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Abstract

The State of West Bengal in India is at the crasdsdn the field of health care delivery systemtri¥lan,
health and education are the three inputs accegsesignificant for the development of human resesirc
and the progress of the State of West Bengal iralddring the last decade towards achieving thieset
inputs has been uneven. The main purpose of thideais to show the health facilities and challesagn
West Bengal of India where the problem of provideftective health care services to the majoritytef
citizens has become an impossible task for thee StdtGovernment of West Bengal. Public Health
expenditure under the State of West Bengal is sotlat there has been hunger and starvation déaths
different districts of West Bengal. Different dataave been cited through different tables bringimg
limelight of Infant Mortality Rate, Birth Rate, DéaRate and the facilities of Government of Hodpite
the State of West Bengal.This article has madecasfon the urgency of strengthening the implemiemtat
of all the rural and urban health care program enprove infant and child feeding practices among
women. It is a challenge for the State of West BémgIndia to meet Millennium Development Goals by
2015.
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1. Introduction

The State of West Bengal where about three qsaofepopulation live in villages, the remaining
quarter living in urban areas and more than haidesin greater Kolkata is at crossroads in thiel foé
health care delivery system. It is needless taisatythe state economy rests on the health, abifitywell-
being of the people. The promotion and protectibright to health of the people of a state is esakfor
sustained economic and social development. Theselafements depend upon the satisfaction of an
individual on his certain basic minimum needs fohealthy and a reasonably productive living. The
enhancement of health is a constitute part of @gweént and to give good health and economic pragper
tend to support each otheNutrition, health and education are the three im@ecepted as significant for
the development of human resources and the progfetbe state of West Bengal during the last decade
towards achieving these three inputs has been nnéreimportant feature to this has been the seriou
under-funding of the health sector and the podioperance of the public health delivery system ipped
by several constraints : vacancies and absentegfistaff, urban/rich bias in the distribution ansleuof
facilities; lack of drugs and other essential sigplat the field level and low staff motivation and
management capacity. In 1978, at the Alma Ata @amfce ministers from 134 member countries in
association with WHO and UNICEF declared “Health &l by the year 2000” selecting Primary Health
Care as the best tool to achieve it. Unfortunatelgt dream never came true. In many cases it has
deteriorated further. But the Government of Indlaines that the country is on track to meet the
Millennium Development Goals (MDGs) targets by 2816argues that the number of people living below
the poverty line has reduced. It claims that cliltd material mortality rates are reducing at a pace
commensurate with its plans. The Mahatma GandhioNat Rural Employment Guarantee Scheme
(MGNREGS) has increased rural employment. The S&hiisha Abhiyan (SSA), a national policy to
universalise primary education, has increased emal in schools. The Reproductive and Child Health
Programme (RCHP) I, the Integrated Child Developtfervices (ICDSs) and the National Rural Health
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Mission (NRHM) have resulted in massive inputstia Health SectotBut due to inbuilt weaknesses and
distortions, half-hearted attitude of Indian rulioasses and their governments, red-tapism, coompt
nepotism, delayed response, poor-motivation, poorkveulture, lack of co-ordination and other faults
NRHM has not been properly implemented like presibaalth policies and programmes.

2. Public Health Expenditure Under The State of WesBengal

West Bengal is one of the most fiscally stressatés of all the Indian states. The fiscal defieis
been between 7 and 10% of the state Gross Donferstituct (GDP) during the past few years, and state
public debt has risen to 45% of GSDP. Interest mgaysnow exceed 35% of revenue expenditure. This
has forced the government to reduce the alreadyeinste outlays for health and other development
expenditure. The Government of West Bengal is gniag a medium-term fiscal stabilization program,
and is expecting Asian Development Bank’s finansigbport in this effortThis is a major change for the
Government of West Bengal, which has only recefully acknowledged the seriousness of the fiscal
problem, and has for the first time asked for endkassistance to address it. Largely as a re§utie
fiscal crisis, the share of West Bengal's budgetot#®l to health has declined sharply, from 6.0% in
1999/00 to just 3.9% in 2003/04 (the share of muarest’ expenditure has been more or less stable).
Health spending as a share of GSDP has also falehwas just 0.8% last year, which is the santhes
all-India average. Finally, per capita spendinghealth is near the average for Indian states &t7/sper
head (around US$ 3.50). Overall, the 2004/05 budggects real expenditure 18% lower than in 2000/0
Department of Health and Family Welfare seems teehmade expenditure cuts chiefly through allowing
the number of staff vacancies to rise: officialsireate that 10% of all posts are now vacant. These
vacancies are concentrated in rural and deprivgidme, which are least able to cope with them, myiosv
purchasing power and inadequate alternative (@jvaovision’

