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PrefaCe

This Report has been prepared in pursuit to a Senior Visiting Fellowship awarded by the Shiv Nadar
University’s Centre for Public Affairs & Critical Theory (C-PACT) (2015-16.)
Having spent over 15 years with the Ministry of Health & Family Welfare, Government of India, I am
conversant with the National Health Policies as well as a wide cross-section of policy papers aimed at
improving the structure and delivery of medical and health care in the country.
Within the health sector there is a large segment of unqualified medical practitioners who have a
widespread presence in almost all parts of the country. Although their role has been referred to in
passing it has never been examined in depth at a policy level.
My work is based upon first hand observations from a small field survey in the district of Panipat
in Haryana and research of published work relating to the medical treatment provided by these
practitioners; also their relationships- in particular with the user public and qualified doctors. The
combination of these two inputs presents a picture of the status of health care in informal settings
and the dependence of poor people on unqualified medical practitioners, despite such practice being
completely illegal.
The report attempts to address the situation arising out of the current dependence of poor people on
such practitioners and analyses why it may not be feasible to either regularize or eliminate them in
the near term but if one could reduce the harm they can do, that in itself would be major step forward.
Ethical clearance for seeking answers to questions and using photographs (with conditions to maintain
anonymity), was obtained from the Ethics committee of the Shiv Nadar University.
In writing this report, broad guidance was sought from Dr Anand Krishnan, Professor of Community
Medicine at the All India Institute of Medical Sciences. It was he who advised me to present the
research and findings in the form of a report instead of positioning it as an academic paper. He also
permitted his student and PhD scholar at AIIMS Dr Giridara Gopal MD to assist me.
The research was facilitated by Shiv Nadar University’s Centre for Public affairs and Critical Theory(CPACT).The Centre organized a Seminar to hear to my broad findings prior to publication and
comment on the strategies put forward. Professor Anand Krishnan (AIIMS) and Professor Rama Baru
(Department of Community Medicine, JNU) were discussants at the Seminar which was attended by
the Vice- Chancellor of SNU, Dr Rupamanjari Ghosh, the C-PACT Director Dr Ajay Dandekar and selected
faculty of SNU. The presence of such a multi-disciplinary group provided a unique platform on which
I could test my research findings and absorb valuable feedback.
Importantly, the Ministry of Health & Family Welfare and in particular the Secretary Health Mr. CK
Mishra and the Additional Secretary Dr AK Panda showed interest in the project and deputed Dr Anil
Kumar in charge of the Clinical Establishments Act from the Directorate General of Health Services to
participate in the Seminar. The Drug Controller (General) India Dr. GN Singh and the Country Director of
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WHO Dr Bekedam kindly deputed their representatives, namely the Deputy Drug Controller Mr Sudipta
Dey and the National Programme Officer from the WHO Country Office Dr Nilesh Buddh. I benefited
greatly from the observations and comments given by these experts. They were alive to the scale of
what was happening and supported the need to steer a policy approach to deal with a phenomenon
which impacted so significantly on the quality of health care received by the poor.
If this study is viewed as an addition to the policy related aspects of managing an important but
disconcerting aspect of the informal health sector and the analysis is used to steer thinking and
action so badly needed, I would feel my effort was justified. This is however a complex subject that
involves interplay between the legal, medical, social and ethical dimensions of health care given to
the poorest sections of society. Only a policy oriented approach can address the health challenges
that beset the poor both in rural India and the urban slums. While it would be easy to disregard the
findings as external to the main priorities set for the health sector,in the face of irrefutable evidence
of what is happening it would be unjust.
The last Chapter –The Way Ahead- lists several strategies that could be adopted in tandem. Each one
has advantages as well as imponderables and the best people to comment on what can be done are
in the State Governments; but unless the Ministry of Health gives a direction, fragmented solutions
may emerge which could either legitimize or demonize the UMPs. Whatever is done (or not done) will
impact poor communities and needs to be thought through. It is also important to recognize that the
unqualified medical practitioners are not one homogenous group and the strategies have to be molded
to suit different scenarios- with the betterment of health services to the most vulnerable sections of
society at the core of decision-making.

SHAILAJA CHANDRA
Senior Fellow at SNU
2015-16
APRIL 2017
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exeCutive summary

Objectives of the Report
The Report encompasses a description of the legal, medical and social aspects of medical practice
by unqualified practitioners and addresses policy options related thereto. These practitioners are
commonly referred to as RMPs (short for Rural Medical Practitioners.) This is a misnomer because
under the law only a person enrolled on the Indian or State Medical Register can be called a Registered
Medical Practitioner (RMP.) Hence the term Unqualified Medical Practitioners- a term that WHO useshas been used in this Report with the acronym UMP.
The findings and strategies in the report are based on a field survey undertaken as a part of the
research project and reinforced by secondary research from published academic papers, articles and
a few newspaper reports. It is supported by a record of interviews with members of the public that
depend on UMPs as well as qualified doctors that utilize the services of UMPs in different ways.
The overarching objective of the report is to present a comprehensive picture of the ground realities
before entering into a discussion on short and medium term strategies that need to be considered,
while being fully aware that there is no perfect solution. The strategies suggested are not without
paradoxes and uncertainties but emanate from the need to protect poor consumers and yet respond to
their felt need to access affordable treatment for relieving sudden, acute medical symptoms.
The objective is not to make a comparison with the functioning of physicians and other practitioners
in the public or private health sector. While it may be argued that without benchmarks to determine
competence or incompetence the functioning of UMPs cannot be judged in isolation, the objective
of the report is to present the dimension of all major issues and give a true picture of how the poor
access medical treatment from the UMPs and the factors which influence their decision. A related
objective is to bring out the interdependencies between the formal and informal providers -seldom
seen- but deeply entrenched.
The report also seeks to highlight some contradictory approaches that exist between several layers of
the health sector and to bring out why health policy-makers have a responsibility to bring clarity to
the prevailing chaos. Most importantly the myth that this is a niche area and unworthy of policy level
intervention is sought to be debunked.

Chapter I: Perspectives and Challenges
This introductory chapter gives the context of the report and shows how the perspectives of major
stakeholders differ widely depending on who is viewing the UMP’s role.
The perspective of parliament is important because the questions MPs ask show the level of
importance that public representative’s accord to a public issue. The Clinical Establishment’s Act
2010 –enacted in 2012- aims at regulating the public and private health sector with an emphasis on
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adherence to standards and the elimination of quackery. That the law has made little headway in terms
of implementation shows the gulf that exists between intention and action.
The legal perspective provides no scope whatsoever for unqualified medical practitioners to be
functioning. And yet, the non-implementation of stated provisions by almost everyone in the regulatory
chain highlights the failure of the health system to check what is happening. Health managers at the
sub-national and sub-state level know what is happening but prefer to look the other way when they
see that political will is absent and their own administrative resources deficient.
To be fair, the indispensability of UMPs and the faith that poor people repose in their ability inhibits
deterrent action being taken, particularly when an equivalent system for providing cheap medication
at the door step is nowhere in sight. An intercountry deliberation recognized that “popular opinion
treated informal practitioners as quacks and illegal providers of health care but they happened to be
trusted and respected members of the community”.
Paradoxically over the years health policy experts have favoured the accreditation of UMPs even as
professional bodies have overtly pushed for punitive action. These contradictions present enormous
challenges for those who make policy. At least two state Governments have recently favoured training
the UMPs as the less harmful approach and have plans to use them in the public health arena with
some safeguards.
The main challenges that need to be confronted can be summarized with the question: is it better
to stop the most harmful of the practices or continue to ignore a situation which although hugely
disconcerting, seems to have no solutions? These are hard choices but a way out must be found as the
UMP phenomenon has become too widespread to continue to be disregarded.
Most importantly there has to be recognition of what the poor wage earner seeks –easy access,
cheap and effective treatment and the security of going to a person known to the community. These
perceived advantages cannot be easily supplanted by a health systems approach howsoever sound it
may appear, because nothing can match what the UMP offers. Except when the possible dangers of
such an approach are listed and perforce have to be confronted.

Chapter II: Magnitude of Unqualified Medical Practice
This chapter presents the findings of various studies that report on the actual burden of UMPs in
a given population. The dimension is huge and according to a Health Workforce analysis published
in a Report of WHO (Geneva 2016) and based on decoding the census data, the prevalence of UMPs
outnumbers regular doctors. The study has brought out that only 58% of the doctors in urban areas
had a medical degree and only 19% of those in rural areas possessed a medical qualification; among
allopathic doctors, as many as 31.4% were educated only up to secondary school level ; and as many
as 57.3% did not have a medical qualification. These findings only corroborate extensive data already
published by international and national level journals and research papers which have studied the
situation at the state level (Madhya Pradesh) and at the mandal level (in the erstwhile Andhra
Pradesh.)
The chapter highlights how in Ballabgarh, Haryana, a 50 beddded hospital run under the aegis of the
AIIMS’ Centre for Community Medicine offers community health services as a part of its teaching and
research programme, but even so, scores of UMPs in the vicinity practice allopathic medicine and
continue to be sought by the community.

xx
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Included in the Chapter is a spatial representation of the slum bastis (clusters) in Delhi along with the
number of households in each cluster. From this the micro picture of a single camp in one slum cluster
has been presented, together with the number of UMPs that service a small segment of households
within the cluster. Even without extrapolation it is clear that the magnitude of the UMP’s presence is
colossal.

Chapter III & IV: Panipat Survey Results - Quality of Care by Unqualified
Medical Practitioners-Sources of Knowledge
These two chapters are related and give a detailed account of the quality of the medical treatment
provided by the UMPs, the type of patients and range of symptoms they treat, their working
environment and the different layers that exist within the UMPs themselves. Notwithstanding that
the sample was small- just 30 UMPs- an analysis of responses received to a field study conducted
as a prelude to writing the report shows that 80% of UMPs interviewed were 12th pass or below;
66% gained knowledge of new drugs development through private doctors in the vicinity, medical
representatives and chemists and 70% UMPs were storing and administering anti-biotics, steroids
and parenterals. More than 85% of them agreed that they were using around 21 drugs listed in the
questionnaire. These included antipyretics, antiemetics, antacids, painkillers, antispasmodics and a
range of antibiotics. Their sources of information were stated to be medical representatives sent by
pharmaceutical companies, followed by qualified doctors; however in reply to another question about
how they studied the properties of drugs the response was that they relied on books.
The dependence of the poor on UMP treatment has been found to be almost universal but it is a choice
exercised only when specific conditions afflict people. The factors that influence such health seeking
behavior and the sub-strata in which UMPs operate have been described in detail.
Chapter IV is a first-hand account based on the PI’s direct observation of the prevailing situation
and constitutes a narrative of her visits, conversations with the UMPs and the outcome of what she
observed. The account is supported by photographs taken by the author which amplify the findings.
The use of antibiotics, IV fluids, injections has been described as well as the justification given by the
UMPs for claiming to have the competence and the right to carry out medical practice.
During the field study it was also apparent that once the more skilled UMPs begin to operate
independently they try and acquire some sort of medical sounding qualification to impress their
clients and visitors. Despite an array of framed certificates and diplomas from professional sounding
institutions and “technical Universities” the UMPs possess no formal recognized qualification which
permits them to practice medicine. They are not registered with any government authority and operate
outside any kind of regulation. The fact that the UMPs use modern (allopathic) medicine without any
recognised formal education or training has been written upon in detail . The poor depend on them
regardless of their “qualifications” which they do not understand. What the patients seek is “effective”
medication which for uneducated clients means fast acting drugs and injections and IV fluids which
UMPs provide on demand.
This poses a dilemma: can any Government overlook and by inference encourage this approach? The
poor have their own logic but to protect them is a public responsibility. The question arises: should
the UMPs be trained not to do certain things which can be identified as being the most dangerous?
But will such training stop them from using their skills which include use of parenterals? When they
have learnt the trade from regular, qualified doctors who themselves are reported to over-medicate
and acquiesce to patient pressure for injections it is uncertain whether UMPs will abandon the most
remunerative slice of their trade.
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Chapter V: The UMP–Small Cog in a Big Wheel
This Chapter is a first-person account of a series of interactions the PI had with the dominant players
that relate with UMPs. It was important to ask questions to these two groups –that section of the
public that uses the UMPs services and the doctors who have dealings with or are aware of the doctorUMP interdependencies. From an expediency viewpoint answers were sought from slum dwellers that
lived in a nearby Delhi slum and earned daily wages as masons, painters and labourers and who were
still connected with their families in villages in Rajasthan and Bihar.
Likewise it was convenient to locate and speak to doctors who ran small nursing homes and clinics
in smaller urban pockets around Delhi to understand their interaction with and dependence on UMPs.
The responses given by both these groups highlight the considerations that prevail when decisions
are taken by patients, care-givers but also by qualified doctors even as they use the UMPs to serve
their needs.

