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F'Heafth is NOT mainly an issue of doctors,

social services and hospitals. It is an issue of social J'USﬁCE'Il

is a common theme in most cultures. In fact, a_ll
conﬁejgi?ies have their concepts of health, as part rlzé thellr
culture. Among definitions still used, p{.obably the oldest is
that health is the “absence of disease”. lvn some cultures,
health and harmony are considered equivalent, harrnc:ny
being defined as “being at peace with the self, the community,
god and cosmos”. The ancient Indians and Greeks sl:mared tl-_us
concept and atlributed disease to diiturbances in bodily
equilibrium of what they called “humors”.

Modern medicine is often accused for its preoccupation
with the study of disease, and neglect of the study of health.
Consequently, our ignorance about health continues to be
profound, as for example, the determinants of healtl‘} are not
yet clear; the current definitions of health are elusive; and
there is no single yardstick for measuring health. There is thus
a great scope for the study of the “epidemiology” of health.

However, during the past few decades, there has been a

reawakening that health is a fundamental human right and a
worldwide social goal; that it is essential to the satisfaction of
basic human needs and to an improved quality of life; and.,
that it is to be attained by all people. In 1977, the 30th World
Health Assembly decided that the main social target of
governments and WHO in the coming decades should be “the
attainment by all citizens of the world by the year 2000 of a
level of health that will permit them to lead a socially and
economically productive life”, for brevity, called “Health for
All" (1). With the adoption of health as an integral part of
socio-economic development by the United Nations in 1979
(2), health, while being an end in itself. has also become a
major instrument of overall socio-economic development and
the creation of a new social order.

CHANGING CONCEPTS

An understanding of health is the basis of all health care.
Health is not perceived the same way by all members of a
community including various professional groups (e.g.,
biomedical scientists, social science specialists, health
administrators, ecologists, etc) giving rise to confusion about
the concept of health. In a world of continuous change, new
concepts are bound to emerge based on new patterns of
thought. Health has evolved over the centuries as a concept
from an individual concern to a worldwide social goal and
encompasses the whole quality of life. A brief account of the
changing concepts of health is given below:

yﬂ/iomedical concept

‘ Trad!tionah'y, health has been viewed as an “absence of
disease”, and if one was free from disease, then the person
was considered healthy. This concept, known as the

4/l{listic concept
The holistic model is a synthesis of all t
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“bi ical concept” has the basis in the “germ theory of
d?sle?:;z?l;?zich don?iinated medical lhqught at the turn of the
20th century. The medical profession viewed the human body
as a machine, disease as a consequence of the brealfdown of
the machine and one of the doctor’s task as repair of the
machine (3). Thus health, in this narrow view, became the
ultimate goal of medicine.

The criticism that is levelled against the biomedical concept
is that it has minimized the role of the environmental, social,
psychological and cultural determinants of hgallh, The
biomedical model, for all its spectacular success in treating
disease, was found inadequate to solve some of the major
health problems of mankind (e.g., malnutrition, chronic
diseases, accidents, drug abuse, mental illness, environmental
pollution, population explosion) by elaborating the medical
technologies. Developments in medical and social sciences led
to the conclusion that the biomedical concept of health was

inadequate.
-~

“Ecological concept

Deficiencies in the biomedical concept gave rise to other
concepts. The ecologists put forward an attractive hypothesis
which viewed health as a dynamic equilibrium between man
and his environment, and disease a maladjustment of the
human organism to environment. Dubos (4) defined health
saying : “Health implies the relative absence of pain and
discomfort and a continuous adaptation and adjustment to
the environment to ensure optimal function”. Human,
ecological and cultural adaptations do determine not only the
occurrence of disease but also the availability of food and the
population explosion. The ecological concept raises two
issues, viz, imperfect man and imperfect environment. History
argues strongly that improvement in human adaptation to
natural environments can lead to longer life expectancies and

a better quality of life - even in the absence of modern health
delivery services (5).

ysfchosocial concepts
Contemporary developments in social sciences revealed

that health is not only a biomedical phenomenon, but one
which is influenced by social, psychological, cultural
economic and political factors of the people concerned f5)‘
These factors must be taken into consideration in defining anci

measuring health. Thus health is both a bialaa: ,
phenomenon, S both a biological and social

he above concepts.

It
recognizes the economic, political and

strength of social,



environmental influenc
] described as a unified
! the well-being of the w
environment. This view corre
ancients that health implies

es on health

in the context of his
sponds to the view held by the

: _ a sound mind, in a sound bo
a sound family, in sound environment. The holistic app?gz;c!;:

lmpl_ies that all‘sectors of society have an effect on health. in
PASHCWAY, agriculture, animal husbandry, food industry
education, housing, public works, communications and other

sectors (6). The emphasis ;
of hiealthl Phasis is on the Promotion and protection

DEFINITION OF HEALTH

" is one of those terms which most ind i
s : people find it
difficult to define, although they are confident of its meaning.

Therefore, many definitio f
oisiar ns of health have been offered from

_AUHO definition

The widely accepted definition of health is that ive
n b
the World Health Organization (1948) in the preamtg;le to Itﬁ
constitution, which is as follows :

“Health is a state of complete physical, mental and social

well-being and not merely an absence of disease or
inﬁrmiry")

In recent years,

include the ability

productive life” (6).

The WHO definition of health has been criticized as being
too broad. Some argue that health cannot be defined as a
“state” at all, but must be seen as a process of continuous
adjustment to the changing demands of living and of the
changing meanings we give to life. It is a dynamic concept. [t
helps people live well, work well and enjoy themselves.

Inspiteof the above limitations, the concept of health as
defined by WHO is broad and positive in its implications: it
sets out the standard, the standard of “positive” health. It
sumbolizes the aspirations of people and represents an overall
objective or goal towards which nations should strive.

this statement has been amplified to
to lead a “socially and economically

Operational definition of health

The WHO definition of health is not an “operational”
definition, i.e., it does not lend itself to direct measurement.
Studies of epidemiology of health have been hampered
because of our inability to measure health and well-being
directly. In this connection an “operational definition” has
been devised by a WHO study group (7). In this definition, the
concept of health is viewed as being of two orders. In a broad
sense, health can be seen as “a condition or quality of the
human organism expressing the adequate functioning of the
organism in given conditions, genetic or environmental”.

In a narrow sense - one more useful for measuring
purposes — health means: (a) there is no obvious evidence of
disease, and that a person is functioning normally, ie.,,
conforming within normal limits of variation to the standards
of health criteria generally accepted for one’s age, sex,
community, and geographic region; and (b) the several organs
of the body are functioning adequately in themselves and in
relation to one another, which implies a kind of equilibrium or
homeostasis — a condition relatively stable but which may
vary as human beings adapt to internal and external stimuli,

w philosophy of health
In recent years, we have acquired a new philosophy of

health, which may be stated as below :
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health is a fundamental human right
health is the essence of productive life, and not the
result of ever increasing expenditure on medical care
health is intersectoral
health is an integral part of development
= health is central to the concept of quality of life
health involves individuals, state and international
responsibility
= health and its maintenance is a major social investment
= health is a worldwide social goal.

DIMENSIONS OF HEALTH

Health is multidimensional. The WHO definition envisages
three specific dimensions — the physical, the mental and the
social. Many more may be cited, viz. spiritual, emotional,
vocational and political dimensions, As the knowledge base
grows, the list may be expanding. Although these dimensions
function and interact with one another, each has its own
nature, and for descriptive purposes will be treated separately.

/k Physical dimension

The physical dimension of health is probably the easiest to
understand. The state of physical health implies the notion of
“perfect functioning” of the body. It conceptualizes health
biologically as a state in which every cell and every organ is
functioning at optimum capacity and in perfect harmony with
the rest of the body. )Howeuer. the term “optimum” is not
definable.

