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Abstract 

Independent India inherited a very miserable public health scenario after prolong period of 

colonial exploitation and negligence. But after a long period of nation building, we are still far 

away from the target of ‘health for all’ which is an important milestone to achieve for the 

development of a vibrant nation. At an initial stage of the journey of independent India in 1950, 

Public health services were merged with medical service. The health system basing on the 

approach of social health and concept of well being has not been evolved, though state-backed 

welfare model was pursued in first few decades of post-independence. The dependence on 

technology-driven profit oriented private health service has made a paradigm shift in public 

health system. This article attempts to delineate the inherent defects in national health strategy 

and to unpack the key pre-requisites that fuel and sustain progress in health delivery system. It is 

emphasized that without an alternative model that makes the social, economic and Government 

overall policy framework into cognizance, ‘health for all’ cannot be achieved. 

Key Words: Technology, social health, public health, nutrition, socio-economic disparity, 

medical research and services, health system.   
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1. Introduction 

Apparently, it seems, technology is the panacea for all ills. But, no doubt, technology is the key enabler.  
The policy makers also put much emphasis on technology driven solution of the social issues. There is a 
make-believe emanated from the profit oriented ventures and rooted in the social psyche that technology 
is a neutral category. It is a misnomer, as like everything technology is also embedded in social relations. 
Most often technology is in control of the developer for making commercial gain. So long as a new 
technology exists in the conceptual framework, it is simply an idea owned by the knowledge world and 
there too, the tussle begins under the garb of intellectual property rights. But when this technology is 
placed for the service to the nation vis-à-vis humanity at large, it starts acting between and betwixt all 
forms of social relations, influencing and breaking its core content of singularity of meaning. Despite 
much progress based on development of new technology and scientific knowledge-base, the much 
cherished target of ‘health for all’ still remains a few and far cry, even it is considered by many as a vain 
attempt to run after a mirage of unattainable target. Many well researched models with standard 
methodological devices are developed by the experts in this field that delineates the bright spots on the 
broad pictures of both input and output side due to proper technology-driven solutions, but surreptitious 
silence on the flipside of the story is disheartening. Questioning the veracity of the story leaves one to fall 
prey into the trap of binary: for or against a policy, for or against technology, for or against development. 
That the wheeled carts were used in Egypt fifteen hundred years after North Syria does not mean Egypt 
was more "backward" than Syria, because unlike the steppes of North Syria wheeled carts were not 
required in the habitable land in the banks of Nile River. The destitute do not need a skyscraper, but a 
mere shelter. With that note on bleak side, we must confess that the history of technological and 
organizational change has been nothing short of remarkable. But it is, evidently, a double-edged sword 
that can be disruptive and destructive as it can be progressive and creative. In can be noted that 
technology has helped eradicate many life threatening diseases like polio whereas tuberculosis is still 
taking life of the people even when we have a technical solution for that.  

In the post-independence Indian welfare model of health system, public and private participation was 
encouraged side by side. Although this was necessary as only public investment cannot take care of the 
problem of huge magnitude. But this also led to the break-down of the mutual inclusiveness of universal 
healthcare and R&D in medical science, and the technology-driven profit-oriented private participation 
has skewed the whole system in favour of those who can afford to buy medical service in the health-
business market. Even the adequate study was not undertaken for periodic assessment of the delivery 
system and people’s health condition in many decades. In the preface of WHO report prepared on the 
basis of 2001 data and published in 2016, former Deputy Chairman of the Indian Planning Commission, 
Montek S. Ahluwalia expressed his delight for undertaking of the study on the distribution of the health 
workforce in India. He further remarked, “At that time, the Planning Commission was heavily engaged in 
trying to evolve a national strategy for universal health care with special emphasis on the need to provide 
access to poorer people in rural areas and also in geographically remote areas. As often happens with 
government programmes, much of the focus was on how to provide the additional financial resources 
needed, since it was well known that India was not spending enough public money on health.”(WHO 
Report : 2016) 
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2. Medical service and Public health 

