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Abortion: a fundamental
right

One finds oneself agreeing with
much of Dr. S.G. Kabra’s views on

abortion in India (1). The Indian State’s
interest in providing abortion services
in the country, has as Dr. Kabra points
out, been governed essentially by the
exigencies of the family planning
programme. The programme operates
both from eugenic considerations - the
perceived ‘need’ to prevent some
sections of the population from
reproducing themselves - and from
perceived ‘national’ interests. He also
rightly focuses on the indifference of
the State in allowing illegal or badly
performed abortions that can lead to a
range of health problems for women, and
in some cases, their deaths.

However, I take objection to the thrust
of Dr Kabra’s argument, which suggests
that the right to abortion involves the
‘fundamental rights of two individuals
- the mother and the foetus’.
Simultaneously, a connection is drawn
between abortion and infanticide. The
statement on what stage a foetus can be
seen as an individual in its own right is
disturbing. It tends to look at abortion
at a certain stage of the pregnancy as
being acceptable and unacceptable at
others. The notion that the foetus is an
individual in its own right infuses an
emotional angle to the entire debate on
abortion that in my view is
unacceptable. It can, taken to its logical
conclusion, lead to the perception that
contraception itself is unacceptable, as
it can destroy a potential life.

Abortion causes emotional turmoil for
many women and their families,
especially when accompanied with
coercion by the state. However, it cannot
be seen as anything less than an
unalienable right for women. Women
have a right over their bodies and their
reproduction, that cannot be transferred
to their families or the state. This is more
relevant in this country where
childbearing is modified by social
mores; and women’s right to decide
when and if they want to bear children
remains a theoretical rather than a
practical right. The existing laws on
abortion are inadequate and designed
to serve the interests of the family
planning programme, rather than to
allow women to regain control over
their bodies.

The Medical Termination of
Pregnancy Act (henceforth MTP Act)
was passed in 1971.(2). Under this act,
women have a restricted right to
abortion. The declared objects of the
Act are to help women who become
pregnant as a result of rape, married
women who are pregnant due to
contraceptive failure, or to reduce the
‘risk’ of severely handicapped children
being born. As with the family planning
programme, the right to contraception
is seen as applicable only to married
women, marital sexuality alone being
seen as legitimate.

Under the MTP Act, regulations on
record maintenance require the doctor
performing the operation to maintain
records on each abortion which include
the reasons for the abortion — legally,
the woman cannot avoid giving an
explanation. This register is a secret
document, to be destroyed by the doctor
at the end of five years since the date of
the last entry.

There is much scope for misuse. Many
married women undergo abortions
without the knowledge of their family
members, including, at times, their
husbands. For single women, the need
for secrecy is even more pressing. Not
only do they face a greater degree of
social control; the abortion may well
be out of the purview of the MTP Act.
Given this, the register can easily
become a tool for blackmail in the hands
of unscrupulous medical practitioners
and medical staff.

Besides, the insistence that woman
explain their reasons for an abortion,
and denying the clause of contraceptive
failure to single women, demonstrate the
not so hidden moral agenda of law
makers. At a more general level, this
makes a mockery of women’s right to
abortion, and in an extended
understanding, women’s rights over
their bodies.
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Save public health care

The Maharashtra government is
making moves to sell a newly-

constructed wing of the state-run G.T.
hospital in Mumbai to a private party
to set up yet another private super-
speciality hospital. At the same time,
user charges have been introduced at
all levels in municipal corporation
hospitals.

These moves are part of a larger trend.
Under the instructions of the
International Monetary Fund and
World Bank, the government has been
steadily withdrawing even its minimal
commitments to the poor. Even as
liberalisation increases our already
high unemployment levels, forcing
more people into subsistence labour,
ration subsidies have been reduced
sharply, cooking fuel costs have shot
up, and so on. Such policies have
contributed to malnutrition, dangerous
working conditions and the absence
of clean water and sanitation — all of
which make the poor even more
vulnerable to disease, even as the
withdrawal of public health services
puts treatment further out of their reach.

Mumbai has 80 municipal and state
government hospitals and nursing
homes, with 20,700 beds. 235
dispensaries and clinics, and 176
health posts. The municipality and
state government spend Rs 540 crore
on these facilities, which provide
essential care to the city’s poor. These
include five teaching hospitals which
have trained thousands of doctors
while providing essential tertiary care
to the poor.

Municipal hospitals have not been
“free” for many years. Poor people have
had to pay for disposables, tests, and
even out-of-stock drugs. Those who
cannot pay are deprived of life-saving
treatment.