The signs of physical health in an individual are: “a good
complexion, a clean skin, bright eyes, lustrous hair with a body
well clothed with firm flesh, not too fat, a sweet breath. a good
appetite, sound sleep, regular activity of bowels and bladder
and smooth, easy, coordinated bodily movements. All the
organs of the body are of unexceptional size and function
normally; all the special senses are intact: the resting pulse rate,
blood pressure and exercise tolerance are all within the range
of “normality” for the individual's age and sex. In the young
and growing individual there is a steady gain in weight and in
the future this weight remains more or less constant at a point
about 5 Ibs (2.3 kg) more or less than the individual's weight at
the age of 25 years f8)2This state of normality has fairly wide
limits. These limits are Set by observation of a large number of
“normal” people, who are free from evident disease.

Evaluation of physical health

Modern medicine has evolved tools and techniques which
may be used in various combinations for the assessment of
physical health. They include :

~ self assessment of overall health

— inquiry into symptoms of ill-health and risk factors

- inquiry into medications

= Inquiry into levels of activity (e.g., number of days of
restricted activity within a specified time. degree of
fitness)

— inquiry into use of medical services (e.g., the number of
visits to a physician, number of hospitalizations) in the
recent past

- standardized questionnaires for cardiovascular discases

- standardized questionnaires for respiratory diseases

- clinical examination

— nutrition and dietary assessment, and

~ biochemical and laboratory investigations.

(At the community level, the state of health may be assessed
by such indicators as death rate, infant mortality rate and
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o ation should
expectation of III‘:? Ideally, each I’!““-l ‘i’l_l;v'('l’rf:':’:l‘:ld parmit.a
be Individually useful and when E.UI'II!J I.und e
mote complete health profile of Individuals
4
2. Mental dimension : 5( 4

Mental health is not mere absence t:Jf TETII::JI trlrln?:;;.v(a;?!zd
mental health is the ability !q _respﬁfé . “_ e laitdllc o
experiences of life with flexibility an ddfiféd as("a i

More recently, mental health has been de RefBmac o
i tge:indm‘if:s:}da::hde ;;]T:cre{::na cc?existen'ce
3 ] etween '

;;iﬂ::-’l!i:f‘l f:ﬁ:e":z:ﬁues of the self and that of other people and
that of the environment”|(9).

A few short decades ago, the mind and body ;lvere
considered independent entities. Howeve(. researche(s daver
discovered that psychological factors can 'mduce all km_ s o
illness, not simply mental ones. They include condmo_nsi
such as essential hypertension, peptic ulcer and bronch:a
asthma (10). Some major mental ilInegses such as depression
and schizophrenia have a biologlcall component,_ The
underlying inference is that there is a behavioural,
psychological or biological dysfunct_lon and tha_t the
disturbance in the mental equilibrium is not merely in the
relationship between the individual and the society (11).

Although mental health is an essential component of
health, the scientific foundations of mental health are not yet
clear. Therefore, we do not have precise tools to assess the
state of mental health unlike physical health. Psychologists
have mentioned theffollowing characteristics as attributes of a

mentally healthy person:

el e
t every individual is parg

akes intud::eicggrr:n::z“y anf] fosisea on Sgcial (;f
ns and well-being of'the "wholc_e person” |
the context of his social nelwoik, fScn:ne?l hea“hi' 1S rooteq |
“positive material environment” (focusing on financial p,
residential matters), and “positive humfar;\ ""_“’gof‘dmenl which,
is concerned with the social network of the individual (] 1),

health t )
famlly and of wi
economic conditio

4. Spiritual dimension = : :
of holistic health believe that the time h
confgotf}ogiigtsserious consideration to the spiritual dime‘nsi::
and to the role this plays in health and dlsease.‘(Splritum
health in this context, refers to that _part of the individya|
which reaches out and strives foE meaning and purpose in life
It is the intangible “something” that transcends physiology
and psychology. As a relatively new concept, it seems to defy
concrete definition. It includes integrity, principles and ethics,
the purpose in life, commitment to_ some tugher being and
belief in concepts that are not subject to “state of the ap

explanatior (14).

5. Emotional dimension
Historically the mental and emotional dimensions haye
been seen asyone élement or as two closely related elements
However, as more research becomes available a definife
difference is emerging. (Mental health can be seen as
“knowing” or “cognition” while(emotional health relates to
“feeling”/ Experts in psychobiology have been relati\;ely
successful in isolating these two separate dimensions, With
this new data, the mental and emotional aspects of
humanness may have to be viewed as two separate

a- a mentally healthy person is free from internal conflicts: dimensions of human health (14).

he is not at “war"” with himself.

b. heis well-adjusted, i.e., he is able to get along well with

others. He accepts criticism and is not easily upset.

@ he searches for identity.

M. he has a strong sense of self-esteem.

e. he knows himself: his needs, problems and goals (this is
<~ known as self-actualization).
[, he has good self-control-balances rationality and
emotionality.
& he faces problems and fries to solve them intelligently,
i.e., coping with stress and anxiety.

N\

6. Vocational dimension

The vocational aspect of life is a new dimensior(!k is part
of human existence, When work is fully adapted to human
goals, capacities and limitations, work often plays a role in
promoting both physical and mental health. Physical work is
usually associated with an improvement in physical capacity,
while goal achievement and self-realization in work are a
source of satisfaction and enhanced self-estee (15).

The importance of this dimension is exposed when
individuals suddenly lose their jobs or are faced with
mandatory retirement. For many individuals, the vocational
dimension may be merely a source of income. To others, this
dimension represents the culmination of the efforts of other
dimensions as they function together to produce what the
individual considers life “success” (14).

}(ﬁ.ers
A f
as (16

{Assessment of mental health at the population level may be
made by administering mental status questionnaires by trained
interviewers.)The most commonly used questionnaires seek to
determine the presence and extent of “organic disease” and of
symptoms that could indicate psychiatric disorder; some
personal assessment of mental well-being is also made. The
most basic decision to be made in assessing mental health is
whether to assess mental functioning, i.e., the extent to which
cognitive or affective impairments impede role performance
and subjective life quality, or psychiatric diagnosis (11).

One of the keys to good health is a positive mental health,
Unfortunately, our knowledge about mental health is far from
complete.

)ew other dimensions have also been suggested such
— philosophical dimension
-~ cultural dimension
o soci.o-economic dimension
= environmental dimension

~ educational dimension

= nutritional dimension

= curative dimension

= Ppreventive dimension.

3. Social dimension

Social well-being implies harmony and integration within
the individual, between each individual and other members of
society and between individuals and the world in which they
live (12). It has been defined as the “quantity and quality of
an individual's interpersonal ties and
involvement with the community” (13).

maA g!ance at the a:.:bove dimensions shows that there are
“ny I non-medical” dimensions of health, e.g., social,
Cultural, educational, efc. These symbolize a huge range o

the extent of

LThe social dimension of health includes the levels of social
skills one possesses, social functioning and the ability to see
oneself as a member of a larger society) In aeneral, social



POSITIVE HEALTYH

Health in the broad sense
mean the absence of d; ?3?' meraly
curative and preventive sey i { agnostic,
in the WHO definition, a stae gf - 0 INcludes as embodied
well-being. The harmonio
individual integrated into hi
as defined by WHO.

ol ich every cell and y
functioning at optimum capaci : every organ is
the rest of the body: psyehel v and in perfect harmony with

indivic[ual feles a sense of perfect well

are optimal (17).
years ago but now appear slightly ridiculous (18).

(Dubos (4) said, “The concept of iti

cannot become a reality becalt).tse rﬁ:r:fe;tmpc:]s:::f gza]stg
perfectly adapted to his environment that his life will not
involve struggles, failures and sufferings”. Positive health will
therefore, always remain a mirage, because everything in out"
life is subject to change. Health in this context has been
des;rlbed as a potentiality — the ability of an individual or a
social group to modify himself or itself continually, in the face
of changing conditions of life. In working for positive health
the doctor and the community health expert are in the same
position as the gardener or farmer faced with insects, moulds
and weeds. Their work is never done (19).

A broader concept of health has been emerging — that of
improving the quality of life of which health is an essential
component. This at once brings to focus that positive health
depends not only on medical action, but on all the other
economic, cultural and social factors operating in the
community.

