Preventive Health Programmes

A. National Malaria Control Programme (NMCP)

This programme was launched in 1953.  According to estimates for 1952-53, about 200 million people resided in the endemic areas, with 75 million cases of malaria occurring annually and eight lakh deaths resulting directly from malaria.  The objective of the NMCP was to spray affected areas periodically with DDT so as to lower the transmission level.  The success of this programme was phenomenal.  The number of malaria cases for every 100 persons visiting hospitals or dispensaries declined form 10.2% in 1953-54 to 4.0% in 1958-59.  This led the planners to think in terms of a complete eradication of malaria.
  NMCP was upgraded in 1958 and renamed National Malaria Eradication Programme (NMEP).  This programme was also a success.  While the number of malaria cases in 1947 was 75 million, the 1963 incidence came down to a mere 49,151, with annual mortality down to zero.  In 1963, a Committee to review the NMEP was appointed, with the Director General of Health Services as Chairman. The committee suggested the `vigilance’ operation with respect to NMEP as being the responsibility of general health services, at the primary health centre at the block level.  One basic health worker per 10,000 of the population was recommended.  These workers would also have the additional responsibilities for the collection of vital statistics and family planning. Family Planning Health Assistants were to supervise three or four of basic health workers. 

B. National Tuberculosis Control Programme

The District Tuberculosis Control Program was initiated in 1962.  Community control of tuberculosis was started by organised domiciliary treatment. This programme is centrally sponsored. Its strategy comprises (i) detecting active cases in the early stage and treatment through the District Tuberculosis Control Programme and  (ii) protecting the health of especially those under 20 years of age by BCG vaccination. Assistance for the programme has been received from international bodies like the Swedish International Development Agency and UNICEF.

C. National Leprosy Control Programme.

The programme was launched in 1954-55, in collaboration with State governments, to control the disease and enable leprosy patients to benefit from modern treatment facilities.  The programme was implemented through the establishment of the Leprosy Control Units / Centres (LCU), the Survey Education Treatment (SET) Centres, Urban Leprosy Centres, temporary hospitalisation wards, reconstructive surgery units, etc.  The programme initially progressed very slowly and developed in phases over 25 years.  From the Fourth Plan onwards it was made a centrally sponsored scheme.

D. Universal Immunisation Programme.

The Universal Immunisation Programme, previously known as the Expanded Programme of Immunisation (EPI), is a long-term programme aided by UNICEF.  This most well known of the country’s preventive programmes was launched by the Central government in 1978. Its main objectives were (i) to deliver an integrated immunisation service through primary health centres and sub-centres in rural areas, (ii) to reduce the incidence of diphtheria, whooping cough, tetanus, polio, tuberculosis, and typhoid fever by making vaccination services available to all children and pregnant women, and (iii) to develop a surveillance system to collect adequate information on the diseases preventable by immunisation".
 Findings from a recent study indicates that overall, immunisation of children was far more extensive in districts covered by the CSSM (Child Survival & Safe Motherhood) Programme.
   

E. Other Programmes

Apart from the above programmes there are other programmes like the Filarial Control Programme, STD and AIDS Control Programmes, and the programme for the control of goitre.  India is also a part of the worldwide WHO programme to protect children from six major diseases: diphtheria, whooping cough, tetanus, TB, Polio and measles.

F. Preventive Programmes - Policy Implications.

These preventive programmes had a major influence on the growth and development of health services.  Called vertical programmes, they are sponsored by the government at the Centre, and have a uniform line of command for implementation. Each of these programmes has had its own specially trained personnel. Since communicable diseases have accounted for a substantial mortality and morbidity, mass national campaigns have been of much help.  But preoccupation with these programmes has meant that an integrated approach for the health sector has suffered.

