
Health indicators of Maharashtra and Punjab show that they have attained relatively high growth against 
the background of a high per capita income (PCI) and good economic development while Kerala shows a good 
development in the health sector in the context of low P C I , low level of industrialisation but relatively good 
infrastructural indicators. While the first pattern could be attributed to the trickling down effect of capitalist 
modernisation of the industrial-cum-agrarian variety in Maharashtra and of predominantly agrarian variety 
in Punjab, the second is rooted in socio-political, geographic and demographic particularities of Kerala. 

This article looks into the specifics of Maharashtra's development in health in the context of other socio
economic indicators to examine the relationship between health sector development and capitalist growth. 

I 

I n t r o d u c t i o n 

ON a societal level such as the 'large 
cultural systems' [Nathan Dev 1991] which 
constitute India's linguistic states compris
ing millions of people, health policy and the 
resultant development in the field of health 
is a function of economic, social and polit i
cal structures. But even as Lngels said 
economics is the determinant factor only in 
the last instance [quoted in Althusser 1977: 
11]. Althusser went further when lie pointed 
out that: " f rom the first moment to the hist, 
the lonely hour of the last instance never 
comes'' [ibid; 113]. The achievements of 
the state of Kerala, China and certain Latin 
American countries such as Cuba and Nica
ragua which have attained remarkable indi
cators of health without a high per capita 
income (PCI) or high level of industrial
isation points to the need to look at the 
social and political structures which im
pinge on health development more deeply. 

An observer of the health indicators of 
Indian states w i l l come across two broad 
patterns of commendable growth. One typi
fied by Maharashtra and Punjab which have 
attained relatively high indicators of health 
against the background of a high PCI, and 
high C M I B index of economic develop
ment and the other characterised by Kerala 
with a very good development in health 
indicators, in the context of a low PCI, low 
level of industrialisation, but relatively good 
infrastructural indicators. While the first 
pattern could be attributed to the trickling 
down effect of capitalist modernisation of 
an industrial-cum-agrarian variety in 
Maharashtra and of a predominantly agrar
ian variety in punjab, [Duggal K 1992] the 
second pattern is rooted in certain social, 
political, geographic and demographic par
ticularities of Kerala [Tharakan P K 1984 
and Nag Moni 1989] of which the social and 
political are of relevance to us in out under
standing the development of the health sec
tor in Maharashtra. 

SOCIO-HISTORICAL CONTEXT 

Doth Maharashtra and Kerala have wit
nessed strong movements of the lower 

castes. Maharashtra not only had an earlier 
lead in the social reform movement in the 
form of the Satyashodhak Samaj set up by 
Jyotiba Phule in 1873, but at this stage the 
leadership of the movement remained in the 
hands of the Malis and other backward 
castes (OBC). It was after the death of 
Jyotiba Phule in 1890 and with the entry of 
the Maharajah of KoIhapur Shahu Chatrapati 
that the leadership began to shift into the 
hands of the landed elite among the Marathas 
[Gore M S 1989: 11-41 and 53-63]. As a 
continuation of this trend, in 1930s the non-
brahmin movement started getting absorbed 
into the Congress [lbid: 68-70 and Omvedt 
G 1976: 2]. Still there were currents of 
radicalism within the non-brahmin move
ment such as the one represented by the 
Peasants and Workers Party (PWP) led by 
Keshav Rao Jedhc. It must be borne in mind 
that in die 1952 elections the undivided 
Communist Party of India (CPI) and the 
non-brahmin radical parties such as the 
PWP had scored almost the same percent
age of votes in Maharashtra as the CPI in 
Kerala and Andhra, i e, about 15-20 per 
cent (Omvcdt G, 1976: 281-82]. The politi
cal formations floated by Ambedkar such as 
the Independent Labour Party ( I I P ) and the 
Republican Party of India (RP1) also could 
not go too far in mobilising all the de
pressed castes [Shah G 1991: 11]. To
wards the end of his life in 1956 Ambedkar 
was involved in a series of correspondence 
with Ram Manohar Lohia and his associ
ates on an alliance between the dalit move
ment and the socialists. This however did 
not come through [Lohia 1979: 29-37]. 
With the absorption of PWP also into the 
Congress fold a formidable fortress of 
Maratha- OBC brahmin alliance was 
built up [Zelliot E 1970 and Omvedt G 
1976: 2 and 281] which distributed the 
benefits of power to the elites of these three 
groups and later on extended its spoils to the 
dalit elite also. In the process whatever 
development that has taken place in such 
sectors as health which are intimately re
lated to the well-being of the people is more 
out of an evolutionary fall out of developing 
capitalism, which for its unhindered growth 
required also that some form of a new 

patron-client relationship was nurtured be
tween the elite politicians and the elector
ate. This largely uncommitted model of 
development has resulted in vast ruraj-ur-
ban and intra-regional disparities in 
Maharashtra to which even the unprepared-
ness in facing the current drought can also 
be attributed [Dhanagare D N 1992]. We 
turn to these points in detail at a later stage. 

In contrast to the socio-political scene of 
Maharashtra the social reform movements 
of the ezhavas and pulayas of Kerala which 
began during the 1890s prepared the social 
base lor the anti establishmentarian poli
tics of the state. The ezhava elite in their 
quest for better social status had mobilised 
the poorer sections of their community, 
who in the process got radicalised to an 
extent beyond which the elite could not 
satisfy them [George 1986). At this point 
they turned to the communist movement 
which was emerging. True, the Travancore 
kings had created a large middle peasantry 
after crushing the Nair-fcudal aristocracy, 
confiscating the land held by them and 
declaring all former tenants of this aristoc
racy as the tenants of the state who. were 
later on granted ownership rights in 1865 
[ Verghese T C 1970; 64). True also, that in 
order to satisfy the aspirations of this large 
middle peasantry who became the social 
base of the so-called modern Travancore, 
the state had embarked on various welfare 
measures in social services including health. 
But the breakthrough which Kerala made in 
the social sectors after independence can
not be seen as a mere vegetative outgrowth 
of the Travancore-Cochin model on to the 
rest of the less developed parts of the state 
which were under direct British rule. While 
on the one hand the rightist forces when 
they were in power wanted to penetrate 
some of the less developed districts in 
Malabar which were leftist strongholds, on 
the other hand the welfare aspirations of the 
people of these districts themselves were 
raised and they wanted to be on par with 
their counterparts in the better developed 
districts. the left governments which have 
ruled Kerala off and on for short durations 
have proved to be the nodal points setting 
progressive directions for the state [Isaac 
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and Kumar 1991]. The left has been able to 
enforce a welfarist consensus in Kerala 
with the power of its mass base and the 
occasional chances to rule the state. Now, it 
has reached a stage where for fear of public 
reaction even the rightist political parties 
can not tamper with this consensus too 
much when they come to power at the state 
level 

In the following presentation we look 
into the specifics of Maharashtra's devel
opment in health in the context of other 
socio-economic indicators to substantiate 
the observations made above. We w i l l be 
making comparisons with Punjab and Kerala 
as already mentioned and also with Bihar 
and Madhya Pradesh (MP) which are not as 
developed as the other three states. 

