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2.  HEALTH

Introduction

Good health is the basic objective of any development effort. The concept of human development as defined by UNDP rests on three pillars: knowledge, health and livelihood. Health of the people has been recognized as a valuable national resource and the government’s endeavour has been to improve the same and enable them to contribute to the enhancement of the nation’s productivity. 

Health is defined by World Health Organization (WHO) as a state of complete physical, mental and social well-being and not just avoidance of disease. Physical health implies the perfect functioning of the body (WHO 1948). It conceptualises health as a state in which every cell or organ is functioning at optimum capacity and is in perfect harmony with the rest of the body. Mental health implies not merely the absence of illness but the state of balance between the individual and the surrounding world, and a state of harmony between oneself and others, and co-existence between oneself and others and between the realities of self and that of other people and that of the environment (Sartorious, 1983). Social well-being implies the quality and quantity of interpersonal ties and the extent of involvement within the individual, between each individual and other members of the society and between each individual and the world in which he lives. Thus health is a multi-dimensional and a wholistic concept involving the well-being of the whole community.

Status of Health in Jammu & Kashmir

Initially it was seen that the health status of the people was poor due to prevalence of diseases of various kinds resulting in morbidity and mortality. This was specially so with respect to women and children. The constraints in the improvement of health status of the people included lack of financial resources, dearth of technical staff, and inadequate health infrastructure. Therefore, in order to improve the health status and to achieve the objectives of "Health for All", the Government of India enunciated the National Health Policy in 1983. In response to this, the state government initiated a number of programmes and activities through which health and medical services could flow to the needy and gradually achieve the aims and objectives set under the national policy. As a result, some improvement was seen in the health status of the people. 

While this is in itself a positive sign, the rates of change are far too slow for sustainable development and a better quality of life for the people. The state has not been able to keep pace with the national level achievement, in spite of giving due priority to the health sector while distributing state resources. Further, recent disturbances may also have worsened the condition. Consequently, the state till date has a considerable segment of population living below poverty line, with poor infrastructure amongst abundant resources. Under such conditions, women are the most affected, given the burden of child bearing in a patriarchal set up. Poverty coupled with poor social status, lack of access to social development, increases health problems.  

Set in this background, this sub-section presents an intriguing picture of the health status in Jammu and Kashmir as measured by fertility, mortality and morbidity indicators. These vital indicators indicate the health status and well-being of the people in society, and give a broad idea of the issues related to health and nutrition.

Table III.54 gives a cursory glance at the health status as measured by three indicators, namely, crude birth rate, crude death rate and infant mortality rate in Jammu and Kashmir.

Table III.54: Comparison of Health Indicators of Jammu & Kashmir with India – 1998.
(per 1000 persons)

	Health Indicators
	J&K
	India

	Crude Birth Rate
	19.9
	26.50

	Crude Death Rate
	5.4
	9.0

	Infant Mortality Rate
	45 *
	72


Source: Registrar General of India, sample Registration Bulletin.

*Infant Mortality Rate is for three year period 1996-98

It is evident that all three indicators are far below their respective national averages. It may safely be guessed that owing to backwardness in terms of other socio-economic indicators, it may take a few years to achieve further reduction. This shows that a lot more has to be done to improve the health status.

As regards diseases, water-borne diseases including intestinal infections, worm infection, diarrhoea, jaundice, typhoid, etc., are found to be the most common. Other diseases of development, such as, hypertension, heart attack, etc., also exist.   

Besides, there are imbalances in the spread of health institutions, physical facilities, equipment and availability of manpower. The health care delivery system is skewed in favour of urban areas. (The health care delivery system has been discussed in detail in subsequent sections).

Measurement of Health Status with respect to Selected Indicators

The development status of the region can be measured in terms of some basic indicators over a span of time of space. Literacy and health are the core of human resource development. The most common indicators of health are crude birth rate, crude death rate and infant mortality rate. 

I.  Fertility Indicators

Fertility indicators such as the crude birth rate, general fertility rate are crude summary measures of the rate at which the population is replacing itself. A more precise picture of fertility can be obtained by examining the age-specific fertility rate (ASFR) and total fertility rate, (TFR) because they are not affected by the age structure (National Family Health Survey, 1993-94).


Crude birth rate is defined as number of live births per thousand population. The number of live births per thousand population in Jammu and Kashmir is shown in Table III.55.

Table III.55: Trends in Live Births in Jammu and Kashmir
	Year
	
	No. of Live Births

	
	
	Male
	Female
	Total

	1995
	T
	85501
	72443
	157944

	
	R
	47349
	39457
	86806

	
	U
	38152
	32986
	71138

	
	
	
	
	

	1996
	T
	95171
	74442
	169613

	
	R
	53400
	40778
	94178

	
	U
	41771
	33664
	75435

	
	
	
	
	

	1997
	T
	94507
	81243
	175750

	
	R
	57446
	49676
	107122

	
	U
	37061
	31567
	68628

	
	
	
	
	

	1998
	T
	98959
	85384
	184343

	
	R
	59498
	51610
	111108

	
	U
	39461
	33774
	73235

	
	
	
	
	

	1999
	T
	99027
	86207
	185234

	
	R
	61022
	52907
	113929

	
	U
	38005
	33300
	71305


Source: Registrar General of India, Sample Registration Bulletin.

The trend clearly indicates that the total number of live births has consistently gone up from 1,57,944 in 1995 to 1,85,234 in 1999. This shows that there has been an increase of 14.73 per cent. The reason for this could be an improvement in medical facilities. Likewise the rural and urban areas too show a similar upward trend. 

Table III.56 shows the trend in birth rate in India and Jammu and Kashmir.

Table III.56: Annual Birth Rate per Million
	Year
	Jammu and Kashmir
	India

	1986
	33.40
	32.60

	1987
	30.40
	32.00

	1988
	32.60
	31.30

	1989
	31.10
	30.60

	1990
	31.40*
	29.90

	1998
	19.90
	26.50


Source: Registrar General of India, sample Registration Bulletin.

* Figure is based on the average of the previous three years since no half-yearly survey was conducted. 

Since SRS was out of order from 1990 to 1998, no information is available for the years 1991-1997.

It is evident from the trend line, that both in Jammu and Kashmir and in rest of India, the annual birth rate has shown a declining trend. In Jammu and Kashmir, the annual birth rate fluctuated between 30 per million and 34 per million. After 1990, there was a sudden decline and it fell to nearly 20 per million, while in India the decline has been gradual. 


Another point which emerges from the table is that up to 1990 the birth rate in Jammu and Kashmir had remained only slightly higher than that of India. In 1998, a drastic difference is found between Jammu and Kashmir and India.


A break-up of rural and urban areas indicates that birth rate in rural areas (20.8) has remained higher than in the urban areas (16.1) in 1998. The same pattern is seen in the rest of India too. 

Age-specific fertility rate is another important indicator which follows the expected pattern. Fertility peaks in the 15-25 age group. This is true for both rural and urban areas. After 25, a steady decline in the fertility rate is noticed, which reaches very low levels for women in their forties. The same trend could be ascertained in the case of Jammu and Kashmir.


The low fertility rates for women in the highest age groups may be because many women in these ages have been sterilised or are menopausal. Moreover, terminal absence from sexual intercourse is commonly practised once the daughter attains menarche or once any of the children gets married and has a child (National Family Health Survey, 1992-93). 


Other important indicators of fertility and fertility preference is given in Table III.57:

Table III.57: Indicators of Fertility and Fertility Preferences 1999
	Total fertility rate (for the past 3 years)
	2.71

	Mean number of children ever borne to women in the age 40-49
	4.79

	Median age at first birth among women age 20-49
	NA

	Per cent of births 1 of order of  3 and above
	50.30

	Mean ideal number of children 2
	2.70

	Per cent of women with 2 children wanting another child
	30.90

	Per cent never married among women age 15-19
	91.50

	Median age at marriage among women age 20-49
	18.70


 1. For births in the past three years.   2. Excluding women giving non-numeric responses.
 Source: Population Studies Centre, Jammu and Kashmir.

Mortality Indicators

This section provides a comprehensive picture of the prevalence of mortality rates. This information is required for demographic assessment of the population and for planning health policies and programmes. Mortality indicators are helpful in identifying the sectors of population that are at high risk and in need of health care service. Some of the important indicators of mortality are as follows

A. Crude Death Rate

Crude death rate is defined as the number of deaths per 1000 people. Among the Indian states, Jammu and Kashmir accounts for only a small percentage of mortality in India and is well below the national average of 9.0. 


A comparison of rural and urban areas shows that the rural death rate is higher than the urban, both at the state as well as at the national level. 