Many contemporary technologies are so complicated that we are increasingly subjected to a ‘rule of 
experts’. In the doctor’s chamber, when we see the blurry picture called an X-ray expertly interpreted as 
bad or good news, most of us would not know how to begin to construct an adequate interpretation. 
Diagnosing what is wrong with a computer system is no easy task. Most of us rely on a user-friendly 
system that requires an expert to fix when it goes wrong. Much rests on trust in expert knowledge. Those 
who have that knowledge acquire a certain monopoly power, which can easily be abused. The biomedical 
and genetic engineering are the current fields where the philanthropic organizations funded by those like 
Bill Gates and George Soros to replace the state in research financing. To the degree that R&D underpins 
comparative advantage in global economic competition, is a wide range of departments within the 
governmental apparatus dealing with health etc, backed by huge semi-public (partially but not totally 
owned by Govt.) research university system, have come to play vital role in technological and 
organizational innovation in association with industry.An even more likely candidate for the next 
innovations lies in biomedical and genetic engineering. This is the field that the most affluent foundations 
like Gates and Soros have been assiduously cultivating by their donations.   

According to Russell, R.D. (1973), social health is “that dimension of an individual’s well-being that 
concerns how he gets along with other people, how other people react to him, and how he interacts with 
social institutions and societal mores.’’It bears a close relationship to concepts of well-being. (Russell, 
1973). In 1947 World Health Organisation (WHO) includes the concept of social health as one of the 
pillars of individual’s health like physical and mental health. It is evident that integration of a patient into 
communities tends to live longer and recover faster from disease because social isolation is risk factor of 
illness. Hence a society is healthy when there is equal opportunity for all and access by all to the goods 
and services essential to full functioning as a citizen. 

3. Condition of public health 

In India, the 1994 plague epidemic following poor municipal sanitation in Surat is estimated by WHO 
(2000) to have resulted in losses totaling $ 2 billion. Estimate indicate that in 1998-99, 45 percent of 
children below the age of three in India were stunted – and even among the top wealth tertile over 28 per 
cent of children were stunted (Dreze Jean : 2016). This reflects the fact that child growth is hampered not 
only by inadequate access to food, but also the drain on the body’s resources from combating infection. 

According to FAO estimates in “The State of Food Security and Nutrition in the World, 2017” report, 
190.7 million people are undernourished in India. By this measure 14.5% of the population is 
undernourished in India. Also, 51.4% of women in reproductive age between 15 to 49 years are anemic. 
Further according to the report 38.4% of the children aged under-five in India are stunted (too short for 
their age), while 21% suffer from wasting, meaning their weight is too low for their height. Malnourished 
children have a higher risk of death from common childhood illnesses such as diarrhea, pneumonia, and 
malaria. The Global Hunger Index 2016 ranks India at 97 out of 118 countries on the basis of three 
leading indicators -- prevalence of wasting and stunting in children under 5 years, under 5 child mortality 
rate, and the proportion of undernourished in the population. The ranking will go further down to 100 as 
per 2017 report and India will find its place even below the country like Bangladesh, N.Korea, Nepal.  

India is home to the largest undernourished population in the world. 14.5% of our population is 
undernourished. 190.7million people go hungry every day. 21.0% of children under 5 are underweight. 
38.4% of children under 5 years of age are stunted. 1 in 4 children malnourished. 3,000 children in India 
die every day from poor diet related illness. 24% of under-five deaths in India. 30% of neo-natal deaths in 
India (IFBN : 2017) 
 
A study by IMS Health reported that 62% of the respondents pointed to the lack of doctors in the public 
health facilities to move to private health care facilities. About 85% of the people (surveyed) using 
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private health care facility is willing to shift to public facility if the doctors, medicines and functional 
infrastructure is available. An even higher percentage – 90% - of poor patients indicated willingness to 
shift from private to public facilities.(IMS : 2013) 

The public health successes achieved in the developed world meant that by the 1940s their main cause of 
death shifted from communicable to non-communicable diseases such as cardiovascular diseases and 
cancer. At the same time, advances in medical technology offered the promise of managing these diseases 
through clinical and surgical interventions. Emulating the western model, the glamour and status earlier 
accorded to public health authorities in India was now accorded to medical doctors. The intellectual 
cutting edge shifted from improving public health system, to improving curative technologies and 
methods of healthcare financing.  

Elite capture also plays a role. In India, even more than most developing countries, public fund for health 
and education have been funneled towards tertiary rather than primary levels. Public health services were 
merged with medical service in 1950. Several policy thrust of the newly independent India also detracted 
from public health service provisions.  