2.1 Collapse Of Health Status In West Bengal

The government health system in West Bengal has baeethe verge of collapse vis-a-vis booming of
private hospitals, nursing homes, clinics, diagicostentres, insurance companies, Third Party
Admiistrators, touts etc. Their beloved governmeven waived tax from these money and profit making
organizations in the name of ‘research’. Governnteag no will to thwart the unethical and corrupt
activities of these private institutions like exsiee and false billing, unnecessary investigations,
negligence in patient care, irrational use of Jatdr, ICU etc. There is resentment against the ibé&d
Council also for their failure to take into taskethrossly negligent doctors. Among Indian statestWe
Bengal stood 19 in Infant Mortality Rate (IMR) and topped on anerm children.

In West Bengal while the history repeats the saath pesultantly whatever the benefits have com&/ést
Bengal out of the land-reforms, reforms of educsti@forms of health-cares, job-opportunities atove
gone of its larger shares to the social hierarchi@hatever the shares the Dalits and the religious
minorities have got are very less in comparisonth@' population and definitely in violation of the
constitutional right§.The Government Hospitals by and large provide rmémut hundred percent of the
health-cares to the Dalits in the state. At pretlemtefficiency of treatment in the Govt. Hospitals gone
to the poorest level. Anyone desiring satisfactueglth-care is to depend on the private doctorivate
hospitals. Since the charges of treatment in thate hospital is exorbitantly high and the depgpsior to
admission needs minimum rupees ten thousands a, fihids now beyond doubt that the Dalits do nodlfi
any space of their treatment in the private capabialits are very often found to die of mal-nutnit and
without proper treatment. In the tea-gardens décght places in North Bengal a few hundreds ofttitoal
people have died of the starvation just after #eedgardens have been locked out. In a span oéenirt
months in a particular tea-garden the death offetible occurred for scarcity of food only. In th830
(national sample survey organization) report piigisin February, 2007 it is seen that West Bergal i
ahead of all the states in respect of the poomopaknce to provide full meal at least once a dagudh
the month of the year. What the Bengal media gélyeta? They are very habitual to point out the wea
points of the other states and very glamorouslyiaigpe starvation death of Kalanhandi in Orisshe T
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above report mentions that 10.6 percent of thd pgaple of Bengal suffer from the food scarcityemeas
it is 4.8 percent in case of Kalanhandi which ssasecond in the national gradation.

3. Hunger, Starvation, Deaths

West Bengal, ruled by the Communist Party of Indifarxists) since 1977 faced widespread hunger and
starvation deaths in 2005. The victims includedwiekers in the tea gardens in Jalpaiguri distsfdilorth
Bengal, tribals in Amlashol in West Midnapur distrand the villagers uprooted by land erosion k& th
Padma river in Malda and Murshidabad districts. Blreme Court in its various interim orders in Wri
Petition (civil) No.196/2001 (Peoples Union for Civil Liberties Vs. Government of India & Ors.) directed

the government of India and the State governmentefUTerritories to take steps to prevent hunger an
starvation by identifying persons living Below PayelLine (BPL) and making them beneficiaries of
various poverty alleviation programmes of the goweent such as National Food For Work Programme.
But the government of India and the State governsnfailed to effectively implement the Supreme Gour
orders.