%&LTH — A RELATIVE CONCEPT

An alternative approach to positive health conceptualizes

~ health not as an ideal state, but as a biologically “normal”
state, based on statistical averages (3). For example, a

newborn baby in India weighs 2.8 kg on an average compared

to 3.5 kg in the developed countries, and vet compares

favourably in health. The height and weight standards vary

from country to country, and also between socio-economic

groups. Many normal people show heart murmurs, enlarged

tonsils and X-ray shadows in the chest and et do not show

signs of ill-health. Thus health is a relative concept (7) and
health standards vary among cultures, social classes and age-
groups. This implies that health in any society should be
defined in terms of prevailing ecological conditions. That is,
instead of setting universal health standards, each country will
decide on its own norms for a given set of prevailing
conditions and then look into ways to achieve that level (20).

CONCEPT OF WELL-BEING

The WHO definition of health introduces the concept of
“well-being”. The question then arises: what is meaan.by
well-being? In point of fact, there is no satisfactory definition
of the term “well-being (8). , f

Psychologists have pointed out that the “well-betqg of an
individual or group of individuals have objective and
subjective components. The objective componet:ts relate tcfn
such concerns as are generally known by the term “standard o
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living” or "level of living". The subjective component of well-
being (as expressed by each individual) is referred to as
“quality of life" (21). Let us consider these concepts separately.

1. Standard of living

The term “standard of living" refers to the usual scale of
our expenditure, the goods we consume and the services we
enjoy. It includes the level of education, employment status,
food, dress, house, amusements and comforts of modern
living (21),

A similar definition, corresponding to the above, was
Proposed by WHO: “Income and occupation, standards of
housing, sanitation and nutrition, the level of provision of
health, educational, recreational and other services may all be
used individually as measures of socio-economic status, and
collectively as an index of the “standard of living” (22).

There are vast inequalities in the standards of living of the
people in different countries of the world. The extent of these
differences are usually measured through the comparison of per
capita GNP on which the standard of living primarily depends.

2. Level of living

The parallel term for standard of living used in United
Nations documents is “level of living” (23). It consists of nine
components: health, food consumption, education, occupation
and working conditions, housing, social security, clothing,
recreation and leisure, and human rights. These objective
characteristics are believed to influence human well-being. It is
considered that health is the most important component of the
level of living because its impairment always means
impairment of the level of living.

3. Quality of life

Much has been said and written on the quality of life in
recent years. It is the “subjective” component of well-being.
“Quality of life” was defined by WHO (24) as: “the condition
of life resulting from the combination of the effects of the
complete range of factors such as those determining health,
happiness (including comfort in the physical environment and
a satisfying occupation), education, social and intellectual
attainments, freedom of action, justice and freedom of
expression”.

A recent definition of quality of life is as follows (21); “a
composite measure of physical, mental and social well-being
as perceived by each individual or by group of individuals —
that is to say, happiness, satisfaction and gratification as it is
experienced in such life concerns as health, marriage, family
work, financial situation, educational opportunities, self-
esteem, creativity, belongingness, and trust in others”

Thus, a distinction is drawn between the concept of “level
of living” consisting of objective criteria and of “quality of
life” comprising the individual's own subjective evaluation of
these. The quality of life can be evaluated by assessing a
person's subjective feelings of happiness or unhappiness
about the various life concerns.

People are now demanding a better quality of life.
Therefore, governments all over the world are increasingly
concerned about improving the quality of life of their people
by reducing morbidity and mortality, providing primary health
care and enhancing physical, mental and social well-being. It
is conceded that a rise in the standard of living of the people is
not enough to achieve satisfaction or happiness. Improvement
of quality of life must also be added, and this means increased
emphasis on social policy and on reformulation of societal
goals to make life more liveable for all those who survive.
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= 0.508

Human development index =~/ 0.716 x 0.447 x 0.508

= 0'547

. Otfhthe 187 countries for which HDI has been constructed
or the year 2011, 44 countries have very high HDI
(more than 0.8). 47 are between 0.8 and 0.7, 55 countries
between 0.7, and 0.5 and 41 are below 0.5. New Zealand
Norway and Australia are at the top of HDI ranking and D R'
ic:: (t:l:::ngo, (I;iger znd Zimbabwe at the bottom. India c.omes
e medium huma i

ol n development category, ranking at

_Disparities between regions can be significant with some
regions having more ground to cover in making the shortfall
than others. The link between the economic prosperity and
human development is neither automatic nor obvious. (Two
countries with similar income per capita can have very
different HDI values and countries having similar HDI can
have very different income levels,)

SPECTRUM OF HEALTH

single cut-off point. (The lowest point on the health-disease
spectrum is death an: the highest point corresponds to the
WHO definition of positive health (Fig. 2). It is thus obvious
that health fluctuates within a range of optimum well-being to
various levels of dysfunction, including the state of total
dysfunction, namely the death. The transition from optimum
health to ill-health is often gradual, and where one state ends
and the other begins is a matter of judgment.

The spectral concept of health emphasizes that the health
of anindividual is not static; itis a dynamic phenomenon and
a process of continuous change, subject to frequent subtle
variations) What is considered maximum health today may be
minimup tomorrow. That is,( @ person may function at
maximum levels of health today, and diminished levels of
health tomorrow. It implies that health is a state not to be
attained once and for all, but ever to be renewed. There are
degrees or “levels of health” as there are degrees or severity of
iliness.)As long as we are alive there is some degree of health

in us.

Health and diseas&lie along a continuum, and there is no

a8
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1 Positive health
:- Better health
Freedom from sickness

| Unrecognized sickness
| Mild sickness

| Severe sickness

Death

FIG. 2
9 The health sickness spectrum

.
’//UE’TERMINANTS OF HEALTH

_Q}i;zai:h is multifactorial, The factors which influence health
lie Doth within the individual and externally in the society in
which he or she lives)It is a truism to say that what man is and
to what diseases he’'may fall victim depends on a combination
of two sets of factors — his genetic factors and the
_environmental factors to which he is exposed. These factors
interact and these . interactions may be health-promoting or
deleterious. Thus, conceptually, the health of individuals and
whole communities may be considered to be the result of
many interactions. Only a brief indication of the more
important determinants or variables are shown in Fig. 3.

Information and
communication |

Science and €

ctaolon l. Socio-cultural |

Ageing of the
population

FIG. 3
Determinants of health

Source : (28)

1. Biological determinants

The physical and mental traits of every human being are to
some extent determined by the nature of his genes at the
moment of conception. The genetic make-up is unique in that
it cannot be altered after conception. A number of diseases
are now known to be of genetic origin, e.g., chromosoraal
anomalies, errors of metabolism, mental retardation, some
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e e e cftand-point, health may be defined as

Thus, from the geneti ich is based upon the absence
that “state of the individual which S s

i i f such gen
etic constitution of s onese
zggz?:rsg:l’:;t take the form of serious defect and derang

|
f any aberration in respect of the tota
.«Tﬁéﬂ:'ﬂf.ﬁ?ﬁ;ﬁoﬁm material :2 :2: g:;sér:j?gsnos;"s;a;itgg :}r}
‘phc;s;tei:eestr.;;]r:: cgﬁégié) :gstir;czorgml characterization and to
the presence of a normal karyotype" (8). e et
The “positive health" advocated by WHIO lmphesiblealh:
person should be able to express as comp!e_te v as po:.st;.sl onI
potentialities of his genetic heritage. This is possible Y

potentialities into phenotypic realities (19).
(ﬂ/t-zhnviourul and socio-cultural conditions

The term “lifestyle" is rather a diffuse concept offen used to
denote “the way people live", reflecting a whole range of «
social values, attitudes and activities (29). It is composed of
cultural and behavioural patterns and lifelong personal habits
(e.g., smoking, alcoholism) that have developed throu_gh
pracesses of socialization. Lifestyles are learnt through social
interaction with parents, peer groups, friends and siblings and
through school and mass media.