The existing Public Healthcare Facilities in India are structured under national health mission. Official 
policy provides for one sub-centre, staffed by one trained nurse (ANM), for every 3000 individuals. Sub-
centres and primary health centres (PHCs) or community health centres (CHCs), which are larger than 
PHCs, are supposed to be open for six days a week, six hours a day. In principle, the system is intended to 
provide more or less free and accessible healthcare  to anyone who chooses to use the public healthcare 
system, with the sub-centres staffed by a trained nurse (ANM) providing the first point of care, the PHCs 
or CHCs the next step, and the referral hospitals dealing with most serious health problems. Absenteeism 
in PHCs was found to be 43 per cent in India. Visiting public health facilities costs INR. 71 on an average 
and this is a discouraging factor for the poor. Lab tests are not free, public facilities do not always provide 
free medicines. It is also possible that the public health officials charge for his services while practicing 
outside office hours. The main sources of healthcare in the system are the private practitioners. The 
private sector accounts for the vast majority of treatments in India as a whole. This is well-known from 
the results of the 52nd round of NSS data. 

Over-emphasis on technology based and expert dependent medical services while ignoring the public 
health in a country like India where majority of the people does not have the wherewithal and the 
awareness to avail best medical services is counter-productive. The people often fall prey to the predators 
in the medical services which are profit-oriented. 

4. Social disparity and healthcare 

The celebrated author of Capital in Twenty-first Century, Thomas Picketty, and his colleague Lucas 
Chancel at the World Inequality Lab, Paris School of Economic, have provided the numbers as far as 
incomes are concerned in their working paper Ïndian Income Inequality, 1922-2014”.(Chancel, Piketty 
:2017) 

This report states “our results shed light on a particularly striking characteristic of Indian growth over the 
past three decades: the very moderate rise of the "middle class" - at least defined as individuals above 
median income and below the top 10% earners. Incomes of the middle 40% grew at 102% over the 1980-
2014 period. Compared to industrialized countries' growth rates for this group, the figure is impressive. In 
the Indian context however, the middle 40% were notably below average growth (187%). Since 1980, the 
middle 40% group in India captured a much smaller share of total growth (25%) in than its counterparts 
did in China or Europe (more than 40%) or even the USA (33%). This result should help us better 
characterize what has been termed as the rise of India's middle class".  
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The report further shows that income growth rates in India over the 1980-2014 periods substantially 
increase as we progress upwards through the distribution of income. The bottom 50% of earners 
experiences a growth rate of 97% over the period, while the top 10% saw a 376% increase in their 
incomes. The equivalent figures for the top 0.01% and top 0.001% were 1834% and 2776%, respectively.  

The impact of the urban-rural divide is visible at the ground level as is evident from the following data 
(Planning commission, 2011) 

(1) 11% of all episodes in rural areas and 10% in urban areas received no health care at all. 
(2) 12% of people living in rural areas and 1% in urban areas had no access to a health facility. 
(3) 28% of rural residents and 20% of urban residents had no funds for health care. 
(4) Over 40% hospitalized persons have to borrow funds or sell assets to pay for their care. 
(5) Over 35% of hospitalized persons fall below the poverty line because of the hospital expenses. 
(6) According to national Sample Survey Organisation (NSSO), 60th round, during 2004, 24% of the 

persons with untreated episodes of ailments amongst the poor were untreated in rural areas and 
22% in urban areas. Lack of finances was cited as the reason by 28% of the persons with 
untreated episodes in rural areas and 20% in urban areas  

(7) Infant mortality rate is 64.28% higher in rural areas (46) compared to that in urban areas (28). 
(Planning Commission, GOI : 2011). 

From this above data on income distribution, it is amply clear that the state investment in health sector 
and state run healthcare facilities needs to be targeted towards bottom 50%. It is logical to conclude that 
the profit-driven private health facilities will target the rich with their attractive marketing strategy. Major 
chunk of population at the bottom of this 50% is vulnerable and they are spatio-temporally dispersed and 
the urban-rural divide is very prominent as revealed in the above data. Their vulnerability stems from 
their failure to fulfill their nutritional and medical needs with their measly income, when market 
determines the supply of food and medical facilities. This dichotomy needs to be resolved. 

For 2000-01World Development Report, the World Bank interviewed 60,000 people in forty-seven 
countries about what relief of poverty meant to them. The answers were opportunity, empowerment and 
security. Dignity was frequently mentioned. Indeed, Dignity has strong claims for considerations by those 
concerned with society and health. 