Planning for Health: Reach & Impact

According to the World Development Report of 1993, 6.0 per cent of GDP was spent on the health sector in India. This compares favourably with corresponding figures in other countries (Table 6.3).  Also, the per capita expenditure on health had grown by six times between 1980-81 and 1995-96 (Table 6.4). The Union Government's expenditure in the category `Medical, Public Health & Family Welfare’ also has increased from 13% of the total revenue expenditure is 1989-90 to 15% in 1995-96 (Table 6.5). However, according to a detailed analysis, most of the increase was on account of increased allocations since 1992-93 for the National Tuberculosis Control Programme and the National AIDS Control Programme.   The National Malaria Eradication Programme also recorded increased allocations since 1993-94".
  

At a disaggregated level, moreover, data attest to significant State wise variations in health expenditure. Between 1974-75 and 1990-91, real per capita government expenditure on `Medical & Public Health’ showed an increasing trend, but some States were ahead of others. Moreover, if this period is broken up into two segments, 1974-75 - 1984-85 and 1985-86 – 1990-91, we find that in the later period, as many as seven States reported a negative growth rate in real per capita revenue expenditure (table 6.6). 

Despite the picture of increasing health expenditure and the growth of infrastructure, the health scene in India is quite dismal. Infant Mortality Rates are quite high and the figures are higher in backward states and in rural areas  (table 6.7).  The link between under-nutrition, morbidity and mortality is the main underlying factor.
 

Medical attention at birth, also an important factor for child and maternal health, continues to be overwhelmingly of the traditional type, even though, over the years, the proportion of pregnant mothers accessing professional care has grown. At the same time, the rural areas are far less served by professional care (table 6.8). If we take a look at the picture for professional care at the time of death, the picture is broadly similar  (Table 6.9). 

Table 6.3. Income & Health Expenditure in 34 Selected Countries.

	Country
	GDP Per Capita
	Per Cent of GDP Spent on Health
	Per Cent of Public Share

	Tanzania
	100
	4.7
	68.1

	Ethiopia
	120
	3.8
	60.5

	Bangladesh
	220
	3.2
	43.8

	Zaire
	260
	2.4
	33.3

	Nigeria
	300
	2.7
	44.4

	India
	330
	6.0
	21.7

	Kenya
	340
	4.3
	62.8

	Pakistan
	400
	3.4
	52.9

	Sudan
	420
	3.3
	15.2

	Egypt
	160
	2.6
	38.5

	Indonesia
	610
	2.0
	35.0

	Philippines
	730
	2.0
	50.0

	Morocco
	1030
	2.6
	34.6

	Syria
	1169
	2.1
	19.0

	Colombia
	1260
	4.0
	45.0

	Peru
	1285
	3.2
	59.4

	Thailand
	1570
	5.0
	22.0

	Turkey
	1780
	4.0
	37.5

	Algeria
	1980
	7.0
	77.1

	Iran
	2170
	2.6
	57.7

	South Africa
	2560
	5.6
	57.1

	Venezuela
	1730
	3.6
	55.6

	Argentina
	1790
	4.2
	59.5

	Brazil
	1940
	4.2
	66.7

	Mexico
	3030
	3.2
	50.0

	South Korea
	6330
	6.6
	40.9

	Spain
	12450
	6.6
	78.8

	UK
	16550
	6.1
	85.2

	Italy
	18520
	7.5
	77.3

	France
	20380
	8.9
	74.2

	Canada
	20440
	9.1
	74.7

	United States
	22240
	12.7
	44.4

	Germany
	23650
	8.0
	72.5

	Japan
	26930
	6.5
	73.8


Source: Calculated from data in World Development Report 1993. Quoted in Mohan Rao, (Ed), Disinvesting in Health, New Delhi, Sage, 1999.
Table 6.4. Per Capita Expenditure on Health, India, 1980-81-1995-96.

	Year
	Per Capita Expenditure

	1980-81
	14

	1981-82
	17

	1982-83
	19

	183-84
	22

	1984-85
	26

	1985-86
	29

	1986-87
	33

	1987-88
	37

	1988-89
	42

	1989-90
	46

	1990-91
	54

	1991-92
	57

	1992-93
	64

	1993-94
	70

	1994-95
	77

	1995-96
	84


Source: Selected Socio-Economic Statistic, India, 1998 Central Statistical Organisation, Government of India, New Delhi.
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