get only a large share of public resources but also take a

disproportionately large share of health worker’s effective work time. Ravi

Duggal (2002)3°, observed that re-organising resource allocation in a meaningful

way is only the first step to improve the health status of population.

2.8. Public Vs Private : Need for Government Intervention

Although health is recogniesd as fundamental human right, the

responsibility of state in providing health care services are grossly neglected in

many of the world countries (Subramanian, 1997)“, Jowet (l990)88 suggested

that government health spending is being increasingly substituted by private

spending even where economies are growing. No program of social service can

be effective without public support and co- operation. This is perhaps more true

incase of health services and also the sanitation and cleanliness program may

fail to yield desired results for want of public support and co- operation.

Usha Banerjee (1970)89 stated that, in the absence of public financing,

there will not be a socially optimum supply of hospital. Ramamani Sunder

(1992)90, conducted a household survey of health care utilization and

expenditure in India in 1993. The results of the survey revealed that the people’s

dependence on public health facilities is higher for natal, intra natal and

preventive care. More than 60 % of the deliveries in both rural and urban areas

have taken place in the government health facilities. Dileep (2002)9l, in his

paper on ‘Reproductive and Child Health Care Service’ attempted to understand

the role of private sector in providing reproductive and child health care service

in India. Study concluded that majority of services that come under the
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reproductive and child health care is relatively cheaper, which in most cases do

not involve hospitalization. Therefore, at a policy level, the public sector should

consider the potential of private sector in delivering reproductive and child

health services at least in places where knowledge and use of these services have

been universal.

Brain Abel Smith (1999)92, in his study about how to improve health in a

cost effective and politically acceptable way stated that private sector is the long

term answer to the provision of health care since public services are bound to be

inefficient, bureaucratic and impersonal. Because the private sector has to

respond to market forces, it will be more efficient and user friendly. But in many

countries, private sector is generally regarded by the public sector as a

dangerous predator, robbing the public sector of trained workers, distracting

doctors by its higher earnings from their main work which ought to be in the

public sector.

NSSO (1998)93, stated that rise in the role of private sector providers is

expected to decrease burden on the government. The profit oriented private

sector is not only a major contributor of both inpatient and out patient care

services, but their perception in the delivery of health services in India is

showing an increasing trend as well. Based on the experiences from different

states, Nair et al. (1999)94, stated that even though rise in the role of the private

sector in family planning services is not a pre- requisite for the fertility decline,

it can relieve the public sector from the burden of reproductive and child health

care. Pillai (l999)95, traced out the development of Kerala economy from 1951­

1991 and investigates into the role of ‘Kerala Model’. According to him, the role

played by the private sector in the medicare system is quite significant and its
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contribution to Kerala’s health status is much more than that of the government

sector. While looking for explanations for the high level health status of the

state, usually the big role played the private sector in this area does not get

recognized. Kiishnan (l999)96, in his study stated that private sector has played

a major role in the health care delivery since 1975 in Kerala. Provision of

financial incentives for the private sector to establish and operate educational

institution plated an important role to reduce the disparity and to promote health.

Immunisation survey indicate that nearly 1/3” of the total number of child

immunusation and over half the number of TT immunization was given by the

private physician in 1991. Ravi Duggal (2O02)97, stated that private sector

cannot be left to its own means and ways. It needs to be integrated under a

common umbrella along with the public health system. Based on the world wide

experience, author concludes that to attain universal access to health, an

organized public private mix health care system has to evolve.

According to Mavalankar (l996)98, Quality of service is a major factor

that influence the client in choosing a health care provider. Researches in family

planning services assume that women may be preferring the private sector

because of superior quality of services when compared to the public sector.

Kannan et al. (1991)99, stated that public health care institutions have played a

crucial role in the health care in the early decades but since l980’s there has

been rapid expansion in the health care facilities in the private sector. Low rate

of utilization of public health care even among the poor show poor performance

of public health institutions and the preventive health care aspects in the public

institutions does not seen to get the attention they warranted.
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lrudaya Rajan (1995)l00, in his study on major issues in the health status

of Kerala pointed out that utilization as well as the development of private sector

has become a vital factor in Kerala especially in 1980s. Another amazing

finding is the utilization of private institutions by the socio-economically poor

sections of the population which indicate the health consciousness among

Keralites and the poor performance of public health care institutions. United

Nations (1992)1°1, while analyzing ageing problems of Kerala and its

implications for policy making showed that employment opportunities for

physicians in the government sector may not increase proportionately with the

increase in number of physician. Many doctors may have to look for

employment in the private sector. This may widen the already existing gap in

perceived quality of care between the government and private sector, with the

government facilities seen to over crowed and under staffed compared to private

hospitals.

Ravi Duggal (2002)102, in a critical study on draft national health policy

of 2000 emphasised high correlation between decline in the share of public

sector utilization and the reduction seen in expenditure on the non salary

components of health budgets. He concluded that in order to increase rate of

utilization of public health facilities from current level of less than 20%,

expenditure on non- salary components of the health budget is to be increased.
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