Sir Michael Marmot, Professor of Epidemiology, in his book ‘The health gap : The Challenge of an 
unequal world’ said “My argument is that tackling disempowerment is crucial for improving health and 
improving health equity. I think disempowerment in three ways : material, psychological and political. If 
you have too little money to feed your children you cannot be empowered. The material conditions for 
well-being are vital. The psychological dimension may be described as having control over your life. We 
will look at evidence that people have difficulty making the decisions that will improve their health if 
they do not have control over their lives. Further, disempowering people in this way, depriving them of 
control over their lives, are stressful and lead to greater risk of mental and physical illness.”(Marmot 
Michael, 2015) 

According to the centers for Disease Control and Prevention, over half of maternal deaths in the US are 
preventable. It is highly likely that the women who die are poor, black, ill-educated, often migrants 
(Johnson D, Rutledge T, 1998). Access to high-quality health care for everyone would be a good thing, 
but health inequalities would not go away. Health inequalities arise from the conditions that make people 
ill, health care is what is needed to treat people when they get sick. 

It is likely that provision of medical care interacts with social determinants. The question should not only 
be how much medical care there is, but how it is distributed.  

The WHO report reveals that in 2001, of a total population of 1 028 610 328 in 2001, there were 2 069 
540 health workers of which 819 475 (or 39.6%) were doctors, 630 406 (or 30.5%) were nurses and 
midwives, and 24 403 (or 1.2%) were dentists. Of all doctors, 77.2% were allopathic and 22.8% were 
ayurvedic, homeopathic or unani. Other categories of health workers were pharmacists, ancillary health 
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professionals, and traditional and faith healers, who comprised 28.8% of the total health workforce. The 
national density of doctors was 797 per million population, of nurses and midwives 613 per million, and 
of dentists just 24 per million. 

Ignoring those who don’t have a medical qualification, the number of doctors for India in 2001 was 360 
per million population. As for nurses and midwives, India had 610 workers per million population 
compared to 960 in China. The number reduced tenfold to 60 per million population, if only those with a 
medical qualification were considered. 

In this study, inequality in the health workforce distribution across districts is measured by the Gini 
coefficient – the most commonly used index of inequality – which varies between 0 when there is no 
inequality and 1 when there is perfect inequality. For all health workers, the national inter-district Gini 
was calculated as 0.2858. The national inter-district Gini for allopathic doctors was 0.3093, for nurses 
0.4014, for dental practitioners 0.5604, and for AYUSH doctors 0.3523.  

There were 1225381 health workers in urban areas and 844159 in rural areas an urban–rural ratio of 1.45. 
By contrast, the urban–rural population ratio was 0.39. Of all health workers, 59.2% were in urban areas, 
where 27.8% of the population resides, and 40.8% were in rural areas, where 72.2% of the population 
resides 

As per the information provided by Medical Council of India, there are a total 988922 allopathic doctors 
registered with the state medical council or MCI as on June 30, 2016. 

Assuming 80 per cent availability, it is estimated that around 0.791 million doctors may be actually 
available for active service. It gives a doctor population ratio of 1:1668 as per current population estimate 
of 1.32 billion," Minister of State for Health said in a written reply in LokSabha. (Business Standard : Feb 
3, 2017) 

The above data shows the inadequacy of healthcare facility and the spatio-temporal divide of the 
beneficiaries. Further in depth study is necessary to ascertain whether there is any pattern in the dispersal 
of vulnerable population. One sweeping generalization can safely be made that the urban underclass and 
the population in rural hinterlands belong to this vulnerable section. The Government needs to spend 
much more than the existing budgetary provisions on health to build infrastructure, providing adequate 
qualified doctors, nurses and health workers for free treatment to those who are vulnerable.  

5. Nutrition and healthcare 

In India two major grassroots programmes viz. NRHM & ICDS have been launched by Government to 
address healthcare and child nutrition. This is mired with gargantuan lacunae.      

Odisha (India) 1992–93 1998–99 2005–06 2013–14 

Stunting  (<3 yrs) 5yrs) (51) (49) (44) 45 38 

Wasting  (<3 yrs) 5yrs) (28) (30) (24) 20 18 

Underweight  (<3 yrs) 5yrs) (50) (50) (40) 41 34 

Child anemia  (6–35 mths) n/a 72 74 n/a 

Female anemia  (15–49 
yrs) n/a 63 63 77 

 (http://www.sciencedirect.com/science/article/pii/S2211912416301006) 
 
The above table shows that in Odisha Child anemia and female anemia have increased during the period 
1998-99 to 2005-06 & 1998-99 to 2013-2014 respectively though ICDS and NRHM schemes were in 
place. This picture of a backward state like Odisha points towards the societal dimension. The factors like 

http://www.sciencedirect.com/science/article/pii/S2211912416301006
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lack of healthcare awareness, illiteracy and insensitivity of lower bureaucracy who monitors the 
implementation process all play the role.  

