The Bhore Committee and
recent debates
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THE Bhore Committee report is a
mu(.:h-invoked documentinacademic,
policy and activist circles when dis-
cussing the history of health services
developmentinIndia. The Bhore Com-
mittee was set up in 1943 by the Vice-
roy of British India to assess the health
conditions ofthe Indian populationand
to come up with a blueprint for health
service development.

The committee gets its name

from the ICS officer, Sir Joseph Bhore,
who headed it. The other members of
the committee were from the Indian
Medical Services and several foreign
experts. Given the high levels of pov-
erty in India during that period, there
was a broad consensus that the prin-
ciples of universality, equity and com-
prehensiveness would inform the
architecture of public healthservices.
The idea of universal provisioning
meant that all citizens will get equal
accessirrespective of the ability topay
and that the health services will inte-
grate preventive, promotive and cura-
tive health services.

In order to ensure the latter, the
Bhore Committee proposed a three
tier structure consisting of primary,
secondary and tertiary levels of care.
Each of these levels had a specified

role forhealthservice provisioningand
would support each other through a
referral system. The commiittee debated
therole of social insurance and argued
that priority should be given to build-
ing strong public health services before
introducing insurance schemes. This
detailed report, submitted just before
independence, was aninvaluable refe-
rence that generated debates around
policy planning for the health sector.

The ideas that shaped the app-
roach and content of the Bhore Com-
mittee were rooted in the concept of
social medicine that dominated the
imagination of publichealththeoryand
practice during the early part of the
20th century. These ideas were in cir-
culation in Western Europe and the
United States during this period. Seve-
ral prominent physicians who sub-
scribed and actively advocated social
medicineincluded Henry Siegrist, John
Ryle, John Grant, Russell, Newman
and Gunn to name a few.

These physicians formed an
epistemic community of doctors who
were advocates of theideaand practice
of social medicine. They were asso-
ciated with institutions that included
the International Health Division of
the Rockefeller Foundation, the Johns
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Hopkins University and others who
were engaging with China, India f'md
several countries in Latin America.
They contributed significantly to the
debates on how to structure and orga-
nize health services in developed
and developing countries. As Roemer
observes, there were debates around
the importance of the integratiqn
between preventive and curative medi-
cine by setting up health centres as the
primary level of care.

These ideas found their way into
government policy soon after World
War I in the UK. A committee headed
by asenior physician, Robert Dawson
in 1920, stated that: ‘Preventive and
curative medicine cannot be separated
on any sound principle, and in any
scheme of medical service must be
broughttogetherin close coordination.
They must likewise be both brought
within the sphere of the general prac-

titioner, whose duties should embrace
the work of communal as well as indi-
vidual medicine.’!

The committee recommended a
graded referral system where com-
plex cases would be referred to sec-
ondary health centres, which would be
staffed with specialist consultants and
closely linked to hospitals. Similar
ideas were also suggested and legis-
lated by the Health Commissioner in
New York in 1920, which was known
as the Sage-Machold Bill. However,
it was immediately opposed by the
State Medical Society, which testified
at hearings that doctors fear it could
prove harmful to the medical profes-
sionand thatit meantthe establishment
of “state medicine”.’2 As a result this
bill was notimplemented in New York
andillustrated bothan opportunity and

1: MI Roemer, ‘Resistance to Innovation:
The Case of the Community Health Centre’,
American Journal of Public Healt) 78(9)
September 1988, pp. 12341239, ’
2.1bid.
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resistance to the idea of social medi-
cineinthe US.

The practice of social med?cine
gained visibility with the ex;.)enen.ce
of the Soviet Union and China w1t}1
Henry Sigerist’s work on Soviet lee.dl-
cine and John Grant’s on organizing
health services in pre—revolutionary
China. Their experience of the theory
and practice of social medicine hfld a
global influence during this per¥0d.
Sigerist was closer to the socialist ide-
ology than John Grant, but in terms of
the practice of social medicine they
were in broad agreement. The work
done by John Grant in China as a part
ofthe Rockefeller Foundation’s inter-
ventionin health care laid the founda-
tion for the development of public
health at the Peking Union Medical
College fortraining public health pro-
fessionals. He also initiated pilot
projects for the creation of health sta-
tions inrural and urban settings.