Chapter VI: Parliamentary Perspective on Quackery.
In the last 8 years just 14 questions were asked in parliament seeking information on the estimated
number of quacks in the population and the number of people affected by their practice. The questions
also related to what steps the government has taken to control this problem in the community. The
government response has invariably been that it is aware of the presence of quacks in different parts
of the country but there is no centrally maintained database on quacks. There is also no separate law
to prevent quackery; further the power to take action against quacks is vested with the State Medical
Councils.
The present approach of legislators and the executive have favoured taking punitive action. Their
preference can be gauged from the enactment of the Clinical Establishments Act 2010 –which was
intended to regulate the private sector through a requirement to register all premises –even single
doctor clinics, so that all establishments followed the prescribed standards -with the aim of ending
quackery.
However the subject has received very little attention having been relegated to the State Governments
and the State Medical Councils to take responsibility and mount action. This raises issues of how the
public interest and public safety are addressed at a legislative forum and the follow through at the
state level which seem to be at complete variance.

Chapter VII: Health Policy and Unqualified Medical Practitioners
The Chapter lists references to UMPs in the policy documents-(they are referred to as RMPs there) and
the recommendations made by expert committees about how the unqualified practitioners should be
utilised. The documents which were reviewed include the Health Policies of 2002 and 2017, the report
of the National Commission on Macro-economics and Health, the NRHM framework 2005, the approach
of the Clinical Establishments Act 2010, the 12th Five year plan, and the High Level Expert Group’s
report on Universal Health Coverage.
The chapter also refers to a relatively recent discussion among senior officers at the highest
interdepartmental co-ordination and policy formulation forum in the Central Government -the
Committee of Secretaries- in the context of fake medical degree rackets. Although the proliferation
of such unrecognised medical degrees results in giving unqualified practitioners legitimacy, the more
worrying aspect is the fact that public awareness is so poor that stopping fake degree rackets will not
end the problem. The medical practice by unqualified practitioners was not the primary focus of the
discussion and the line taken at that meeting favoured taking punitive action against fake medical
degree rackets. What should be done about the existing and future products of such educational frauds
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still begs attention.
Meanwhile a range of policy planning forums has advocated the necessity of training and utilizing the
UMPs but no one has advised what the course of action should be.
The Chapter brings out how the regulation and enforcement against UMPs and their training and
accreditation cannot be endorsed simultaneously and how a vacillating approach can confuse those
that function at the ground level.

Chapter VIII: How Professional Groups view UMPs; Contemporary Court Orders.
In this Chapter, the example of Delhi has been examined as a compact representative area to understand
how the State Medical Councils function. The response of the Delhi Medical Council a statutory agency
directly responsible for oversight of the provisions of the Act and inter alia dealing with medical
practice by unqualified people has been recounted. It is apparent that effective deterrent action is
not being taken. The situation in most other states it can be surmised is unlikely to be better. From
the responses received it is obvious that the Council possesses little wherewithal to take action and
there is an absence of co-ordination and follow-up. Because a law exists and responsibility has been
assigned, some routine action is being taken; but without focusing on specific areas which might
constitute maximum danger to consumer safety.
In another segment of this chapter two recent orders of the High Courts have been discussed which
leave no scope for unauthorized/unqualified practice to continue. Therefore even if the States want to
train the UMPs, the legal interpretation given by the courts cannot be easily surmounted by executive
orders. In no case can practice by UMPs even after training be recognized formally.
The Chapter also gives the perspective of the Indian Medical Association (IMA) - an influential body
which provides professional cover to over 2, 0 0, 0 0 0 modern medicine doctors. Over the years
the state chapters of IMA have mounted a large number of court cases against unqualified people
practicing modern medicine but also aimed at AYUSH-Ayurveda etc. practitioners. The response given
by the President of IMA to the PI’s questions have been recounted in the chapter and they indicate
the vast difference that exists between IMA’s stated position which castigates the UMPs as quacks and
the ground reality when one can easily observe the interdependencies of qualified doctors on UMPs
and vice versa.

Chapter IX: The Law Governing Unqualified Medical Practice.
This chapter explains in detail the provisions of various laws contained in different Acts related to
medical practice and also the use of schedule H and H1 drugs which are potentially dangerous if
used indiscriminately.The relevant legal provisions of the Indian Medical Council Act 1956, the Delhi
Medical Council Act, 1998, the Indian Penal Code and the Drugs and Cosmetics Act 1940 have been
explained in some detail because what the UMPs are doing attracts the provisions of all these statutes.
Several laws are being flouted and in the absence of an aggrieved litigant (other than the state) life
just goes on. Attention to what the UMPs are doing is viewed as trifling business by both regulators
and administrators. In such a situation, the laws have no deterrent value and even when a few cases
are instituted they drag on for years with no ownership for outcomes.
In a climate where a large proportion of chemists provide prescription drugs without prescription,
treat illnesses on their own and when many qualified doctors are reported to use irrational and
unnecessary drug combinations, it is difficult to decide what matters more. The UMP is at best a small
player under the umbrella of what goes on under the garb of medical treatment. Only two approaches
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seem possible: to control and punish what is going on or to recognize that a service is being given
and to see that it causes least harm. The emerging issues include whether exemptions can be extended
to newer players and if these will answer the needs of what poor people essentially seek –strong
medicine to prevent loss of wages and disruption of domestic duties.

Chapter X: Experiences of Working with UMPs
Some states and NGOs in the country have been trying to legitimise the medical practice of UMPs by
providing them training directly or through government sponsored programmes. These attempts have
been made with the aim of using their services in the absence of qualified doctors after training them
so that they cause least harm. The examples mentioned in the chapter include the Liver Foundation
in West Bengal- an NGO which has been training unqualified medical practitioners to enable them to
function as rural healthcare providers. The practitioners are taught the basics of medicine from anatomy
to pharmacology and one of the conditions is that such trained rural healthcare providers will not use
modern drugs except those allowed to be sold over the counter (OTC).Having said this, research which
examined the impact of training UMPs has shown that the UMPs did not abandon their proclivity for
treating with anti-biotics. Ironically it was also found that irrational drug prescription practices are
used by both public and private sector doctors (whom the UMPs copy). The Liver Foundation has been
trying to equip the UMPs with skills to treat acute cases of common illnesses and also diagnose which
cases need to be seen by qualified doctors. The Midnapore Medical College which is a state run tertiary
teaching college and hospital has also been training UMPs for several years.
In West Bengal the informal practitioners have been labeled as Rural Village Health Workers (RVHW
for short).The Health and Family Welfare Department has recently issued orders to implement various
training programmes after completing the Training of Trainers (TOT) schedule. A notification has
been issued by the Department which states that “Trained Informal Health Care Providers would be
acknowledged as Village Health Workers with clear delineation of the care they can provide.” They
would be asked to “stop using the doctor prefix,” the Government notification adds.
In Andhra Pradesh there are reports that Government doctors are training unqualified medical
practitioners and the Association of such practitioners has entered into an agreement with the state
government.
These efforts could be one-off initiatives or they could become precursors for what other states may
eventually opt for given the vacuum among health professionals in rural areas. The examples are
interesting not only because of formal training is sought to be provided but because of an expression
of faith that such UMPs’ if trained properly can become more of an asset than a risk.

Chapter XI The way ahead–possible approaches.
In this chapter the final framework is described. In the first scale pan are those who see enforcement
and a punitive approach as the means to end UMPs. In the second scale pan fall those who want to
see that less harm is caused and also those who benefit hugely by teaching, nurturing and using the
UMPs. Holding the scales are poor communities who go to them because of perceived advantages
of cost-effectiveness and kinship. Voluntary as this behavior is, Governments have a responsibility
to address what is most critical and some of that goes beyond the UMPs themselves to consider the
role of those under whom they receive training. The strategies are summarized below and have been
elaborated upon and justified in the report. These are:

Strategy 1. Conduct a mapping Exercise
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Recommendation
Get an up-dated professionally managed assessment of the prevalence of UMPs by state and district.

Strategy 2. Need for Recognition of the Problem
Recommendation
There is a need to evolve a consensual approach among the main stakeholders- the states and other
stakeholders. A broad road map has been suggested.

Strategy 3. Targeted Enforcement
Recommendation
UMPs must not be permitted to indulge in certain high-risk practices such as use of injections and
IV fluids. It is better to focus on a single high risk area where evidence can be collected and may
therefore succeed in Court and act as a deterrent.

Strategy 4. Training the UMPs
Recommendations
The more proficient among the UMPs should be identified and selectively inducted for training so that
they cause least harm. A broad road map has been drawn up.

Strategy 5. Improving access to first line of health care.
Recommendation
There is a need for a discussion on establishing a new auxiliary medical worker category using the
erstwhile schedules under which licentiates were enrolled under the IMC Act. This could be revisited
and re-invented because there is a crying need for medical auxiliaries who can treat common symptoms
but registration/enrolment under the State Medical Council Acts would be needed since medical
practice is involved.

Strategy 6. Revisiting the Definition of Medical Practice
Recommendation
Different kinds of personnel need to be included among those who are covered by exemptions under
the Drugs and Cosmetics Act .It is already being done for various categories of personnel accredited to
Government programmes, with some training. The expectation that enrolment on the medical register
is the sole criteria to practice in the private sector is clearly unworkable and gives rise to defiance of
such impractical requirements. This needs modification.

Strategy 7. Modifying the Schedules to the Drugs and Cosmetics Act 1940.
Recommendation
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The Schedules to the D&C Act should be revisited to see whether the OTC and exemptions list can be
enlarged.

Strategy 8. Honorary Medical Notaries
Recommendation
Qualified private sector professionals may be selected on the basis of agreed criteria and enrolled as
Honorary Medical Notaries to supervise and mentor already trained UMPs. This can be tried on a pilot
basis in a few districts.

Strategy 9. Building Public Awareness
Recommendation
Campaigns should alert people about shunning the use of injections and IV fluids and strong medicine
unless advised by a regular doctor.