Health requires the promotion of healthy lifestyle. A
considerable body of evidence has accumulated which
indicates that there is an association between health and
lifestyle of individuals (30). Many current-day health problems
especially in the developed countries (e.g., coronary heart

disease, obesity, lung cancer, drug addiction) are associated
with lifestyle changes. In developing countries such as India
where traditional lifestyles still persist, risks of illness and
death are connected with lack of sanitation, poor nutrition,
personal hygiene, elementary human habits, customs and
cultural patterns.

It may be noted that not all lifestyle factors are harmful.
There are many that can actually promote health. Examples
include adequate nutrition, enough sleep, sufficient physical
activity, etc. In short, the achievement of optimum health
demands adoption of healthy lifestyles. Health is both a
consequence of an individual's lifestyle and a factor in
determining it (29).

is allowed to live in healthy relationship witlh !
m:e;nt\i:fo?}i?e?ﬂ if an environment that transforms genetic \j/a?MUQs in the world today.
o

- Environment

It was Hippocrates who first related disease to
environment, e.g., climate, water, air, ete. Centuries later,
Pettenkofer in Germany revived the concept of disease—
environment association.

(E'nvironmem is classified as “internal” and “external”. The
internal environment of man pertains to “each and every
component part, every tissue, organ and organ-system and
their harmonious

external to the individual human host" (31). It can be dj id

Int'o physical, biological and psychosocial componentes a:y T::
all'of which can affect the health of man and his susce;)tlbllity
to illness. Some epidemiologists haye used the term

"mlcro-mw!ronrll:iif';l includes the Individual's way of “”ing
Enulronmurlil we g., eating habits, other personal hﬁblt;
and "ms'iﬁ{: (;r 'drinkinﬂ}' use of drugs, ete, [t jg alsg
(e.q., smom i[:enk about occupational environment, S0cjq,
;::Icszlr?;r:fil;yerwi}onmer1l and moral environment.

shed fact that environment has a dirgg
| Itacltsoir1”f;5f;&ls"i'c‘ah mental and soclal well-being of 1hca,;
“r::{:‘g in it. The environmental factors range from ]"Ousing‘
water supply, psychosocial stress and famil;;) structure th,muah

ial and economic support systems, to the organization o
;?ezllh and soclal welfare services in the community,

The environmental components (physical, biological and
psychological) are not water-tight compa!‘!merlﬂs.l They are 5,
inextricably linked with one another that it is realistic anc} fruitfy|
to view the human environment in toto when we consider the
influence of environment on the health status of the populatje,,
If the environment is favourable to the indiv}dual. he can make
full use of his physical and mental capabilities. Pfotectlon and
promotion of family and enulrgmenlal health is one of the

cio-economic conditions
Socio-economic conditions have long been known {,
influence human health, For the majority of ths_z world's
people, health status is determined primarily by the_:lr level of
socio-economic  development, e.g., per capita GNP,
education, nutrition, employment, housing, the political
system of the country, etc. Those of major importance are

conomic status : The per capita GNP is the most widely

‘aﬁgpted measure of general economic performance. There can

be no doubt that in many developing countries, it is the
economic progress that has been the major factor in reducing
morbidity, increasing life expectancy and improving the quality
oflife (Table 4). The economic status determines the purchasing
power, standard of living, quality of life, family size and the
pattern of disease and deviant behaviour in the community. It js
also an important factor in seeking health care. Ironically,
affluence may also be a contributory cause of illness as
exemplified by the high rates of coronary heart disease,
diabetes and obesity in the upper socio-economic groups,

#) Education ; A second major factor influencing health
atus is education (especially female education). The world map
of illiteracy closely coincides with the maps of poverty,
malnutrition, illhealth, high infant and child mortality rates,
Studies indicate that education, to some extent, compensates
the effects of poverty on health, irrespective of the availability of
health facilities, The small state of Kerala in India is a striking
example (32). Kerala has an estimated infant mortality rate of 13

91.98 percent as compared to 65.46 per cent for all-India (34).

ifi) Qccupation : The very state of being employed in
productive work promotes health, because the unemployed
usually show a higher incidence of illhealth and death, For
many, loss of work may mean loss of income and status. It can
Cj-::ysychological and social damage.

1) Political system - Health is also relat :
political  system. Often ekl s

implementation of health technolo ie i
L | gles are not technical, but

in which the political system can sh

services (35), The percentage of GNp spent on health is a



quantitative indicator of political Co

set the target of at least 5
: per cent
country’s GNP on health care. Howeyer f:giean:;:zunrgs g::::tc;
health anq family welfare (36), What is

Ieadership which
5
develcpmeni. and not merely

Patterns are to be

Mmitment, The WHO has

economic development.
changed, then changes
political system jn any

in pegBlg.s-ﬁ.rorking and |

__SHealth Services

life at birth, there is no significant correlation between medical
density and expectation of life at birth (38)

expect from an effective health service is good care (37), The
epidemiological perspective emphasizes that health services,
no matter how technically elegant or cost-effective, are

ultimately pertinent only if they improve health (39).
geing of the population

By the year 2020, the world will have more than one billion
people aged 60 and over, and more than two-thirds of them
living in developing countries. Although the elderly in many
countries enjoy better health than hitherto, a major concern of
rapid population ageing is the increased prevalence of chronic
diseases and disabilities, both being conditions that tend to

accompany the ageing process and deserve special attention.
< Gender

The 1990s have witnessed an increased concentration on
women's issues. In 1993, the Global Commission on Women's
Health was established. The commission drew up an agenda
for action on women’s health covering nutrition, reproductive
health, the health consequences of violence, ageing, lifestyle
related conditions and the occupational environment. It has
brought about an increased awareness among policy-makers
of women's health issues and encourages their inclusion in all
development plans as a priority.

. Other factors

We are witnessing the transition from post industrial age to an
information age and experiencing the early days of two
interconnected revolutions, in information and in
communication. The development of these technologies_ offers
tremendous opportunities in providing an easy and’ instant
access to medical information once difficult to retrieve. It
contributes to dissemination of information worldw:d_e, serving
the needs of many physicians, health professionals, blqmedlca]

scientists and researchers, the mass media and the public.

ECOLOGY OF HEALTH

Other contributions to the health of population derive from
systems outside the formal health care system, i.e., health
related systems (e.g., food and agriculture, education,
industry, social welfare, rural development) as well as
adoption of policies in the economic and social fields that
would assist in raising the standard of living. This would
include employment opportunities, increased wages, prepaid
medical programmes and family support systems.

In short, medicine is not the sole contributor to the health
and well-being of population. The potential of intersectoral

contributions to the health of communities is increasingly
recognized.

Acomcv OF HEALTH)

Ecology is a key word in present-day health philosophy. It
comes from the Greek “Oikos” meaning a house. Ecology is
defined as the science of mutual relationship between living
organisms and their environments. Human ecology is a subset
of more general science of ecology.

A full understanding of health requires that humanity be
Seen as part of an ecosystem. The human ecosystem includes
in addition to the natural environment, all the dimensions of
the man-made environment — physical, chemical, biological,
psychological: in short, our culture and all its products (40).
Disease is embedded in the ecosystem of man. Health,
according to ecological concepts, is visualized as a state of
dynamic equilibrium between man and his environment.

By constantly altering his environment or ecosystem by
such activities as urbanization, industrialization, deforestation,
land reclamation, construction of irrigation canals and dams,
man has created for himself new health problems. For
example, the greatest threat to human health in India today is
the ever-increasing, unplanned urbanization, growth of slums
and deterioration of environment. As a result, diseases at one
time thought to be primarily “rural” (e.g., filariasis) have
acquired serious urban dimensions. The agents of a number of
diseases, for example, malaria and chikungunya fever, which
were effectively controlled have shown a recrudescence. The
reasons for this must be sought in changes in the human
ecology. Man's intrusion into ecological cycles of disease has
resulted in zoonotic diseases such as kyasanur forest disease,
rabies, yellow fever, monkeypox, lassa fever, etc. The Bhopal
gas ftragedy in 1984 highlights the danger of locating
industries in urban areas. The nuclear disaster in Soviet Russia
in April 1986 is another grim reminder of environmental
pollution. Construction of irrigation systems and artificial
lakes has created ecological niches favouring the breeding of
mosquitoes and snails. In fact, ecological factors are at the
root of the geographic distribution of disease. Therefore it has
been said that good public health is basically good ecology.

