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COMMENT

The “Dravidian model”: egalitarianism and healthcare reform

KIRAN KUMBHAR

________________________________________________________________________________________________________

Abstract

Throughout  the  postindependence  period,  the  state  of  Tamil 

Nadu has consistently performed better than most other states in 

several  major  healthcare  indicators,  including  infant  mortality 

rate and total fertility rate. At the same time, it has received praise 

for  the  deep  penetration  and  robust  functioning  of  its  public 

health  system.  Tamil  Nadu’s  achievements  in  healthcare  have 

been analysed in a number of scholarly studies in the past, and a 

recent  book  by  Kalaiyarasan  A  and  Vijayabaskar  M,  titled “The 

Dravidian  Model:  Interpreting  the  Political  Economy  of  Tamil 

Nadu,” is the latest addition to this literature. The authors argue 

that  the  state’s  uniqueness  in human and  social  development 

primarily originates in the egalitarian politics and radical social 

movements of the early twentieth century which constituted a 

“Dravidian  commonsense”  that  has  since  “shaped  the 

development  trajectory  of  the  state.”  Their  arguments  on  the 

significance  of  egalitarian  politics  in  improvements  in  health 

and  wellbeing  receive  ample  support  from  existing  social 

sciences literature on health, equity, and justice.

Keywords: Tamil Nadu, global health, equity, gender, caste

Praise for the public health system in Tamil Nadu (TN) has 
been an enduring theme in global health literature for 
several decades now (an honour the state shares with its 
neighbour Kerala). Experts have provided, and continue to 
provide, several useful insights into TN’s achievements in 
healthcare. A recent book by Kalaiyarasan A and 
Vijayabaskar M (hereafter K-V), titled The  Dravidian  Model: 

Interpreting the Political Economy of Tamil Nadu [1], is among 
the most recent commentaries on TN’s gains in public health 
and other domains. The book, however, differs from previous 
analyses in several, often radical, ways, and aims to equip 
readers with new and more fundamental insights into what 
the authors term the state’s overarching “Dravidian model.” a

Author: Kiran  Kumbhar (kiran.kumbhar@yale.edu), South Asian Studies 
Council, MacMillan Center, Yale University, New Haven, USA.

To cite: Kumbhar K. The “Dravidian model”: egalitarianism and healthcare 
reform. Indian J Med Ethics. 2023 Jan-Mar; 8(1) NS: 42-45. DOI: 10.20529/IJME.
2022.062

Published online first on August 18, 2022.

Manuscript Editor: Sunita Sheel Bandewar

Peer Reviewers: Two anonymous reviewers

Copyright and license

© Indian Journal of Medical Ethics 2022: Open Access and Distributed under 
the Creative Commons license (CC BY-NC-ND 4.0), which permits only non-
commercial and non-modified sharing in any medium, provided the 
original author(s) and source are credited.

https://creativecommons.org/licenses/by-nc-nd/4.0/


Indian J Med Ethics Vol VIII (Cumulative Vol XXXI) No 1 Jan-Mar 2023

[43]

In this essay, I intend to elaborate the central ideas which K-V 
articulate in their book, particularly by juxtaposing them with 
previous scholarship on public health in Tamil Nadu. Like 
many other scholars, I harbour an intense curiosity to 
understand the reasons behind the unique effectiveness of TN 
in healthcare in India, and it can be said that with The 
Dravidian  Model, especially when read alongside earlier 
insightful scholarship, we have inched closer to a 
comprehensive answer.

Earlier explanations

As early as the 1990s, the state of Tamil Nadu was deemed 
exemplary in several aspects of public health services, 
including child nutrition and maternal health programmes [2, 
3]. In 1997, the Swedish scholars Göran Djurfeldt and Staffan 
Lindberg wrote a vivid account of healthcare-related attitudes 
and services in some villages and towns of the state where 
they had formerly lived and worked (in 1969-70). They used 
the term “welfare state” to describe the drivers of many of the 
changes they saw in the 1990s: “Midday meals schemes for 
both school and pre-school children, nearly 100 per cent 
immunization, free hospital treatment [through primary 
health centres]…, access to at least part of the basic 
necessities of life through fair price shops, access to an 
improved water supply through hand pumps and pucca wells, 
access to subsidized housing, are but some of the 'welfarist' 
programmes operating with a reasonable level of 
efficiency…” [4:p 196].

Jean Drèze and Amartya Sen have noted the outlier nature of 
Tamil Nadu in several commentaries since the 1990s. In 2002, 
discussing the causes behind the “rapid demographic 
transition” of TN (eg, the state achieving a Total Fertility Rate of 
2.0), they mentioned “commonly-cited factors [like] a good 
infrastructure, a rich history of social reform movements, high 
literacy rates in the younger age groups, wide popular 
exposure to mass media, and strong ‘political will’,” as well as 
the “less widely discussed… relatively liberated status of 
women in contemporary Tamil society.” [5:p 215] They also 
emphasised two crucial observations made by Leela Visaria: 
that TN’s demographic transition had been facilitated by 
“widespread accessibility of reasonably good quality health 
care,” and that the “social distance” between medical officers 
and patients is relatively small in Tamil Nadu: “A visit to the 
primary health centres in the state would convince anybody 
that many medical officers have non-Brahmanical 
backgrounds and are very similar to many rural patients in 
dress, mannerism, language, as well as overall values and 
attitudes.” [6]. Scholars like Visaria, Drèze, and Sen credited 
caste-based reservations in medical admissions and in the 
recruitment of medical officers, for helping diminish the 
exclusive dominance of “upper castes and classes” in the 
medical profession in TN.