Strategy10. Surveillance of antibiotic overuse
Recommendation
The over-use of anti–biotics and the irrational use of drugs has to be confronted and the possibility
of introducing medical audits needs discussion. A broad road-map has been suggested which could
form the basis for discussion.

CONCLUSION
In the ensuing chapters the effort is to describe the phenomenon, quantify it and list the factors
responsible for the widespread growth of UMPs. While the responsibility of the states that have to
administer the law cannot be supplanted through central intervention, finding solutions that are
legally and medically admissible has become imperative. They need both central intervention and
direction.
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PersPeCtives and Challenges

For a variety of reasons the poor in both rural and urban areas seek treatment from informal health
providers irrespective of their competence or quality of healing practices. These unqualified medical
practitioners -a term WHO uses- comprise of people who have no medical qualifications and are mostly
educated only up to school level. The Report describes how the UMPs (for short) function and how
they are an integral part of the private health sector; how the interdependencies and linkages which
exist between them and qualified doctors work like a revolving door. Different perspectives on the

Parliamentary Perspective
While Members of Parliament (MPs) both in Rajya Sabha and Lok Sabha have asked parliament questions
about the occurrence of “quackery”, the central government’s response has continuously been that
such practice is illegal and it is for the state governments and the State Medical Councils to contain
the “menace”. The questions have been intermittent and repetitive and it is apparent that this is not
a matter of serious concern among public representatives.

Legal Perspective
The law does not permit anyone other than a practitioner who is enrolled on the Indian Medical Register
and State Medical Register maintained by the Medical Council of India and the State Medical Councils
to practice modern medicine which includes prescription of drugs. The report highlights how UMPs are
using several scheduled drugs in combinations and doses aimed at quickly relieving symptoms. Since
they lack any kind of recognised medical qualification such practice is hit by the provisions of at least
three Central laws and the state statutes on registration of medical practitioners. The interpretation
given by the Courts in recent orders also provides no leeway to support UMPs administering drugs.

The UMP - much in demand but still a cog
Several studies have shown that the presence of UMPs is larger than all allopathic medical doctors
collectively5. It is therefore important to demonstrate where these UMPs fit into the formal health
workforce hierarchy despite the fact that they have no medical qualifications. Baru R6 has referred to
the power hierarchy of the private sector in which there is enough evidence to show that more than
80% of the population is dependent on the informal sector for outpatient care. She has referred to
“well established links between the informal and formal private sector with the latter using the former
for referrals which is an important source of patients supply.”
Narayana2 has referred to a well worked system of commissions which runs through the private hospital
sector and includes diagnostic centres. This interdependency ensures that the private qualified doctors
will continue to nurture the UMPs. The public health system too depends upon and equips UMPs to
detect cases of tuberculosis, HIV AIDS and vector-borne diseases during seasonal outbreaks.
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The relationship between the UMPs and private doctors is mutually beneficial to both. The phenomenon
of UMPs must therefore be viewed not as an aberration and an island of occasional failure but as an
extensive and integral part of the country’s health care system-albeit run privately and illegally. Owing
to its scale it impacts on the health of consumers which must be seen as a public responsibility and
addressed but not without understanding the role they play vis-à-vis private sector qualified doctors
from whom they derive their limited knowledge as well as training about medical practice.

Regulatory Perspective
The private health and medical sector comprises of a wide range of facilities from large
corporate hospitals to smaller hospitals and nursing homes, laboratories, diagnostic centres and single
practitioner run clinics7 8 9 . A vast number of private establishments engage under- qualified or
even unqualified assistants who after a few months of exposure and hands- on training acquire
basic clinical skills working under qualified doctors. The Clinical Establishments Act 2010 is a step
towards making registration of all private sector establishments mandatory which would make them
liable to follow standards and staffing norms. But this law has not made much headway in terms of
implementation. Only a handful of states have adopted the Act but either without issuing rules or
mounting enforcement.
The law has been attacked by the medical professionals on several grounds. Since it encompasses
all clinical establishments – public and private -including diagnostic centres as well as single doctor
clinics across all recognized systems of medicine it would be disliked by the medical profession.
The anxiety could stem from the fact that every such body has to be registered and the registration
norms require meeting the specified minimum standards for medical facilities and services, minimum
qualifications of personnel and maintenance of records. Even when given the tools, the states are
obviously reluctant to annoy the doctors and owners of medical establishments.
The State Governments normally do not play any role in administering this area. As far as the private
sector is concerned the administrative view is that market forces will operate in a way that would
automatically impose checks and balances that preclude misconduct and medical malpractice. In case
there are complaints, the consumer courts and the state medical councils have the authority to take
action.
The State Medical Councils are stated to possess the authority to take action against quackery but
they lack leadership, commitment and the wherewithal to even touch a fraction of what is going on.
Pharmacies (chemists’ shops) are also a part of the private medical sector with strong links to medical
establishments, doctors and UMPs. They ignore the restrictions on prescription practices and even
shop assistants prescribe and provide scheduled drugs over- the- counter in complete contravention of
the law. No drug enforcement authority at the central or state level has taken deterrent action because
of two reasons: it is not a priority for the state health administration and it is seen as serving the
interests of the consumer by easing the paper work of obtaining and paying for prescriptions.

Health Policy Perspective
The continuous efforts of the Ministry of Health, the state health departments, donor agencies and
non-governmental organizations have predominantly revolved around constructing or renovating the
health facilities, augmenting the supply of medical equipment and the health workforce (doctors,
paramedics etc.) and augmenting drug supply. Investment in these strategies which encompass only
the public health facilities stems from a collective belief that if the facilities and service delivery
improve, it will automatically lead to people- especially the poor- to avail of the facilities and get
better health care.

2

Unqualified Medical Practitioners in India

This perspective does not encompass the private for-profit sector except in the area of medical
education where the Government has a direct role and responsibility. While the stated aim of all policy
documents is to give primacy to the poor the manner in which the latter obtain medical treatment
is seldom referred to. Almost as a refrain all policy documents have intermittently recommended
accreditation of the UMPs whereas the administrative approach has generally favoured a punitive,
deterrent action against UMPs. The dichotomy that prevails between the views of expert committees,
academics and even some state Governments which support training the UMPs to cause less harm have
been juxtaposed.

Inter-Country Perspective
The interdependency on qualified doctors on the UMPs and vice -versa has begun to be discussed at
fora outside India. Questions have begun to be asked “how illegitimate their (UMP) work actually is?”
In an international meeting held in Bangladesh, which addressed the UMP issue in Bangladesh,
India and Nigeria, it was recognized that “popular opinion” treats informal practitioners as quacks
and illegal providers of health care but they happen to be “trusted and respected members of the
community” 1
The findings are interesting because they repeat what was found in so many research studies as well as
the field study organized by the PI. The article which reports on the ICDDR B meeting highlights that
the providers were the first line of care for patients, particularly the poor and found that drug sellers
(small pharmacies) offered medical consultations and were dispensing medication when demanded,
as it was profitable to do so10. However it was recognized that the UMPs engage in “some harmful
medical practices, including inadequate testing before diagnosis, inappropriate injections, and overprescription of antibiotics and other medications.”
Gautham M et al11 have also reported about the overall prevalence of UMPs in many other low income
countries where a substantial proportion of health in rural, poor and underserved populations is
provided by informal providers3, 4. In Bangladesh she writes, the informal health sector was found to
have a great variety of healthcare providers who were unlicensed and unregulated with the no formal
or institutionalized training but who operated on the fringes of the organized health market. Studies
done by Bhuiya and Mehmood et al show in exit interviews that the village doctors were providing care
of questionable quality, with considerable over prescription of drugs and a choice of drugs was mostly
inappropriate and at times quite harmful12.
The Bangladesh meeting recognized that informal providers served many people in developing
countries, and there was a need to involve all stakeholders including the informal providers themselves,
but also consumers, policymakers, medical representatives, pharmaceutical companies, professional
associations and formal sector providers, among others.

Approach of State Health Administrators
The UMP’s receive social and political sanction to function and this is extended by the user community,
qualified doctors, medical representatives who are very influential go-betweens and local politicians
who understand that they are perhaps believe they are doing more good than harm. As a result those
who formulate policy-the Secretaries of State Health Departments and the Directors of Health Services1 Three-day long meeting was convened by the Results for Development Institute and the International Centre for
Diarrhoeal Disease Research, Bangladesh (ICDDR B) to review findings from three studies on the role of informal providers
in healthcare delivery. This was commissioned as part of the Center for Health Market Innovations (CHMI), and the
studies examined the interactions of informal provider interactions within the broader health marketplace in Bangladesh,
India and Nigeria(10)
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(who judge the future success of any measure by its capacity to be implemented) have generally not
made a reference to this subject. The State Health Secretaries are aware that enforcement of the law
will neither get social nor political support and is best ignored when there are more serious matters that
need attention. While risks to individual patients might be large and the whole business could ultimately
have the unintended fallout of over-medication, incomplete treatment and hazardous practices, it is
neither financially nor administratively possible to spend time on controlling a dispersed occurrence,
leave alone to attempt to eliminate it.
From the administrator’s point of view the patient centric, localized treatments by UMPs do not carry
the threat that outbreaks and epidemics generate. Such medical treatment does not result in disease
outbreaks and mass hospitalization and deaths which draw adverse media attention and manifest in
public outcry. The risks caused by the UMPs can be only theoretically speaking life- threatening and
even if these impact others through the spread of e.g. HIV/ AIDS or tuberculosis, overall such fears are
insignificant within the totality of health sector management. The subject of multi-drug resistance is
seldom seen as a public health issue unless brought into focus by clinicians and hospitals.
Health administrators also realize that if case detection rates particularly in the areas of polio, HIV
AIDS, cataract blindness, tuberculosis, leprosy, malaria and other vector-borne diseases like dengue
and Chikunguniya have to improve, outreach has to depend on several players and UMPs are important.
Training the UMPs in the signs and symptoms of each disease have been tried over the years by almost
all state governments but have been confined to areas of public health- not medical care.
As the Principal Secretaries of two states told the PI “Where is the staff to get after these chaps? And
where is the political will?”(The two Principal Health Secretaries who did not wish to be quoted also
stated that no official reply would be given on the subject as no one was looking into such activities.)
The Director Health Services of Delhi did not send any response to a detailed questionnaire and
reminders, although on the telephone he was very much alive to the UMP phenomenon and receptive
to the idea of reducing the most harmful of their practices.
A former Health Secretary Keshav Desiraju had this to say, “We need an unambiguous commitment
from governments that under any circumstances the practice of the medical profession by UMPs is
wrong and illegal. This must be stated up front.”
“That we have been unable to organise primary care better cannot be a justification, or even an
apology. Governments may set a timeframe over which UMPs will be phased out, it can be 10 years,
but that must be settled.”
The Supreme Court has called the UMPs “nothing but quacks” and described a quack as “a person
who does not have knowledge of a particular system of medicine but practices in that system”.13
“This group of self-styled practitioners called quacks is doing a good business in the villages taking
advantage of the lacunae in the public health care system. As testimony to their legitimacy, they
manage certificates from unauthorized and unrecognized institutions:” 14