Some have equated ecology with epidemiology. The main
distinction between epidemiology and ecology is that while
epidemiology is the study of the relationship between
variations in man's environment and his state of health (or
disease), ecology embraces the interrelationship of all living
things. In this regard, epidemiology constitutes a special
application of human ecology or that part of ecology relating
to the state of human health (41).

It is now being increasingly recognized that environmental
factors and ecological considerations must be built into the
total planning process to prevent degradation of ecosystems.
Prevention of disease through ecological or environmental
manipulations or interventions is much safer, cheaper and a
more effective rational approach than all the other means of
control. It is through environmental manipulations that
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RIGHT TO HEALTH
s ona be
Historically, the right to hvull? wml. onu;lxifc;hgilgi :uomld
I 1 g S 5t co
sroclaimed in the Constitutions of mos coun ] ;
;-12). At the international level, the Umw!baié};{d?;m:g:i;’g
Human Rights established a hrunk!hrough II'{ g Id yf\ o
in Article 25: “Evervone has the right to a standard o

adequate for the health and well-being of himself and his
f:f:;ﬂ:al' The Preamble to the WHO Constitution also
affirms that it is one of the fundamental rights of every hunmﬂn
being to enjoy “the highest attainable standard of health”.
Inherent in the right to health is the right to health or medical
care. Some countries have used the term ‘“right to health
protection” which is assured by a comprehensivg system of
social insurance that provides material security in cases of
iliness or accident, and free medical education, medicaments
and other necessary materials and the right to be cared for by
society in old age and invalidity (42).

In an increasing number of societies, health is no longer
accepted as a charity or the privilege of the few, but demandt?d
as a right for all. However, when resources are limited (as in
most developing countries), the governments cannot provide all
the needed health services, Under these circumstances the
aspirations of the people should be satisfied by giving them
equal right to available health care services (4.3).

The concept of “right to health” has generated so many
questions, viz. right to medical care, right to responsibility for
health, right to a healthy environment, right to food, right to
procreate (artificial insemination included), the right not to
procreate (family planning, sterilization, legal abortion), rights
of the deceased persons (determination of death, autopsies,
organ removal) and the right to die (suicide, hunger strike,
discontinuation of life support measures), etc. Many of these
issues have been the subject of debate. Itis left to the lawyers,
ethicists and phusicians to formulate a general outline of what
is acceptable and what s Unacceptable in human society,

RESPONSIBILITY FOR HEALTH

1. Individual responsibility

Although health is now recognized a fundamental human
right, it Is essentially an individual responsibility. It is not a
commodity that one individual can bestow on another. No

Self care in health

A recent trend in health care s self care (44). It |s defined
as “those heatth-generaling activities that are undertaken by
the persons themselves” (45). It refers to those activities

mdividuals undertake in P"”“"”“Qm
e :

w
woventing thelr own disease, ““_”lim_l their own ”Fﬂm}?‘!n\
prov ina thelr own health. These activities are uri oy
fustor r:!l yolesslonal assistance, although lmIM"T“al,ah’l
wmmllnilw technical knowledge and  skills, The . %
in:‘:;:{r:::“ of self care Is its non-professional, nonnhureﬁuq
:ll:)lrl-i’r'ndl-lsirlul character; Its natural place in socia) life quf"R

self care activities co_mpris:e observance of simple i
huf::\r!l[our relating to diet, tsleepl. leerc::m, Weight, alc:‘h:
smoking and drugs. Others l?i;i IL }? t‘;’_ﬂflcn to Penow
hygiene, cultivation of healthfu X al m,. and Jifer \
submitting onesell to Selectilve me mg examination, an{
screening; accepting Im‘munization and carrying o olhg
specific disease-prevention measures, reporting carly yj
sick and accepting treatment, undertallnng measures e
prevention of a relapse or of the spread of th’e diSEase,
others, To these must be added family planning Which ¢
essentially an individual responsibility.

The shift in disease patterns from acute to chronie dis
makes self care both a logical ngcessuy and an app'ODriah
strategy. For example, by teaching patients self care (g, ;
recording one's own blood pressure, examinah?n of urine foe
sugar), the burden on the official health services would b,
considerably reduced. In other words, health must begin wig

the individual. '

2. Community responsibility

Health can never be adequately protected by healty
services without the active understanding and involvemeny of
communities whose health is at stake. Until quite recently,
throughout the world, people were neglected as a health
resource; they were merely looked Uupon as sources of
pathology or victims of pathology and consequently as
“target” for preventive and therapeutic services. This negative
view of people’s role in health has changed because of the
realization that there are many things which the individual
cannot do for himself except through united community efforf.
The individual and community  responsibility are
complementary, not antithetical, The current trend is to
“demedicalize” health and involve the communities in a
meaningful way. This implies a more active involvement of
families and communities in health matters, viz, planning,
implementation, utilization, operation and evaluation of

People. The concept of primary health care centres round
people’s participation in their own activities. The Village
Health Guides' scheme in India, launched in 1977, is an
example of community participation,

There are three ways in which a community can participate
(47): (i) the community can provide in the shape of facilities,
manpower, logistic support, and possibly funds (ii) it also
means the community can be actively involved in planning,
management, and evaluation, and (i) an equally important
contribution that people can make js by joining in and using
the health services. This is particularly true of preventive and
protective measures. Further, no standard pattern  of
community participation can be recommended since there is a
wide range of economic and socjal problems, as well as
political and cultural  traits among  and  within the
communities, What is essential s flexibility of approach,

However, community involvement is not easy to obtain as
extensive experjence has indicated (48). The traditional
Indian society is cut across on rigid religion and caste lines,
and appropriate role for each caste aroup has been a serious
obstacle in securing complete community participation (49).

-
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Kerala has ¢ |
Sevdopent, high level of Lharacteristics of indicators
Indicators have been given scientific respectabiliy,
example ideal indicators "y

a. should be wvalid, i.e., they should actually Meagy,

what they are supposed to measure:

should be reliable and objective, j ¢ the 5
should be the same if measured by differen; pe::i:ef’
similar circumstances; in

Studi :
simultaneously reinforce

standing programmes lation but also developed a c. should be sensitive, i.e., they should be sensitiy
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poor countries, but requires major political an f. should be relevant, i.e., they should contribute to the

understanding of the phenomenon of interest.

But in real life there are few indicators that comply with
these criteria. Measurement of health is far from simple. No
existing definition (including the WHO definition) contajng
criteria for measuring health. This is because health, [is
happiness, cannot be defined in exact measurable terms. Jis

commitment (32). .
EALTH DEVELOPMENT

Health development is defined as “the process of
[ continuous progressive improvement of the health status of a
population” (54). Its product is rising level of humal? well-
being, marked not only by reduction in the burden of disease,

but also by the attainment of positive physical and mental
health related to satisfactory economic functioning and social
integration (55).

T ncept of he elopment as distinct from the
prﬁwﬁﬁﬂﬁéh}vsmﬁ& of recent policy
thinking. It is [based on the fundamental principle that
governments have a responsibility for the health of their
people and at the same time people should have the right as
well as the duty, individually and ¢ lectively to participate in

the development of their own health,

presence or absence is so largely a matter of subjective
judgement. Since we have problems in defining health, ye
also have problems in measuring health and the question is
largely unresolved. Therefore, measurements of health have
been framed in terms of illness (or lack of health), the
consequences of ill-health (e.g., morbidity, disability) and
economic, occupational and domestic factors that promote
ill-health — all the antitheses of health.

Further, health is multidimensional, and each dimension is
influenced by numerous factors, some known and many
unknown. This means we must measure health
multidimensionally. Thus the subject of health measurement is

a complicated one even for professionals. Our understanding
of health, therefore, cannot be in terms of a single indicator: it
must be conceived in terms of a profile, employing many

component of economic development programmes. The
UNDP has also shown a growing interest in health
development, as has the World Bank.