SOCIO-ECONOMIC INDICATORS 

Maharashtra has a population of 79 mi l 
lion according to 1991 Census and with 9.4 
percent of the country's land area, it is one 
of the largest states in India. Its density of 
population of 256 persons per sq km in 1991 
is comparable to that of India which is 267 
per sq km. At 1970-71 prices the state had 
a per capita income of Rs 1,039 in 1986-87 
which is second only to Punjab which was 
Rs 1,652. The percentage share of themanu-
facturing sector to State Domestic Product 
(SDP) in 1988-89 at 1980-81 prices for 
Maharashtra was the highest in the country 
at 22.80 per cent. It also had the largest 
number of persons working in non-agricul
tural enterprises. This pattern was also fol
lowed in the financial sector with the high
est per capita bank deposits and advances. 
In most of these indicators of economic 
development Bihar and MP fare very poorly. 
Punjab not only scores highly in per capita 
income but also registers good financial 
indicators. Basically an agricultural state, it 
can boast of 91.3 per cent of irrigated land 
as opposed to Maharashtra's 12.4 per cent. 
Kerala has middle level of PCI, very low 
percentage share of the manufacturing sec-
tor of SDP, less persons working in non-
agricultural enterprises compared to even 
Madhya Pradesh, but higher per capita bank 
deposits and like Punjab comparatively less 
per capita bank advances. This can be linked 
to both the low level of industrial enterprise 
in these two states and the inflow of remit
tances from abroad. 

Among the other infrastructural indica
tors of development it is noteworthy that 
Maharashtra has achieved 100 per cent elec
trification of its villages. However without 
the data on rural domestic consumption of 
electricity, excluding agricultural consump
tion, this data cannot carry us too far. In 
total road length per 1,000 sq kms 
Maharashtra comes the highest, with MP a 
distant second. Again without the rural-
urban composition of this data we cannot 
infer much. When it comes to percentage of 
villages connected by all weather roads, in 
Kerala it is 100 per cent and Punjab 99 per 
cent, Maharashtra's position is a distant 3rd 
with 53 per cent, which however is much 
higher than that of Bihar and MP which are 

abysmally low at 35per cent and 23 per cent 
respectively in 1987-88 

Maharashtra has an urban population of 
38.73 per cent as per the 1991 Census which 
is the highest in India. Punjab and Kerala 
has 30 per cent and 26 per cent urban 

population, respectively. A large part of 
Maharashtra's urban population is concen

trated in Bombay itself. The state according 

to 1981 Census has to look after the well-
being of 22.6 percent of the population who 
are either scheduled castes (SC), scheduled 
tribes (ST) or Neo-Buddhists (who are SCs 
who got converted in 1956 with Ambedkar). 
Punjab has the highest SC Population of 
26.9 per cent whereas MP has a combined 
total of 37 per cent of SCs and STs. 

Average size of land holding is an impor-
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tant indicator of distributive justice in a 
predominantly agricultural country like ours. 
However, here Maharashtra falls with the 
states like MP and Punjab where the aver
age size of holding is as high as nearly three 
hectare. Thanks partly to the successful 
land reforms in Kerala it is only 0.36 hect
are and in Bihar only 0.87 hectare. Latter 
definitely not due to land reforms, but the 
high concentration of land in a few hands. 

Coming to human indicators of develop
ment the sex ratio in Maharashtra in 1991 is 
936 females per 1,000 males which is not 
much higher than India' s average of 929 per 
LOGO. This is far higher than Punjab's 888 
per 1.000 or Bihar's 912 per 1,000 but less 
than 1,040 per 1,000 of Kerala. Nowadays 
however under reporting of women is sug
gested as a reason for the low sex ratio. In 
literacy Maharashtra has made a remark
able improvement between 1981 and 1991 
from 54 per cent to 63 per cent. Percentage 
of female literacy is all the same low at 51 
per cent in 1991, but even this is much 
higher than the national average of 39 per 
cent. Drop out rates in I-Vth standards 
between 1982-83 and 1986-87 was 42.1 per 
cent in Maharashtra, which was slightly 
lower than the national average and closer 
to MP's 42.4 per cent and Punjab's 39.4 per 
cent but is far below Kerala's achievement 
in this field of 0.4 per cent. 

HEALTH INDICATORS 

Mortality, life expectancy and morbidity 
are the major indicators of health status, In 
India the only information available is that 
collected through sample surveys for most 
of these. Some of the family welfare indica
tors can also be used derivatively for assess
ing performance in health. 

In life expectancy, infant mortality, death 
rate and percentage on infant deaths to total 
deaths, which arc indices directly linked to 
health care, and in other family welfare 
related indices such as birth rate and marital 
fertility which arc indirectly linked to health, 
both Maharashtra and Punjab show quite 
interestingly similar levels of moderate 
achievements. Kerala has a very high level 
of attainment and at the other end of the 
spectrum MP and Bihar come as low 
attainers. Rural-urban differences are mani
fest in Maharashtra and Punjab and even 
stronger in MP and Bihar. In the case of 
Maharashtra this is very clear in IMR, which 
is 64 per 1,000 in rural areas as compared to 
only 44 per 1,000 in 1990 in urban areas. 
Punjab has a lower I M R of 58 per 1,000 in 
rural areas while its urban I M R is almost the 
same as Maharashtra's. Kerala has been 
able to bridge the rural-urban gap in health 
indicators and interestingly in some indica
tors like birth rate and marital fertility rate 
rural areas score over urban areas. This has 
been primarily due to the infrastructure! 
development in rural Kerala, including 
health infrastructure. Maharashtra's de
cennial growth rate (1981-91) of 25.43 is 
higher than the national rate of 23.56. This 
could have been comparatively lower but 
for the death rate which is 7.3, i e, 0.5 less 

than Punjab's and somewhat closer to 
Kerala's 5.9. Migration from other parts of 
the country to the urban centres could be 
another reason. 