John Grant subscribed to the
view that public health was an integral
part of the socio-economic develop-
ment of society and therefore empha-
sized the need for the integration of
preventive and curative services with
the state playing a central role in the
financing and provisioning of health
services. His role as a leader of the
International Health Division of the
Rockefeller Foundationin China pro-
videdhim ample evidence to translate
the learning to other countries like
India.

Even as early as 1928, in his
address to the annual conference of
the China National Medical Associa-
tion, Grant put forth an argument for
state medicine where healthcare was
assuredtoall through a state adminis-
tered machinery. Soon after the revo-
lutionin 1 ?49, althoughJohn Grantwas

no longer involved in China nor could
heexercise any direct influence due to
the Cold War, generations of his sty-

dents and colleagyes wh
inte‘r:}cted. with OCCupigq i he haq
posmons in the go\,emmemﬂuemm
idea of social medicine fou > dng the
withinasocialiststate ltsplage
After his involyep,
China, John Grant wag depyeq, Vih
Rockefeller Foundatiop to SedbhhQ
All India Institute of fy g Pl
PublicHealthinCalcuyttg ineaﬂne ang
His presence in India ag a pag’m&
International Health Diyjg;, Of the
Rockefeller Foundation, anoseodf he
to participate inthe Bhore C -hlm
. ommltte
Grantwas formallymvxtedbythe Oe'.
ernment to join the Committeg 5 -
international advisor. The 0th:rn
included Henry Sigerist andJohnRy1:
The role of these internationg] actorg
and the fact that several of them e,
associated withthe Rockefeler Foun.
dation whoadvised the Bhore Copypy;.
tee, hasnotbeenadequately analyseq,
Amrith and Kavadi’s scholarly wrjt.
ings on the Rockefeller Foundation e
among the few that highlighted therole
ofinternational advisors to the Bhore
Committee who were committedtothe
ideaand practice of social medicine}

The nationalist movement provided
the political context where the vision
for a free and fair India was a shared
concern. Abroad spectrumofideologi-
cal positions articulated by bigbusiness
in the Bombay Plan, the PeoplesPlan
by the left and the Gandhian Plan,
reiterated the importance of theroleof
the state in the economy and socialsec
tors. Thus, the idea of social medicine
resonated with the political m0_0d of
the country. However, a majorty °
the members of the Bhore Commi®

Health in

3. S. Amrith, ‘Political Culture of Conom@

India: A Historical Perspective’s E
and Political Weekly 42(2), 13-
2007, pp. 114-121; S. Kavadi, T
Committee, International Ad :
John Grant, August 2015. httPS')S 587,
researchgate.net/publication =27~
Accessed on 2 September 2018-
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belongcd to the elite Indian Medical
gervices {
doctors in private practice had a sig-
pificant influence on the development
of Indian healthservices. The fact that
the Bhore Commiittee privileged allo-
p;uhicmcdic _ ! |
foms was indicative of the influence

incoverindigenous sys-

ofits composition.