According to a recent survey by NSSO, the average calorific intake in rural areas (2,099 Kcal) and urban 
areas (2,058 Kcal) is lesser than what was a decade ago (in 1993-1994), when it was 2153 Kcal in rural 
and 2099 Kcal in urban areas against a recommended daily intake of 2320 Kcal per day. Moreover, the 
intake of cereals have become less and this has been replaced by processed food, snacks and beverages 
and above all, the consumption of proteins has declined from 60.2 g per person in 1993-1994 in rural 
areas to 56.5 g per person in 2011 and for urban areas, the decline has been from 57.2 g per person to 55.7 
g for the same period. Also, for the same period, the fat intake increased from 31.4 g per person to 41.6 g 
per person in rural areas and from 42 g per person to 52.2 g per person in urban areas over the same 
period. So, we are eating less healthy with the passage of time (Mehta, 2014). 

There is always a debate on investment and efficacy of public health interventions (prevention and health 
promotions) versus medical interventions; and interestingly, both have evidence.When people get sick 
they need access to high-quality medical care. Medical care saves lives. But it is not the lack of medical 
care that causes illness in the first place. Inequalities in health arise from inequalities in society. Social 
conditions have a determining impact on access to medical care, as they do on access to other aspects of 
society that lead to good health. So health system must be evolved by taking into account the country-
specific social reality so that the vulnerable sections have a sense of belonging through empowerment, 
and healthcare service reaches to the last mile.   

First of all, health must be brought completely under the ambit of public control. A system which takes 
care of maintaining a balance between both sides of the public health investment by dint of its structural 
characteristics needs to be evolved. If the process of policy-making and its implementation are so 
structured that the opinion and participation of the public or the targeted beneficiaries are ingrained in it, 
this can be able to effectively eradicate the biasness in the healthcare delivery system.    

So, in addition to the building of proper institutions and infrastructure and providing adequate medical 
professionals, all the inhabitants of the locality where a health service institution is located must be made 
card-holding members of this institution, and frequent interactive sessions with all those members must 
be conducted in local vernacular language by qualified medical persons for healthcare education and for 
regular feedback. The proper monitoring system for the whole initiative can be evolved, but it is beyond 
the scope of discussion in this essay. 

6. Health system and alternative model 

Indian health care system is always under foreign influence and the evidence from government and public 
records and reports have given enough examples to prove this point. Jeffrey  pointed that international 
pressure had moved resources out of primary care to secondary and tertiary care; away from the rural 
areas into urban ones; away from preventive, community health and into hospital based creative facilities; 
and away from female healers to male healers.’  (Jeffrey, 1988) 

The characteristic of WHO, hitherto most effective international agency, is undergoing a change under 
the neo-liberal economic drive. It is under austerity drive, and the budget for 2012-2013 of USD 4804 
million has been revised downward to USD 3959 million. When compared to WHO, Bill and Melinda 
Gates Foundation has a total asset trust endowment of USD 40 billion and the total grant payment in 2012 
was USD 3.4 billion and USD 3.6 billion in 2013 (Bill and Melinda Gates Foundation, 2014). Developing 
countries like India need to be wary of WHO and the agenda it pursuits! It is time to learn from Cuba, 
which has not borrowed failed models of the west (international agencies), but developed an indigenous 
system. 

Cuba’s NHS, founded on strong primary health care, has been effective in application of clinical 
preventive services. Few can match Cuba’s record of 98% full immunization by the age of 2 years, 
vaccinating children against 13 illnesses; antenatal care for 95% of pregnant women by the end of their 
first trimester with rates of infant mortality less than 5 per 1000 births; and chronic disease control, 
including at least yearly blood pressure measurements for almost the entire population. In addition, by the 
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mid 1980s, Cuba implemented the universal access to primary care that the world’s governments agreed 
was essential to achieve “Health for All,” the goal enunciated at the 1978 International Conference on 
Primary Care in Alma Ata. More recently, Cuba was ranked near the top of those countries on course to 
meet the United Nation's Millennium Development Goals, which focus more on the social determinants 
of health. The organization “Save the Children” lists Cuba as the best place among their Tier II Less 
Developed Countries for motherhood. (KeekC. William, MD, MPHand Gail A. Reed, 2012) 