Table III.58: Death Rate in Rural and Urban Areas, 1998 (Per 1000 persons)

	State/Country
	Death Rate

	
	Rural
	Urban
	Combined

	India
	9.7
	6.6
	9.0

	Jammu and Kashmir
	5.6
	4.6
	5.4


 Source: Sample Registration System, Registrar General of India.

Table III.59: Annual Death Rate Trends 
(Per million) 

	Year
	Jammu and Kashmir
	India

	1986
	9.00
	11.10

	1987
	8.00
	10.80

	1988
	8.30
	10.90

	1989
	7.60
	10.30

	1990
	7.90 *
	9.60

	1998
	5.40
	9.00


Source: Registrar General of India

*Figures are based on average of the previous three years since no half yearly survey was conducted.

Since SRS was out of order from 1990 to 1998, no information is available for the years 1991-1997.
It is evident that the annual death rate has been declining in both Jammu and Kashmir and rest of India. In Jammu and Kashmir, the annual death rates fluctuated between 5 per million and 10 per million. After 1990 a sharp decline from 7.90 (1990) to 5.40 (1998) is noticed in J&K, while in the rest of India the decline has been gradual. 


Another conspicuous feature that emerges from the table is that the death rate in Jammu and Kashmir has remained lower than that of the rest of India. A break-up of rural and urban areas indicates that the death rate in rural areas has remained higher than in urban areas. Higher death rates in rural areas highlight economic deprivation, lack of access to resources and infrastructure that assure survival. 
Table III.60: Trends in Number of Deaths
	Year
	T/R/U
	Male
	Female
	Total

	1995
	T
	16698
	12673
	29371

	
	R
	11595
	9856
	21451

	
	U
	5103
	2817
	7920

	
	
	
	
	

	1996
	T
	17930
	13761
	17393

	
	R
	13120
	10076
	23196

	
	U
	4810
	3685
	8495

	
	
	
	
	

	1997
	T
	17393
	15174
	32567

	
	R
	12964
	11417
	24381

	
	U
	4429
	3757
	8186

	
	
	
	
	

	1998
	T
	19774
	17296
	37070

	
	R
	12890
	11431
	24321

	
	U
	6884
	5865
	12749

	
	
	
	
	

	1999
	T
	20039
	17552
	37591

	
	R
	13743
	12188
	25931

	
	U
	6296
	5364
	11660


Source: Directorate of Economics and Statistics, Jammu and Kashmir.
A trend in the number of deaths from 1995 to 1999 shows that the number of deaths has gone up from 29371 (1995) to 37591 (1999), i.e., an increase of 27.98 per cent. 

Table III.61: Death rate by Sex and Residence
(Per 1000 people)
	State
	Death Rate by Sex
	Death Rate by Residence

	
	Total
	Male
	Female
	Rural
	Urban

	Jammu & Kashmir
	5.4
	5.8
	5.0
	5.6
	4.6

	India
	9.0
	9.2
	8.8
	9.7
	6.6


Source: Sample registration system, Registrar General of India.

Note: Estimate of Death Rates for Jammu & Kashmir is not reliable due to inadequacy of  returns.

B. Infant Mortality Rate

The infant mortality rate is the most widely used indicator of child survival and a proxy indicator of health status. It measures the number of infant deaths in the 0-1 age group per 1000 live births. 

Table III.62: Infant Mortality Rate – 1994 and 1998

(Per 1000 persons) 

	State/Country
	1994
	1998

	J&K
	45
	45

	India
	72
	72


Source: Sample Registration System, Registrar General of India. 

Table III.62 clearly indicates that Jammu & Kashmir has made absolutely no progress in 1994 and 1998 to reduce the infant mortality rate as it has remained the same in both the years. The break-up of infant mortality rate is evident in Table III.63. 

Table III.63: Break-up of Infant Mortality Rate by sex and residence 1998
(Per 1000 persons)
	State/Country
	
	Total
	Male
	Female

	Jammu & Kashmir
	Total
	45.4
	39.5
	52.1

	
	Rural
	45.5
	37.9
	54.1

	
	Urban
	45.1
	48.1
	41.7

	India
	Total
	71.6
	69.8
	73.5

	
	Rural
	77.4
	76.0
	78.9

	
	Urban
	44.9
	41.5
	48.7


Source: Sample Registration System, Registrar General of India.

Note: Estimates of Infant Mortality Rates for Jammu & Kashmir is not reliable due to inadequacy of returns.

A comparison of infant mortality rate in the rest of India with Jammu and Kashmir shows that the IMR in Jammu and Kashmir is far below the national average of 71.6 per thousand. Even the rural-urban and male-female break-up for Jammu and Kashmir is below the national average. This indicates a very positive signal for the state towards reducing infant deaths. The state is as such devoid of problems of infanticide and feoticide. 


However, when we analyse the data at the state level, it is evident that there are glaring differences between male-female and rural-urban infant mortality rates. It is clear that the infant mortality among females is still high, especially in rural areas. There are wide variations in male and female infant mortality rate in rural areas as  37.9 for males  and 54.1 for females. The difference tends to be lower in urban areas  as 48.1  for males and 41.7 for females. 

Possible reasons for Infant Mortality Rate

The persisting rate of infant mortality is a manifestation of the inadequate care given to the child during adolescent age, and the mother during pregnancy and after childbirth. The quality of antenatal and post-natal care influences the survival of infants. This is reflected in the high incidence of pre-mature birth as being the significant cause of infant mortality.

Low birth weight including premature birth is one of the major causes for infant mortality as this increases their susceptibility to infection. Respiratory infections, water-borne diseases, poor immunity of neonates and infants, unclassified conditions peculiar to infancy, anemia and unclassified fevers are the major causes of infant mortality, reflecting poor nutritional and hygiene standards. Other causes peculiar to infant deaths are cord infection, congenital malformation and birth injuries. Thus a combination of poor nutrition, and inadequately treated infections causes preventable mortality during early childhood.


The Table III.64 shows the infants deaths, maternal deaths and still births by sex and residence in the districts of Jammu and Kashmir.

A cursory glance at the state-level figures indicates that the total number of infant deaths for Jammu and Kashmir is 2919. This figure is very high compared to the total maternal deaths accounting for 405 and still births accounting for 875. 


At the district level it is evident that out of 14 districts, 11 districts have infant mortality rates exceeding 100. In all instances, urban male infant mortality rates are lower than rural female infant mortality rates. Maternal deaths are also found to be lower in urban areas as compared to rural areas. Women who have many children at short birth intervals almost certainly tend to live in rural areas, which raises mortality risks to their children independent of their childbearing behaviour. 

 
Though the figures for still births account for 857, it is found that it is concentrated in just two districts, namely, Srinagar (629) and Jammu (228).


For social and biological reasons, infant mortality is co-related to mother’s age at childbirth. It is generally seen that children of both very young and very old mothers are at a higher risk of dying than children whose mothers are in the prime reproductive ages. It may also be noted that infants born to young mothers are more likely to be of low birth weight, which could probably contribute to neonatal mortality. Similarly, children born to mothers above age 30 are at higher risk of experiencing congenital malformations. The same general trend could be ascertained for Jammu and Kashmir also. 

Table III.64: Number of Infant Deaths, Maternal Deaths and Still Births by

 Sex and Residence, 1999

	District
	R/U
	Infant Deaths
	Maternal 

Deaths
	Still Births

	
	
	Male
	Female
	Total
	Total
	Male
	Female
	Total

	
	
	
	
	
	
	
	
	

	Srinagar
	T
	109
	93
	202
	25
	320
	309
	629

	
	R
	71
	60
	131
	14
	0
	0
	0

	
	U
	38
	33
	71
	11
	320
	309
	629

	
	
	
	
	
	
	
	
	

	Budgam
	T
	124
	107
	231
	31
	0
	0
	0

	
	R
	78
	67
	145
	24
	0
	0
	0

	
	U
	46
	40
	86
	7
	0
	0
	0

	
	
	
	
	
	
	
	
	

	Anantnag
	T
	136
	116
	252
	31
	0
	0
	0

	
	R
	94
	80
	174
	15
	0
	0
	0

	
	U
	42
	36
	78
	16
	0
	0
	0

	
	
	
	
	
	
	
	
	

	Pulwama
	T
	124
	104
	228
	48
	0
	0
	0

	
	R
	82
	69
	151
	31
	0
	0
	0

	
	U
	42
	35
	77
	17
	0
	0
	0

	
	
	
	
	
	
	
	
	

	Baramulla
	T
	144
	123
	267
	33
	0
	0
	0

	
	R
	98
	84
	182
	17
	0
	0
	0

	
	U
	46
	39
	85
	16
	0
	0
	0

	
	