Scmndl_\. the committee argued for
anational healthservice with salaried
doctors. They spoke against private
pmclicc by salaried doctors but went
out of their way to allay fears of pri-
vate practitioners by allowing themto
work outside the public services. This
isindicative of the extentof influence
and power that the existing private
interests had even at that time. The
accommodationand protection of pri-
vate interests was antithetical to the
ideaofsocialized medicine. The Bhore
Committeealso privileged adoctor-led
model of primary healthcare. The place
ofnursesand otherlevelsofhealthstaft
were subservient to the doctors.
The third aspect was on the
question of insurance in the overall
financing plan for health services deve-
lopment. There was divided opinionon
the role for insurance within the com-
mittee and its advisors. There was
considerable debate onthe feasibility
and desirability of a social insurance
programmes based on the experiences
of selected countries. It was felt that
given the fact thata Jarge section of
the populationlived below the subsist-
ence level. aninsurance scheme would
not be feasible because they would be
unable to make even the ‘small con-
iribution that an insurance scheme
will require.™ Sothe committee opined
that: ‘we consider, therefore, this for
the present medical service should be

rent of India, Report of the Health
ment Committee (Bhore
{anager of Publications,

4. Governny
Survey and Develop
Committee) Vol.2. M
1946,

IMS) and the lobbyving of

free to all without distinction and that
the contribution from those who can
afford to pay should be through the
channel ot general and local taxation. ™

The outlays carmarked for
health services through general taxa-
tion was inadequate and led to its
under development. A decade later
the Mudaliar Committee report iden-
tified under-financing as a major rea-
son for not being able to even fulfil
the short-term goals recommended
by the Bhore Committee. The subse-
quent developments created the dis-
tortions that were antithetical to the
idea of social medicine which had
influenced the recommendations of
the Bhore Committee. First, the limited
public funding was disproportionately
spent on curative services at the terti-
ary level at the cost of primary and
secondary levels.

Tle split between preventive and
curative services was furthered

through the introduction of'vertical dis-
ease control programmes during the
1950s and 1960s. Public health ser-
vices were burdened with the demands
of vertical programming that further
weakened their functioning. The sys-
temic weaknesses of the public sys-
tem provided space for the growth of
the private sector, which consisted of
individual practitioners, both formal
and informal. Although the Bhore
Committee had recommended that
salaried doctors must not be allowed
to practice privately. given the power
of the medical professionals, a majo-
rity of the government doctors werein
private practiceand insome statesthey
were consultants in private nursing
homes. By the 1970s the boundaries
between the public and private were
no longerdistinguishable. Thismarked
the growth of commercialization of
medical care, which became rampant

-_—

5.Ibid.

through the decades of the 1980s and
after.

The developments in global health
like the Alma Ata declaration in the
late 1970s, could notinfluence, check
or reverse commercialization. The
quick shiftto Selective Primary Health
Care meant that the splitting of cura-
tive and preventive care widened. By
the early 1980s Indian policy gavé
legitimacy to the large private sector
and wanted it to play a greater role in
the delivery of healthservices.

Even before economic liberali-
zation and the introduction of the
Structural Adjustment Programme
in 1992. the relevance of the Bhore
Committee had ceased. The terms of
debate on health sector reforms at the
global level wassetby the World Bank
and the WHO that was an antithesis
to the discourse of the 1930s and 1940s
which had favoured strong public
systems in the developed and deve-
loping world. Commercialization of
medical care had negative consequ-
ences forboth equity and affordability.

Several studies have shown ris-
ing out-of-pocket expenditures for
both out patientand in patient care and
an increasing reliance on the private
sector. These studies have also com-
mented on the increasing OOPs as an
important contributor to indebtedness
and a driver of poverty especially
among the lower middle and working
classes. Even before the debate on
universal health coverage, several
state governments had introduced
medical insurance schemes to address
therising OOPs.

The forerunner of suchschemes,
Rajiv Aarogyasri, was launched in
2007 for families below the poverty
line,onapilotbasis, in erstwhileAndhra
Pradesh. The then chief minister,
Rajasekhar Reddy, introduced this
scheme asapublic-private pannership
between a state sponsored insurance
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programme partnering withthe private
sector for provisioning. Itwasapopu-
list scheme that helped the Congress
party to gain clectoral mileage and thu.s
health insurance schemes gained poli-
tical visibility that motivated other
state governments to emulate the

Andhramodel.