The larger studies on morbidity in India 
are those conducted by the National Sample 
Survey Organisation (NSSO). But most of 
these have shown very low rates of morbid
ity compared to the studies undertaken by 
some non-governmental organisations. For 
example the 28th round of NSS conducted 
in 1973-74 showed that for a recall period of 
two weeks, prevalence of acute diseases 
was 27.57 per 1,000 population in rural 
Maharashtra and 32.18 per 1,000 in urban 
Maharashtra. This was in comparison with 
22.46 per 1,000 in rural India as a whole and 
22.77 per 1,000 in urban India. In chronic 
diseases, rural areas of Maharashtra re
corded 1,609 cases per 1,00,000 as against 
rural India's 2,098 per 1,00,000. While 
urban Maharashtra registered a prevalence 
rate of 1,590 per 1,00,000 as opposed to 
urban India's 1.962 per 1,00,000 [NSSO 
1980]. The 42nd round of NSS (1986-87) 
presented a prevalence rate of 64 per 1,000 
in rural areas of India and 31 per 1,000 for 

the urban areas for a recall period of one 
month. State wise breakup of this data is not 
available [NSSO l989] due to the extremely 
fragmented manner in which data is pre
sented. A study conducted by FRCII in 
1987 in the Jalgaon district of Maharashtra 
in fact showed that the prevalence rates arc 
quite higher than the NSS figures. For a 
recall period of one month the pre valance 
rate for acute episodes was 95,40 per 1,000 
population and a chronic prevalence of 
4,702,71 per 1,00,000 population [Duggal 
R and Amin S 1989: 37 and 17]. Another 
FRCH study in two districts of Madhya 
Pradesh which is being finalised showed an 
acute prevalence rate of 162.17 per 1,000 
for a one month recall period and a chronic 
prevalence rate of 12,824.46 per 1,00,000. 
A study conducted by the Kerala Sasthra 
Sahitya Parishad also yielded high rates of 
morbidity in Kerala comparable with the 
FRCH figures. For a two-week recall period 
Kerala has shown an acute prevalence rate 
of 206.39 per 1,000 in 1987 and a corre
sponding figure of 13,802 per 1,00,000 
population for chronic ailments [Kannan, 
KP et al 1991: 63 and 66]. 
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An evaluation study conducted by the 
National Institute of Health and Family 
Welfare (NIHFW) in 1986-87, after the 
immunisation programme was declared part 
of technology missions, on children aged 
between 0-23 months showed that the states 
of Kerala and Maharashtra had achieved 
extremely high rates of immunisation fol
lowed by Punjab which ranked moderately 
high while Bihar showed very poor achieve
ment [Sokhey J 1988:29 and 38), However, 
the NSS study of children of 1-15 years 
which obviously included children born 
before the mission started and could not be 
effectively immunised later showed much 
lower rates of immunisat ion [NSSO, 
Sarvekshana April-June 1991]. 

It needs to be brought out at this juncture 
that the major illnesses of children in India 
such as diarrhoea and respiratory infections 
are not immunisable diseases and that there
fore the attempt to project the immunisation 
programme as the guardian angel of India's 
children has to be taken with a pinch of salt 
only. 60-90 per cent of deaths in the early 
age groups are caused by diarrhoea fol
lowed by resp i ra tory infec t ions . 
[Sathyamala 1989]. These non-immunisable 
diseases deserve more attention because it 
is the children of the poor who are more 
prone to these diseases due to inadequate 
standards of food and hygiene. 

HEALTH INFRASTRUCTURE 

The registration information on private 
hospitals and dispensaries in India is far 
from satisfactory. But on the basis of the 
available data from the registered hospitals 
and dispensaries we find a bias against the 
rural areas in many states. In both hospitals 
and dispensaries the rural-urban difference 
is quite high in Maharashtra. 88 per cent of 
hospitals and 91 per cent of dispensaries in 
Maharashtra are in urban areas. Punjab's 
registration data on hospitals seems to be of 
poor quality. The total number registered is 
very low. But within this the rural-urban 
distribution is more even. In dispensaries a 
very high percentage (85.38 per cent in 
Punjab are in rural areas. 79 per cent of 
Kerala's hospitals and 71 per cent of dis
pensaries are in rural areas. 72 percentof all 
hospitals and 83 per cent of all dispensaries 
in Maharashtra are in the private sector. 
Even in Kerala 92 per cent of hospitals and 
97 percent of dispensaries are in the private 
sector. This would be because of the in
creasing aspirations of people which cannot 
be met by the public health system which 
concentrates more on a quantitative expan
sion of primary health care. But equally 
important is the vanities of a status con
scious middle class whose numbers arc on 
the rise due to the inflow of gulf money, 
expansion of cash crop cultivation, trading 
and service sectors. 

There is a high disproportion in availabil
ity of hospital beds in Maharashtra between 
rural and urban areas, although it is not as 
high as in MP or Bihar. While there is only 
one bed per 5,096 persons in rural 
Maharashtra it is as low as one bed per 355 

persons in urban Maharashtra. Rural Punjab 
has a bed population ratio of 1:1,596 while 
urban Punjab has a ratio of 1:455. In Kerala 
the rural areas have one bed per 520 per-
sons, as opposed to 1:235 in urban areas. 
The rural-urban differences in health infra
structure poses an even greater problem 
because only 53 per cent of Maharashtra's 
villages have all weather roads. In MP and 
Bihar where rural transportation is far less 
developed the urban bias in health infra
structure development w i l l be compounded 
many times. There was one public hospital 
bed available per 1,348 persons in 
Maharashtra as against one private hospital 
bed for every 2,133 persons. In Punjab it 
was 1:1,104 and 1:5,323 respectively. The 
Kerala rate for the same were 1:985 and 
1.655 respectively. The above data refers to 
the year 1990. 

In the governmental rural health infra
structure Maharashtra has one subecntre 
per 5,145 persons as on March 31, 1992 
which is the best among the states wc have 
chosen for comparison. The state is third in 
the PHC population ratio-one PHC per 
29,243 persons. Punjab is the first in this 
with one PHC per 6,928 persons and Kerala 
a distant second with one PHC per 23,442. 
In the Community Health Centre (CHC) 
population ratio the state is second with one 
CHC per 1.69 lakh population. Punjab is 

first here also with ratio of 1:1.64 lakh, MP 
is third with 1:2.90 lakhs. Among the five 
states compared Maharashtra is in the fourth 
position in the maximum radial distance 
covered by subcentres which is 3.21 km. 
while it is as low as 1.32 km in Kerala. 1.91 
km in Bihar and 2.34 km in Punjab. In the 
case of PHCs, Punjab has the lowest maxi
mum radial distance of 2.77 km followed by 
Kerala with 3.59 km and Bihar with 4.66 
km. In Maharashtra it is as high as 7.62 km. 
In the maximum radial distance served by 
CHCs Punjab stands first with 13.4 km, 
Kerala second w i t h 14.78 km and 
Maharashtra 18.35 km. The very high dis
tance people in Maharashtra have to travel 
to reach the sub-centres and PHCs, the basic 
units of rural public health care, calls for 
remedial action in favour of rural areas. 

