SOCIAL PROTECTION: KEEPING PEOPLE’S HEALTH IN FOCUS
Yogesh Jain, Anurag Bhargava, Ramani Atkuri.

Jan Swasthya Sahyog, Ganiyari
Jan Swasthya Sahyog (JSS), literally People's Health Support Group, is a registered organisation of health professionals running a low-cost, effective, people-oriented, community-based health programme in the tribal areas of Bilaspur district in Chhattisgarh since December 1999. The Jan Swasthya Sahyog team has evolved out of a common understanding of the problems, including health problems, of rural people. We perceived the need to work with village communities and develop community-based initiatives in health that can address their health problems in a real and lasting sense and provide high-quality curative services at a low cost to the rural poor, who require them the most. There is also the shared perception that academic skills should be applied to doing relevant field-based research on important public health problems and developing low-cost, effective and appropriate technology for health. Towards these objectives, we chose a marginalized area like Bilaspur whose economic and social situation would broadly be typical of most poor areas of the country. 

We wish to make the following points to inform the current debate on social protection with respect to the public policy for public health. 

1. Can we use food price-based line to decide who can access subsidy in health care? 

We submit that use of a poverty line to decide who gets subsidy or free health care is ideologically, ethically and logically flawed. The determination of a poverty line when our country started using it was on the premise that the state will continue to provide basic health care for all, and thus health expenditure was not factored into the overall expenditure incurred by the family. Thus, providing subsidy in health care to those who are officially declared poor is a clear denial of health care to others who are equally in need of such subsidy. It is a matter of great shame that all health administrators and policy makers have accepted this targeting in health care without question. As it stands now, in Bilaspur district, a typically backward district in India, for investigations such as a CT scan or MRI scan, or even an X-Ray (which one may require in a head injury following an accident, or a possible cancer), free investigation is only given to those who are below the poverty line. When it comes to treatment that necessitates significant expenditure such as a surgery or ICU care, Government schemes such as "Sanjivani" are offered only to those officially "BPL". today, among all people to be bitten by a rabid dog (a common enough problem in rural India), only those people who are officially below the poverty line have access to anti-rabies vaccine free of cost. All others have to pay Rs. 1750/- for the course of vaccines, a prohibitive sum for most rural families. Unfortunately, rabid dogs usually bite several people at a time, and fail to distinguish between BPL and non-BPL persons when they bite! 

Sadly, all attempts anywhere in the country at this new mantra called Public Private Partnership, offer subsidized services only to those who are BPL. (e.g. Chiranjeevi scheme, several insurance programmes subsidized by the State).

2. It is well recognised that medical expenses are a major cause of rural indebtedness (call it medical poverty). However, we believe that even these figures are a gross underestimation of the consequences (or dangers) of the state not providing universal health care. In our own setup in rural Bilaspur, we found that in as many as 35% of deaths that occurred in our programme area in the community, no health care was sought anywhere, including at our clinic. This is in spite of the fact that highly subsidized and good quality curative health care is provided by our organization. 
3. Can we have a different way to measure deprivation? - We all agree that poverty line measurements are controversial. Volumes have been written on the flaws and risks of the current definition of the poverty line. This is because poverty is difficult to measure and yardsticks to measure it are context specific and therefore variable. As opposed to this, the outcomes of deprivation or poverty such as poor health or poor nutrition, are easily measurable, and have not only national but also international reference standards that do not invite significant controversy. In case of health, the WHO has a definition for a state of good health, which if necessary, can be conveniently used to distinguish between those who are ill and those who are not. Similarly, nutrition standards are internationally accepted, and there is little controversy on who is malnourished or not. We thus propose that in case we are forced to consider targeting of social services by the state, eligibility criteria based on what we may define as a "nutrition poverty line" or a "health poverty line" would be more appropriate. The details of this can be developed easily. 

4. The current policy of food grain subsidy in India, through the Public Distribution System (PDS) is also insufficient to provide food security to the poor. For example, even though the Chhattisgarh Government has recently started a populist programme of providing 35 kg subsidised rice (at Rs 3 per kg) per month per BPL family, even this does not last a family of 5 more than 15 days, thus even the officially poor have to procure food grains from the open market, where prices have spiraled up lately. (Current minimum price of rice in the area is Rs. 12 per kg). We don’t see anything less than 70 kg of food grain per month per family of 4 or 5 being sufficient for maintaining good health in a predominantly cereal based diet. Most other states are not even providing this partial support. What is alarming is the recent withdrawal of any kind of subsidy on food grains to those not officially poor. In Chhattisgarh, a recent official announcement makes all families without a BPL card ineligible for any subisidised rations at all. This means that even the rice available at Rs. 8/- per kg is now not available and families are forced to buy rice at the prevailing market rates. The consequence of this on the health of people is likely to be grave.

5. While we may debate whether the decrease in proportion of poor people is true or not, there is irrefutable evidence that heights as a measure of nutritional status of the poor in India, especially the Scheduled Castes and Scheduled Tribes, have not increased over the last five decades. Evidence from Bilaspur suggests extremely high levels of morbidity in both infectious diseases like TB, malaria, leprosy, rheumatic heart disease; as well as in non-infectious diseases like hypertension and diabetes among the poorly nourished who have not gone through the nutrition transition. 

It is a sad comment on health professionals as well as on economists that no class-wise data on illnesses have been collected in independent India. We feel strongly that a significant proportion of people in rural India have become poorer or their nutritional levels have stagnated. NFHS-3 data also indicates an increase in the prevalence of anemia in pregnant women and wasting in children. 

6. The social protection in terms of food availability that we propose is 

a. 5-70 kilos food grain per family, 3 kilos of daal, possibly oilseeds or oil 1 kilo per month. 

b. weight or nutrition status based entitlements of food grains (not poverty line based)

c. supplementary food grain provision for illnesses of poverty as part of treatment, like TB. 

Social protection in terms of access to health care: the extremely poor quality of services currently available in the public system should not be a reason for the state to withdraw further from its obligations and enter further into privatization. The public health system and the PDS have failed because they have been allowed to. 
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