Some states view UMPs differently
Juxtaposed to this stands the experience and approach of one particular state government- West
Bengal and perhaps Andhra Pradesh. Supported by reputed academics and NGOs the finding is that
the Government has no alternative but to train and use the UMPs and to focus on their causing less
harm than trying to eliminate them. This has been covered in the report in detail along with the
Government notifications issued by the one state.
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In Andhra Pradesh there are reports that in April 2016 a Committee has been set up to look into
the training, examination and certification of the Registered Medical Practitioners (UMPs) private
medical practitioners and paramedics. Interestingly the Committee was asked to examine the national
guidelines and evolve state guidelines that contain “no legal hassles”13.
The Official recognition given by the Government of West Bengal shows that if the Central Government
does not address the issue in consultation with the states, a parallel system of health care irregular
as it is, will get de facto recognition. On grounds of practicality and absence of any other alternative
presenting itself in the foreseeable future the training of UMPs and their empowerment will gain
momentum. While this approach which has the support of a large number of eminent health economists
and public health academicians has practical reasons to back it, the question will remain whether the
UMPs will get restricted to what they are trained to do or will they outstrip that envelope. This needs
to be addressed.15
It is time that the Central government takes the lead in addressing the proliferation of the UMP
phenomenon across the country. That is because the centrality of what is ultimately done lies with
laws made by Parliament. The emergence of an analogous health care system which plays a formidable
role in the delivery of medical treatment in rural areas as well as in the urban slums should no longer
be ignored simply because the law does not recognize it and it is for the states to apply the law.
It must be recognized that generalised responses like fortifying the sub-centres with multi-purpose
workers or even graduates in community medicine will not give the poor what they essentially seek
when faced by acute symptoms. To convince oneself that the public health infrastructure (which has
without question improved under the National Health Missions,) takes care of a substantial portion
of public health needs is contradicted by overwhelming evidence which shows heavy reliance on the
informal private sector for primary health.
Rightly or wrongly the poor seek strong medication to alleviate symptoms quickly in close proximity to
where they live. They possess no knowledge and harbor no concern about the irrationality of drug use
and safety issues. In the absence of an affordable, accessible alternative the UMP option will always
be the first choice. This has to be recognized because alternatives and strategies can only flow if this
is admitted.
The moot point for policy-makers is: is it possible to stop the most harmful of the practices or is it
better to continue to ignore the UMP phenomenon? A way out must be found because the UMPs have
become too widespread to be disregarded any longer.
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The WHO Report 2016
There are several location specific studies available which point to the widespread presence of UMP’s in both rural
and urban areas. However no large-scale survey has been mounted by national statistical agencies like the Census
or NSSO which could form the basis for policy making in this area. The first nationwide study relates to data
decoded from Census 2001 and although based on secondary sources it must be welcomed. The Health Workforce
in India (Sudhir Anand and Victoria Fan) was published by the World Health Organization (WHO) in February
2016 which is the first comprehensive report5 on the health workforce in India. Although it has been derived by
decoding the 2001 Census data, the methodology and conclusions are sound. The raw data was provided to the
WHO authors by the Registrar General of India (RGI) on the request of the erstwhile Planning Commission of India.
All this is unusual in itself.
The Report brings out how tens of thousands of individuals have claimed to be engaged in some sort of medical
practice and were so entered in the census codes. But they possessed no medical qualifications and almost one
third of those who were engaged in treatment were found to be educated only up to secondary school. The lack of
medical qualifications was found to be particularly high in rural areas. The report brought out that whereas 58%
of the doctors in urban areas had a medical degree, only 19% of those in rural areas had such a qualification. The
findings also show that among allopathic doctors, as many as 31.4% were educated only up to secondary school
level – and as many as 57.3% did not have a medical qualification.
The Indian Census collects information on the occupation of mean and marginal workers which is coded using the
National Classification of Occupations at four digit level. Health workers are slotted into 19 distinct occupations
and these have been aggregated into nine separate categories as shown in the table below extracted from the
report:

Table 2. 1 Health worker categories with corresponding NCO codes
1

HEALTH WORKER CATEGORY
Allopathic Doctors

2221

2
3
4
5
6

Ayurvedic Doctors
Homeopathic Doctors
Unani Doctors
Dental practitioners
Nurses and Midwives

2222
2223
2224
2225, 3225
2230, 3231, 3232

7
8
9
10

Pharmacist
Ancillary health Practitioner
Traditional practitioner and faith healer
All health workers

11

3228
2229, 3221-3224, 3226, 3229
3241, 3242
2221-2224. 2230. 3231. 3232. 2225.3225. 3228. 3229, 3241, 3242 (refers to the
sum of 1-9 above)
2221-2224, 2230, 3231. 3232

All doctors and nurses (all doctors plus
nurses and midwives)
All doctors (allopathic plus AYUSH doctors) 2221-2224
Ayurvedic homeopathic and unani (AYUSH) 2222-2224
doctors

12
13

FOUR-DIGIT NGO CODE(S)

(Source: World Health Organisation Geneva: The Health Workforce in India Sudhir Anand and Victoria Fan 2016.)
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For all these categories the Government only recognizes specific qualifications as listed in the laws
that recognize medical or allied areas including the Indian medical systems,(Ayurveda, Unani and
Siddha medical systems,)nursing, pharmacy and others. These have been listed below and taken from
Annexure 1/2 which forms part of the WHO Report. The list of medical diplomas/certificates and
degrees to identify a person with a medical qualification was selected by the Planning Commission in
consultation with the office of the Registrar General India.

Table 2.2 List of Medical Qualifications Listed in the Who Report
DIPLOMA/CERTIFICATE IN TECHNICAL AND NON-TECHNICAL SUBJECTS

POSTGRADUATE DEGREE

Ayurvedic System of Medicine (Diploma/Certificates)

D.C.H.

Medicine Other System (Diploma/Certificates)

D.M.

Unani System of Medicine (Diploma/Certificates)

Anesthesiology

Medical (Diploma/Certificates)

Cardiology

DMS (Diploma/Certificates)

D.O.M.S.

FCPS (Diploma/Certificates)

Ophthalmology and Medical Sugary

Surgery (Diploma/Certificates)

Orthopedics

LMP (Diploma/Certificates)

F.R.C.S.

LMS (Diploma/Certificates)

I.M.S.

LSMF (Diploma/Certificates)

M.D.

Nursing (Diploma/Certificates)

M.S.

Pharmacy Course (Diploma/Certificates)

M.R.C.O.G

Hansen’s Disease (Postgraduate)

M.RC.P.

Nutrition and Health Education (Hindi and English) (Diploma)

M.Pharm.

Maternal and Child Health (Hindi and English) (Diploma)

Dental Surgery (Master Degree)

GRADUATE DEGREE

M.D.S.

B. Pharma.

Ph.D. (Medical)

Dental Surgery (Degree)

Medical Entomology (M.Sc.}

Ayurvedic System of Medicine (Degree}

D.H.S.

Medicine Other System (Degree}

D.M.R.D.

Unani System of Medicine (Degree)
M.B.B.S.
Note: This list of medical /certificates and degrees to identify a person with a medical qualification was selected by the erstwhile Planning
Commission in consultation with the Office of the Registrar General of India.
(Source: World Health Organisation Geneva: The Health Workforce in India Sudhir Anand and Victoria Fan 2016 Annex 2 of the Report)

Linkage between Highest Educational Qualification and Medical Proficiency
The WHO report classifies health workers according to both education levels and medical qualifications. A person
is identified as having a medical qualification if the highest level of education achieved by the person consisted
of a medical diploma or certificate or a degree listed as Annex2 in the WHO report. The premise is that a medical
qualification could only be held by those who had a technical or non-technical diploma, a graduate degree or a
postgraduate degree – but not by those who merely had finished their formal education with the completion
of secondary or higher certificate. In other words to have a medical qualification more than secondary schooling
was needed. The study of census data showed that 51.4% of all health workers had only secondary schooling or
less.
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The following table has been taken from the WHO report5 which gives the break-up of health workers by
education level and by medical qualifications at Annexures 1/1 and 1/2 respectively. These have been
reproduced with the permission of WHO. Health work force in India with their respective education
and medical qualification.

Table 2.3 Selected Health Workers by Education Level and by Medical Qualification
Health workers
Category

WITH SECONDARY
SCHOOLING OR
LESS

WITH TECHNICAL
OR NONTECHNICAL
DIPLOMA

WITH GRADUATE
DEGREE

WITH POSTGRADUATE
DEGREE

TOTAL

WITH A
MEDICAL
QUALIFICATION

%

%

%

%

%

%

Allopathic doctors

31.4

3.2

47.2

18.2

100.0

42.7

Ayurvedic doctors

25.2

2.9

67.6

4.3

100

60.1

Notes: % here refers to the percentage of the health worker category with a given education level or medical qualification.
Only Allopathic and Ayurveda doctors data is given here as they constitute the most used categories of practitioners.Full
data given in the WHO report has been reproduced at Annexure 1/1 and 1/2 with the permission of WHO.
(Source: World Health Organisation Geneva: The Health Workforce in India Sudhir Anand and Victoria Fan 2016)

Although the WHO Report uses census 2001 data which is outdated it helps to show the huge segment
occupied by people who would have professed giving medical treatment but who possessed no
recognized medical qualifications to be doing so.
By using census data the educational qualifications of all practicing health professionals have become
evident for the first time. It is possible to assess how many people claiming to be practicing doctors
(offering medical treatment or engaged in some sort of healing occupation) actually have a medical
graduation, a post-graduate medical qualification, a technical or non-technical diploma and secondary
schooling or less. The census provides a comprehensive idea by state and district and stands in
contrast to limited household surveys which generally exclude qualified private practitioners.
Given that there has been no serious effort to collect data on privately run medical facilities this
stock-taking of the dimension of unqualified practitioners is a milestone. The WHO report befits
receiving serious attention of health policy makers and those responsible for public safety related to
the use of biomedical treatment practices. The report needs to be updated keeping the 2011 data as
the base.