HEALTH PERSONNEL 

The distribution-of allopathy doctors in 
all the four states except Kerala is highly 
skewed in favour of urban areas. This ob
servation is based on the 1981 Census data 
which we feel is more accurate to arrive at 
certain patterns than the Medical Councils' 
data since the council's lists may contain 
more names of persons who have died or are 
not practising, and not all practitioners reg
ister themselves. Since 1991 data in this 
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regard is not available, we have only com
puted percentages for various categories of 
doctors which are unlikely to undergo any 
drastic change during 10 years. As high as 
76 per cent of allopaths in Maharashtra are 
in urban areas, An even higher 77 per cenr 
of them are in urban areas in MP followed 
by Bihar with 65 per cent. In Punjab the 
rural-urban breakup of allopaths is more 
balanced at 40:60 respectively. In other 
systems also the pattern is not widely dif
ferent except that the percentage of 
'ayurvedic' and homeopaths in rural ar
eas is more in Bihar, while the correspond-
ing percentage of homeopaths is higher in 
Maharashtra. MP also has a slightly higher 
percentage of ayurvedics in rural areas. 

HEALTH EXPENDITURE 

To know the emphasis, growth and the 
extent of health care in the country/state it 
is important to look at the expenditure on 
health. There are three major groups in the 
provision of health care and consumption of 
health resources in India. The public sector 
consists of the central government, state 
government, municipal and local bodies. 
The pr iva te sector includes pr ivate 
organisations and institutions, corporate 
bodies providing medical care to their em
ployees and the NGOs. Thirdly, the house
holds constitute the largest constituent who 
spend on health care. Compared to the 
private health sector finances, data on pub
lic health sector finances is fairly well docu
mented. 

Public Expenditures 

The total financial outlays on Maharashtra 
are around 10 to 12 per cent of the outlays 
for India. A breakup of the plan expenditure 
brings out the fact that in the first plan 
period, the state was spending 46.44 per 
cent of its total plan expenditure on social 
and community services, which got reduced 
drastically to 18.85 percent in the sixth plan 
period. Irrigation, Power and co-operation 
became top priority, this was at the cost of 
social and community services [Statistical 
Abstractof Maharashtra, March 1991].This 
shift in priorities could be attributed to the 
presence of the strong sugar lobby in 
Maharashtra politics. There is a wrong as
sumption that Maharashtra gives a high 
priority to the social and community ser
vices. Examining the latest available public 
expenditure of Maharashtra for the year 
1990-91, this fact is reinforced. Out of a 
to ta l government expendi ture 
(revenuc+capital, plan+non-plan) of Rs 
1,17,437.63 mil l ion, 27.03 per cent was 
spent on social and community services, 
3.68 per cent on medical and public health, 
0.54 per cent on family welfare, 1.82 per 
cent on water supply and sanitation and 
0,94 per cent on housing [Government of 
Maharashtra, 1992]. 

Comparing the trends in expenditure on 
health wi th other selected states, the same 
holds true. For the year 1985 Maharashtra 
incurred expenditure on health of only Rs 

35.62 per capita per year which was 6.31 per 
cent of total government revenue expendi
ture. This was less than what was incurred 
in Kerala and Punjab. A point to IK noted is 
that Kerala is economically, a poorer state 
when compared to Maharashtra, but still 
gives a high priority to the health of its 
people. Health sector in Maharashtra in the 
late 80s is showing a down trend as percent
age to government expenditure Between 
the year 1985 and 1991 this ratio has halved 
in Maharashtra from 6.3 percent to 3.68 per 
cent. 

Further, analysing few selected compo
nents of health care like curative care, 
disease programmes and family planning, 
one finds Maharashtra between the years 
1971-1985, compared to Kerala and Punjab, 
gave priority to family planning services, 
(17.20 per cent) and diseases control 
programmes (19.35 per cent). The latter 
two states and Bihar spend more than 50 per 
cent of their health expenditure on provi
sion of curative care services, as compared 
to Maharashtra which spends only 24.64 
per cent of its health budget on curative 
care. Various studies have shown that cura
tive care is the main need of the people in 
rural areas, but what is instead given is 
family planning services. Family planning 
is one of the main priorities for all the slates 
and there has been a steady increase in 
terms of outlay and expenditure. The large 
allocation to disease control programmes is 
more of a historical one. A large health 
bureaucracy is supported under these 
programmes. The var ious nat ional 
programmes which were started had a huge 
army of personnel employed for the eradi
cation of communicable diseases like ma

laria, leprosy, cholera, T B etc. It is to 
maintain this army of personnel that the 
major part of the expenditure is incurred 
(this fact is proved when we examine the 
detailed breakup of expenditure under each 
item). 

We have analysed the expenditure under 
each major head-medical, public health 
and family welfare in Maharashtra during 
the year 1990-91. Maharashtra spent totally 
Rs 4,020.70 mil l ion on the health sector. 
40.01 per cent of the expenditure was on the 
medical account, 43.94 per cent was spent 
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on public health programmes and 16.03 per 
cent was spent on family welfare. 

Out of Rs 1,608.93 mil l ion on the medi
cal account, 45.36 per cent was expended 
for urban medical relief, while rural medi
cal relief received only 3.55 per cent. Em
ployees State Insurance Scheme (ESIS) ex-
peoditure on its various hospitals and dis
pensaries (which is only for the organised 
sector employees) amounts to 24.61 per 
cent and 22.70per cent was spent on medi
cal education. Thus it is evident that 85 to 87 
par cent of the medical account expenditure 
is expended for urban areas. 

With in the public health account 43.40 
per cent of expenditure was incurred on 
direction and administration, this is in addi
tion to the expenditure on salaries under 
each programme head. Disease control 
programmes accounted for 35.23 per cent 
of total expenditure under public health 
account. W i t h i n the disease con t ro l 
programmes more than half the amount is 
spent on the malaria control programme, 
followed by leprosy control programmes. 
Both these programmes accounted for 80 
per cent of the expenditure in the disease 
control programmes budgets. Out of a total 
expenditure on malaria of Rs 372.51 mi l 
lions, 66.66 per cent goes into salaries. In 
most of the programmes 75 per cent of the 
expenditure goes into salaries and very 
little on materials and supplies (which in
cludes expenditure on drugs). 

