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ABSTRACT:

The role of history in policy making is well recognised. Historical linkages define the policy making in a country and
thereby the ensuing path that the policy discourse will take in the time to come. Various researchers across the world
have studied the impact that decisions taken in the past have on healthcare systems. These studies quite explicitly
demonstrate the need for understanding the historical context in which a policy has originated. Thus in order to
understand how policy making with reference to healthcare in India has evolved, this paper takes a holistic approach
towards understanding the position of political institutions and the significance of timing and sequence on the future
development of healthcare policies. The paper studies the evolution of healthcare policies in India since independence
and tries to understand as to how decisions taken in earlier years chart a path for the decision making in the future.
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INTRODUCTION:

India is a country which is marred by political influence in
each of the decision making processes. We find that the
majority of decisions taken are borne out of political
compulsions of being in power. This kind of parochial
attitude has severely dented the development of public
institutions and health has also taken its share of ill
treatment. However, it also to be understood that the
policies are not only influenced by the power at the centre
but also by the decisions that have been taken before i.e. the
history is as important in policy making as is the present.
This paper makes an attempt on the same lines. It tries to
understand how the healthcare policies in the country have
evolved since independence and how the political culture
and environment present at the time have influenced the
policy making process.

Post Independence to 1950

After partition of India in 1947 and the first war between
India and Pakistan over the state of Kashmir, it became
imperative for the administrators at that time to focus on the
security of the country first. Therefore, the majority of the
resources in terms of finances got diverted towards meeting
the military needs of the country and health became the
primary responsibility of the states who themselves did not
had adequate resources of their own to meet the needs of
creating a health infrastructure (Amrith, 2007).
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Also, after independence, there was no clarity on the
importance of public health within the policy makers. For
majority of them who were part of the Congress Planning
Committee, health was a tool which will be able to make
the countrymen more efficient and if the people were
efficient, it would lead to the development of the country
(Amrith, 2007). These ideas about the importance of
healthcare and the value it has for the country gave it a
completely different facet. There was a divergence in how
public health was beginning to be viewed in India from
what conventionally it is treated as in western countries
(Naik, 1977)

1950-1960

In 1950, a model Public health Act was developed but it
entailed no compulsion on the part of the states to adopt it.
The first plan period in India started from the year 1951. It
recognised the fact that health is an important determinant
in the development of the country. It also very importantly
recognised the fact that health is not merely absence of
diseases but it is also related to an individual being able to
enjoy his life to the fullest. It says, “Health is a positive
state of well being in which the harmonious development of
physical and mental capacities of the individual lead to the
enjoyment of a rich and full life. It is not a negative state of
mere absence of disease”. The plan period also saw very
early that the development of both primary and secondary
healthcare system will be essential in ensuring that health
services reach every part of the community. Although
health was essentially a State subject, but it was recognised
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that state alone cannot meet the health needs of its
population given its meagre resources. Therefore the
Central government will also have to contribute in
developing the health infrastructure. Keeping this idea of
Centre-State collaboration being an important part in
delivery of healthcare, a Central Health Council was
instituted wherein all the Ministers in-charge of Health in
their respective states were members and it was headed by
the Cabinet Minister of Health at the centre.

The move to establish Primary Health Centres was made in
the year 1952 to be able to provide both preventive as well
as curative health care to the rural population (Banerji,
2005). In the same year Departments of Preventive and
Social Medicine were established in medical colleges. The
plan period also saw government beginning to look towards
population as a danger lurking in the background and
therefore started working overtime on population control
policies.