Important Studies on the magnitude of UMPs
There are numerous research studies which have been done covering a state or even a mandal. These
show that private providers account for more than 80 percent of primary care visits in India, as is
the case in many low-income countries.16 17 18 More than half of the households in rural Madhya
Pradesh had sent a household member to a primary care provider in the preceding month. In urban
Delhi, the average household visits doctors 2.1 times a month, totaling more than twenty-five visits a
year19. In Andhra Pradesh about 150000 quacks were doing allopathic practice in 25000 villages and
1200 mandal headquarters and 150 urban slums20. According to a study conducted in 2009, there are
around 2.5 million quacks in India, with Mumbai having as many as 20,000 and Delhi having 40000
quacks. The study found that there were around 95,000 quacks in Maharashtra as against 90,000
registered doctors in the state. Andhra Pradesh had 1.5 lakh “quacks’ against 60,000 registered
qualified doctors21 and an IMA survey shows that the number of quacks in our country exceeds the
number of doctors21. Another survey in Madhya Pradesh enumerated 24,807 qualified doctors and
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89,090 UMPs (called IPs - short for Informal Providers1. Another study of health seeking behaviour
in the same state reported that 65% of practicing providers had no medical qualification and 70% of
health seeking visits by rural households was to informal private providers19.
In rural Madhya Pradesh, the study 1 found at least one informal provider in every village; usually there
were two to three. There were practically no qualified doctors and very few public clinics.
Das J et al22 noted that most patients sought care in the private sector, where qualifications to
practice ranged from a bachelor of medicine and bachelor of surgery degrees to degrees based on
traditional systems of medicine such as Ayurveda or Unani to distance education courses with six
months of training to no medical training at all. They were found to be widespread even in the Block
headquarters and other urban centres throughout the country even when there are qualified doctors.
In Khammam town, there were 65 UMPs providing services to a population of 2 lakhs even as 160
qualified doctors were available both in the public and private sectors2. The study also found that
a large number of unqualified practitioners were providing medical service even at the Mandal HQs
despite there being a functioning Primary Health Centre and other qualified private practitioners. The
study also describes a situation wherein 10 UMPs were functioning at the Tallada Mandal Headquarters
in Khammam district of Telangana despite the existence of a PHC and one private MBBS doctor.
In Ballabgarh, Haryana, AIIMS, India’s largest public sector tertiary facility runs a 50 bedded hospital
pursuant to a stated requirement of the AIIMS Act, 1956 to establish rural and urban health centres
for field training of the medical, dental and nursing students of the Institute as well as for research
into community health problems. A study 1§ found that there were a total of 101 private rural health
providers in 28 villages in the vicinity.80 of them joined the AIIMS study and most were found to
be unqualified; however, three providers claimed that they had received formal training in one of
the Indian systems of medicine. A total of 43 090 patients were examined by the Ballabhgarh AIIMS
centre in one year, which is equivalent to approximately 60 patients per day. In contrast, the private
providers reported seeing approximately 19 patients per day and if applied to the 80 UMPs that joined
the study, the average number of patients seen per day by these providers was much higher than
those seen in the public health facility.It can be presumed that the AIIMS centre would be a well-run
facility as it is an outreach centre of a teaching and research institution. Obviously in spite of this
facility being available and even running a 24X7 emergency facility there was a greater demand for
the unqualified practitioners.
In order to get a picture of the situation in the slums a reference was made to the Urban Basic Services
Improvement Board (DUSIB) under the Department of Urban Development, Government of NCT of Delhi
and the response given is at Annexure 2/1. The population of Delhi is nearly 18 million and of this
almost 10 million inhabit three specific areas which can be broadly defined as the unorganized urban
sector to be differentiated from the organized colonies where the rest of the population resides.
1. The Slums (See definition of slums at Annexure 2/2) (Jhuggi Jhopri basties (JJB) and Slum
Resettlement Colonies (SRC)
2. Unauthorised colonies
(i) The regularised Unauthorised Colonies
(ii) The unregularised Unauthorised Colonies

§ Jarhyan P, Singh B (The Late), Rai SK, Nongkynrih B.Private rural health providers in Haryana, India: profile and practices.
Rural and Remote Health 12: 1953. (Online) 2012
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1. Urban Villages.
Taken together these sub-sectors add up to > 10 million people. All these areas are serviced by
UMPs. Generally no qualified doctor is available in slum habitations although there may be any
number of specialists who have clinics in the neighboring organized colonies besides dispensaries
run by the Government and by charitable organisations. The UMPs in the slum areas attend to a
population of around 3.3 million of the above unorganized population holdings. The breakup of the
slum areas shows that slum clusters exist in different pockets of Delhi and each of these clusters
also called slum basties are inhabited by thousands of households going up to even 20,000 or more
per cluster. They are not peripheral areas in the outskirts of the city but surrounded by organized
colonies or commercial or industrial pockets which is important as all the clusters would have a
large number of health centres, dispensaries and hospitals run by the Government of NCT of Delhi,
the Central Government or private sector clinics and nursing homes nearby. The map below shows
the spread of slum clusters.

Figure 2.1: Heat Map of Slum Basti (754 Nos JJ Basti and 3.3 Lacs House Holds)
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The number of slums and the number of households show that taken together they account for 329,870
households and allowing for 6 persons per slum household, the number of illness episodes would be
sizeable. As discussions the PI held with slum dwellers (Chapter V) there is a conscious preference to
visit the UMP in the first instance when an illness occurs.

Table 2.4: List of Slum Basties in Delhi and the number of households (Source:
DUSIB)

12

AC No

AC Name

No. of JJ
Basties

House
Holds

AC No

AC Name

No. of JJ
Basties

House
Holds

1

Narela

1

200

37-

Palam

3

265

2

Burari

1

296

38

Delhi Cantt.

14

8475

3

Timarpur

18

7701

39

Rajinder Nagar

22

9025

4

Adarsh Nagar

16

8711

40

Gole Market

24

3235

5

Badli

14

10687

41

Jangpura

20

9298

7

Bawana(SC)

6

8345

42

Kasturba Nagar

10

2104

9

Kirari

1

350

43

Malviya Nagar

9

1444

10

Sultanpur Majra(SC)

15

3372

44

R K Puram

32

9317

11

Nangloi Jat

7

2931

45

Mehrauli

10

9058

12

Mangol Puri(SC)

11

2371

46

Chhattar pur

11

4277

13

Rohini

3

2645

47

Deoli (SC)

7

9819

14

Shalimar Bagh

13

6500

48

Sangam Vihar

4

831

15

Shakur Basti

12

6126

49

Ambedakar Nagar

3

509

16

Tri Nagar

15

2232

50

Greater Kailash

7

1670

17

Wazirpur

28

13789

51

Kalkaji

17

12783

18

Model Town

23

11881

52

Tughlakabad

83

24679

19

Sadar Bazar

18

4518

53

Badarpur

5

2731

20

Chandni Chowk

17

3757

54

Okhla

12

3738

21

Matia Mahal

8

2464

55

Trilok Puri (Reserved)

10

3022

22

Ballimaran

2

496

56

Kondli (SC)

8

4008

23

Karol Bagh (SC)

11

2143

57

Patparganj

9

4544

24

Patel Nagar

10

6338

58

Laxmi Nagar

4

1048

25

Moti Nagar

34

25021

59

Vishwas Nagar

10

5368

26

Madipur

12

3564

60

Krishna Nagar

5

1968

27

RajouriGarden

7

3586

61

Gandhi Nagar

9

5473

28

Hari Nagar

19

5681

62

Shandara

19

8484

29

Tilak Nagar

9

2708

63

Seema Puri

19

7836

30

Janakpuri

1

350

64

Rohtas Nagar

7

944

31

Vikaspuri

6

2312

65

Seelam Pur

6

3532

33

Dwarka

4

609

67

Babarpur

2

8943

34

Matiala

3

954

68

Gokalpur

1

735

36

Bijwasan

7

8069

Total

754

329870
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A request was made to the DUSIB to give an indication of the presence of UMPs at a micro level in a
cross- section of typical camps within a basti. The information that was provided seems to show that
there are two to three UMPs servicing some 350 households translating to a population of 1500 to
1900 persons. The table below depicts this.

Table 2.5: List of Unregistered Medical Practitioners in selected localities of Delhi slums
(Source: DUSIB)
S.No.

Area

Clinic

Household Data

1

Sanjay camp Okhla phase-I

Prince clinic

198 Household , 990 people

2

Janta jeevan camp Okhla phase-II
Okhla water tank

Sarkar Clinic, Bangali
Dr. Varun Kumar

648 Household, 3240 people

3

Sunlight colony

Dr. D.K. Vishwas E-6 Gali no.-1 sunlight colony
Dr. Khalid E-6 Gali no-2 sunlight colony
Dr. aved E-6 Main road

390 Household, 1950 people

4

Chitra Vihar

Ramieet Roy
S.N. Roy
Subhash Bose

375 Household, 1875 people

5

Rajasthani Camp

Dr. V.K. Sarkar – Bangali
Dr. Narendra- jhola Chhap

306 Household, 1530 people

6

NTPC Subhash camp 7

Bangali Dr.

511 Household, 2555 People

7

Kalyanprui 18 Block, Indira Camp

Dr. Dayal
Dr. Baugh

1019 Household, 5095 people

In the Panipat survey that was conducted by the PI (Chapter 4), 32 UMPs were selected randomly
in Ward Nos. 22 and 23.The Municipality of Panipat has a population of about 3 lakhs based on the
Census 2011 data. The wards had a population of roughly 9000 and 16000 respectively. The 32 UMPs
were easily reachable and were operating quite close to one another. It took up to 10 minutes by car
or scooter to find the next UMP. Sometimes they were operating along the same street.
Since the field study was not undertaken with the objective of studying the dimension of UMP practice
in the Panipat wards, and rather to observe the medical treatment given by them, no conclusions
about the prevalence of UMP practice can be drawn from the field study. However it can be concluded
that they are located in close proximity to each other and particularly in the more densely populated
parts of urban areas frequented by the working class population.

Conclusion
The preceding data taken from the WHO report, supported by numerous published studies throughout
the country and supplemented with the information provided by the Delhi Slum Improvement Board
highlights two issues:
First, that the prevalence of UMPs has been researched and tabulated extensively and that official
channels are capable of determining their presence. Second, no sub- categorization has been done
to segregate the UMPs into different layers of proficiency. The numbers being so large, it becomes
imperative to see that the possibility of harmful practices being employed in giving medical treatment
to poor and ignorant people is addressed and a beginning made by containing practices that are the
most unsafe.
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ChaPter-iii

BaCkground and methodology

A survey was undertaken by the PI in a small part of urban Panipat, (Haryana) between August and
September 2016. This district was selected because of its relative proximity to Delhi and the fact
that there are several industries and ancillary manufacturing enterprises in the district which employ
a large number of laborers, weavers, and industrial workers. Cycle rickshaw pullers also fall in the
category of daily wage earners. All of them fall in the economically weaker segments of the population
and most likely to be accessing UMPs.
Most of the 30 UMPs contacted functioned in and around ward numbers 22 and 23 and were selected
randomly. They all operated in an area covering a radius of around 2-4 kms. The study was designed
after undertaking a preliminary visit to understand the scope for eliciting information about the
knowledge, attitudes and practices of the UMPs and not to study their prevalence as such.

Methodology
The PI spoke informally to a few UMPs but found one particular individual more energetic, responsive
and trusting of her efforts to present an unbiased picture about UMP practice. This individual
knew several UMPs operating in the area rode his own motorbike and was conversant with the use of
“What’s App” which enabled her to communicate with him easily using the Hindi script. Independent
of this the PI used two different doctors to help her design the questionnaire, confirm her lists
of drugs which were being administered by the UMPs and also to comment on the approach. The
questionnaire contained 16 questions in all, followed by a consent form seeking name and signature
in token of understanding the scope and approach of the survey. The exercise was not intended to be
a full- fledged survey- only a means to get a general idea of the kind of practice done by UMPs and
factors that account for such high acceptability among the poor.
The PI first trained the UMP she had selected as the facilitator on how the questions were to be asked
and particularly not to exert any pressure or hold out any promise. She took him to fifteen UMPs she
had listed on an earlier reconnaissance visit undertaken with local assistance and showed him how to
ask the questions and the amount of time to be spent on the exercise. The UMP watched her asking
questions from the identified UMPs. The UMP –facilitator was then given the questionnaires and
consent forms and asked to conduct the interviews and maintain the consent forms. He was also asked
to provide a ready list of names and telephone numbers to enable the PI to have random checks done
on phone if required. The questionnaire (Annexure-3) was to be shown to each individual UMP only
if he showed interest and willingness to participate as a respondent. The facilitator administered the
questionnaire to 30 UMPs (some were his own selection) over a period of three weeks and couriered
the findings to the PI along with the consent forms, names, addresses and mobile numbers. The
responses given by the UMPs were entered into excel sheets and the results which were derived are at
(8 Excel sheets in Annexure - 4)
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Contents of the Questionnaire
Briefly the questionnaire covered the UMP’s qualifications, including any diploma certification or
training programme attended, number of years spent with a qualified doctor and in treating patients;
whether in the last regular facility the UMP had used IV fluids, and injections as a part of medical
treatment; the places from where the UMPs procured drugs; and whether he stocked a range of specific
medicines (names of drugs were provided in the questionnaire). These names were from the names
noted by the PI on her reconnaissance visit and counterchecked with two qualified doctors before
being included in the questionnaire. The questions also related to use of medical books, whether
the UMP possessed a refrigerator ( needed for stocking injections) and whether the UMP maintained
an in-patient facility. The number of patients seen in a week was also sought as well as their views on
further training, their relationship with regular doctors and whether the UMPs pursued other activities
unrelated to the health area. The broad responses are dealt with in the following tables which are in
summary form. The detailed tables are in Annexure 4