In respect of family welfare services there 
is priority given to the rural family welfare 
programme, 23.25 per cent of total FW 
expenditure as compared to 5.98 percent in 
urban areas. Maternal and child health ser
vices which is a crucial area is allocated 
only Rs 119.85 mill ion (18.59 per cent). 
Here too when we look at the selected 
programmes, we find that salaries take a 
major chunk of the expenditure. From the 
above analysis we infer that the state's 

major part of the expenditure on health goes 
into salaries and for the urban areas. 

Private Household Level Expenditure 
As mentioned earlier data on private sec

tor expenditure on health is not generally 
available. There arc micro-level studies 
which give a fair account of the extent of 

private expenditure. A study undertaken by 
FRCH on household health expenditure in 

Jalgaon district of Maharashtra brought out 
the fact that on an average, a household 
spends Rs 182.49 per capita per year on 
health care, which is 7.64 per cent of total 
consumption expenditure; out of this total 
per capita expenditure, 68.50 per cent of the 

expenditure goes into practitioners' fees 
and medicines. When viewed in terms of 
rural urban differences we find that rural 
households spend Rs 192.19 per capita, per 
year, whereas the urban households spend 
Rs 170.97. With regard to maternity ex
penses for each case the average cost was Rs 
199.75. The average cost of a delivery was 
Rs 208.92, of an abortion Rs 300.43 and of 
a pregnancy Rs 85.17. With regard to rural 
urban differences, maternity in rural areas 
cost Rs 235,63 per case and in urban areas 
Rs 157.39 [Duggal R with Amin S 1989]. 
These findings are comparable with a simi
lar study in two districts of Madhya Pradesh 
undertaken by FRCH which is presently 
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under publication. The average per capita 
expenditure on health by the households in 
the abovestudy worked out to Rs 299.16per 
year, w i t h 73,85 per cent of the expenditure 
going in to doctors' fees and medicines' The 
expenditure on health as percentage to total 
consumption expenditure was 8.44 per cent 
In another study undertaken by Kerala 
Shastra Sahitya Parishad (KSSP) the per 
capita per year expenditure on health in 
rural Kerala was Rs 178.33 [Kannan K P et 
al 1991]. These above studies show the high 
cost of expenditure on health borne by the 
households. 

I I 
Regional Variations within 

Maharashtra 

BACKGROUND 

The state is presently divided into six 
administrative divisions, viz Konkan, 
Nasik, Pune, Aurangabad, Amravati and 
Nagpur. The districts comprising of Konkan,  
Nasik and Pune divisions fall into the older 
classification of Konkan and southern 
Maharashtra which arc relatively economi
cally better developed, compared to the 
districts of Aurangabad, Amravati and 

Nagpur divisions which come under the 
Marathwada and Vidarbha regions which 
are less developed. Sticking to the more 
popular older regional names is therefore 
convenient for analysis of variations over a 
larger geographical area than those covered 
under the new divisions which are smaller 
units. 

Density of population is the highest in 
Greater Bombay according to the 1991 Cen
sus which is 16,434 persons per sq km. 
Thane which is developing as a residential 
suburban district of Bombay comes sec-
ond--547 persons per sq km with other 
relatively urban districts such as Pune and 
Nagpur having 352 and 332 persons per sq 
km respectively. Greater Bombay has a low 
decennial population growth rate of 20.21; 
this is because the residential suburbs of 
Thane arc attracting more of the recent 
migrants where the growth rate is as high as 
55.95. Growth rate is relatively high in the 
other urban districts of Pune, Nasik, Nagpur 
and Aurangabad which are fast developing 
growth centres of the state. 

In terms of economic development 
Greater Bombay ranks highest as per the 
C M I E index for socio-economic develop
ment which is 1,088 points followed by 
Pune at 175 points and Thane at 165 points. 

By and large the districts of Konkan and 
southern Maharashtra score higher on the 
C M I E index of economic development 
whereas in Marathwada and Vidarbha re
gions it is only the more industrialised and 
urbanised districts which score relatively 
higher than the other districts, some of 
which have scores as low as 42 (Parbhani) 
and 45 (Osmanabad), As per 1991 Census, 
percentage of urban population and per
centage of non-agricultural workers in total 
main workers is obviously high in the more 
industrialised and urbanised districts men
tioned already. 

Among the infrastructural indicators of 
development, as far as road transport which 
is the main form of transport in rural areas 
is concerned, the Marathwada and Vidarbha 
regions lag behind while the Konkan and 
southern Maharashtra are much better off in 
this regard. Since all villages in Maharashtra 
are presumably electrified this ceases to be 
an indicator of variations in development. 
Without the needed data on domestic con
sumption of electricity a meaningful com
parison between divisions/districts is not 
possible. 

Since the age groupwise data for 1991 
Census is not yet available we cannot calcu
late the exact literacy rate after deducting 
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the 0.6 years from the total population, 
which was the practice followed in the 1981 
Census. However we arrived at the 0-6 age 
group by extrapolating from the 1981 f ig
ures on the basis of the overall decennial 
population growth and divided the total 
number of literates by the total population 
minus the extrapolated sum of 0-6 age 
group which revealed that there is a rela
tively higher percentage of literacy in most 
of the districts of Konkan, Nasik, Pune, 
Amravati and Nagpur divisions as against 
those in Aurangabad division. Districts of 
Jalna, Parbhani, Beed and Nanded in 
Aurangabad have literacy rate of only 45 .SO 
percent In Gadchiroli in Nagpur division it 
is even lower at 42.87 per cent. Female 
literacy is the lowest in many of the districts 
of Aurangabad division and Gadchiroli 
where it ranges between 26 per cent to 30 
per cent only. 

According to 1991 Census nearly 40 per 
cent or above of main workers were agricul
tural labourers in all districts of Amravati 
division, Parbhani, Nanded. Osmanabad and 
Latur in Aurangabad division, Wardha in 
Nagpur division and Ahmednagar in Nasik 
division. The picture of landless or margin
ally landed agricultural labour becomes 
clear when we find that the average size of 
holdings is almost uniformly higher in the 
districts of the o ld Marathwada and 
Vidarbha regions. 

When we add up the scheduled caste and 
neo-Buddhist population Marathwada and 
Vidarbha have a larger dalit population than 
other regions. Scheduled tribes are concen
trated more in Dhule, Gadchiroli, Nasik, 
Thane, Yavatmal and Chandrapur districts 
which also have higher percentage of land 
area under forests. 