	
	
	
	
	
	
	

	Kupwara
	T
	135
	115
	250
	19
	0
	0
	0

	
	R
	86
	73
	159
	14
	0
	0
	0

	
	U
	49
	42
	91
	5
	0
	0
	0

	
	
	
	
	
	
	
	
	

	Leh
	T
	44
	37
	81
	19
	0
	0
	0

	
	R
	30
	26
	56
	17
	0
	0
	0

	
	U
	14
	11
	25
	2
	0
	0
	0

	
	
	
	
	
	
	
	
	

	Kargil
	T
	32
	28
	60
	15
	0
	0
	0

	
	R
	32
	28
	60
	15
	0
	0
	0

	
	U
	-
	-
	-
	-
	-
	-
	-

	
	
	
	
	
	
	
	
	

	Jammu
	T
	116
	99
	215
	28
	125
	103
	228

	
	R
	76
	64
	140
	15
	0
	0
	0

	
	U
	40
	35
	75
	13
	125
	103
	228

	
	
	
	
	
	
	
	
	

	Kathua
	T
	132
	112
	244
	40
	0
	0
	0

	
	R
	94
	80
	174
	25
	0
	0
	0

	
	U
	38
	32
	70
	15
	0
	0
	0

	
	
	
	
	
	
	
	
	

	Udhampur
	T
	138
	118
	256
	31
	0
	0
	0

	
	R
	99
	85
	184
	16
	0
	0
	0

	
	U
	39
	33
	72
	15
	0
	0
	0

	
	
	
	
	
	
	
	
	

	Rajouri
	T
	127
	108
	235
	34
	0
	0
	0

	
	R
	90
	77
	167
	24
	0
	0
	0

	
	U
	37
	31
	68
	10
	0
	0
	0

	
	
	
	
	
	
	
	
	

	Doda
	T
	134
	114
	248
	29
	0
	0
	0

	
	R
	97
	82
	179
	20
	0
	0
	0

	
	U
	37
	32
	69
	9
	0
	0
	0

	
	
	
	
	
	
	
	
	

	Poonch
	T
	81
	69
	150
	22
	0
	0
	0

	
	R
	51
	44
	95
	15
	0
	0
	0

	
	U
	30
	25
	55
	7
	0
	0
	0

	
	
	
	
	
	
	
	
	

	J & K
	T
	1576
	1343
	2919
	405
	445
	412
	857

	
	R
	1078
	919
	1997
	262
	0
	0
	0

	
	U
	498
	424
	922
	143
	445
	412
	857


Source: Directorate of Economics and Statistics, Jammu and Kashmir.


Specific factors responsible for maternal mortality as identified by various studies are pregnancy wastage caused by abortions and still births. Such foetal wastage prevails more in low-income groups. Much of the pregnancy loss and perinatal mortality (number of still births plus deaths of infants of less than seven days per 1000 live births plus still births during the year) is caused by premature births and malnutrition. Perinatal mortality and still birth results from premature births, itself a consequence of maternal malnutrition, particularly iron deficiency during pregnancy. Another reason for infant and maternal mortality relates to high birth disorders.  Frequent pregnancies cause protein malnutrition of the mothers.  

C. Other Indicators: Other indicators considered to assess the health status include neo-natal mortality, post neonatal mortality, child mortality and under-5 mortality. These indicators give a clearer picture of the degree of the vulnerability of an infant at different stages of infancy. Neonatal mortality and post neonatal mortality rate are good indicators of availability, accessibility and use of maternal and child health services and use of obstetric care.   

Table III.65 Health Indicators
(Per 1000 persons)

	Indicators
	Jammu and Kashmir
	India

	Neonatal mortality 1
	40.3
	43.4

	Post neonatal mortality 2
	24.7
	24.2

	Child mortality
	16.1
	29.3

	Under 5 mortality
	80.1
	94.9

	Infant mortality 
	65.0
	67.6


Source: Towards Equality – The Unfinished Agenda – Status of Women in India 2001.

Note: Post neonatal mortality has been calculated as the difference between the infant and neonatal mortality rates

1. Neonatal mortality rate refers to the number of deaths in the first four weeks per 1000 live births during the year

2. Post neonatal mortality rate refers to number of deaths in the subsequent 48 weeks per 1000 live births in a year 

3. Data is for the 5-year period preceding the survey (1998-99)

It is evident from the Table III.65 that all the five indicators are well below the national average. When all the five indicators are analysed, it is found that U5 mortality rate is the maximum accounting for 80 per thousand. This is closely followed by infant mortality rate (65 per thousand). Other indicators account for less than 50 per thousand. 


The neonatal mortality rate of 40.3 for Jammu and Kashmir indicates the critical importance of the first four weeks in child survival. Post-neonatal mortality rate of 24.7 indicates that there has been some success in reducing the percentage of deaths in the post neonatal stage.  Important causes for neonatal and perinatal mortality are low birth weight, tetanus, congenital malformation, and birth asphyxia. Among the associated factors are unsafe motherhood, unmet women’s reproductive health needs, lack of health care delivery system and other environmental and socio-economic factors.   

Nutrition

The National Nutrition Policy (NNP) has considered poverty in terms of a self-perpetuating vicious circle: causative sequential links being low intake of food and nutrition – under nutrition with attendant nutrition related diseases and infections – faltering growth of children – small body size of adults – impaired productivity – low learning capacity — back to poverty. 


According to NNP, the problems of nutrition have to be addressed in terms of an overall development strategy, nutrition being tackled both independently and along with other development issues. Direct interventions are required in the short term for expanding the safety net, reducing the incidence of severe and moderate malnutrition, reaching the adolescent girls, ensuring better coverage of expectant women, fortification of essential goods, popularisation of low-cost nutrition food, and control of micro-nutrient deficiencies among vulnerable groups (Towards Equality – The Unfinished Agenda, Status of Women in India 2001, Sarala Gopalan, NCW, Government of India).   

Indices of Nutrition Status: The following Table III.66 shows the indices of nutritional status in Jammu and Kashmir. The table clearly shows that more than 75 per cent of women in the state are anaemic. The data also shows the level of undernourishment, both chronic and acute among children, leading to stunting and wasting. 

Table III.66: Indices of Nutritional Status
	Percentage of women with anaemia 1
	58.70

	Percentage of women with moderate/severe amaemia 1
	19.40

	Percentage of children aged 6-35 months with anaemia
	71.10

	Percentage of children with moderate/severe amaemia
	42.00

	Percentage of children chronically undernourished (stunted) 2
	38.80

	Percentage of children acutely undernourished (wasted) 2
	11.80

	Percentage of children underweight 2
	34.50


Source: Population Studies Research Center, Economics Department, University of Kashmir 

1. Anaemia – haemoglobin level < 11.0 grams/deciliter (g/dl) for children and pregnant women and < 12.0 g/dl for non-pregnant women. Moderate/severe anaemia – haemoglobin level <10.0 g/dl

2. Stunting assessed by height-for-age, wasting assessed by weight-for-height, underweight assessed by weight-for-age.


Undernourishment manifests itself in the stunting of height and wasting of height for both boys and girls, leading to problems of protein energy malnutrition, iron deficiency, iodine deficiency, vitamin A deficiency and low birth weight of children. People in hilly areas have special nutrition problems. (According to the National Nutrition Monitoring Bureau, at the age of five years, there is a deficit of stature of 8 to 9 cms, at the age of 20, of 12 to 13 cms, and at 55 years of age there is a height loss of 2 cms due to osteoporosis). 


Adolescents undergoing rapid growth and development are one of the nutritionally vulnerable groups who have not received the attention they deserved. In under-nourished children, rapid growth during adolescence may increase the severity of under-nutrition. Low dietary intake is the most important cause of under-nutrition. Early marriage and pregnancy further perpetuate both maternal and child under-nutrition. 

Other major factors responsible for under nutrition in children are poor infant feeding practices, infections due to poor sanitation, lack of safe drinking water and poor access to health care, gender discrimination in breast-feeding, and feeding patterns of baby girls. 

Morbidity pattern and Causative Factors in Ill-Health 
According to Prof. Titmus, the termination of an individual’s life “is a product of an enormous number of complex and inter-related forces, from government policy in international affairs to the local methods of refuse disposal and from a coal owner’s decision to close the pits to a mother’s intake of calcium”. Narrowing down this diversity to identify, to pinpoint the causes of poor health in the community, two factors are operative, namely poverty and insanitary urbanisation.