Mortality indicators

Morbidity indicators

Disability rates

Nutritional status indicators

Health care delivery indicators
Utilization rates

Indicators of social and mental health
Environmental indicators

2 Socio-economic indicators

- 10, Health policy indicators

‘ , indicators are onl an indicati 1. M
given Asituation or a reflection of that siy i S inta \I)Mﬁrtglily lluiicators

the(‘?@igqe“dmmmi@i This is considered a fair indicator of

changes. Often they . bomparatlve health of the people. It is defined as the
Cor'::mer IOf deaths. per 1000 Population per vear in a given
Stric“unsly. I{: indicates the rate at which people are dying.
numbzr cﬂeg Ing, health should not be measured by the
Countries, th caths that occur in a community. But in many
of health i {;'"“de death rate is the only available indicator
usefulness of then used for international comparison, the
influenceq 1 € crude death rate s restricted because it is
Although noty the age-sex composition of the population.
eath rap a perfect measure of health status, a decrease in
¢ Provides a good tool for assessing the overall

ICATORS OF HEALTH

A question that is often raised is: How healthy is a given
community ? Indicators are required not only to measure the
health status of a community, but also to compare the health
status of one country with that of another; for assessment of
health care needs: for allocation of scarce resources; and for A
monitoring and evaluation of health services, actiui‘lies and
programmes. Indicators help to measure the extent to \;.;hich
the objectives and targets of a Programme are being attained,

are used particularly when these changes c
directly, as for example health or nutritional statys (55)

There has been some confusion over termi
nology:
indicator as compared 1o health index [plural:gi!’:\d}ll(;:lg:
been suggested that in relation g health

trends, the term indicator is to be preferred 10 index



INDICATORS OF HEALTH

geah}? i;anouement in a po il
eaths in the population i i g e
s an obvio ici
h | us goal of
ea_!th.care. ar'!d success or failure to do so is amedlcme s
nation's commitment to better health Stprie ot

_Ab) Expectation of life : Lj
=, : Life expectancy at birth is *
f::;ewfge numlbe_r of vears that will be lived b!; tis:mn:nrl.je“-ll)}::urlb lt'he
eo'i"p?_?;' ation if the current age-specific mortalit;?ltW
persist . Lile expectancy at birth is highly influenced byaﬂ?:
hat is hig_h, Life expectancy at the
ence of infant mortality, and life
5 tna:;‘clut:les the influence of child
: i at birth is used most fre
(58). It is estimated for both sexes separately. An incr?;:: lllﬁ

the expectation of life j
_ e is regard i 1
improvement in health status, Pl ey o e

pulation. Reducin

expectancy at the age of
mortality. Life expectancy

Life expectancy i indi
: Y Is a good indicator of socio-economic
icievelog:ment in general, As an indicator of long-term survival
dcan e considered as a positive health indicator. It has been
a Opte}as a global health indicator.

;ﬁ'&%ﬁ?‘;sﬁegﬁf fieat!j rates : Dea_th rates can be expressed

ge groups in a population which are defined by
age. An age~spectf:c death rate is defined as total number of
deaths occurring in a specific age group of the population
(e.g. 20-24 years) in a defined area during a specific period
per 1000 estimated total population of the same age group of
the population in the same area during the same period.

Ad) Infant mortality rate : Infant mortality rate is the ratio of
deaths under 1 year of age in a given year to the total number
of live births in the same year; usually expressed as a rate per
1000 live births (57). It is one of the most universally accepted
indicators of health status not only of infants, but also of
whole population and of the socio-economic conditions under
which they live. In addition, the infant mortality rate is a
sensitive indicator of the availability, utilization and
effectiveness of health care, particularly perinatal care.

hild mortality rate : Another indicator related to the
overall health status is the early childhood (1-4 years) mortality
rate. It is defined as the number of deaths at ages 1-4 years in a
given year, per 1000 children in that age group at the mid-point
of the year concerned. It thus excludes infant mortality.

Apart from its correlation with inadequate MCH services, it
is also related to insufficient nutrition, low coverage by
immunization and adverse environmental exposure and other
exogenous agents. Whereas the IMR may be more than
10 times higher in the least developed countries than in the
developed countries, the child mortality rate may be as much
as 25 times higher. This indicates the magnitude of the gap
and the room for improvement.

Under-5  proportionate mortality rate : It is the proportion
of total deaths occurring in the under-5 age group. This rate can
be used to reflect both infant and child mortality rates. In
communities with poor hygiene, the proportion may exceed_ﬁo
per 1000 live births. In some European countries, the proportion
is less than 2 per 1000 live births. High rate reflects high birth
rates, high child mortality rates and shorter life expectancy (27).

Adult mortality rate : The adult mortality rate is defined as
the probability of dying etween the age of 15 and 60 years per
1000 population. The adult mortality rate offers a way to ana]]g;e
health gaps between counfries in thg main working groups. { e
probability of dying in adulthood is greater ft_)r men than for
women in almost all countries, but the variations between
countries is very large. In Japan, less than 1 in 10 men (anddl in
20 women) die in these productive age group, compared fo
almost 2-3 in 10 men (and 1-2 women) in Angola (59).

/ﬂﬂ'ﬁdatemal (puerperal) mortality rate ; Maternal (puerperal)

mortality accounts for the greatest proportion of deaths among
women of reproductive age in most of the developing world.
There are enormous variations in maternal mortality rate
accordiqg to country’s level of socio-economic status.

il Disease-specific mortality rate : Mortality rates can be
computed for specific diseases. As countries begin to extricate
themselves from the burden of communicable diseases, a
num}:er of other indicators such as deaths from cancer,
cardiovascular diseases, accidents, diabetes, etc have
emerged as measures of specific disease problems.

ﬁrpropo:[jlioﬁmqﬂality rate : The simplest measure of
estimating the burden of a disease in the community is
proportional mortality rate, i.e., the proportion of all deaths
f:urrently attributed to it. For example, coronary heart disease
is the cause of 25 to 30 per cent of all deaths in most western
countries. The proportional mortality rate from communicable
diseases has been suggested as a useful health status
indicatg_r; it indicates the magnitude of preventable mortality.

_~{K) Case fatality rate : Case fatality rate measures the risk of

persons dying from a certain disease within a given time

period. Case fatality rate is calculated as number of deaths

from a specific disease during a specific time period divided

by number of cases of the disease during the same time
period, usually expressed as per 100. The case fatality rate is
used to link mortality to morbidity. One function of the case
fatality rate is to measure various aspects or properties of a
disease such as its pathogenicity, severity or virulence (60). It
can also be used in poisonings, chemical exposures or other
short-term non-disease cause of death.

{H’_?g_aﬁ,gf  potential life lost (YPLL) : Years of potential life
lost is based on the years of life lost through premature death.
It is defined as one that occurs before the age to which a dying
person could have expected to survive (before an arbitrary
determined age, usually taken age 75 years). A 30 year old
who dies in a road accident could theoretically have lived to
an average life expectancy of 75 years of age; thus 45 years of
life are lost.

Mortality indicators represent the traditional measures of
health status. Even today they are probably the most often
used indirect indicators of health. As infectious diseases have
been brought under control, mortality rates have declined to
very low levels in many countries. Consequently mortality
indicators are losing their sensitivity as health indicators in
developed countries. However, mortality indicators continue
to be used as the starting point in health status evaluation.

Mrbidity indicators

To describe health in terms of mortality rates only is
misleading. This is because, mortality indicators do not reveal
the burden of ill-health in a community, as for example mental
illness and rheumatoid arthritis. Therefore, morbidity
indicators are used to supplement mortality data to describe
the health status of a population. Morbidity statistics have also
their own drawback: they tend to overlook a large number of
conditions which are subclinical or inapparent, that s, the
hidden part of the iceberg of disease.

The following morbidity rates are used for assessing
ill-health in the community (61).