3.1 Poor Economic Scenario: In Different Districts

On 15 March 2005, the then opposition Congress Bamamul Congress legislators (now in power)
walked out of the State Assembly of West Bengadristest against the state government’s “failurstap
starvation deaths” in different parts of the sfae June 2005, the Supreme Court directed the Besgal
State Human Rights Commission to. investigate iheoalleged starvation deaths in Murshidabad distri
The villagers were deprived of work although Mudgtiiad district had been declared as a backward
district under the National Food for Work Programithehich was launched in November 2004, in 150
most backward districts of the country, identifieg the Planning Commission in consultation with the
Ministry of Rural Development and the State Goveznta. A few families who were issued BPL (Below
Poverty Line) ration cards did not get their ratioproperly as rice was not always available in the
government designated ration shops. A few who gbtynder the National Food for Work Programme
were not paid full wages. The workers were suppasegkt five kilograms of rice and Rs 32 in cash bu
the CPI-M cadres deduct two rupees from each dmss wage and 300 grams from the ration as donation
to party fund:* On 2 April 2005, a 16-year-old girl identified Rempa Sharma hung herself from the roof
of her mud house after three days of starvatioDatarampur village in Murshidabad distriétOn 9
September 2005, Hazrat Mollah died of starvatioDayarampur village in Murshidabad district. He had
been suffering from malnutrition for a long periofitime* The tribals in Amlashol of West Midnapore
district were worst affected. Majority villagers Amlashol, despite their acute poverty, were nobked

as BPL families and only a few families had beeteti under Annapurna Yojana. A few villagers had
ration cards. The shop from which they were suppdseollect their rations was 35 kilometres awayrf

the food storage. There was no medical factfity.

3.2 Some Burning Examples: Witnesses Of Death In Hunger

On 19 February 2005, a 30-year-old tribal womarb&arShabar died of starvation in Amlashol. Her
family members stated that the deceased had notitingat for a month. But the Belpahari Block
Development Officer (BDO) Subhashis Bej claimed ther death was due to illness and not starvation.
On 16 April 2005, 42-year-old tribal Lula Shabaediiof starvation in Amlashol. According to Lula’'s
nephew Rathu Shabar, Lula cried “bhat dey, bhat @@&ye me rice, give me rice) for three days befae
died. But there was virtually nothing to eat in flaenily. The district administration, however, #itrted
Lula’s death to tuberculosté Tea gardens also witnessed wide-spread hunger00B, Zabout 2000 tea
garden workers had been reportedly facing stamvatian ever since the Potong tea estate neamile- |
Nepal boarder under the Mirik block in Darjeelingtdct was closed down in March 2000 by the Tea
Trading Corporation India (TTCI) owned by the cahtovernment’
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4. Key Challenges For Meeting The Health MDG Targes

The key challenge of meeting the health (MDG)tazdet West Bengal is to ensure that poor households
— specifically women and children from scheduledteascheduled tribe and other disadvantaged social
groups — are able to demand and access qualitg basilth care services. A recent stdyomparing
levels of access to health services across 16Gstatbe country places West Bengal in the lowastgory
alongside Rajasthan, Orissa, Bihar and Assam.s larth noting that disaggregated data on health
indicators by social groups is not easily availadmhel accessible. The Health Monitoring and Inforamat
System (HMIS) which will ensure disaggregated datgenerated on a regular basis and made readily
accessible for evidence based policy planning. @tier key challenge for ensuring equitable health
outcomes is to priorities policy responses for $shepoorest districts, which also have the poohestlith
indicators for West Bengal. The District DevelopmBeport for West Bengslindicates that Malda, Uttar
Dinajpur, Dakshin Dinajpur, Murshidabad, PuruliadaBoochbehar have the highest levels of health
services deprivation - i.e. the highest levelshifdcen not fully immunised and non-institutionalideries

... “ This reflects the inadequacies of outreactheélth services provided by the state, alongsim® p
quality delivery services. Children born in the pesi districts are less likely to survive than toldren

born in other districts; similarly, in these distd pregnant mothers are less likely to receiverattl care
and institutional support for deliveries, therebgkimg them more vulnerabf8.