Table 3.1: Distribution of UMPs by Educational Status
Qualification

Frequency

Percentage

Secondary School Education

5

15.6

Senior Secondary School Education

15

46.9

Diploma Education

2

6.3

Bachelor’s degree Education

10

31.2

Total

32

100.0

Findings on how UMPs Acquire Skills, Qualifications, procure drugs and
guidance
Among the 32 UMPs surveyed in Panipat mostly (60%) were 12th pass or below. 2 (6%) had a diploma
education while 10 (31%) had a bachelor’s degree. Interestingly the UMPs from each education
category had obtained extra qualifications to legitimize their medical practice. These degrees/
diplomas were in Electropathy, EMT- (Emergency medicine technician) Hindi Sahitya Samelan and CMS
Allopathy. None of these are recognized medical qualifications among those listed by the WHO study
on India’s workforce in which the Adviser Planning Commission had listed the recognized medical and
allied qualifications which had recognition. (Refer Table 2 of Chapter II)
The UMPs had predominantly been trained by a qualified doctor while employed as helpers before
starting practice on their own. Overall a UMP had spent 6.8 years (S.D – 3.1) before starting his
own independent practice. The UMPs had been practicing for a relatively long period of time with an
average of 9.8 years of practice (S.D – 8.8). The minimum period of practice was 1 year while the
maximum years of being in practice were as much as 36 years.
These UMPs had learnt skills like administering IV fluids, injections and also to apply dressing for
injuries during their employment with a qualified practitioner. Almost 75% of them claimed knowledge
of all these skills. Only 1 UMP did not reply on whether he knew how to administer IV fluids and
injections.
The UMPs surveyed in Panipat had been updating their knowledge relating to new drugs and
developments in medical treatment by obtaining information from various sources. A majority of
the UMPs gathered information from the medical representatives who marketed drugs of specific
pharmaceutical companies (81.2%). This was followed by consulting private qualified doctors,
(37.5%). 6 UMPs (18.7%) were using books or knowledge gained at a nearby hospital where they
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referred their patients. Other sources of information were the internet and the medical store from
where they procured drugs.
They purchased or procured drugs for clinical practice from various sources. The most common source
was a medical shop. The other less common sources were agents representing pharmaceutical
companies and wholesale medical stores. The UMPs purchased the drugs from these sources in various
quantities. A quarter of the UMPs (25%) procured them either daily or once a week. 3 UMPs (9.4%)
replied that they procured more frequently at the rate of twice every week. One UMP responded that
he procured drugs based on need.

Table 3.2: Distribution of drugs present with the UMPs
Frequency

Percentage

Perinorm

Name of the Drug

30

93.8

Ondansetron

31

96.9

Norfloxacin

30

93.8

Tinidazole

28

87.5

Enterovioform

21

65.6

Ranitidine

31

96.9

Rabeprazole
30

93.8

Omeprazole

28

87.5

Mefenamic Acid + Dicyclomine

31

96.9

Oflox-Tinidazole

30

93.8

Albendazole

30

93.8

Iron Tonic

27

84.4

Paracetamol

32

100.0

Diclofenac+Paracetamol+Tramadol

30

93.8

Ibubrufen+Paracetamol

27

84.4

Ketobrufen

21

65.6

Chloroquine

30

93.7

Ciprofloxacin

30

93.7

Cefpodoxime

29

90.6

Intra venous fluids

28

87.5

Decadron

28

87.5

Findings on treatment practice, sources of knowledge and turnover of
patients
The preceding table shows the spectrum of drugs which were available with the UMP respondents.
This indicates that the use of anti-pyretics, anti-emetics, antacids, pain killers, anti-spasmodics and a
whole range of antibiotics ranging in all classes like Cephalosporins, and Fluroquinolones was common.
The responses were given in response to the questions posed in the questionnaire and the possibility
that they might be using many more medicines is more than probable.
The UMPs used several reference materials and information sources to understand the properties of the
medicines that they administered. They mainly referred to such sources to understand the indications,
the side effects, interactions and contraindications of any drug before administering it. Predominantly
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most UMPs (71.9%) used books to refresh their knowledge to understand the properties of various
drugs. Interestingly 2 UMPs said that they did not need any reference material and relied on their own
self-knowledge to provide drugs, based on their experience. Pictures of such books is in the descriptive
account given in Chapter IV
They prescribed medicine and dosage for various age groups based on a rudimentary knowledge of the
dose. One UMP said that he prescribed medicine based on the weight of the patient. Over half of the
UMPs said that they prescribed drugs based on age while a little over 40% said that they prescribe
drugs based on both age and weight of the patient.( Whether they made patients stand on a weighing
scale was not asked.
The UMPs provided in patient services and admitted patients for certain conditions. About 23 UMPs
interviewed (72%) had an in-patient facility in their clinics. About 66% UMPs had a bed, 13% had a
fridge to store drugs and 9.4% had necessary equipment for administering intra-venous fluids.
The UMPs had a fairly large patient load viewed by the weekly statistics given by the respondents. ( It
may translate into just 6-8 patients in a day but all functions were done by one person- asking about
the complaint, administration of medication and simultaneously attending to one or more admitted
patients. Half of the UMPs attended to about 50 patients per week. A third of the UMPs dealt with
50 – 100 patients per week. Interestingly 5 UMPs (15.6%) dealt with more 100 patients per week. The
numbers may have been inflated or deflated since the objective of the study may not have been fully
understood. (However during the reconnaissance visit and the training visit undertaken by the PI, out
of 12 male UMPs visited the number of patients in the room ranged from 4- 8 people including the in
patients and children.) This shows that perhaps the numbers were played down in reporting.
Many UMPs said they conducted practice day and night (43.7%). A majority of UMPs however did only
day shifts (56.3%). Almost half of the UMPs paid visits to the patient’s residence to provide treatment
and care (43.8%).
In giving responses they have made multiple suggestions about what they wanted the government
to do to give better service to the community.
In response to the question on whether they would be willing to be trained and supervised
by a regular medical doctor in the vicinity of their practice almost two- thirds of the UMPs showed
willingness. 10 UMPs were not willing and one did not give any response.
On being asked whether the doctors from whom the UMPs got initial training shared their knowledge
and skills subsequently, all the UMPs said that they did so.
The UMPs were asked whether they had any other occupation apart from their medical practice.
Interestingly 75% of UMPs replied that medical practice was the only and primary source of income.
Other 25% had other occupations like agriculture, computer trainer, hospital marketing, LIC agent and
performing private jobs. A few UMPs (15.6%) replied that they faced rivalry with other doctors/UMPs
while conducting medical practice.
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Conclusion
Three reflections emerged from the responses to questionnaires administered through the survey but
equally from the PI’s observations of the patients who had come for treatment. First, the dependency
of poor people on the UMPs was extensive. The earnestness and “professionalism” of some UMPs were
quite evident and the manner in which they conducted the treatment displayed a level of efficiency and
confidence rarely seen among even some qualified doctors and technicians in Government hospitals.
Second, the security of going to a person living within the community and having the assurance that
treatment would be provided very soon were important factors which weighed with the patient or
care-giver. Third, it would be very difficult to segregate the practice of UMPs into what they can and
cannot do and whatever steps are taken must factor in UMP skills and public need.
Nothing much can be done about the surroundings in which the UMPs function. They provide
rudimentary facilities and the level of hygiene, cleanliness and adherence to biomedical waste disposal
requirements are poor. But this is also seen in both public and private sector facilities and making
comparisons about these aspects will only deflect the issue.
The field study corroborated what so many academic research papers have referred to in detail. The
challenge is how to convert what was seen into a policy approach.

.
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Broad findings about UMPs
The PI’s qualitative findings from a small field study of UMPs Panipat district are described below.
From a visit to different UMPs it was apparent that they do not belong to one homogeneous group.
The broad categories are shown below.
Category 1. UMPs who get trained as assistants under regular doctors and who independently use
prescription drugs and injections in their own practice.
Category 2. Women UMPs get trained under qualified doctors doing obstetric practice.
Category 3. Pseudo pharmacists who run medicine shops and provide scheduled drugs based on
patients’ symptoms.
Category 4. Jhola Chaap doctors who give a cocktail of modern drugs combined with
Ayurvedic+homeopathic drugs and electro-homeopathy.

Figure 4.1: UMP Categories
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Attitude OF the UMPs towards the Principal Investigator.
The PI had undertaken a reconnaissance visit in May, June 2016 and also re-visited the UMPs she had
met on the first visit later in July 2017 as a part of the training she provided to the UMP facilitator
who was engaged to fill the survey questionnaires. On her visits she entered with permission and
introduced herself by name and clarified that she was not from the government or the media and
was only interested in knowing what kind of treatment was being provided, to see the profile of the
patients, the stock of medicines maintained by the health provider and to directly understand various
aspects of the UMPs treatment. This was for an academic report being written as a part of research
being done by her for a University and for academic publication.
While no hope of being able to do anything to “help” the UMPs to gain legitimacy was held out, the
first three groups of UMPs described above were quite eager to talk. When she asked questions there
was no expression of suspicion or annoyance except by the fourth category of UMPs.
This seemed to emanate from enthusiasm to showcase their knowledge, skills and popularity within
the community. Perhaps the absence of any signs of “authority” and the fact that the PI was elderly
(often treated with respect particularly when female and educated,) and her general, unstructured
questions asked in a conversational way accounted for their willingness to share information. The PI
spoke to the UMPs directly and requested to be allowed to observe their treatment practice and take
photographs if there was no objection.

Medication Used by UMPs
During the field visits undertaken by the PI, the cartons containing medicines stocked by the UMPs,
injections stored in a refrigerator and the names of medication on the single blister packs were
observed and photographs were taken with permission. The drugs used by the UMPs were kept in
boxes in the original packing on the shelves and injections were stored in a refrigerator. The more
commonly used medications and the uses they were put to have been given in the table below:

Table 4.1: List of the Drugs Stocked with the UMPs
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S. No

Drug Name (Trade Name)

Condition for which drug is prescribed.