It is not acoincidence that the firstset
of states toadopt this model had a large
private sector with considerable
power and political influence. | would
arguc thatin Andhra Pradesh, the intro-
duction of the Aarogyasri was partly
a populist measure and mostly based
on the need of the private sector to
improve their sagging profit margins.
The rapid expansion of the private
sector in Andhra Pradesh ledtoacom-
petition to attract patients. Post the
introduction of the scheme, 80 per
cent of empanelled hospitals were
from the private sector.

Itwas, therefore, quite clear that
the private sector was the key benefi-
ciary of public subsidies. For the pri-
vate sector this was much needed in
ordertomaintainthetr viability withthe
increase in patient volume, The expe-
rience of the Central Government
Health Scheme showed that it could

provide a steady and assured volume
ot patients inempanelled private hos-
pitals, especially the corporate hospi-
tals. Therefore, a public insurance
scheme that could reach out to a sub-
stantial proportion of the population
below the poverty line wouldadd to the
patient load — essential for the profit
margins inprivate hospitals.
These state-led initiatives also
informed the central government
scheme of the Rashtriya Swasthya
Bima Yojana (RSBY), an insurance
scheme for the poor. Amongst all
major political parties, medical insur-
ance schemes and curative services
became the face of universal health
coverage. The experience of RSBY
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and the state-led msurance schemes
pointed to the many anomalies of
designand implementation. An anuly:-
sis of the Aarogyasri showed that 1t
benefited the corporate hospital and
focused on specialist services. Stud-
ies of the RSBY have shown corTup-
tion in the empanelment of'pn'v;ue
hospitals, unnecessary testing. putlcms
incurring outofpocketexpenditures to
cover the additional costs, and more.
The insurance schemes were imple-
mented in the context of an unregu-
lated private sector that resulted in
lack of accountability. The govern-
ment was complicitinthis process.

Tw designand contentof the Ayush-
man Bharat was derived from the
experiences of the state-led schemes
and an expansion of the RSBY. Its
announcement before the 2019 elec-
tions is a response to the distress of a
large percentage of houscholds due
to rising costs of medical care and a
growing reliance on private provi-
sioning. Going by the experience of
Andhra Pradesh, a populist gesture
may contribute to an increase in votes
for the BJP. The implementation of
the scheme will only take oft, ifatall,
after the elections. Hype and hope
forimprovedaccess and arelief from
indebtedness due to medical care, is
being cashed on by the BJP with the
introduction of Ayushman Bharat.
The introduction of medical
insurance schemes is a culmination of
agradual dismembering of the recom-
mendations of the Bhore Committee.
Thelack ofadequate public investment
overthe first few decades of independ-
ence meant that the public sector could
notbeina commanding position. Sub-
sequently, the aggressive growth of
the private sector and later, the health
sector re.fonns ofthe 1980s and 1990s,
resultedinrising inequitiesand a frag-
mented health service. The separation

of curative and preventive services

was split between the riv ;
forthe formerand the gwerate Set, ‘
the latter. The introducti(m(:;f"“?mf,jx !
medical insurance schemeg lfirgetﬁri |
toaddressthe incrcasingcost“ >Seey
cal care, reducing iﬂ’:quigt:m*di-
improving accessibility for c:f a;d
services. Tatiy,

Thcsc developments clearly

how the recommcndations) Sg“)‘a
Bhore Committee are rcdund;)ml:f"'
the prcsent‘ government, hh'dsnegat:)&
the idea of comprehensive hcahﬂsgr
vices by expanding an insl,ranct.
led model. There has been gy acti\';
effort by the present governmen ‘;
erase and rewrite a history that i
closely intertwined with the Nehnuyig
era. The Bhore Committee apg the
ideas it represents, does not resong
with the present political dispensatioy,
While the Bhore Committee may be
ignored by policy planners, there s
larger civil society that is concerned
withsoctal justice and health and wil
continue to emphasize its relevance
indealing with healthcare challenges
today.
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