When the pattern of morbidity and mortality is examined, it is found that the above statement is meaningful even today. The state has now become a major foci for a combination of diseases of under-development (malaria, diarrhoea, cholera, measles) together with those of development (cardiovascular and other chronic respiratory diseases). Lack of basic facilities leads to proliferation of some disease vectors, which increases the possibility for transmission of infectious diseases. Thus, people live under unhealthy conditions with differential patterns of morbidity and mortality. Besides this, a new pattern of disease is emerging with arrival of AIDS and dengue on the one side and resurgence of once eradicated or controlled diseases, such as plague, cholera, etc. on the other. Failure of municipal services (such as sanitation and garbage collection) to keep pace with the growing population increases health hazards. Likewise, declining access to health care delivery system to keep up with the growing population may magnify the health problems of those afflicted with the diseases. 

In order to have a generalised and simplified picture, the disease pattern has been identified according to the prevailing environmental, economic, social and cultural conditions in which the people live.

Environmental Factors and Health: Outbreak of diseases in Jammu and Kashmir is closely related to environmental degradation traceable to inadequacy of urban civic amenities. Municipal services are either virtually non-existent or woefully lacking. The major components of environment are: safe drinking water, sanitation and garbage disposal and housing quality. 

Water: Among the basic amenities, provision of safe drinking water is a primary requirement for good health. However, the process of urbanisation and haphazard growth has degraded the quality of water beyond permissible safety levels. Like some other states, in Jammu and Kashmir too the demand for water outstrips supply; it has affected the comfort and health of the people and has led to the spread of several water- borne diseases. Pipes carrying drinking water are seen immersed in drains full of foul smelling discharge. Since pipes are not maintained properly, they suck in the sewage from these drains.  


In many ‘problem villages’, the shortage of piped potable water forces people to use alternate sources such as rivers, rivulets and streams which are highly contaminated because of unsanitary latrines erected on their banks.  


The poor quality of water has resulted in the outbreak of water-borne infection. Nearly 80 to 90 thousand cases of diarrhoea and dysentery are reported monthly between June and September. Even during the low prevalence months they represent a major chunk of disease. During April 2002, six districts of the valley reported 10800 cases of diarrhoea, 900 cases of giardiasis and 1200 cases of typhoid fever. Water-borne jaundice (Viral hepatitis A and B) is endemic in most parts of the state. In addition to a continuous simmering presence, there are seasonal flare-ups of water-borne diseases. True epidemics occur sometimes.    
Sanitation and Garbage Disposal: Sanitation is one of the trunk infrastructural network which covers all aspects of waste management without endangering human safety. It includes choked drains, sub-standard toilet facilities, unclean garbage collection centers, etc. 


Human excreta and cow dung, which attract disease-spreading organisms, are found littered everywhere. Drains are clogged and open; the lack of an appropriate sewerage system causes every household to discharge sewage out into open. Garbage and refuse are also carelessly thrown around. All organic waste has the potential of breeding germs. The defecation by children, old and sick in fields attracts flies and other insects which transmit disease-producing germs far and wide. At the same time, torrential rains wash off human excreta or cow dung onto the streets and nearby water resources, deteriorating the situation further. 

This has resulted in the outbreak of food and water-borne diseases like cholera, jaundice, dysentery and diarrhoea, which are caused due to ingestion of food and water contaminated by flies found in already existing dirty surroundings. Malnutrition often occurs both as a cause and effect of water and food-borne diseases.      

Housing Quality: Poor quality of housing, i.e. small and ill-ventilated, is responsible for indoor pollution, resulting in respiratory diseases such as asthma and TB. High density of persons in a room (room crowding) leads to close physical contact between members of the family. Thus even if one member contracts an infection, others become highly susceptible to it. Besides this, smoke produced by the use of cow dung, firewood, etc, for cooking increases the chances of respiratory diseases especially among females.   

Economic Factors and Health: Economic factors, mainly poverty, eliminate or seriously limit the chances of securing proper and timely medical attention and good nutritious food. They are directly responsible for malnutrition and various deficiency diseases. 


The most widespread disease caused due to malnutrition is anaemia. A child born to an anaemic and malnourished mother is bound to be chronically anaemic. Thus the ailments of infants bear a relationship to their mothers. Any amount of medicines to cure the disease from which the child is suffering does not help much, because in such cases, the disease is only a symptom of causes, which lie in the poor health of the mothers. This relationship is rarely correctly understood by the uneducated. (Mishra, 1970). Therefore, lack of education is also an important contributory factor. 


A malnourished population falls easy prey to infection of all kinds. Repeated attacks of infection reduce the resistance of the body. The body reduced to a state of weakness is required to put in several hours of physical labour every day. The net result is that the body is unable to defend itself against various diseases. All these factors also contribute to food and water-borne diseases. 

Socio-cultural Factors and Health: Socio-cultural values, conventions and beliefs also influence outbreak of disease. Certain socio-cultural factors act as a hindrance to proper identification and treatment of diseases. The failure to understand the scientific theories of disease causation leads people to neglect disease.   

Others: Besides these, lack of personal hygiene, especially during menstruation, unsafe methods of contraception, childbirth and abortion is responsible for various gynaecological problems and reproductive tract infections, such as STDs like chlamydial, gonorrhoea, syphilis. (Towards Equality – The Unfinished Agenda, Status of Women in India 2001, Sarala Gopalan, NCW, Government of India)
Reproductive Health and Family Planning

Safe motherhood and reproductive and child health: The reproductive and child health programme in India aims at providing pregnant women with at least three antenatal check-ups, two doses of tetanus toxoid vaccine, and iron and folic acid supplementation during pregnancy for the last three months. In addition, the programme encourages institutional deliveries attended by a trained medical professional, and three postpartum visits. Table III.67 shows the state of family planning and reproductive health in Jammu and Kashmir.

Table III.67: Safe Motherhood and Women’s Reproductive Health, 1999
	Percentage of births 1 within 24 months of previous birth
	24.9

	Percentage of births 2 whose mothers received:
	

	Ante-natal check-ups from a health professional
	83.0

	Antenatal check-ups in first trimester
	47.9

	Two or more tetanus toxoid injections
	77.7

	Iron and folic acid tablets of syrup
	70.80

	Percentage of births 2 whose mothers were assisted at delivery by:
	

	Doctor
	33.8

	Nurse/midwife
	6.70

	Traditional birth attendant
	50.0

	Percentage 3 reporting at least one reproductive health problem
	60.5


Source: Population Studies Research Centre, Department of Economics, Kashmir University.

1. For births in the past five years.

2. For births in the past three years.

3. Among currently married women aged 15-49.

The table shows that 83 per cent received the required components of antenatal care. Nearly 50 per cent received check-ups in the first trimester. This shows that the antenatal check-up facilities are easily accessible and satisfactory. Another aspect which emerges from the table is that only a small proportion of births are attended by trained professionals. About 50 per cent of the births are attended by traditional birth attendants. This remains a major lacuna in the health system for women. It is clear that women in villages are socially and economically disadvantaged with little or no access to health care facilities, hence are less likely to deliver in institutions or to have health professionals present at the time of delivery.     

The major health service for women has been in the area of contraception. Among the modern methods, female sterilization is the most predominant method in use. Other methods, namely, oral pill, conventional contraceptive methods, IUD, condom, etc constitute a very low percentage. The use of these methods has a significant effect on health and about 9 per cent of the users complained of side-effects.  

Table III.68: Current Contraceptive Use 1   
(Percentage)
	Any method
	49.1

	Any modern method
	41.7

	Pill
	3.3

	IUD
	3.0

	Condom
	4.8

	Female Sterilisation
	28.0

	Male Sterilisation
	2.7


Source: Population Studies Research Centre, Department of Economics, Kashmir University

1. Among currently married women aged 15-49

Health Care Delivery System (
Jammu and Kashmir state, as in some other developmental fields, inherited a primitive health care system at the time of Independence. Due to difficult terrain and lack of infrastructural facilities, no breakthrough could be made during the earlier times. Thus, there were only a few hospitals and dispensaries, mostly located in the cities and urban areas. As a result, most of the people particularly in rural areas remained dependent on the indigenous system of medicine. 

Realising the importance of health, this sector also got priority at the time of annual plan resources distribution. The percentage outlay under health and medical education against total state plan went up from 3.5 per cent during the First Five-Year Plan to 6.56 per cent during the Ninth Plan. Thus various developmental programmes were undertaken to increase the number of health institutions to 3190 by the end of the year, i.e., 2001. 

The substantial expansion taking place under the health and medical education sector, was only namesake. Most of these remained devoid of requisite infrastructure like buildings, equipments/machinery, ambulatory services etc. Appropriate medical care facilities were not available to patients. 

The network of health institutions throughout the state is given in Table III.69.