The new user charges are levied at
every stage, from case papers to
diagnostic tests. People must pay Rs
10 for a new OPD case paper, and
another Rs 10 for repeat visits after more
than 14 days. Tests such as the stress
test, and life-saving super-speciality
operations, earlier done free, are now
charged an astronomical Rs 500 and
Rs 5,000 respectively. Existing user
charges for most tests, ICU bed charges
and various treatments have been
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hiked by between 67 and 233 per cent,
and are expected to rise further.

The government’s moves are direct
attacks on the right to health as a
fundamental human right.

Over the years, the government’s
already-low commitment to public
health services — only five per cent of
total government expenditure in 1960
(compared to the WHO-recommended
five per cent of GDP) — has declined
to just 2.5 per cent today. An increasing
proportion of this goes for family
planning.

From the 1980s onwards, investment
in health facilities has stagnated. At the
same time, both OPD and in-patient use
of public facilities dropped sharply, as
a ratio of overall services and in
absolute numbers. Dispensaries are not
supplied medicines, diagnostic
materials and maintenance costs,
increasing pressure on tertiary care
hospitals to provide primary health
care. The focus of public health
services has also changed from
integrated, comprehensive health care
to selective, target-oriented
programmes.

At the same time, the private sector
has grown rapidly, and without
regulation. Its services are more
accessible but of variable quality, and
come at a price. It has come to provide
the bulk of out-patient care in the
cities, with over four-fifth of health care
costs being borne by individual
households.

Public health facilities have declined
sharply in their efficiency, efficacy and
availability. Yet the public sector still
provides about two-thirds of in-
patient care in the city. This includes
the state government’s GT hospital.
Public health services are used by the
poorest of the poor. It is these poor
who are worst hit by user charges and
current moves to privatise existing
public health institutions.

Despite the crucial role the public
sector plays in health care provision,
the government has increased its
efforts to weaken it:
• Inadequate budgetary allocation
means medicines are not available in
public dispensaries and hospitals —
shifting the burden to patients.

• Patients in public institutions are
forced to get tests done outside the

hospital, further adding to their
financial burden.
• Existing user charges for various
services in public hospitals are now
being hiked to virtually market levels.

• Many non-medical services in
hospitals have been privatised or out-
sourced.

• Public institutions are being handed
over to the private sector.

What does it mean to the
people?
People use government services because
they have no other option. User charges
are known to keep people from seeking
life-saving care. People already
overburdened with other expenses are
forced to ignore critical health
problems. When they eventually seek
care, they must borrow money to pay
for treatment, whether in public or
private facilities. Health is the second
largest cause of indebtedness in India.

We demand that the state government
and the Brihan-Mumbai Municipal
Corporation:
• Remove all user charges for services
in dispensaries and hospitals.
• Raise medicine and maintenance
budgets for existing dispensaries, and
honour its commitment for one
dispensary per 50,000 population.

• Rationalise hospital services through
referral systems and strengthen
dispensary-hospital linkages.

• Increase budgetary allocations for
non-salary components like medicines,
equipment, maintenance and medical
records to improve efficiency, efficacy
and patient satisfaction.

• Regulate the private sector and
organise it under a public-private mix
so that it becomes part of the public
domain.
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Forcible discharge of TB
patients

On August 31, 2000, the Union
Health Minister announced a

“fervent resolve” to reach health care
to every family in the country (1). The
same day, a group of Indore residents
submitted a memorandum to the
minister against the forcible eviction
of 70 out of 75 patients in a well-
attended TB sanatorium in Indore, to
make the land available for an Indian
Institute of Management.

The next day, the finance minister left
for the US for, among other things, a
“routine kidney ailment” (2). The TB
patients have been less lucky
following their “non-routine”
discharge. At least one of them is
untraceable, and one - a sputum
positive, multi-drug resistant case - was
last seen living (or dying) on a railway
station platform.

The move to close down the
sanatorium — and the agitation against
this — goes back to 1998 (3). At the
time, the state government gave an
undertaking not to transfer the land to
the IIM “without first fully
establishing (the TB sanatorium) in its
new premises, which will be equal to
or better than the present ones”.
Despite this undertaking, in November
1998, the government directed
sanatorium authorities to discharge all
patients and vacate the land and
building — without setting up any
alternative facility. Its efforts were
thwarted by residents of the adjoining
village who later also had the support
of a court order maintaining the status
quo.

This year, as pressure for expediting
the IIM built up, sanatorium
admissions were stopped despite the
stay. On August 11, ambulances arrived
to remove the female patients, but they
refused to leave and complained at the
local police station. Still, from August
12 to 17, 51 patients were discharged -
simply by declaring they were OK or
writing “discharged on request” in
English on their discharge slips (in a
sanatorium where most patients cannot