1

Perinorm

Vomiting

2

Ondansetron

Vomiting

3

Norfloxacin + Tinidazole

Diarrhoea

4

Ranitidine/Rabeprazole/Omeprazole

Gastric Acidity

5

Mefenamic Acid + Dicyclomine HCl

Abdominal cramps

6

Ofloxacin + Tinidazole

Diarrhoea

7

Albendazole

Worm Infestation

8

Iron tonic

Anemia

9

Paracetamol

Fever

10

Diclofenac + Paracetamol + Tramadol

Body Pain, Joint Pain

11

Ibuprofen/ Paracetamol + Ketoprofen

Fever, Body Pain

12

Chloroquin

Malaria

13

Ciprofloxacin/Cefpodoxime

Typhoid, Septic wounds

14

Intravenous fluids

Dehydration, Electrolyte imbalance

15

Decadron

Asthma, Nephrotic Syndrome
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The PI visited a range of UMP’s (16 in all) – 13 UMPs were re-visited by the PI accompanied by a UMP
she had selected and 3 were repeated along with a doctor assisting the PI.
The PI found that the UMPs were routinely administering a variety of drugs. They did not stop
whatever they were doing once she had been allowed to watch their work. They answered questions
in a matter-of –fact way and quite eagerly at times. The PI asked for permission to take photographs
and they agreed without demur. (Faces/names have been blurred only to comply with ethical clearance
requirements not to show identity of the UMPs. The UMPs had no objection however.) Only in 2 cases
the UMP did not agree and in both cases it was when the co- investigator was present and belonged
to Category 4 above. In one of these cases the UMP suddenly said he himself was a patient of blood
pressure and told both investigators to leave. In the other case the response given was laconic and
mono-syllabic.

Observation of Treatment Practices of UMPs
The following scenes were observed by the PI during the visits which have been photographed
with permission:
 An UMP was administering IV fluids to a young man who complained of diarrhea and weakness.
The patient asked for two bottles of IV fluids ^^nks cksry p<+kbZ**” and lay down on a wooden plank.
The UMP found the vein and connected the plastic bottle of solution and then hung it on a nail on
the wall. The entire process took hardly 2-3 minutes and was done expertly. The UMP then turned
to other patients who waited on a bench.
 Antibiotics were administered by an elderly UMP to a three-month-old child. (The medicine was
extracted from two bottles of pediatric anti-biotic syrups using a dropper). One was CROCIN
(PARACETAMOL) and the other was CEFPODOXIME. The father of the infant told the UMP that the
child had been having fever and crying through the previous night. No examination of the infant
was done and at that point the infant was not crying and appeared alert and calm in the mother’s
arms. The UMP was older than most- around 50 years- and had a kindly disposition. He appeared
sure of what he was doing and combined the medication and administered it expertly. The PI asked
the infant’s father what he would have to pay and he said Rs. 15/- which appeared to be an
accepted charge because the UMP nodded in agreement.
 A woman who looked very thin and anemic complained of acute stomach ache. She was given
two tablets which the UMP cut out of a blister pack of MEFTAL SPAS and RABEPRAZOLE and was
asked to take the dose for two days and return if there was no improvement. The symptoms of the
patients included body-ache and particularly stomach pain.
 Amoxicillin was given for respiratory congestion although no examination was done by
stethoscope to see whether the problem was in the chest or throat. 4 tablets were given for two
days and the patient was asked to return on the third day.
 The medication given for a patient who had been vomiting was PERINORM or EMESET. The drug
given and the dosage were correct for the age and general weight of the patient.
 Intravenous fluids (containing glucose as well as vitamins) were routinely given on demand to any
patient who complained of fatigue and demanded that the IV fluids be administered. Sometimes
parenteral fluids and steroids like DECADRONE were given for conditions like extreme weakness and
the UMP showed conversance about when such drugs could be administered intravenously.
The possibility of side effects or long term harm was raised by no one. The patients hardly spoke
and waited patiently. The UMPs were known to the patients and vice –versa.
 A patient with acute symptoms of both vomiting and diarrhoea was asked to lie down on a raised
plank of wood and a family member sat with him to take care of the vomiting while patients sat
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nearby waiting for their turn. Medication was given by the UMP by turn but he was fully aware of
what was going on in the room. The patients all came from the labour and working class. Quite a
few of the patients were young children- infants, toddlers brought by both parents and somewhat
older children brought only by one parent.
 Only one UMP had installed a window air-conditioner and he also had tiles on the wall, linoleum
on the floor and curtains in front of the glass door. At other paces there were no such facilities.
In this clinic there was a proper bed with a mattress covered with a Rexene sheet. This UMP was
doing brisk business as he had a queue of patients waiting their turn inside the clinic.
 A UMP administered a DICLOFENAC SODIUM injection along with a painkiller to a patient who
complained of muscular pain.
The UMPs were asked how they managed cases which appeared to be critical or might require surgery.
All the UMPs who were contacted by the PI or who subsequently answered the questionnaire as a
part of a structured survey indicated that they had a good working relationship with several qualified
allopathic physicians/surgeons. The fact that they received commissions for referring cases was not
denied; in fact there was no hesitation in admitting this. Some added that they generally accompanied
the patient to the clinic/nursing home on request or made arrangements on the telephone. In some
cases the UMP first talked to the doctors on the mobile phone and sought advice on the combination
of drugs that had been selected or on varying the dosage. This was supported by similar studies
conducted in South India2.

Picture 4.1: Photos of treatment and Working Environment of UMPs
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Sub-stratification of UMPs By Category.
Category 1:
The board outside such UMPs’ shops stated “Prathamik Chikitsa Sewa with Dr and a name along with
mobile telephone numbers. One UMP had the Hippocrates symbol with “Health Clinic” inscribed on a
glass door alongside an advertisement for life insurance.

Picture 4.2: UMPs’ Name Boards and Signages

Most of the UMP’s with whom the PI spoke said that they had been working for periods ranging
from 18 months to 5 years with a regular doctor where they had gained their knowledge of medical
practice. They had regularly helped the doctor when he examined patients and assisted during surgery.
The UMPs claimed complete conversance with how doctors ask questions, diagnose the problem and
prescribe medication. In case of doubt apart from seeking advice from the qualified doctors with
whom they had a good working relationship, they also used compendiums relating to drugs and their
mode of action written in Hindi and English.

Picture 4.3: Medical Information Compendiums Relied upon by UMPs

One such compendium was titled M.R. (Medical Refresher) which dealt with the management of an
unconscious patient. The cover page had pictures of Ocef OSPER Cephalosporins, Suzon-S injections
for treating “tough clinical conditions”, CLARICS Clarithromycin for treating Pharyngitis, sinusitis,
pneumonia and “S &STI” (sex and Sexually transmitted diseases).
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One particular UMP who seemed to exude a lot of confidence was convinced that what he was doing
was legal. A perusal of the documents he exhibitedd showed that it was merely a list which was
claimed to have been sent to the Ministry of Health in 2010 along with a proposal to teach the CMS
course. No further details were available but the printed document also stated that the Supreme Court
had stated in a judgment that the CMS diploma holder could provide basic medical service “to the
distressed humanity by the medicines which are recommended by WHO for the primaryhealth care.”
The list of medicines included penicillin by mouth, injectable penicillin, short- acting penicillin,
crystalline benzyl penicillin, ampicillin and amoxicillin, erythromycin and penicillin tetracycline,
rifampicin, sulfadiazine and sulfadimidine, chloramphenicol.

Picture 4.4: UMPs claim about Supreme Court/WHO permission

Picture 4.5: Newspaper clipping from Amar Ujala
newspaper in which it is reported that UMPs are
likely to be licensed to practice medicine
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Picture 4.6: Details of dosage prescribed given in
compendiums used by UMPs

This UMP showed the PI a registration certificate issued by the “Indian Council of Medical Technical
and Health” under the “IOSMS University Development Pariyojana” which stated that the concerned
UMP was a CMS practitioner and the Society had registration under the Societies Registration Act
1860. Twice in the title the phrase Government of India appeared- a phrase which denotes legitimacy
in public thinking. While there is clearly an effort to gain recognition indirectly, it is equally true that
hardly anyone would notice the fact that the qualifications are not recognized and that the Societies
Act only signifies NGO status.
A random Internet search showed that “CMS” diploma refers to Community Medical Service or providing
primary health care. It is claimed that that general allopathic medicines which are recommended
by the World Health Organization for primary health care can be used by a CMS diploma holder. It
states that “the Honorable Supreme Court had given an order that CMS diploma holders can give
the treatment in all diseases including infectious diseases when there is no doctor and he can issue
medical certificate.” The website also shows that the course fees range from Rs.20, 000 to Rs 30,000/
per course.
Most of the UMPs in this category displayed framed qualifications and certificates and were forceful in
arguing that these were recognized and these bodies had the license to confer medical qualifications
and grant registration to practice. There was a shared understanding among the UMPs that controls
only lead to corruption and the fact that they were giving relief to poor people and there had never
been any complaint should be given weightage instead of opening opportunities to harass them
further. They regarded their own framed certificates as valuable but placed greater stock on what they
have learnt on the job from qualified doctors.

Picture 4.7: How UM Ps use unrecognized medical qualifications and justify their use

Unqualified Medical Practitioners In India

27

The more experienced UMPs were providing instant medication and were using a combination of up
to 4 or more drugs for giving quick relief. The sudden “improvement” saved the patient unnecessary
wait and travel costs which would be incurred in going to public health facilities. The care givers knew
well that a PHC doctor would not respond by giving steroids or intravenous drugs and certainly not
on demand. Not that public sector doctors do not give too much medication but the rise of antibiotic
resistance among patients has been ascribed more frequently to the UMPs.23
The treatment given by the UMPs was noted and the first group was found to be by and large following
what they had seen qualified doctors’ doing. Research studies done in different parts of the country
show that the medical practices followed by UMPs are at times in conformity with the prescribed
regimen.23 24 25
There was little regard to cleanliness but there was some order in the way the medicines were stocked.
The internal state of cleanliness and hygiene inside the “clinics” was poor but did not make any
difference to the clientele who worked as rickshaw pullers, construction and agricultural laborers or
petty assistants in street food eateries or helping tea sellers. The walls of the clinics had shelves
containing a variety of allopathic cough medicines, syrups, tonics, digestives. There were several
calendars gifted by nearby private hospitals and nursing homes with pictures of gods and goddesses
hung up on the walls.
The inpatient service was organized within the OPD space but some UMPs also had 2 to 3 beds sideby-side within the room or beyond a curtain or a plywood partition. The beds were rudimentary – little
more than an 18” x 60” low tables used by the patient and his attendant who sat on the same bed. At
one place a plastic container of drinking water stood on top of an old, undusted broken chair with a
plastic bucket which was used for dripping water as well as garbage from the use of syringes, needles
and soiled cotton. This was located next to the refrigerator which stocked injections and open bottles
of anti-biotic syrups. However the UMPs were found using disposable needles and syringes.