Table III.69:  Number of Health Institutions
	Health Institutions
	Numbers

	Sub centers
	1798

	Medical Aid centers
	280

	Allopathic Dispensaries
	250

	Primary Health Centres
	333

	Sub District Hospital/Emergency Hospital
	59

	District Hospital
	14

	Associated Hospitals of Medical Colleges
	13

	Medical Colleges
	2

	Dental Colleges
	1

	SKIMS
	1

	Nursing Training Schools in 2 Medical Colleges
	2

	Ayurvedic Hospitals
	1

	Ayurvedic/Unani centers
	437


Source: Office of the Joint Director, (Planning) Health, Government of Jammu and Kashmir.

Health Care Infrastructure in Jammu

During the past few decades, the state has been making efforts to expand the existing health facilities in terms of quality, quantity, distribution and integration, to serve the people, in particular the socially and economically disadvantaged. To meet this ambitious goal, a hierarchical system of health unit, i.e., sub-centre, primary health centers (PHCs) and community health centres  (CHCs) has been designed to provide various kinds of services. The state is also trying to develop effective referral linkages between PHCs, district and teaching hospitals. In other words, the PHC is expected to play a pivotal role in the total health care system of Jammu and Kashmir. The cornerstones of such an approach are the establishment of health delivery system within the reach of the vulnerable sections and providing vertical linkages with referral services at a higher level, which would lead to a reduction in morbidity and mortality rates. 


The infrastructure of medical institutions spread over in various districts of Jammu division ending March 1994 is given in Table III.70

Table III.70: District-wise Break-up of Health Institutions
	Category
	Jammu
	Udh
	Kathua
	Doda
	Rajouri
	Poonch
	Total

	District Hospital
	1
	1
	1
	1
	1
	1
	6

	Sub-Distt. Hospital
	4
	3
	3
	3
	2
	2
	17

	Sarwal Hospital
	1
	-
	-
	-
	-
	-
	1

	Leprosy Hospital
	1
	-
	-
	-
	-
	-
	1

	Emer. Hospital
	-
	-
	-
	3
	-
	-
	3

	Pry. H. Centres
	28
	24
	20
	21
	17
	13
	123

	Sub. H. Centres
	3
	-
	-
	2
	1
	1
	7

	Rural A.Ds
	20
	24
	20
	44
	21
	18
	157

	Urban H. Units
	8
	1
	-
	-
	1
	-
	10

	M.A.C
	13
	31
	18
	65
	13
	11
	151

	Sub-Centers
	244
	144
	121
	134
	109
	85
	837

	P.P. Centres
	2
	1
	2
	2
	2
	-
	9

	Rural P. Centres
	-
	-
	-
	-
	-
	-
	-

	D.T.C.
	1
	1
	1
	1
	1
	1
	6

	STD Clinics
	-
	-
	-
	-
	-
	-
	-

	I.C.U
	1
	2
	1
	1
	1
	-
	6

	Lep. SET Centers
	-
	-
	-
	-
	-
	-
	-

	Distt. Hosp. covered

Under visual Imp.
	-
	1
	1
	1
	1
	1
	-


Source: Draft Ninth Five-Year Plan, 1997-2000, September 1997, Planning and Development Department, Jammu and Kashmir Government, Srinagar.

Annual Plan 1995-96: District Component:

1. Primary Health Centres (PHC): As per the norms laid down by the Government of India, a PHC has to be provided for 20,000 population in hilly and backward areas. As against the requirement of 180 primary centres, only 131 primary health centers were available by the end of 1995. 

2. Sub-Centres: 837 Sub-centres are functioning in Jammu division which have been established in accordance with the national norms of providing one sub-centre for population of 3000 in Jammu division being hilly and backward.

3. Community Health Centers: At present, there are 17 community health centres (Sub-District Hospital) which have been established at tehsil headquarters with specialist services in the disciplines of medicine, surgery, gynaecology, obstetrics. and pediatrics.

4. Rehbar I Sehat: Under this scheme, 52 blocks were covered up to end of July 1994. Three blocks were proposed to be covered during 1995-96 and 150 teachers  proposed to be trained. The scheme was implemented with 50 per cent Central scheme.

5. Rural Allopathic Dispensaries: No new allopathic dispensary was proposed to be established during 1994-95/1995-96.
6. Urban Health Units: Ten Urban Health Units were established in different districts and the requested amount proposed for their maintenance during 1995-96.
7. District Hospitals: All the district hospitals of Jammu division have a bed strength of 100 beds each, except the District Hospital, Poonch, where the number of beds was raised from 50 to 90 during 1993-94. Adequate staff and equipment is not available in these hospitals and all possible efforts are being made to provide additional staff to the district hospital, viz., ENT specialist, etc. together with other technical and non-technical staff including nursing staff.
8. Implementation of Plan: Planning and statistics have been strengthened in order to monitor all states/centrally sponsored schemes effectively. 
9. District Hospital Udhampur: A new district hospital is being constructed at Udhampur.
10. District Hospital Kathua: The emergency Block of a new district hospital at Kathua has come up. 
11. District Hospital Doda: In view of the shortage of space and other problems in the existing building, it has been decided to construct a new hospital at Doda for which the land has been acquired. 
12. Emergency Hospital at Ramban/Banihal: The government has planned to establish emergency hospitals at Ramban and Banihal and also upgrade the SK memorial hospital at Batote for providing prompt medical attention to victims of accidents on National Highway. 
Health Infrastructure in Kashmir Division

1. Ambulances: Owing to the hilly terrain, the inadequate number of health institutions and non-availability of specialized services, the valley has increased the demand for referral services at the district level. In the light of this a number of ambulances were proposed to be purchased between 2001 and 2003.  

2. X-Ray Plants: According to the norms fixed, each primary health centre is to be provided with an x-ray plant. There are at present 61 units against a total requirement of 129. 

3. Drugs: A large segment of the population is living below poverty line and is entirely dependent on government medical institutions. Therefore, the demand for augmenting funds for drugs in the hospital is increasing.

4. Primary Health Centres: The existing allopathic dispensaries are strengthened by diagnostic discipline and the institutes are designated as primary health centres. 

5. Sub-district Hospitals/CHCs/Emergency hospitals: This scheme envisages upgradation of old PHCs to the status of CHCs by providing specialised services like medicine, surgery, gynaecology, obstetrics and pediatrics.  

6. Sub-Centre/IPP-VII: This is an important scheme which aims at delivering basic health care to the people at the grassroots. The expansion programme of establishing sub-centres has been suspended for the time being. Strengthening and construction programme continues.  

7. Allopathic Dispensaries: This is an ongoing scheme and the normal activities shall continue to be carried on. 

8. Rehbar-I-Sehat: This is an alternative scheme of ‘Village health guide’ of government of India that aims at delivering basic health care facilities to the rural masses through school teachers. 

9. District Hospitals: It covers urban areas and caters to the referral services of the rural areas of the district as well. The main hospitals under this are: 

· JLNM Hospital/Leper Hospital

· District Hospital Budgam

· District Hospital Pulwama

· District Hospital Anantnag

· District Hospital Baramulla

· District Hospital Handwara.

Health infrastructure in Leh(
During the past few decades drastic changes have taken place in the health care delivery system in Leh. During the 9th Five-Year Plan, an improved health care system was successfully implemented in all corners of the district. The 9th Five-Year Plan is called the “Golden Period of Health Department”. Simultaneous development has taken place in all the four components of the services: preventive, promotive, curative and rehabilitative. 

At present there are 192 different high and small health institutions in the district, details of which are given in Table III.71

Table III.71 Health Institutions in Leh
	Sl.

No
	Name of the

Institute
	Number
	Place
	Bed Strength
	Future Expansion (10th FYP)

	1
	District Hospital
	1
	Leh
	150
	300

	2
	S.D.H 
	1
	Nubra
	50
	2

	3
	C.H.C 
	1
	Skurbuchan
	15
	1

	4
	P.H.C 
	6
	
	10
	10

	5
	A/Ds
	8
	
	
	

	6
	M.A.C
	63
	
	
	20

	7
	Sub centres (Health)
	53
	
	
	

	8
	Family Planning Centers
	2
	
	
	

	9
	Sub-centre (FW)
	22
	
	
	

	10
	Amchi Centre
	40
	
	
	10

	11
	CHW
	30
	
	
	20

	12
	RST
	129
	
	
	150


 Source: Office of the Chief Medical Officer, Leh.


At present there are services of different specialties, i.e., 8 in S.N.M hospital, Leh, but 11 specialists services shall be available by the 10th Five-Year Plan. The sub-district hospital at Nubra – a 50 bedded centrally heated hospital is likely to be commissioned any time with three specialists. By the end of 10th Five-Year Plan two new SDH at Nyoma and Khalsi shall be commissioned. All the 8 A/Ds shall be converted into Primary Health Centres and five more new PHCs shall be opened during 10th Five-Year Plan.  