6. Conclusion And Recommendation

This paper has attempted to show the health tiasiland challenges in West Bengal where the
problem of providing effective health care servitmshe majority of its citizens has become an isgilnle
task for the state Government of West Bengal. Aehsgrtion of the rural Bengal is succumbing to lueat
which could be avoided to a great extent with shfaking water, proper sanitation, may be with some
very elementary medicines. Rural health servicegclwform the backbone of public health system, is
lacking in basic infrastructure, staff and essénti@dicines. The sufficient manpower is an impadrtan
prerequisite for the efficient functioning of theidl Health Infrastructure. Health indicators aesywpoor
and the poor face financial ruin if visited by aiges health event. India is committed to the gbehlth
for all' and in the last four decades, a wide nekwvof primary health centres and subcentres has bee
created. Yet most of the states including West Berage far away from this goal. It can be easily
apprehended from many surveys as well as NFHS-IN&HIS -2 that either the services do not reach the
disadvantaged sections of the society or peoplm fittose sections do not utilize the available sesui
Apart from economic condition, the social hieraradrythe system of social stratification existingtive
society of West Bengal is likely to influence theatth behaviour of individuals. Social stratificati
system determines the living conditions, privilegaisligations and cultural traditions surroundihg tife
of a person which in turn affect his perceptiorgarding health, knowledge of health care and adubs
to health resourcés.There is an urgent need to strengthen the impleatien of all the rural and Urban
Health Care programmes and improve infant and yathilgl feeding practices among lactating women.
However most of the patients in Government Hospitalve to wait hours after hours for treatmentl &ti
good section of the society is visiting these hiadpias they are financially crippled. Who is resgble for
this dilapidated health structure of West Bengdlhs question echoes in the panorama of the broken
health structure of the state of West Bengal.
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Table -1
Comparing the Birth rate, Death rate and Infant mortality rate :
West Bengal & India

Birth Rate Death Rate Infant Mortality Rate

West India West India West India

Bengal Bengal Bengal

Total Total Total Total Total Total
198( 31.7 33.7 10.¢ 12.€ N.A. 114
1981 33.2 33.¢ 11.C 12.5 91 11C
1982 32.3 33.8 10.4 11.9 86 105
1983 32.0 33.7 10.3 11.9 84 105
198/ 30.4 33.¢ 10.7 12.€ 82 104
198t 29.4 32.¢ 9.€ 11.€ 74 97
1986 29.7 32.6 8.8 11.1 71 96
1987 30.7 32.2 8.8 10.9 71 95
198¢ 28.4 31t 8.4 11.C 69 9
198¢ 27.2 30.€ 8.8 10.3 77 91
199( 28.2 30.2 8.4 9.7 63 80
1991 27.0 29.5 8.3 9.8 71 80
1992 24.8 29.2 8.4 10.1 65 79
199: 25.7 28.7 7.4 9.3 58 74
1994 25.2 28.7 8.3 9.3 62 74
1995 23.6 28.3 7.9 9.0 58 74
1996 22.8 275 7.8 9.0 55 72
1997 22.4 27.2 7.7 8.¢ 58 71
199¢ 212 26.t 7.5 9.C 53 72
199¢ 20.7 26.1 7.1 8.7 52 70
2000 20.7 25.8 7.0 8.5 51 68
2001 20.6 25.4 7.0 8.4 51 66
200z 20.F 25.C 6.7 8.1 49 63

Source : Health on the March, West Bengal, 2003-04

Vital Statistics

West Bengal's performance had always been bdtéar &ll-India aggregates with regard to most
of the vital statistics. Interstate comparison piMsst Bengal in the middle position among the major
stats as far as vital statistics are concernetedpect of Crude Birth Rate (CBR). West Bengaldszahird
with a value of 20.5 with the top slot occupiedKgrala at 17.2 in 2001. The state stands with &sjoe
Death rate with a value of as against 8.4 for India
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