The second plan period focussed on the expansion of health
services. It says, “The general aim of health programmes
during the second five year plan is to expand existing health
services, to bring them increasingly within the reach of all
the people”. Also, continuing from the first plan period, the
government vigorously focussed its attention on controlling
population in the country and began to realise that it’s very
important to deal with this menace to improve welfare in
the nation. It was argued in the planning document that
“The problem of regulating India's population from the dual
standpoint of size and quality is of the utmost importance to
national welfare and national planning”. A provision of Rs.
5 crore was made in the second plan for the family planning
programmes. Population had started to become an
obsession for the policy makers. “The First Five-Year Plan
envisaged demographic change as a dependent variable
responding to wide-ranging shifts in social-structural
factors; by the time of the Second Five-Year Plan, in 1956,
the government appeared to believe that population growth
is an independent variable and economic change the
dependent one” (Amrith, 2007).

This decade also saw the development of malaria control
policies. National malaria control programme was
implemented in the first plan period. During the second
plan also, malaria control was given an equal priority and
probably more which is evident by the fact that the
operational phase of the programme which was proposed to
be of three years during the first plan was increased to five
years in the second year. Amrith (2007) has argued that the
development of this malaria control programme epitomised
the political culture of health in India. “The development of
malaria control policy in the 1950s encapsulates, in many
ways, the political culture of public health that evolved after
independence. The national malaria control programme —
which subsequently set its sights on malaria eradication —
epitomises the political culture of public health in the “high-
Nehruvian” era, and it points to the contradictions and the

weaknesses inherent in the Indian state’s approach to public
health” (Amrith, 2007).

1960-1970

These ten years saw only one full five year plan that was
the third plan from 1961-66. Although fourth plan period
started in 1969, but the effects could be seen only in
ensuing decade. This also shared its origin from the second
plan period with the major aim remaining the same as the
second plan period. This plan also envisaged the expansion
of health services in the country and also accorded a very
high priority to population control which was a heritage
from the second plan period. Rao (1993) argues that by the
third plan period, there was a staunch shift towards
population control. According to him the major cause in
this shift happened in 1964 when a “UN advisory mission
convinced the Indian government, in 1964, that the IUCD
could be used on a massive scale, thus overcoming the
problems faced thus far in the proven unpopularity of the
“rhythm” method, and the dangers attendant on surgical
methods”. 1966 also saw the creation of a separate
department for family planning. Family planning was given
a priority over other health issues (Banerji, 1971). The plan,
however, also recognised the fact that specialised healthcare
institutions were needed in the country so that research can
be conducted for different types of diseases and policies
designed more scientifically. Thereby, National Institute of
Communicable Diseases was set up in 1963 to expand and
reorganise the activities of formerly Malaria Institute of
India.

1970-1980

The focus of the fourth plan period (1969-74) was the
strengthening of primary health centres in the country.
These centres were construed to be the focal point for rural
care in the country. According to the fourth plan, “These
centres render preventive and curative health services, take
over the maintenance phase of communicable diseases
control programmes for malaria and small-pox and become
the focal points for a nation-wide family planning
programme. Sub divisional and district hospitals will be
strengthened to serve as referral centres for Primary Health
Centres”. For the time, there was a system devised to
control the price of drugs so that essential medicines can be
made affordable to the common people. A Drug Price
Control Order was introduced in 1970. At the time of
introduction, all the drugs were kept under price control
(Jha, 2004).

The fifth plan period saw thousands of people being
sterilised in order to control population of the country. This
obsession has been seen as being a part of the political
culture of the state. “The shift to population control was, in
a sense, immanent in the political culture of public health;
in the sexual, racial and caste-based anxieties underlying
the Indian nationalist movement’s discussions of health,
and in its privileging of the centralised state as the prime
instrument of change” (Amrith, 2007). Infact Indira Gandhi
in her address to the Joint Conference of the Associations of
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Physicians in India in January 1976 said: “We must now act
decisively and bring down the birth rate. We should not
hesitate to take steps which might be described as drastic.
Some personal rights have to be held in abeyance for the
human rights of the nation: the right to live, the right to
progress”.