~a, incidence and prevalence
b. notification rates
A . attendance rates at out-patient departments,
“ health centres, etc.
- admission, readmission and discharge rates

d:
o duration of stay in hospital, and
f. spells of sickness or absence from work or school.
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» pe indicators _ !
o E;]ﬂuf\i—:.l}nﬁﬁc;r of days of restricted activity

ii) Bed disability days
iii) Work-loss days (or s
specified period
b) Person-type indicators
o i) Limitation of mobility: For e;amgle._ conﬁped to beci(i
confined to the house, special aid in getting aroun
either inside or outside the house. -
ii) Limitation of activity: For exam;:lvle. _hr_mtatton to
perform the basic activities of daily _lwmg (AD_L}—
e.g., eating, washing, dressing, going to toilet,
moving about, etc; limitation in major activity, e.g.,
ability to work at a job, ability to housework, etc.
HALE (Health-Adjusted Life Expectancy) : The name
of The indicator used to measure healthy life expectancy has
been changed from disability—adjusted life expectancy (DALE)
to health-adjusted life expectancy (HALE). HALE is based on
life expectancy at birth but includes an adjustment for time
spent in poor health. It is most easily understood as the
equivalent number of years in full health that a newborn can
expect to live based on current rates of ill-health and mortality.

Quality-adjusted life years (QALY) : QALY is a
measure of disease burden including both the quality and
quantity of life lived. It is used in assessing the value for
money of a medical intervention. The QALY is based on the
number of years of life that would be added by intervention.
Each vear in perfect health is assigned a value of 1.0 down to
a value of 0.0 for death, i.e. 1 QALY (1 year of life x 1 utility
value = 1 QALY) is a vear of life lived in perfect health. Half a
year lived in perfect health is equivalent to 0.5 QALY (1 year
x 0.5 utility value).

Disability-free life expectancy (Syn : active life
expectancy) : Disability-free life expectancy (DFLE) is the
average number of years an individual is expected to live free
of disability if current pattern of mortality and disability
continue to apply (63). :

Disability-adjusted life years (DALY) : DALY is a
measure of overall disease burden, expressed as a number of
years lost due to ill-health, disability or early death. Originally
developed by Harvard University for the World Bank in 1990,
the WHO subsequently adopted the method in the year 2000.
The DALY is becoming increasingly common in the field of
public health and health impact assessment. The Global

Burden of Disease project combines the impact of premature
mortality with that of disability. It captures the population
impact of important fatal and non-fatal disabling conditions
through a single measure. The major measure used is
disability-adjusted life years (DALYs) which combines (59) :

= years of lost life (YLL) - calculated from the number

of deaths at each age multiplied by the expected

remaining years of life according to a global standard
life expectancy

- years lost to disability (YLD) where the number of
incident cases due to injury and illness is multiplied

commonly u
_rype indicatcl's

chool-loss days) within a

the average duration hof the diseage a
iahting factor reflecting the severity of the 4. ° &
\(;v::g scale from O (perfect health) to 1 (deaq), l

It is calculated by formula : DALY = YLL + YLD
DALY relies on an acceptance that the

by

a F-’l;};;riate measure of the effects of the chronic illn&r::.‘
tiF::'te. One DALY, therefore, is equal to one year of healthyg

pectancy statistics are used as a sty

life ex
lost. Japanese Il eath, as Japanese have the |°nm‘

for measuring premature d
life expectancy. ) b
n reveal surprising things about a populagja..
he:ft?%—\;o{r:aexamp]e‘ the 1990 WI—!O report indicated m::‘g
out of 10 leading causes of dlsa_tnhty were  psychiy,
conditions. Psychiatric and neurolqg:cal c9ndm_0ns acco
for about 28 per cent of years lived with disability, bt
accounts for only 1.4 per cent of all deat'hs and 1.1 per centof
vears of life lost. Thus they have a hugev impact on populatigy.
A crucial distinction among DALY studies is thala use of "sogja]
weighting”, in which the value of each year of life depends %
age. Commonly, vears lived as a young adult are valued More
highly than years spent as a young child or older adl‘ms‘ This
weighting system reflects societie's interest in prgdu_ctwity and
receiving a return on its investment in upbringing of the
children. The effects of the interplay between life expectancy
and vears lost, discounting, and social weig_hting are complex,
depending on the severity and duration of illness.

4. Nutritional status indicators
Nutritional status is a positive health indicator. Three
nutritional status indicators are considered important as
indicators of health status. They are (58) :
a. anthropometric measurements of preschool children,
e.g., weight and height, mid-arm circumference;
b. heights (and sometimes weights) of children at school
entry; and
c. prevalence of low birth weight (less than 2.5 kg).

}Héalth care delivery indicators

The frequently used indicators of health care delivery are:
a. Doctor-population ratio
b. Doctor-nurse ratio
c. Population-bed ratio

d. Population per health/subcentre. and
e. Population per traditional birth attendant.

These i.ndit_:ators reflect the equity of distribution of health
resources in different parts of the country, and of the provision
of health care.

6. Utilization rates

In order to obtain additional information on health status,
thg_ext_ent of use of health services is often investigated.
Utilization gf services — or actual coverage - is expressed as
the Proportion of people in need of a service who actually
receive it in a given period, usually a year (568). It is argued
that utlhzatlon_ rates give some indication of the care needed
by al Population, and therefore, the health status of the
Ezﬁra;non.flhn other words_. a relationship exists between
ueat on o ea!th care services and health needs and status.
availabil‘i:?re %tillzam)p is also affected by factors such as
Svala d.y' an accessnbllqy of health services and the attitude
2 n individual towards his health and the health care system.

few examples of utilization rates are cited below:

a. proportion of infants who are “fully i s e
the 6 EPI diseases. vy immunized” against



b. pro 1 ! o _
:'m:n(ru'iof:‘aii '[’I']:':"‘;l‘i‘ll:{i women who recaive antenntal
AL Hr delive ) '
birth attendant, eries supervised by @ trained
€. percentage of the popy| 1
of farally planning? Pulation using the various methody
d. bed OCCupancy rate (f.e
census/average number of beds)
e. average length of sia h
AEhraan o y (l.e., days of care rendered/
[1:I bed turn-over ratio (i.e., dlschargesa’uwrage beds),
o N;(; ?)l;o:e lisldw neither e_xh'austive nor all<inclusive, The
L indic:t?)?fg c?i(rjegtepetrdmg upon the services provided,
5@ attention away from the biologic
¥ ‘ i ' al
asp:._us of diaea_se N a population towards the diqcharg%e of
social responsibility for .

e the organization in delivery of health
A&tors of social and mental health
As long as valid positive indicators of social and mental
hea_lth are scarce, it is necessary to use indirect measures, viz
indlf:ators of social and mental pathology. These inc‘lud;
suicide, homicide, other acts of violence and other crime:
road traffic accidents, juvenile delinquency; alcohol and drué
abuse; smoking; consumption of tranquillizers; obesity, etc
(68). To these may be added family violence, battered-baby
and battered-wife syndromes and neglected and abandoned

yoyth in the neighbourhood. These social indicators provide a
guide to social action for improving the health of the people.

8. Environmental indicators
Environmental indicators reflect the quality of physical and

biological environment in which diseases occur and in which
the people live. They include indicators relating to pollution of
air and water, radiation, solid wastes, noise, exposure to toxic
substances in food or drink. Among these, the most useful
indicators are those measuring the proportion of population
having access to safe water and sanitation facilities, as for
example, percentage of households with safe water in the
home or within 15 minutes' walking distance from a water
standpoint or protected well; adequate sanitary facilities in the
home/pr immediate vicinity (58).

/gocio-ecouomic indicators
These indicators do -not directly measure health,
Nevertheless, they are of great importance in the
interpretation of the indicators of health care. These include :
& rate of population increase
. per capita GNP
& level of unemployment
,d. dependency ratio
literacy rates, especially female literacy rates
family size
/g( housing: the number of persons per room, and
per capita “calorie” availability.

average daily in-patient

107 Health policy indicators

The single most important indicator of r.':'olitical
commitment is “allocation of adequate resources”, The
relevant indicators are: (i) proportion of GNP spent on health
services (ii) proportion of GNP spent on heallh—lrela?tezll
activities (including water supply and sanitation, housing an ;
nutrition, community development) and (iii) proportion o
total health resources devoted to primary health care.