Analysis of sex ratio shows that in the 
d i i t r i c t s such as Ratnagi r i , Raigad, 
Sindhudurg which are closer to the Bombay-
Thane industrial belt, females are higher in 
number. This is largely due to male out-
migration to the Bombay-Thane belt for 
employment. It is again male in-migration 
which is responsible for the low sex ratio of 
Greater Bombay and Thane districts. This 
phenomenon seems to be the reason for a 
sex ratio favourable to females in Salara 
and its reverse in nearby Pune. 

Female participation in agricultural labour 
as per the 1991 Census is higher than that of 
men in all districts of Maharashtra. This is 
true of India as a whole also. It is however 
particularly higher in the districts of 
Marathwada and Vidarbha regions and 
Dhule and Jalgaon in Nasik division. 

HEALTH AT DISTRICT LEVEL 

Data on health indicators is not available 
at the district level. Even though informa
tion on health services is available, this 
covers only the government health sector, 
with nearly no information on the private 
sector which according to various studies 
caters to a l i t t le over 75 per cent of our 
health care needs [Duggal and Amin 1989 
and FRCH Report (forthcoming) 1992]. A l l 
the same we find that there seem to be a bias 

against Marathwada and Vidarbha regions 
in setting up PHCs. While 14 of the 16 
districts in these regions have PHC popula
tion ratios very close to or above 1:30,000, 
the number of such districts is limited to 
seven out of 14 districts in Konkan and 
Marathwada. Such a clear pattern was how
ever not observed in the case of subecntres. 
As regards the endemicity of certain dis
eases such as cholera, hepatitis and diar
rhoea for which district leverdata is avail
able no definite pattern is seen across the 
districts. 

HEALTH STATUS OF TRIBAL POCKETS 

Tribal areas are supposed to have one 
PHC per 20,000 population and one sub-
centre per 3,000 pupulation. As per these 
norms Maharashtra requires 265 PHCs in 
tribal pockets and claims to have fulfilled 
this norm by setting up the required number 
as on December 31,1991. Madhya Pradesh 
needs 752 PHCs in tribal areas while it has 
only 633. Kerala requires 55 tribal PHCs 
and has 58. Maharashtra similarly needs 
1,662 suboentres in tribal areas but have in 
position 1,603 as on December 31, 1991. 
MP needs 5,019 sub centres but has 4,935, 
while Kerala needs 369 sub centres and has 
174 only [Rural Health Bulletin March 
1992]. 

HEALTH OF WOMEN 

With regard to the health of women, 
enough data is not available on the morbid
ity and mortality. Recently a study carried 

out in two villages of Gadchiroli district of 
Maharashtra showed, on examination of the 
women that as high as 92 per cent of them 
had one or more gynaecological or sexually 
transmitted diseases, and the average was 
3.6 diseases per woman. Only 8 per cent of 
the women had ever undergone examina
tion or treatment in the past. The study also 
found that there was a high prevalence of 
iron deficiency anemia in 83 per cent and 
vitamin A deficiency in 58 per cent of the 
women examined [Bang R et al 1989]. 

The abovementioned study brings out 
the stark reality of majority of the Indian 
women having a low social status, marginal 
presence in the market economy and not 
enough attention being paid to women's 
needs, particularly in health. It has been 
recognised that women face health prob
lems throughout their life cycle, starting 
from sex preferences in infancy, discrimi
nation in feeding practices, biological vul
nerability during the reproductive period, 
the effects of repeated pregnancies, to spe
cial problems such as nutritional anemia 
and maternal mortality [WHO 1978], The 
only programmes which are women ori
ented are maternal and child health services 
and family planning, where they are viewed 
as 'targets'. Manisha Gupte gives an expe
riential account of the problems that child 
bearing women in a drought prone area in 
Maharashtra face. The various impediments 
to women may be listed as follows: lack of 
facilities like trained health functionaries 
attending women during pregnancy and 
labour, ante-natal cure (ANC) services, trans-
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port facilities, competence at referal cen
tres, availability of a sterile delivery ki t , 
access to health care facilities (this is appli
cable for most of the women), safe abortion 
facilities, rest before and after delivery, 
maternity benefits and finally lack of nour
ishment [Gupte M 1989]. The various 
programmes which arc there in the govern
ment health sector, aim at only the women 
between the age group of 15-45 years. Most 
of the women who do not fall in this 
category get deprived of the health facili
ties. In this context it is necessary to reas
sess the ex is t ing health system and 
programmes w i t h special reference to 
women. 

I l l 

I m p a c t o f Drought on H e a l t h 

Around 29,000 villages in the state com
prising 62 per cent of the population and 
spread out in 26 districts were affected by 
the drought of 1992 [Shartna K1992] . Near 
famine conditions were prevailing in most 
of these districts in varying degrees, but it 
was most acute in Marathwada and Vidarbba 
regions [Venketeshan V 1992]. It has not 
only created severe shortage of drinking 
water, but has affected the entire flora and 
fauna of vast stretches of land and upset 
agricultural activity, thus drastically reduc
ing the availability of both food and em
ployment opportunities. 

While the direct impact of drought on 
health can be seen in the reported incidents 
of spread of contagious diseases such as 
cholera and gastro-enteritis [Ghaswala S 
1992]. The indirect impact on health caused 
by the decline in food production and em
ployment opportunities is especially im
portant. Fetching water itself was taking 
away a considerable part of people's time 
since they had to walk for miles or stand in 
queues for the arrival of the elusive tanker 
[ibid]. In several places people had to resort 
to digging pits on river beds and drink the 
dirty water. According to an estimate made 
by The Economic Times in May 1992 food 
output in Maharashtra in 1991-92 is l ikely 
to decline from 12 mi l l ion tonnes in 1990-
91 to 7.9 mi l l ion tonnes, i e, a decrease of 34 
per cent [Gangadharan S 1992]. 

Another report in The Economic Times 
indicated a shortfall in foodgrains produc
tion of 43 per cent in kharif and 67 per cent 
in rabi [The Economic Times; March 26, 
1992]. Wi th the price of ration wheat and 
rice also increased this decline in produc
tion is sure to have hiked prices of the 
foodgrains in rural areas, thus lowering the 
food intake and nutritional levels of people. 
Add to this the contraction of purchasing 
power caused by the decline in rural em
ployment and we get the true picture of the 
rural populace being squeezed at both the 
demand and supply ends of the market 
spectrum. The 'market' of course is drought 
proof. 