All the block HQs are provided with at least 2 ambulances each for referring of patients to District HQs and one ambulance is also kept at remote places like Chushool, Turtukan and Skurbuchan to refer patients to block HQs.     

Diagnostic facilities at District Headquarters

Besides basic investigation facilities like X-ray, ultrasonography sophisticated equipments like the endoscope, colonoscope, colposcope, blood auto-analyser are also available. Moreover, the services of a woman doctor at the entire block HQs with a proper labour room and basic labour equipment are available. 

To provide medical facilities to the needy people of the far-flung and cut-off areas, the department arranges frequent medical camps engaging all specialists. 


Under unique system, each Ladakhi has been provided with a health card andhis/her health check up is done by qualified doctors.  About 99 per cent of the population has been covered under this scheme. 

 Expenditure on Health(
The 9th Five-Year Plan for the health and medical education sector was approved by the government of India at Rs. 656.00 crore with the following break-up:

Table III.72 Break-up of Health Expenditure 

(Rs.in  crore)

	Revenue
	312.45

	Capital
	343.55

	Total
	656.00



As is evident, the revenue component constitutes 48 per cent and capital 52 per cent approximately. However, during the course of the first four years of 9th Five-Year Plan, the position of allocation in terms of revenue and capital has almost over turned due to various reasons. During 2000-2001, out of an allocation of Rs. 105.95 crore, revenue component constitutes 88 per cent of the outlay and capital component only 12.25 per cent. Against the total expenditure of Rs. 125.37 crore during 1999-2000, an amount of only Rs. 105.95 crore was earmarked for the health and medical education sector during the year 2000-2001. As a result of these changes in the Plan resources and subsequent lesser allocation of the capital component, the department has not been in a position to do justice to the ongoing work, supply of drugs and medicines to health institutions, purchase of ambulances, etc., although it did take up a massive construction programme in order to make up the deficiencies in terms of the construction of new buildings and augmentation of accommodation of existing buildings. Presently, the department needs approximately Rs. 198.00 crore for the execution of 85 ongoing projects. In spite of the increase in workload in health institutions, hike in cost of drugs and medicines and awareness about health-related issues amongst public, we are still following the norms devised in the late 1980s. 


While projecting the requirements of 2001-02, it was decided to follow the strategy for health care system development as laid down under the 9th Five-Year Plan. However, although no further expansion has been proposed, priority has been given to strengthening the existing infrastructure of health institutions. 

Alternate System of Medicine*

Due importance as per guidelines of government of India was proposed to be given during 2000-2001 to Indian System of Medicine (ISM) sector by way of strengthening the research field, identification of herbal and medicinal plants available in the state and establishment of herbal gardens. No expansion has taken place for the past 15 years under the said sector. Even the Unani Hospital, a longstanding commitment of the government, could not be established due to the ongoing financial squeeze.

The Central Government has been requested to come to the rescue of the state in this context and has subsequently released Rs. 4.00 crore, the estimated cost of the construction of the Unani Hospital at Srinagar.

In spite of the fact that medical science has advanced tremendously in various parts of the country and over the whole world, our health institutions, particularly in rural areas, lack basic minimum requirements. They need to be strengthened and fully equipped urgently, to be at par with those in other parts of the country in view of the poverty of the people, lack of communication facilities, and a number of other problems prevalent in the state. 

Programmes for improvement of health( 

There are as many as 12 centrally sponsored schemes extended by the government of India to J&K. The funding pattern varies from scheme to scheme and the maximum schemes are being fully funded by the government of India. The main schemes and their financial and physical achievements for the past five years are as under:

1.
Family Welfare Programme: This programme had a meagre start in J&K in the year 1957-58 with the creation of two family welfare centres, one each at SMGS Hospital Jammu/SMHS Hospital Srinagar. It was given a fillip by the opening of 15 Rural Family Welfare Centres in the year 1964 and subsequently adopted as a national programme of topmost priority as elsewhere in the country. Initially, it was a target-oriented programme during which the achievement figures in terms of sterilisation operations and users of conventional methods showed a substantial upward trend. However, the programme changed its nomenclature from family planning to family welfare with the objective of converting it into a ‘people’s movement’. For better results the programme was made more broad-based by integrating it with a package of services under maternity and child health. The department has been helping to provide immunisation cover to children against the six dreaded diseases of polio, diphtheria, purtessis, tetanus, TB and measles in addition to prophylaxis against the vitamin A deficiency. 

The main objective of the programme is to provide better health services and to check the rapid growth of population especially in rural and semi-urban areas. Different policies and decisions were framed to upgrade the programme. The infrastructure of the programme was considerable but it has suffered a great deal during the past decade of turmoil in the state. Irregular flow of funds and paucity of funds from the government of India has affected not only the work but the overall progress of the programme. For the past seven years adequate funds have not been provided by Government of India as per the requirements and proposals of the state government. Due to non-availability of funds, no furniture, drugs and equipments could be purchased. The rent liability of the buildings occupied by the family welfare department has also accumulated to crore of rupees. However, as a remedial measure, various steps have been initiated to gear up the monitoring system of family welfare department within the available resource. The annual physical and financial performance of the programme is given below:

Table III.73 Physical Achievements
	  Item
	1996-97
	1997-98
	1998-99
	1999-2000
	2000-2001

	I FAMILY WELFARE
	
	
	
	
	

	Sterilization (No.)
	15388
	10766
	11471
	11040
	14863

	I.U.D. cut (No.)
	9551
	9952
	9988
	13537
	12990

	C.C.U pieces No.)
	7469
	8899
	9352
	12312
	852576

	O.P.U cycles (No.)
	3031
	3119
	4503
	5270
	61050

	II IMMUNIZATION
	
	
	
	
	

	D.P.T 3rd Dose (No.)
	206409
	21207
	236449
	248032
	262028

	Polio Dose (No.)
	209792
	214159
	238023
	250564
	261658

	B.C.G (No.)
	226592
	244574
	258536
	279115
	295789

	Measles (No.)
	167710
	180115
	201980
	211740
	227632

	TT/P Women 2nd & 

Booster dose (No.)
	125429
	122003
	164107
	200910
	196742

	FINANCIAL ACHIEVEMENTS
	
	
	
	
	

	Amount Received (Rs. in Lakh)
	7.79
	9.98
	12.90
	21.14
	19.14

	Expenditure Incurred (Rs. in Lakh)
	12.16
	12.73
	13.74
	18.51
	19.14 (Anticipated)


Source: Report obtained from the Office of the Joint Director (Planning) Health, Government of Jammu & Kashmir.

2. 
National Programme for Control of Blindness: The national programme for control of blindness was started with central assistance in the state from the year 1977-78 and the scheme was strengthened by integrating World Bank assisted Cataract Blindness Control Project in 1994. According to the National survey conducted in the year 1986-89, the position of prevalent rate of blindness was found to be 1.94 per cent, recording the highest prevalence of blindness in the country. Under the programme, 60 health institutions including primary health centres, community health centres and district hospitals have been asked to provide necessary eye care facilities and conduct cataract operations. However, the state has also extended the programme to 50 health institutions out of state resources. Furthermore, District Blindness Societies stand established in all the 14 districts of the state headed by respective District Development Commissioner. A state programme officer of the rank of Joint Director has also been posted to monitor the programme at the state level. The liability of all the centrally established centres under the programme was to be transferred to the state government by the end of 8th Five-Year Plan. The physical and financial achievements are as follows:

Table III.74: Physical and Financial Performance
	                             Physical Performance
	Financial Performance (Rs.in lakh)

	Year
	Cataract Operations performed
	Amount Received
	Expenditure

	1996-97
	6332
	--
	--

	1997-98
	7109
	2.79
	20.60

	1998-99
	10646
	7.74
	17.47

	1999-2000
	8314
	28.65
	33.16

	2000-2001
	10092
	88.50
	55.78


Source: Report obtained from the Office of the Joint Director (Planning) Health, Government of Jammu & Kashmir.

An amount of Rs. 55.00 lakh was released to the implementing agencies during 2000-01 for the construction of operation theatres/eye wards, besides Rs. 10.00 lakh for furnishing and renovation of operation theatres/eye wards established under the programme. Action has also been initiated for the registration of blind persons in the state and funds have been released for the purpose. 

3.
National Leprosy Eradication Programme: The state falls in the non-endemic zone of leprosy and NLEP is being implemented here since 1963 in accordance with the guidelines of the Government of India. The following infrastructure has been established with state/central assistance during the implementation of the programme. Table III.75 shows the availability of infrastructure.