The year 1975-1980 saw a series of dramatic political
changes in the country. Emergency was imposed from June
1975 to March 1977. When elections were held in 1977, the
Congress party saw a big defeat with both Indira Gandhi
and Sanjay Gandhi loosing elections. The country saw its
first non-Congress Prime Minister with Morarji Desai being
sworn in the year 1977. These political changes in the late
1970s made the government accept the Sokhey Committee
report which focussed on the role of Community Health
Workers (Banerji, 2005).In 1977, a new family planning
policy was announced which highlighted the role of
Community Health Workers. They were deemed to be the
agents through whom people’s health can be put in the
hands of the people themselves (Gopinathreddy et al. 2006).
There was a Community Health Volunteer and a Trained
Birth Attendant for every 1,000 population, a sub-centre
with a male and a female multipurpose health worker for
5,000 people, a primary health centre for every 30,000
people and a community health centre for 1,00,000 persons
(Banerji, 2005). A terminology change was brought about
in the new policy which focussed on using women health
workers to encourage women to accept sterilisation or
contraceptives: “targets” became “expected levels of
achievements” (Rao, 1999).

1980-1990

The decade began with the realisation that money that is
spent on improving the health of the citizens of the country
is not expenditure but is an investment. The sixth plan very
succinctly says, “An investment on health is investment on
man”. It was also realised that health cannot be viewed in
isolation from other facets of an individual’s life and
therefore integration with other areas is also essential.
“Horizontal and vertical linkages have to be established
among all the interrelated programmes like protected water
supply, environmental sanitation and hygiene, nutrition,
education, family planning and maternity & child welfare.
Only with such linkages can the benefits of various
programmes be optimised. An attack on the problem of
diseases cannot be entirely successful unless it is
accompanied by an attack on poverty itself which is the
main cause of it. For this reason the Sixth Plan assigns a
high priority to programmes for promotion of gainful
employment, eradication of poverty, population control and
meeting the basic human needs as integral components of
the Human Resources Development Programme”, the plan
document says. The objective of “Health for All by 2000
AD” accepted at the Alma Ata declaration, 1977 was also
accepted in the sixth plan.

However, very interestingly we also saw the ruling
government deriding the health policies pursued by its own

party’s government since independence. The National
Health Policy made in 1983 observed that the health
policies implemented until now have just been an adoption
of the western model and have been irrelevant to the needs
of the country (Banerji, 2005). This policy was essentially
an attempt to synthesise the recommendations of three
earlier committees, the Bhore Committee of 1946
(Government of India, 1946), the Mudaliar Committee of
1962 (Government of India, 1962), and the Shrivastav
Committee of 1975 (Government of India, 1975, 1976)
keeping in mind the Alma Ata declaration (Srinivasan,
2011). The major recommendation of the report was
“universal, comprehensive primary health care services
which are relevant to the actual needs and priorities of the
community at a cost which people can afford” (Jha, 2004).
This health policy also focussed more on the establishment
of hospitals (Behera, 2010). The seventh plan focussed on
the strengthening of the already existing infrastructure and
trying to make up the deficiencies that were existing in the
system. The plan also very importantly recognised the fact
that urban population is growing and urban health problems
have begun to acquire serious dimensions. The health
programmes also started focussing upon the plight of the
urban poor who were living in unsanitary conditions in
slums and thereby getting exposed to number of diseases.

1990-2000

The year 1991 was a watershed year in the context of India.
We were forced to pledge our gold for getting loans.
However these loans came with their own set of pre-
conditions. On one hand, the ideas of liberalisation and
globalisation came as a boon for the country pushing it out
from the morass of slow growth and red-Tapism in which it
was from independence but on the other hand it also
adversely affected the state of healthcare in the country. The
Structural Adjustment Programme which India had to
undertake as part of conditions for the IMF loan required a
budgetary reallocation and health suffered in this process.
The health budget was cut by 20 percent for the year 1992-
93 (Banerji, 2005). This had a damaging effect on the state
funded healthcare services. This provided for the setting up
of private hospitals.