The tack of employment in many districts 
have forced people to migrate to places 
where work is available. For example there 
has been an increase of 35 per cent in 

migration from Deed to Abmednagar dur
ing the sugar-cane cutting season. But even 
in Ahmednagar there was not enough work 
for so many and therefore they ended up 
bonded to the contractors from whom they 
had taken advances. A survey conducted 
by an NGO among these migrants revealed 
that 43 per cent migrant families had at least 
one person fallen i l l during the period of 
stay at the new workplace. Even minimum 
hygienic conditions could not be met at the 
places where they had migrated to [Agashe 
A 1992]. 

The almost decennial occurrence of 
drought had generated a l ively discussion, in 
the press and among the academics on the 
causes of drought and how it could be 
prevented. There was a general consensus 
that there should be' a move away from 
sugar-cane cultivation which consumes 60 
per cent to 70 per cent of irrigation water 
and also that the practice of tube-well i r r i 
gation should be stopped since it was low
ering the water table, thereby depriving the 
soil of its natural moisture and making it so 
much more difficult to get recharged. Other 
suggestions were for proper programmes 
for water harvesting, using small check 
dams in place of the mega dams, afforesta
tion and soil conservation. 

I V 

C u r r e n t Issues 

PRIVATE HEALTH SECTOR 

One of the main issues which concerns 
the health system in the country is the role 
and functioning of the private health sector. 
In the new lexicography of Indian econom
ics, privatisation is the panacea for all ills of 
the Indian economy. In the field of health, 
private sector is already the dominant sec
tor and there is talk of privatising it further 
[Phadke A 1991] . W i t h regard to 
Maharashtra recently astatement was made 
by the chief minister [The Times of India, 
September 2,1992] that for the efficient 
functioning of public health services the 
government is planning to hand over some 
primary health centres to the private sector. 

Here we have used largely the available 
data at the all-India level since we do not 
have much on the state-level. Broadly, the 
private health sector consists of the general 
practitioners, who include licenciatcs and 
RMPs, consultant specialists, hospitals and 
dispensaries. It includes also private medi
cal colleges, pharmaceutical and medical 
equipment manufacturing industry which 
are predominantly multinational. There arc 
also the laboratories which carry out tesls 
right from blood testing to C A T scans. In 
India the share of this sector is between 4 
and 5 per cent of GDP. This share at todays 
prices works out to between Rs 16,000 crore 
and Rs 20,000 crore per year [Duggal R and 
Nandraj S 1991]. 

As regards utilisation of health facilities, 
in the household health expenditure study 
in Jalgaon, Maharashtra, it was found that 
nearly three-fourths of the illness episodes 

were treated by private practitioners and 
hospitals, and only 13 per cent of the illness 
episodes availed of government facilities. 
The utilisation pattern also showed that 
private practitioner utilisation is more in 
rural areas (79.82 per cent) as compared to 
urban areas (73.45 per cent) [Duggal R 

1989]. In the household health expenditure 
study conducted in two districts of Madhya 
Pradesh it was found that private sector 
utilisation was 69.05 per cent of the illness 
episodes, 6.94 per cent government hospi
tals, 6.88 per cent primary health centres 
and 1.73 per cent subcentrcs. In Kerala in 
case of acute illness only 23 per cent or the 
patients went to government health institu
tions for treatment and 66 per cent to private 
health providers [Kannan et al 1991]. 

The growth of this sector after indepen
dence has been at a very fast pace. This 
g rowth has been unregulated and 
unaccounted leading to maldistribution, ir
rational and unethical practices, and de
cline in standards of care. General practitio
ners are the most dominant sub-sector in the 
provision of health care services. They in
clude practitioners trained in other systems, 
but mostly practising allopathy. Also, vari
ous studies have brought out the irrational 
use of drugs among them which is very 
rampant. The use of unnecessary injections 
is quite well known, so much so that pa
tients have come to expect the doctor to give 
them injections. Other common irrational 
practices arc the unnecessary tests recom
mended and unnecessary surgery. The KSSP 
study brought out the finding that a higher 
proportion of births in private hospitals are 
by caesarean section compared to govern
ment hospitals. Though practitioners are per
mitted to dispense medicine, ethically they 
are not supposed to make profit from it . Not 
only do the private practitioners run a drug 
business of their own, taking perhaps a 
higher profit rate than the medical stores, 
they also put to use their professional mo
nopoly oyer medical knowledge to sustain 
themselves in the business. In a study done 
in Bombay it was found that on an average 
the monthly median income of a GP was as 
high as Rs 16,560 [George A 1991]. There
fore standardisation of fees at least is pos
sible, even ensuring a reasonable standard 
of income to the doctors. 

The number of medical colleges has grown 
in spite of the Planning Commission and 
various committees calling for a halt to the 
out-turn of medical graduates in the coun
try. Private medical colleges continue to 
mushroom all over the country and espe
cially in Maharashtra. Many of them exist 
due to the political patronaga they receive. 
Barring a few, many of the medical colleges 
do not have the qualified staff, equipment 
or hospital services to train medical gradu
ates and are not even recognised by the 
Indian Medical Council. These are mainly 
run as business units. Education in these 
institutions is looked al more as a lucrative 
investment. 

With regard to hospitals and dispensa
ries, majority of them are the small nursing 
homes with bed capacity ranging from five 
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to 30 beds. These are run from residential 
apartments, operate in unhygienic condi
tions, without basic amenities like water, 
proper ventilation, minimum equipment, 
qualified staff, lack of proper sanitation 
facilities, etc [Duggal R and Nandraj S 
1991]. Recently in the premier city of 
Bombay the high court appointed a com
mittee to go into the functioning of the 
hospitals/nursing homes when it found that 
they were functioning in an unregulated 
manner. 

Another important development in the 
private health sector is the entry of the 
corporate sector. There is rapid prolifera
tion of corporate medical centres. The trend 
was started by Apollo Hospitals in 1983. 
Initially it made a loss, but in 1988 it 
declared a profit of Rs 167 lakh and de
clared a dividend of 15 per cent [ C M I E 
1989]. Presently there are many business 
houses entering this field. 

The private sector plays a very dominant 
role in the drug production of the country. 
Many of the socially conscious organisations 
in the last one decade have brought out that 
majority of the drugs produced in the coun
try are hazardous, useless, unnecessary and 
irrational. An overwhelming proportion of 
the drug business is in Maharashtra, espe
cially in and around Bombay. 