Table III.75: Availability of Leprosy Infrastructure
	Infrastructure
	Numbers

	Leprosy Hospitals
	2

	Urban Leprosy Centers
	2

	Leprosy Control Units
	9

	Modified Leprosy Control Units
	2

	Temporary Hospitalisation Wards
	2

	Survey, Education and Treatment Centres
	44

	Leprosy Rehabilitation and Promotion Unit
	1

	Mobile Leprosy Control Unit
	14

	Leprosy Control Societies (Reg.)
	14

	Leprosy Colony
	1


Source: Report obtained from the Office of the Joint Director (Planning) Health, Government of Jammu & Kashmir

All the institutions are functional and most of the staff is in position. In spite of disturbed conditions the performance has been encouraging because of efforts made by state government with the assistance of government of India to identify and treat leprosy patients. Details of both physical and financial achievements for the last five years are given below:

Table III.76:  Physical and Financial Achievements
	Physical
	Financial (Rs. in Lakhs)

	Year
	Cases Detected
	Cases Treated
	Cases Discharged
	Amount Received
	Expenditure Incurred

	1996-97
	432
	432
	323
	
	

	1997-98
	735
	708
	975
	43.45
	8.54

	1998-99
	888
	2810
	936
	1.36
	15.75

	1999-00
	467
	1832
	992
	31.50
	36.00

	2000-01
	897
	1815
	1003
	18.00
	25.36 (Anticipated)


Source: Report obtained from the Office of the Joint Director (Planning) Health, Government of Jammu & Kashmir.

However, a lot needs to be done to achieve the goal of below one case per 10 thousand population by the target date which was 2000. The state needs more time for elimination of leprosy and it is recommended that funds be released timely and directly by Government of India to the Administrative Department J & K, as the funds routed through the Finance Department take a lot of time in reaching the implementing agencies. 


The modified leprosy elimination campaign launched in the State from 1998-99 proved fruitful for the identification of leprosy patients and has been brought under the purview of treatment in order to ensure success and achievement of target by the desirable time limit. Monitoring of the programme has been streamlined. The programme is now reviewed at both divisional and state levels, besides by district development commissioners and chief medical officer at the district level. The leprosy hospital at Digyana is being strengthened by augmenting its bed capacity. An amount of Rs. 41.38 lakh stands released for the purpose during 2000-01. It is also proposed to shift the leprosy patients from Leprosy hospital, Nageen Lake to their original place of birth as they have been fully cured now. 

4.
National TB Control Programme: The National TB control programme is being implemented in J&K state in accordance with the guidelines of the Government of India. There are two chest disease hospitals, one each at Srinagar and Jammu which cater to the indoor requirements of the patients suffering from TB in addition to the other diseases of the chest. Besides, there are 10 district TB centres and one TB demonstration centre in the state. Action has been initiated to upgrade three chest clinics of the valley and the TB hospital Kargil to the level of District TB centres. All the centres provide short-course chemotherapy; the quota of drugs for sputum cases is being supplied by government of India and other drugs from state resources.

In order to provide better facilities to patients, a survey is being conducted to ascertain HIV positive prevalence of patients of TB in the state. All the TB patients admitted to the hospital are being examined for HIV positive. In view of the various activities carried out under National TB Control Programme, the physical achievements have been encouraging, as shown in Table III.77

Table III.77: Physical and Financial Achievement
	Physical
	Financial (Rs. in lakh)

	Year
	Cases

detected
	Sputum examination
	Found

positive
	Amount received
	Expenditure incurred

	1996-97
	12100
	22904
	1541
	--
	--

	1997-98
	10236
	16486
	932
	21.15
	11.75

	1998-99
	10643
	37379
	1368
	24.45
	11.15

	1999-2000
	10085
	44691
	1224
	35.00
	30.42

	2000-2001
	8844
	58008
	2011
	30.87
	30.87 (anticipated)


Source: Report obtained from the Office of the Joint Director (Planning) Health, Government of Jammu & Kashmir.

All necessary measures have been taken to ensure timely supply of drugs and medicines to patients and to develop better health care facilities in this context. However, inadequate and late receipt of funds from government of India and the state finance department hamper smooth functioning of the programme. X-ray machines are also required to be supplied to PSC’s/CSC’s who do not have them. Besides, vehicles are required for the four proposed district TB centers.  

5.
National AIDS Control Programme: Though a full-fledged war against AIDS was started in the 1980s the AIDS Control Programme as a 100 per cent centrally sponsored scheme was initiated in 1992 to arrest and eradicate the disease. An AIDS cell was established under the charge of a Senior Health Officer. In J&K, the programme actually took off in the year 1993-94 when an AIDS control cell was established. The department initiated all necessary measures to control the spread of this dreaded disease. J&K being a tourist state, with a population of soldiers, truck drivers, traders, etc., who are mobile poses problems; therefore some specific steps were initiated by the government.

The State AIDS Control Society, the main agency for the actual implementation of the programme, in the state is headed by the Chief Secretary. The recruitment of staff for office of Project Director is complete. The society is establishing eight new STD clinics at the cost of Rs. 1.00 lakh each in various districts of the state and existing blood banks in Medical college, Jammu, SMGS Hospital Jammu, SMHS Hospital Srinagar and Sher-I-Kashmir Institute of Medical Sciences, Srinagar will be strengthened. Consumables and services of Laboratory Technicians are being provided where these services are not available. The main activities carried out in phase –II of AIDS control programme for the period (1999-2004) are given below:

· Intervention programme for truck drivers through NGOs.

· School AIDS education programme.

· Family health awareness programme.

· Information, education and communication.

· Telephone hotline facilities to be established to have any information on HIV/AIDS on telephone no. 1097 at Jammu and Srinagar.

· Voluntary testing and counselling facilities at Medical College Jammu and SKIMS Srinagar.

· For blood safety programmes, eight new blood banks will be established within an estimated cost of Rs. 50.72 lakh in Rajouri, Poonch, LD Hospital, Srinagar, Bone and Joint Hospital Srinagar, Gandhinagar Hospital Jammu, District Hospital Baramulla, SDH Ramban, District Hospital Anantnag under the programme. Equipments worth Rs. 30.00 lakh will also be purchased for these blood banks. 

Furthermore, blood component separation facility unit at the cost of Rs. 30.00 lakh will be established in Kashmir by the society with the help of NACO and World Bank. Thrice Elisa readers have been provided to the Government Medical College, Jammu, SKIMS Srinagar and Command Hospital. As many as 316 Elisa kits have been provided to blood banks. Besides rapid kits to voluntary testing counselling centers, drugs for opportunistic infection and post-exposure prophylaxis will be provided in medical colleges and SKIMS. Surveillance activities are being undertaken at various sentinal sites in Gandhinagar Hospital Jammu, LD Hospital Srinagar, Leh, SMHS Hospital Srinagar and SMGS Hospital Jammu.

An amount of Rs. 30.00 lakh has been released for various training programmes, because without training NACO – II could not be implemented effectively in the state. A total of 600 doctors and 14000 para-medicos have been trained since May 2000 and this process will continue till the project period ends. 

The funds released by Government of India under National AIDS Control have not been spent within the specific time in full. The position of releases and corresponding year-wise expenditure is shown in Table III.78.

Table III.78: Release of Expenditure
(Rs. in lakh)

	Year
	Amount Received
	Expenditure

	1992-93
	2.80
	0.024

	1993-94
	37.32
	1.797

	1994-95
	12.35
	13.930

	1995-96
	--
	14.704

	1996-97
	25.00
	18.323

	1997-98
	25.00
	20.380

	1998-99
	--
	--

	1999-2000
	50.25
	24.00

	2000-2001
	201.00
	152.25


Source: Report obtained from the Office of the Joint Director (Planning) Health, Government of Jammu & Kashmir.

As is evident, the funds have not been utilised fully due to late receipt of funds from Government of India and subsequent late release by State Finance Department covering the programme.

6. 
National Malaria Eradication Programme: Prevalence of malaria in J&K state is confined to six districts of the Jammu province and a portion of district Baramulla and Kupwara in Kashmir Valley. It has been observed that Jammu, Kathua and Udhampur have been recording malaria continuously. However, no district is perceived to be a malaria-prone district. In order to bring the disease under control, a task force under the chairmanship of Director Health Services, Jammu has already been set up in the state. Apart from entomological control, surveillance activities are also undertaken in rural areas. The overall activities of the programme include:

· Intensified IEC activities to seek people’s effective co-operation and participation in Malaria Vector-Borne diseases. 