It is unreasonable for experts and policy makers to dream of providing the quality of health care delivery 
services like that of USA, coverage that of NHS (UK), and health life indicators like that of France, with 
investment less than sub-Saharan countries. Historically, India has been hovering around 1-1.3% of the 
GDP spends on health care. Even Sub-Saharan countries spend 1.7% of GDP on public health. (Gupta 
Rajendra Pratap: 2016). 

The national health policy (NHP) 2017, in its opening paragraph, refers the emergence of a robust health 
care industry estimated to be growing at double digit (NHP, 2017).The overall healthcare market in India 
was estimated to be $110 billion (2016), and expected to grow to $280 billion by 2020, an annual growth 
rate of 22.9%; healthcare delivery, which includes hospitals, nursing homes and diagnostics centres, and 
pharmaceuticals, constitutes 65% of the overall market  (IBEF 2017) 

Healthcare has emerged as an attractive sector for investment by venture capital and private equity funds; 
the healthcare industry is reported to be flushed with private equity funds. Private equity investment in 
the healthcare provider sector was reported to be $552 million in 2014 and $786.2 million in 2013. As of 
December 2013, 69 healthcare private equity and venture capital deals worth $1.11 billion over the 
previous year. (Chakraborty Indira et el, 2017) 

The Health system policies of United States are Entrepreneurial and Permissive; it is welfare-oriented in 
India and socialist and centrally planned in Cuba. (Roemer 1985). The Roemer Model of a Health 
Services System provides not only a systematic way of examining any one system, but also a method for 
comparing health services systems across the more than 149 developed countries in the world. It is now a 
well known fact that Cuban healthcare system is comparatively successful both in terms of Medical 
scientific research and health care delivery. India, instead of evolving a holistic approach taking the social 
factors, diversities, uneven development into consideration, is keen on shifting towards US model of 
health service system. This tendency of the policy makers will make the existing health service system 
bad to worse. India’s welfare-oriented approach of keeping both public and private health service 
facilities side by side could not be successful because of the efficient marketing strategy of the private 
players, their overwhelming influence on the policy makers and the lack of public awareness on 
healthcare especially in the backward regions. A new model that takes care of people’s health education 
and people’s participation, public ownership and accountability along with state-of-the-art medical 
facilities based on state-backed R&D can only address India’s sorry state of public health. 

7. Conclusion 

In the late eighties of nineteenth century, India witnessed a shift in the healthcare system. The IMS health 
survey report, 2013, reveals that the increasing proportion of people is using private healthcare facilities 
over public facilities for both IPD and OPD treatment. Choice of private in-patient service provider has 
increased from 40% to 61% in rural areas and from 40% to 69% in urban areas from 1986-87 to 2012. 
This significant shift indicates that state is shedding its welfare character and relinquishing its onus of 
providing good healthcare facility with “health for all” mission. In terms of health parameters, much 
progress since independence can be cited. But the failure of providing quality healthcare on an equitable, 
accessible and affordable basis across all regions and communities of the country is glaringly visible. 
 Having technology and having access to the technology for public good is two different things. In 
ultimate analysis technology has to be useful for the mankind and therefore need to be managed keeping 
that objective. Technology implementation and access should not be limited to only a privileged class for 
an important issue like public health. The systemic defects in healthcare service do not allow the benefit 
of Medical Science to reach to the vulnerable section. The shift in the Indian healthcare system post 
1980s is leading the ground reality from bad to worse. Ceteris peribus, the adoption of medical 

https://www.ncbi.nlm.nih.gov/pubmed/?term=Reed%20GA%5BAuthor%5D&cauthor=true&cauthor_uid=22698011
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technology by itself is not going to change the present scenario, because health is related not only to 
access to technical solutions but to the nature of society. India needs an alternative healthcare system that 
can address the lapses in policy measures, inadequate physical infrastructure, lacunae in implementation 
process and healthcare service. Medical science and technology has made tremendous progress raising the 
life expectancy to 69 years now but health facilities have not yet reached equitably to all sections of the 
society and more particularly to vulnerable section of the society. Technology is the key enabler provided 
it is implemented following right policy technology policy environment.         
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