The production of medical equipment 
began in the 1970s and it has grown from Rs 
2.5 crore in the earlier years to Rs 19 crore 
in 1983 [CEI undated]. It is estimated that 
80 per cent of all medical equipment is 
imported through the private companies 
[Baru R V 1988]. The increasing demand 
for hi-tech medical equipment can be gauged 
from the estimates made by Confederation 
of Engineering Industries (CEI), working 
group in electronics for the seventh plan, 
which would be to the tunc of Rs 900 crore 
for the plan period. This is against the 
background that millions of people in India 
have no access to basic health care. This 
high technology in medicine only leads to 
over-medicalisation and high cost medical 
care. Broadly, in the changing scenario of 
the economy people w i l l have to raise is
sues of the efficiency of the private health 
sector, demand more accountabi l i ty , 
standardisation of fees, regulating the 
quantity and quality of medical service in 
the country. 

ROLE OF NGOs 

NGOs have undertaken numerous activi
ties in providing health care services all 
over the country. They have experimented 
and come out with innovative projects and 
models of health care delivery system. We 
appreciate the work done by them in trying 
to meet the health care needs of the people. 
At this particular juncture it is necessary to 
critically examine the work done so that we 
are able to address ourselves to the various 
iisues raised below and have a meaningful! 
discussion on the health status of people in 
Maharashtra vis-a-vis role of NGOs. 

First and the foremost, NGOs and the 
government have never examined nor ques

tioned the growth, role and functioning of 
the private health sector. They have tried to 
wish it away. In many of the areas where 
NGOs are operating we find the private 
practitioners thriving. The MGOs have in 
fact weaned away the clientele from the 
government health sector and not from the 
private health sector. The role and function
ing of the private health sector which is the 
dominant sector in the health field has to be 
evaluated, particularly in the context of the 
present t rend of l i b e r a l i s a t i o n and 
privatisation in the country, NGOs w i l have 
to wake themselves up to the fact of the 
growing predominance of the private health 
sector, when the government itself has be
come all the more keen to patronise them. 

Secondly, the primary health care model 
which has been implemented by many of 

the NGOs needs certain basic clarifications 
in terms of approaches and results that has 
to be achieved. Though they have demon
strated that they can effectively provide 
specific programmes to a limited popula
tion effectively, including reaching out to 
the underserved and the underprivileged 
groups, there is no evidence of either change 
or people's participation, which NGOs are 
never tired of talking about [Duggal R 
1988]. In this connection it is important to 
state that many of us have always talked 
about primary health care but never of an 
universal health care for the people. 

Many NGOs in recent years have pro
pounded that people arc wil l ing to pay for 
their services. Tins has been used by the 
government to push fec-for-scrvicc in the 
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government health sector. In spite of people 
paying in the form of taxes, they are forced 
to pay fees in the private sector due to the 
non-availability of curative health services 
from the public sector, especially in the 
rural areas. The fees which are being paid 
comes out more often from the food expen
diture of the household. While the poor 
people in the country are already under 
stress due to rising prices, is it justified that 
people should pay fees for the health ser
vices also? In this connection it needs to be 
pointed out that an otherwise progressive 
organisation l ike the KSSP has now started 
advocating for user charges on the justifica
tion that wi th more resources the quality of 
health care can be improved. The public 
disapproval of this suggestion was seen in 
the large demonstrations and signature cam
paign against it when it was actually imple
mented by the present state government. 

In recent years the trend of the govern
ment is to contract out health services to the 
NGOs. The government accepts the fact 
that their own health services are ineffi
cient, bureaucratic and not able to provide 
services, etc. It has handed over to the 
NGOs the management of certain specific 
programmes and the administration of some 
primary health centres to name a few. Are 
the NGOs right in taking this approach? Is 
it not proper that NGOs pressurise the gov
ernment in providing more funds to the 
health sector and make it more efficient, 
decentralised and have an effective policy 
on health care. Along with this is the major 
question of the role and impact of the NGOs 
on the health sector. Most of the NGOs' 
work has been of a demonstrative nature 
rather than providing any large-scale im
pact on the state or national level. The state 
has of course picked up some of these 
demonstrations which it found convenient. 
Have the NGOs developed the social and 
pot ica l conusness of the people in rais
ing issues related to health? If NGOs come 
together, they w i l l have the potential to 
demand the provision of universal health 
care services as a constitutional right of the 
people, which should be provided by the 
government adequately on a priority basis. 

V 
Conclusions 

Maharashtra presents a picture of moder
ate achievement in the field of health care 
against the context of remarkable economic 
development. However this overall picture 
has to be juxtaposed against the severe 
rural-urban and intra-regional disparities to 
arrive at a more realistic understanding of 
the situation, both in terms of health care as 
well as economic development in general. 
The lack of proper curative facilities in the 
rural areas also form a piece with this 
overall pattern of disparities. The correc
tion of such disparities w i l l demand con
scious political action beyond the level of 
clientelistic politics which has enveloped 
the state for the last several decades. The 
inheritors of the radical traditions of the 
non-brahmin and dalit movements and the 

radical sections of the industrial labour 
movement can be expected to take up this 
corrective role some time in the future. But 
the awareness of these very sections on 
health issues has to be kindled. This is one 
area where NGOs should apply their mind 
to. For, on their own, the outreach or impact 
of NGOs is not very large. 

This is all the more necessary in combat
ing the evils caused by the rapid and un
regulated growth of private health sector in 
Maharashtra. Bombay with its large middle 
class social base offers a flourishing field 
for the capitalists and those who hod state 
power to advance all kinds of pro-market 
ideas which with the apparent legitimacy of 
public opinion can be thrown back to the 
rural hinterland for operation through their 
clients. Thus, it is not just sufficient that the 
private health sector should be encouraged 
in the urban areas, some of the PHCs also 
should go to the private sector messiahs. 
But would these messiahs attend to the 
preventive and promotive aspects of health 
care which are not very lucrative? liven in 
curative care w i l l they not introduce dual 
standards with the full legitimacy of the 
state? These are some questions to be ad
dressed. 

The broadest possible platforms should 
be created for bringing in some amount of 
regulation in the chaotic growth of the 
private health sector. Standardisation in 
fees, room-charges, equipment and other 
facilities have to be thought of. NGOs which 
have a good grasp of die technical details in 
this regard should take a lead in educating 
even the otherwise sensitive sections of 
public opinion about this matter. 

|The authors are thankful to Ravi Duggal 
for his comments and suggestions in the 
preparation of this paper. Thanks are also 
due to Asha Vadair for research assistance. 
The data used in this paper is largely drawn 
from the FRCH, Bombay, health data base,] 
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