11-Andicators of quality of life

i idi have been
Increasingly, mortality and morbidity data ‘
questioned agsyto whether they fully reflect the health status of
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o population. The pravious emphasis on using inerensed life
@xpactancy nu an Indieator of health 18 no longer considered
adequate, wnpeclally In developed countries, and attention
has shifted more towards concern about the quality of life
enjoyed by Individuals and communities, Quality of life s
difficult to define and even more difficult to measure (see
page 16). Varlous attempts have been made o reach one
composite index from a number of health Indicators. The
physical quality of life Index 1s one such Index (see page 16).
It consolidates three Indicators, wviz, Infant maortality, life
expectancy at age one, and literacy, Obviously more work is

yd to develop Indicators of quality of life,

. Other indicators series

ySoclal Indicators : Soclal Indicators, as defined by the
United Nallons Stafistical Office, have been divided into
12 categories: population; family formation, families and
households; learning and educational services; earning
activities; distribution  of income, consumption, and
accumulation; soclal securily and welfare services; health
services and nutrition; housing and its environment; public
order and safety, time use; leisure and cullure; social
stratification and mobility (64),

Ab] Basic needs Indicators ; Basic needs Indicators are used
by ILO. Those mentioned in “Basic needs performance” (65)
include calorie consumption; access to water; life expectancy;
deaths due to disease; illiteracy, doctors and nurses per
population; rooms per person; GNP per capita.

Health for All Indicators : For monitoring progress
towards the goal of Health for All by 2000 AD, the WHO has
listed the following four categories of indicators (Table 2)

~“TABLE 2
q Indicators selected for monitoring progress
towards “Health for All"
tellftelatidl

,{'17 Hem'th polley Indlcators:
~ political commitment to Health for All
resource allocation

the degree of equity of distribution of health services
community involvement
organizational framework and managerial process

1

@

Soclal and economie Indicators related to health:
= rate of population Increase

~ GNP or GDP

~ Income distribution

~ work conditions

~ adult literacy rate

~ housing

~ food availability

(3)-Andicators for the provision of health care:
~ avallability
~ accessibility
~ ufilization
~ quality of care

ealth status indlcators:
~ low birth weight (percentage)

~ nutritional status and psychosacial development of
children

~ Infant mortality rate

~ child mortality rate (1-4 years)

~ life expectancy at birth

~ malternal mortality rate

~ disease specific mortality

~ morbidity - Incldence and prevalence
« disability prevalence

Source (58)
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! lated Millenniuim Development Gok

Health-related Mitienii nd Sl =

I - T k-

[t me poverty and ;

GM:::IiL :Er “d-;w;;:v:?enm of underweight children under five year

Indicator: 4.
5 ;::]f:rﬂon of population below minimum level of

dietary energy consumption

pal health. The ;
e glo oss are listed in Table 3.

ils, and Indicators

| lity
oal: 4. Reduce child morta
e Indicator: 13. Under-five mortality rate

14. Infant mortality rate .
15. Proportion of 1-year-old children immunized against

measles

Goal: 5. Improve maternal health 3
i :16. Maternal mortality ratio
i 17. Proportion of births attended by skllled_ health

personnel

Goal: 6. Combat HIV/AIDS, malaria and other diseases
Indicator: 18. HIV prevalence among voung people aged 15 to 24
ears
19. {s.":ondom use rate of the contraceptive prevalence rate
. 20. Number of children orphaned by HIV/AIDS
. 21. Prevalence and death rates associated with malaria
I 22. Proportion of population in malaria-risk areas using
effective malaria prevention and treatment measures
23. Prevalence and death rates associated with
tuberculosis
| 24. Proportion of tuberculosis cases detected and cured
under Directly Observed Treatment, Short-course
(DOTS)

J

]J Goal: 7. Ensure environmental sustainability

| Indicator: 29. Proportion of population using solid fuel

| Indicator: 30. Proportion of population with sustainable access to
an improved water source, urban and rural

I Indicator: 31. Proportion of urban population with access to
improved sanitation

} Goal: 8. Develop a global partnership for development
Indicator: 46. Proportion of population with access to affordable
i - essential drugs on a sustainable basis

Source : (66)

The search for indicators associated with or casually
related to health continues. It will be seen from the above that
there is no single comprehensive indicator of a nation's health,
Each available indicator reflects an aspect of health. The ideal
index which combines the effect of a number of components
measured independently is yet to be developed. While the
search for a single global index of health status continues, the
use of multiple indicators arranged in profiles or patterns
should make comparisons between areas, regions and nations
possible (67). In the last few decades, attention has shifted
from reliance on economic performance (e.g., GNP or GDP)

towards other ways of measuring a society's performance and
quality of life,

DEVELOPED AND DEVELOPING REGIONS

The world today is divided into developed and developing
regions on the basis of some common features shared by
them. The former is represented by countries such as USA and
UK, and the latter by countries such as India, If one defined
development as the organization of society to provide
adequate housing, food, health services, education and

- - e majority of people, then many devehm

— R ———

ant for th :
employn]i rm wide of the mark. Social medicine is COnCan:}
s at exist among countries. This js be,

arities th ) cay
wni:orﬂzgnomic factors and health problems are Interlinke:
socio-

An account of these disparities is given below:

1. Social and economic characteristlcnu

. in the developing countries live in rury) ,,
andMﬂs;a%egﬂﬁ;- There is a rigid hierarchy and class S'fuc:ire

oulded by tradition and Iong—st'amflmg customs. The famik,‘
g}ten a joint family, is a strong binding force. People depe
mainly on agriculture 'and there is a lack_oi ail;m,mi,.re
employment opportunities. The GNP per capita ranges fron
US $ 200 to 6000 in most developing countries.
production and consumption per capita are_low. Thgy have a5
economic potential which is not fully reallzeq;_thls refers 4,
unemployed labour, natural resources and fgrnhty of the se)
Science and technology are not fully applied. The leye|
literacy is low — it averages .only §7 per cent in the |gaq
developed countries. The quallty.c?f_llfe is poor because of the
scarcity of essential goods, facilities and mon‘ey.'There i
isolation caused by distance, poor communications ang
transport facilities. The environment is unfa_n‘murable
predisposing to communicable diseases and malnutrition, The
vast majority of people are not able to pay for medica)
services. There is a long tradition of free medical seryices
provided by the State.

In the developed countries, most people (8 out of 10) are
urban residents. Urban life differs from that in the villages by
being more impersonal. Women are economically employed.
Agriculture is second to industry. Great use is made of
scientific disciplines. The standard of living and quality of life
are high. The GNP per capita ranges from US $ 5000 to
40,600 in most developed countries. The adult literacy is
almost universal.

2. Demographic characteristics

Population growth and changes have always been a central
issue in community medicine. These changes have an impact
on economic and social conditions and therefore on health
and health care needs. The population of the world was 6.856
billion in the year 2010. About 93 per cent of the world
population lives in developing countries.

The annual global rate of population growth is estimated to
be 1.3 per cent. The advanced countries are failing to
reproduce themselves, with growth rates less than 0.6 per
cent, and some have already achieved zero population growth
rate (e.g., Austria, Belgium, Federal Republic of Germany and
the UK). The rest of the world continues to reproduce at a
prodigious rate. Rates over 2 4 per cent have occurred in
some African (e.g., Nigeria, Zambia, Congo) and Middle East
(e.ga., UAE, Libya, Saudi Arabia, Iraq) countries. In India, the
current growth rate is about 1.76 per cent. These countries are
now facing the population problem,

The _Population in developing countries is a “young”
population; the Proportion of persons under 15 vears of age in
the year 2010 was about 39 per cent in the least developed
countries and 22 in other developing countries compared to

countries, The social and economic backlashes i
distribution are being felt in both Thedbhea of this age