· Intensified surveillance for early case detection and administrative/radical treatment to malaria fever cases. 

· Intensified ante-larval operations in UMPC.

· Intensified vector surveillance to identify factors and to keep watch on their density during the incidence period of the disease. 

The state is not in any way lagging behind in any activity, including surveillance. Staff strength sanctioned under the programme has been engaged and staff of NMEP does not suffer on that account. 

However, the state is facing some problems with regard to shortage of spray material. Therefore the activities of the NMEP and spraying were restricted to high-risk areas only. Details of spray operations are given in Table III.79.

Table III.79:  Spray operations for Malaria Eradication
(Population coverage in lakh)
	Year
	Target
	Achievement

	1995
	5.38
	4.36

	1996
	12.00
	9.17

	1997
	16.87
	11.33

	1998
	16.99
	10.66

	1999
	4.63
	3.29

	2000
	15.25
	


Source: Report obtained from the Office of the Joint Director (Planning) Health, Government of Jammu & Kashmir.


As regards the financial aspects of the scheme, the position of expenditure is given in Table III.80.

Table: III.80: Year wise Expenditure and Amount Received
(Rs. in Lakh)

	Year
	Amount Received
	Expenditure

	1997-98
	14.39
	12.79

	1998-99
	87.45
	72.12

	1999-2000
	103.52
	89.26

	2000-2001
	108.46
	99.78


Source: Report obtained from the Office of the Joint Director (Planning) Health, Government of Jammu & Kashmir.

7.
Strengthening Drug and Food Testing Laboratories: The drug and food control organisation is supposed to ensure availability of standard drugs and pure food articles to the people of the state. In order to achieve the goals under various acts as also the guidelines form the Government of India, wide-ranging activities have been carried out by the organisation. Four laboratories, two each for testing of drugs and food articles have been established in Jammu and Kashmir provinces. These laboratories receive samples lifted by Inspectors of the organisation from the dealers/retailers, and also cater to the needs of local bodies, municipalities, etc. In view of the growing trend of the various diseases, the department tried to strengthen these laboratories but could not succeed due to the financial squeeze prevailing in the state for a couple of years. However, the Government of India has come to the rescue to the state government of extended following CSS programmes for betterment of the public:

· Strengthening of drug testing laboratories.

· Strengthening of food testing laboratories.

Due to administrative and other reasons, the scheme has not taken off fully in the state. However, action has been initiated for its implementation. An amount of Rs. 57.43 lakh has been released by the Government of India against which only Rs. 10.00 lakh stands released by State Finance Department. The said amount has also been placed at the disposal of implementing agencies for purchase of equipments in accordance with the instructions of Government of India. 

Women and Child Development and Health: 

Synthesis and Recommendations

The preceding two sections examined several issues that have emerged over the past few decades or so. They are not single self-contained phenomena, but are in many ways inter-linked syndromes. They broadly include the environmental syndrome, economic-debt structure syndrome and infectious disease syndrome. Under these conditions, the most vulnerable group is the women and children who bear the brunt of discrimination in the family and society. Women are accorded low status in society, with glaring gender differentials in all spheres of life – health, education, income, political participation, etc. Under such conditions, females become the target for all forms of discrimination. Consequent to discrimination in all spheres of life, females are subjected to both physical and mental trauma and anguish. Above all the stress of domestic work leaves them with very little time for self-awareness and their psychological and physical needs. 


Besides this, the bottled-up feelings resulting from prolonged exposure to the problems of militancy in the long run lead to psychological problems like depression and mental disorders. Mental trauma and physical injury have severe repercussions on women’s psychological and physical health and behaviour. Children are also directly or indirectly affected by adverse socio-economic conditions, causing malnutrition and other health problems. If this situation continues, the region will become, to borrow T.S. Elliot’s phraseology, “A paralysed force, a shape without form and colour, and gesture without motion.”

It has now been fully recognised that bio-medical and other models have not been very successful in treating diseases and several other health problems such as malnutrition, drug abuse, etc., especially in the low-income groups. The work of Prof. T. Mckeown revealed that improvement in health in UK and other developed countries in the 19th and 20th centuries was achieved not due to advances in medical care but due to improvements in physical, social and economic conditions. D. Achone’s (1991) analysis also led to similar findings that advances in health has been associated with improvement in physical, social and economic environment than mere advances in the field of medicine. Thus, in areas where people are free to exercise their choice in housing, employment, food, health, etc., health conditions are more favourable. By contrast, where the choice of the people is restricted owing to various socio-economic factors such as poverty, illiteracy, etc., health is adversely affected.    

Thus, the overall condition of women and children depends not only on good health services, but on the supportive environment (Figure 7). Supportive environment  refers to the physical, social and economic aspects of the surroundings in which people live and work. This implies that health is influenced by non-medical factors. It follows that health, including the socio-economic conditions, has to be addressed by all sectors of the society. This calls for a distinct public health approach which recognises the role of environmental, social and economic factors in affecting health and the role of community in creating healthy settings. 

Fig. 7: Supportive Environment for Healthy Setting




Source: WHO

Therefore the solution lies in catering to the most basic human needs including providing them with all civic amenities to improve their lot, which will in the long run enhance the quality of life of the people and contribute to overall human development. A determined and concerted effort is needed from the government and other organisations to break this vicious circle. 

Any effort to eradicate ill-health cannot succeed in isolation. Nor can the problems be tackled in an adhoc manner as this would only distort the magnitude of the problem. The problems have to be tackled very systematically and the task can best be achieved by advanced planning and effective implementation at various levels. Best results can be achieved through integrated development which means that all sectors -- social, environmental and economic – should contribute to the development of health and consequently to a healthy neighbourhood. Each sector can provide different sets of solutions for each problem to fit into the range of problems that exist within society. In other words, the long-term solution to solve health problems lies in socio-economic and environmental development. An improvement in these spheres will automatically engender an improvement in the health status of the community. 

In view of the fact that the government’s assistance is not very forthcoming, it is suggested that the local people form local associations. The associations can adequately look after and implement their own welfare measures. In the light of this, some suggestions have been put forth to improve the health and socio-economic conditions of the community, especially women and children. 

1. Water Supply

A. In order to eliminate water-borne diseases, one of the most significant causes of ill health in the region, it is necessary to provide safe drinking water to its people. Regular water surveillance and water purification through cost-effective methods should be implemented.
B. Since “water saved is water made”, every effort should be made to conserve water. Better leak detection methods should be found. Repair of malfunctioning taps and/or replacement of stolen taps can be overcome by making use of local resources including knowledge, management capacity and labour. The concerned association can take most of the work which would otherwise be taken up by external contractors. Investment in better leak detection, maintenance and repair of water system can improve the supply of water to a large extent. This will improve personal hygiene and reduce the occurrence of skin and other diseases.   
2. Unemployment

In order to solve the problem of unemployment, it is suggested that cottage industries be set up. For this, females can be given special training in the preparation of products in demand, e.g., candle, envelopes, pickle, jam, fruit juices, etc. However, care should be taken that eatables are prepared in a hygienic way so that they are uncontaminated and can be easily marketed. This will make the females economically self-reliant and independent.

3. Health Education

Informal health education can begin at home, where family members can impart basic education on sanitation, hygiene, etc., to their young children. Educated representative from the local population can approach the target groups and provide them with information on various aspects of environmental sanitation, personal hygiene, disposal of excreta, etc. Information can also be disseminated through mass media by drama, plays, and anti-commercials on negative aspects of sanitation, etc., at peak viewing hours.

4. Health Care Delivery System

Representatives from the neighbourhood population can be chosen to provide preventive and promotive health care to the people. For preventive health care, the representative may be given training in first-aid and basic knowledge about treatment of minor ailments such as common cold, headache, minor injuries etc. More serious problems can be referred to qualified doctors. Health care can be promoted on the lines of DWCRA (Development of Women and Children in Rural Areas). Accordingly, a representative would keep track of all the young married women who are eligible for family planning and give them appropriate advice on various aspects of family welfare such as personal hygiene, nutritional requirements, maternal and child health, etc.

The measures suggested are not directly related to health and medicine, because medicine alone is not sufficient to solve health problems. The cause of ill-health lies in a combination of physical, social and economic factors which can be overcome only by the socio-economic transformation of the society (Figure 8). 

See Fig. 8













Healthy Settings





Social Environment





Economic Environment





Physical Environment








( Details of Health Infrastructure were not available for Lakakh Division, hence the information pertains only to Leh District.


( Details of Health Infrastructure was not available for Ladakh Division, hence the information pertains only to Leh district.


( Source: Report obtained from the office of the Joint Director (Planning) Health, Government of J & K. 


( Ibid.