1990s saw a sprucing up of number of corporate hospitals
on the land was has been given to them by the government
in prime locations in exchange for promises that they will
provide better and affordable care to the poor (Baru,2002).
The government also provided assistance to the private
players in the form of duty exemptions and incentives
(Banerji, 2005). However there has been evidence that the
promises made by the private players have not been
fulfilled (Sen, Iyer and George, 2002). The 1990s also saw
the privatisation of public health institutions and specific
involvement of private providers in the public health system
(ibid.). Infact this kind of pressure on the government to
promote the growth of the private hospitals was visible in a
number of developing nations. This kind of thrust towards
private sector hospitals was due to the pressure put by the
World Bank and other financial institutions which forced
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the government to reduce social sector spending (Jilani,
Azhar, Jilani & Siddiqui, 2009). The influence of private
players on the government was not only visible in case of
establishment of private hospitals but also in case of drugs.
The government brought down the essential medicines
under DPCO to 76 in 1995 which was to fall even further in
the time to come.

2000-2012

A Draft Health Policy was introduced in 2001 which was
adopted in 2002. This draft policy has admitted that the
status of healthcare in the country is unsatisfactory and the
resources that have been allotted towards meeting the
healthcare needs of the population are not adequate (Jha,
2004). 2002 also saw a Pharmaceutical Policy also being
adopted by the government at the centre. However, the
policy has been found to be inadequate in terms of
explaining the impact of this policy on the health sector and
the consequences of the further deregulation which it
proposes (ibid.). This pharmaceutical policy also reduced
the number of essential drugs to 35 which will hurt the
interests of the poor and lower middle class in the country.
In 2005, government announced the NRHM (National
Rural Health Mission) programme whose focus was to
improve the status of healthcare delivery in the country. But
it has been observed that the programme has lacked the
political and bureaucratic will that the programme of this
kind required for its success which has seen bureaucrats
who have no competence in health sector being given key
positions in the programme (Banerji, 2005). Also, political
leaders have looked the other way as these appointments
easily fall within their politics of health and health services
(ibid.)2008 saw the introduction of the Rashtriya Swasth
Bima Yojana which has shown positive results in terms of
providing quality medical care at affordable prices (Shah et
al. 2010)

This period also saw the policy makers working on aspects
of developing an IT infrastructure for the referral system.
There was also a realisation and which was explicitly stated
in the tenth five year plan document that all the elements of
the health system i.e. primary, secondary and tertiary care
institutions, medical colleges, programme managers and the
health management information system are not interacting
effectively. The plan says,

“So far the interaction between these components of the
system had been sub-optimal. In spite of the plethora of
primary, secondary and tertiary care institutions and
medical college hospitals there are no well organised
referral linkages between the primary, secondary and
tertiary care institutions in the same locality. The
programme managers and teachers in medical colleges do
not link with institutions in any of the three tiers; essential
linkages between structure and function are not in place.
Logistics of supply and HMIS are not operational in most
states.”

There was a recognition that it is not only the population
that is poor currently which support but also that there is
large proportion which although by the traditional measures
of poverty line do not fall below it, but can easily enter into
poverty due to high healthcare costs. Therefore there needs
to be a mechanism in place which can prevent this and
make healthcare affordable for all the citizens of the
country.

Future Scope

This study of the evolution of the Health policies has been
done at the National level. A similar kind of work can also
be taken at the state level where only one state can be
considered as a part of the study to understand the evolution
of the health policies in that state or a comparative study of
multiple states can be undertaken.

CONCLUSION:

This paper highlights that policies are historically linked to
each other. It also illustrates the significance of the timing
and sequence on how policies develop in the future. The
political culture as well as multilateral institutions play a
significant role in policy making and determine the shape
and the direction of policies. Therefore it becomes
imperative for the polity of the country to look beyond the
immediate interests and plan for the future because
whatever is devised today is going to influence the policy
discourse in the time to come.
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