There were at least two other influential commentaries in later 
years. In 2009, Monica Das Gupta et al wrote a paper for the 
World Bank, titled “How to Improve Public Health Systems: 

Lessons From Tamil Nadu.” Their primary emphasis was on 
how TN had built a “strong integrated public health system” 
by investing in a dedicated and professionalised public 
health workforce which, among other things, ensured 
continuity in policy over longer stretches of time and helped 
the state conduct “long-term planning.” [7]. In 2011, VR 
Muraleedharan et al presented TN as a “success story” in 
terms of providing “good health at low cost.” They discussed, 
among other things, the state’s commitment to primary care 
and its public health management cadre, village health 
nurses’ network, encouragement to indigenous medical 
systems, innovative drug purchase and distribution system 
for the public sector, gender equality, and economic growth 
[8].

Interestingly, the emphasis on radical politics and 
egalitarianism seen in the analyses of Visaria, Sen, Drèze and 
others, did not find place in these later analyses. Supposing 
that the states of Uttar Pradesh, Gujarat, or West Bengal were 
to institute a dedicated public health cadre and establish a 
specialised corporation to streamline drug purchase and 
distribution — but all in the absence of egalitarian politics 
and radical social thought — would those interventions still 
lead to strong, sustained achievements in major health 
indicators across the socioeconomic spectrum? That is, can 
other states “replicate” the success of the TN “model” by 
picking out individual elements of it and implementing 
those in their own regional contexts?

The “Dravidian common-sense”

The Dravidian Model provides crucial clues to answer these 
questions. Kalaiyarasan and Vijayabaskar’s (K-V) intervention 
in the abundant literature on healthcare in Tamil Nadu is 
their argument that most of the state's long-standing 
development policies (including health-related policies) 
have their genesis in its foundational “Dravidian” philosophy, 
which they elaborate in the book’s second chapter titled 
“Conceptualising Power in Caste Society.” The origins of 
modern Tamil Nadu’s uniqueness, they say, go back to the 
pre-independence period and the work of radical Tamil 
thinkers and activists who were vehement advocates of 
social justice and egalitarian politics. EV Ramasamy, popularly 
known as Periyar, has been the most influential of these 
thinkers, and the chapter shows that his ideas permeated 
deep into Tamil society and powered the political discourse 
there:

Periyar  held  that  the most  important  dimension of  being 

human, and which distinguishes them from other animals, 

is  the  sense  of  dignity  (maanam)  that  can  come  only 

through  selfrespect  (suyamariyadhai)...  Taking  issue 

with Tilak’s ‘Swaraj is my birth right’ slogan, he argues that 

this addressed only the political and the material domain, 

but  does  not  speak  about  the  dignity  of  individuals  and 

their  social  being…  He  also  emphasises  experiential 

equality  as  fundamental  to  the  idea  of  equality.  Only 

when people share a similar experience can they develop a 
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sense  of  fraternity  and  belonging…  He  therefore 

articulated a demand for ‘equal rights’  that can be claimed 

by all. [1:p 35]

To Periyar, “redistribution of property [and other material 
entities] without abolition of caste-based privileges was 
unlikely to lead to an egalitarian system because of the 
entrenched power of caste elites.” [1:p 39] Hence, helping to 
erode the centuries-long rooted dominance and hegemony 
of privileged caste groups, and thereby making “way for the… 
realisation of self-respect,” was among the foundational ideas 
of the emerging Dravidian politics. The authors argue that 
these powerful demands for self-respect and social justice 
have “shaped the development trajectory of the state.” These 
early political interventions “made visible the contours of 
caste-based social injustice, constituting in turn what we refer 
to as ‘Dravidian common-sense’ that comprised of securing 
justice through castebased  reservation,  faith  in  a  productivist 
ethos, need for greater state autonomy and forging an inclusive 

modernity." [emphasis original][1:p 27]

In the chapter titled “Democratising Care,” K-V discuss the 
application of the “Dravidian common-sense” to healthcare 
policy, liberally citing the existing work of many social 
scientists who have over the years offered important 
perspectives on healthcare in Tamil Nadu. They emphasise, for 
example, TN’s strong commitment to gender equality: the 
state’s focus on women’s literacy and education have led to, 
among other things, a higher average age at marriage and 
reductions in the fertility rate. At the same time, more than 
72% of Primary Health Centres in TN have a woman doctor 
(the all-India figure for this is 27%). Tamil Nadu has 
consistently had better women to men doctor ratios than 
other states. Even in the 1960s, for example, the state (then 
known as Madras) had 24 women to 100 men doctors, the 
highest ratio in the country [9]. K-V further argue that with the 
state’s historical commitment to caste-based reservations, “the 
generation of a pool of healthcare professionals drawn from 
socially diverse backgrounds ensured an incentive to cater 
better to socially marginalised groups,” and that “changes in 
the social composition of the [public health] bureaucracy 
enabled better information dissemination.” [1:p 84] Since 
disparities in people’s access to expertise end up augmenting 
and sustaining social and economic hierarchies, “social 
networks between the members of a marginalised 
community and a service provider [from that community]” 
play a singular role in disseminating information and 
enhancing public access to services. [1:p 106]

The authors delve into how Tamil Nadu’s historical political 
commitment to dismantling gender and caste-based 
inequalities holds the key to understanding the unique 
human development success of the state. This commitment to 
egalitarian politics stems from, as the authors put it, the state’s 
“Dravidian common-sense.” TN’s politicians and people were 
able to achieve stellar success in multiple healthcare and 
wellbeing indicators, less through piecemeal “vertical” policies 
which aimed to reduce this metric or increase that statistic, 

and more through a robust commitment to reducing social 
inequalities and strengthening grassroots democracy and 
participation. This commitment to egalitarianism not only 
enabled but also sustained investment in such entities as 
primary healthcare, effectively managed mid-day meal 
schemes, and dedicated public health cadres. To quote from 
Partha Chatterjee’s endorsement, this book argues that TN’s 
development strategy has emphasised “status inequalities of 
caste and gender rather than income inequalities with 
remarkable success.” Hence, if another state or region wishes 
to “replicate” the TN “model,” picking out disjointed aspects 
of its policies will be far less helpful than instituting a 
sustained political and social commitment to eradicating 
structural socio-political obstacles to all-round human 
development. The most effective replicable aspect of Tamil 
Nadu’s journey is, thus, the state’s direct political assault on 
the entrenched social structures and behaviours which 
perpetuate experiential inequalities including, most 
importantly for India, those of caste and gender.

The only sustainable solution: egalitarian politics 
and policies

The Dravidian Model thus contributes important evidence to 
the existing literature and experience of how broad-based, 
sustainable advancements in public health and wellbeing 
are possible only through serious commitment to and action 
on egalitarianism. In a recent article showing how there are 
wide disparities in the life expectancies of Indians 
depending upon their caste and religion, Vyas et al argue 
that “extreme social stratification and exploitation in India 
may be contributing to global population health deficits and 
slower improvements in health worldwide.” [10] The 
passionate activist-intellectual-doctor Paul Farmer devoted a 
lifetime of work to resisting inequalities and working 
towards social justice. In the book Pathologies  of  Power, he 
wrote that “equity is the central challenge for the future of 
medicine and public health,” and underscored the 
“pathogenic role of inequity.” [11:p 20] Analysing 
Maharashtra’s Jamkhed healthcare delivery model, 
anthropologist Patricia Antoniello has written that it is based 
on a premise that identifies “everyday injustices as primary 
social determinants of health,” and that its success has 
shown that “elimination of the embedded inequalities of 
caste and gender promote health and well-being.” [12:p 2] In 
one of the most profound studies of the healthcare system 
and policy in India, social scientist Sheila Zurbrigg 
perceptively wrote, in the 1980s, that “issues of health and 
socio-economic justice are concretely inseparable.” [13:p 15]

In recent years, policy, including health policy, has been 
overtaken by what historian Jerry Muller has called the 
tyranny of metrics. While metrics have their place in policy, 
Muller says that our obsessive “fixation” with numbers and 
data “leads to a diversion of resources away from frontline 
producers toward managers, administrators, and those who 
gather and manipulate data.” [14:p 8]. The trajectory of Tamil 
Nadu, which had already achieved stellar results in health 
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and wellbeing before the fixation with data gathering (and 
with digital IDs and apps) intensified in India over the past 
decade, seems to indicate that what the country needs to do is 
not to fixate over and submit to the tyranny of metrics, but fix 
the obstinate tyrannies of inequality and injustice [15].

However, as K-V write in their final chapter (“Fissures, Limits, 
and Possible Futures”), equity and egalitarianism in TN are still 
a work in progress, even if the state shines when compared 
with most other states. Besides, as Ajantha Subramanian’s 
research on caste-based privilege in IIT Madras shows, the 
state’s gains in egalitarianism are severely undermined by the 
persistent opposition to Dalit struggles for self-respect [16]. 
Thus, while Tamil Nadu is unique in many ways as outlined 
above, it is also similar to the rest of India in several ways, and 
will suffer if it encourages and institutionalises the cavalier 
attitudes towards inequality and injustice common in most 
other parts of the country. Kalaiyarasan A and Vijayabaskar M 
hint at such persisting and newly-rising axes of inequality in 
the state in their final chapter, and one hopes that the people 
and politicians of Tamil Nadu are taking note.

aNote:

Though the term “Dravidian” is not explicitly defined in the 
book, the term is generally used to denote the languages and 
cultures of southern India (especially the state of Tamil Nadu), 
particularly in contrast to those of other parts of the country.
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