Picture 4.8: Stocking of Injections
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It is clear that the UMP’s who claim to have qualifications to practice are obtaining certificates on
payment and are convinced that they have the legitimacy as well as the competence to conduct
medical practice. The display of medical sounding qualifications was only used by the UMPs who were
comparatively younger <40 years. The older among them did not feel the need to provide credibility
through the display of any registration certificate. The people who availed of their services did not
ask any questions and accepted the medication given, including “in patient” treatment as provided.
What came out clearly was the feeling of prior acquaintance and comfort that the patients exhibited
and the demeanor of the UMPs which was friendly and businesslike.
Some studies have found that majority of UMPs do not have separate clinics for practice and they
keep moving from place to place on their cycle/scooter to treat patients. They also pay visits to the
patients’ residence and they don’t have any fixed hours of practice which contrasts favorably with the
majority of public health establishments which function only between 9 a.m. to 5 p.m.2

Category 2: Skilled Women UMPs
Two women UMPs (superior to traditional dais) were also interviewed at length. They were able to
convey a very clear and distinct idea of how a pregnancy develops in the advanced stage and were
aware of the signs and symptoms of difficult labor; how dilation of the cervix is measured, when and
at what stage oxytocin injections are given and the precautions to be taken in handling the placenta
and the baby. The answers were given with confidence, using the right terminology but spoken in the
Haryanvi accent and dialect. The following conversation is an English translation word to word of what
the Woman UMP said in answer to questions posed by the PI.
“On internal examination I examine a patient for the following:
1. Pressure of the fetal head
2. Dilatation of the cervix that is mouth of the uterus.
If the pressure is there that means that the woman has gone in to labor, if not, then she will take
time. Second is on opening up of the cervix which I measure in terms of number of fingers that can
pass through the cervix – one, two or three fingers. That gives me a good idea of the amount of time
the patient would be taking to deliver. If there is no pressure and no dilatation of cervix then I send
the patient back. If the cervix is 2 – 3 fingers dilated, I may administer Inj. Epitocin to speed up the
dilatation.”
The facilities for conducting the delivery were basic but workable. The labour tables were covered with
Rexene and there were three such tables in a tiny space beyond a plywood partition- showing thereby
that at times the UMP was attending simultaneously to 2-3 patients.
The women UMPs spoke with great confidence but there was a lament that their work had reduced after
the ASHAS who had been engaged under NRHM had begun accompanying women to a government
health facility. They volunteered that the pregnant woman’s family was always keen that the duration
of labor should be over as soon as possible and families were not receptive to the idea of spending an
entire night waiting for childbirth to take place. At times, a referral became necessary and the women
were in close contact with local gynecologists/women doctors (including those under whom they had
received training.)These women exuded confidence and were quite happy to be videographed.
Sub-category: (Traditional Dais)
The PI also met another category of women UMPs who were more like traditional dais. One such woman
even welcomed the PI into her house and her young daughter offered tea. But the moment the PI
asked permission to take notes of what she said she became flustered and refused. She did not use
modern medicine terms and said she went to homes to conduct deliveries.
Unqualified Medical Practitioners In India
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Category 3:

UMPs running “clinics” inside DAWAI shops.

Rural and urban areas frequented by the working and labour class have several “Dawai Shops” selling
medicine. The original shop owner may have possessed a diploma in pharmacy but often such shops
are managed by a non-pharmacist UMP. A regular pharmacist with a Diploma in Pharmacy is however
available within a 10-15 minute ride on a scooter. All kinds of medicines including scheduled
(prescription drugs) are routinely sold at such outlets and given to patients who complain of illness
and ask for suitable medicine to treat a condition.
The stock of medicines was an indication of the UMPs conversance with drugs required for various
conditions. The stocks were plentiful compared to what was available with UMPs doing clinical work.
The “pharmacist” UMP called out the names of drugs to a helper who found the medication in no time,
exactly as happens in large pharmacies. These UMPs could speak the names of the drugs with facility
– mispronounced at times – but correct. The UMPs that the PI spoke to said they were qualified only
up to class X or XI (not even 12.) But their confidence levels were high and they acted without fear
or apprehension.
The patients were not aware of the distinction between treatment and dispensing medication but
went to these “dawai shops” when they wanted to get relief from a self- limiting condition like fever,
joint pain, vomiting, diarrohea or toothache. The difference between the UMPs who did active actual
treatment like giving injections, administering IV fluids and treating a host of acute illnesses and
these pharmacy outlets was that in the latter case, the owner/seller of medicine was not himself
providing treatment beyond the supply of drugs. This kind of supply of medication for symptoms
explained by the patient/ consumer is carried out by reputable chemists’ shops too –even in big cities.
The two UMPs told the PI that they had learnt the ropes by working as shop assistants in chemists’
shops and also by using information given by medical representatives of pharmaceutical companies.
The PI also came to know through conversation with the UMP accompanying her that the shops were
sometimes owned by qualified doctors in the vicinity. This is confirmed by research studies in India
and other countries.26
Category 4: Bangali (Pronounced Bungali ) Doctors/ Jhola Chaap Doctors
The fourth group comprised of UMPs who had perhaps had no direct exposure to working with modern
medical practitioners. They did not know the names of the medication which was known quite expertly
by the UMPs in Categories 1, 2 and 3 (as per need.) They used a combination of treatments which
included allopathic medicine, Ayurvedic drugs, oils and tonics and even homeopathic medicine. A
chart showing the human body, a stethoscope and blood pressure instruments could be seen in the
clinic of one such practitioner but it was clear that the medical devices were not in use. Such UMPs
were providing a combination of drugs as they felt these might give results.
They seemed to be accessed by patients who wanted to discuss confidential problems relating
to sexually transmitted diseases and sexual difficulties. This was discernible from the availability
of medicines and tonics for sex related conditions on the shelves. Signs advertising treatment for
Piles/Hemorrhoids could also be seen prominently in the clinics of these practitioners. The general
appearance of the khokas from where the jhola chaap doctors provided services were dilapidated and
either tucked within the vicinity of a tea stall or pan shop where laborers congregated or it was in a
kaccha hut or a niche space between two shops with no name board. These UMPs did not exude the
“professionalism” of the earlier categories and their appearance too was very casual. The PI met 3 out
of 5 such UMPs who were obviously dependent on chewing tobacco. Their khokas were shared by other
itinerant healers who provided advice, and even treatment using yoga, naturopathy but also some
other manipulative procedures. This group of UMPs did not appear to have passed middle school stage.
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In the five facilities the PI visited the premises were visibly dusty and housed in disorderly environs.
That such people still found clients and were able to run some kind of haphazard practice shows the
extent of ignorance and poverty that prevails even in a township which is a district headquarters.
Notably these UMPs unlike the ones who had worked under the supervision of qualified doctors were
not at all communicative and resented being asked questions. They lacked the energy and engagement
which was visible among those who had mastered skills.

Picture 4.9: Working Environment Of Jhola Chap Bangali Doctors

It can be concluded on the basis of these visits but also the conversations with qualified doctors that
there is a huge difference in the exposure knowledge, experience and attitudes of different groups of
UMPs.Any policy intervention must be able to differentiate between the capabilities of each group.

General Findings about other occupations and Earnings by different
categories of UMPs
The UMPs readily admitted (on being asked) that they were not running the medical service activity
exclusively but undertook other seasonal work like cultivation, agricultural labor and employment as
life insurance policy agents which supplemented their income. By and large each UMP had stated that
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he generally received visits from a minimum of 4 -5 patients in a day and the charges for consultation
and treatment for two days ranged between Rs. 15 to Rs. 100 depending on the patient’s condition
but also his demand for specific treatment like the use of injections and IV fluids. While questions
relating to symptoms were asked from the patient and from the accompanying male member in the
case of women and children, the resultant “diagnosis” was neither asked by the patient nor shared by
the UMP. The patient profile ranged from able-bodied young men, to women up to the age of around
40 as well as infants and small children. No elderly patients were seen during the field visits. (In
subsequent interviews with a cross-section of poor people they told the PI that older family members
always returned to the village as it was not financially viable to keep unproductive older members of
the family in the slums once they stopped getting jobs.)
The PI came to know that the cost of an IV fluid bottle of 500 ml containing dextrose and saline
solutions had been priced by the National Pharmaceutical Pricing Authority at prices ranging from Rs
17 to Rs 27 for a plastic bottle and between Rs 21 and Rs 31 for a glass bottle. The UMPs charged Rs
100/ to Rs 200/ per bottle (plastic.) For giving two to four tablets of anti-biotics and pain killers the
UMP charged Rs 30- Rs 50/.There was clearly a huge profit margin but probably less than the financial
outgo a patient would face if he had to go to qualified doctor and additionally pay for transport.
The UMPs in categories 1 and 2 above stated upfront that they were paid commissions by regular
doctors when they made referrals for a higher level of treatment which included diagnostics like
ultrasound or sending a patient for surgery. On being asked where their maximum earning came from,
they indicated that referrals earned them more than patient care services. If an ultrasound or surgery
was undertaken under a qualified doctor the cost charged varied from Rs 800- Rs1000/ with 30% going
to the referring UMP.2
Apart from the commissions, the UMPs sometimes received what is popularly known as “addings”
on surgeries, tests and medicines. At the instance of the UMPs, the hospitals, diagnostic centers
and medical shops charged extra from the more well-to-do and ignorant patients and passed on the
amount to the UMPs.2

How UMPs Update Their Knowledge
The UMPs said they updated their knowledge in three ways: first, by keeping in touch with regular
doctors known to them and asking questions; second, by learning from medical representatives of drug
companies who explained the properties of the new drugs, their dosage and precautions and finally by
accessing the prescriptions from PGI Chandigarh, (a Post Graduate Teaching and Research Facility run
by the Government of India,) in the case of the Panipat UMPs. They said that they were in touch with
chemist stocking high quality drugs who shared the prescription which they would obtain and seek
more information from qualified doctors or the medical representatives.
What was noticeable was their awareness that they should discontinue treatment and make arrangements
for referrals in case there was any deterioration in the patient’s condition. All these UMPs admitted
that there were only qualified up to class X or XI (not even 12) but were convinced that they knew as
much as qualified doctors because of their long exposure to the work done by qualified doctors.
The UMPs stocked medicines manufactured by mostly standard companies like Cipla, Cadila, Pfizer,
Abbot and Ranbaxy and this was noticeable. It shows that quality seemed to matter as quick results
were critical to their success and reputation. The medical representatives were sent by a wide range
of pharmaceutical companies and the UMPs said they spent time explaining the merits of the latest
medication and also left behind free samples. When giving medicine they are careful to cut the blister
pack in a way that the name of the brand name of the drug is not visible. This it was apparent was
to ensure that the patient returned for more medicine.
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How UMPs Handle Occasional Enforcement
All the UMPs who were interviewed sincerely believed that they were doing useful work for poor
communities. When asked whether they faced any reprisal or punitive action either by the police or
any government agency they said that “raids” did take place occasionally which were always a threat
but problems could be overcome by paying money. (Two of the UMPs said that they had to pay up
to Rs 1000/ to stave off harassment or legal action.)They were emphatic that the harassment should
stop as they were providing an essential service which no one else was in a position to provide. Some
appealed to the PI to speak to people in authority about the high quality of their services undertaken
at a fraction of what it would cost if the patient had to visit a public health facility or a qualified
doctor’s clinic.

Legitimization more Important than Training
There are several studies18 27 28 which show that the UMPs have not received any formal, recognized
medical training and are not registered with any government authority and operate outside any kind
of regulation. Several research studies have pointed to the fact that the informal providers – UMP are
the first port of call for poor patients seeking modern medical care at a low cost.
While the UMPs were not averse to receiving training they were more interested in legitimization of
their activities. One common thread that ran through the approach of all the UMPs was that they were
simply doing a job for which they were trained but they made no claim to being altruistic. However
they all agreed that payments were usually delayed but the fee got paid eventually.
There is considerable variation in the approaches of different experts. Dutta R et al15 observed that
“this group of self-styled practitioners called quacks, despite in expertise is doing a good business in
the villages taking advantage of the lacunae in the public health care system. As testimony to their
legitimacy, they manage certificates from unauthorized and unrecognized institutions:” Das J et al
had referred to the treating practice and concluded that by and large the medical practice of UMPs are
not different from what regular doctors would have done.23 Even so the most worrisome aspect of the
UMP practice is that these practitioners treat inappropriately with instant acting medication which
is unnecessary. Studies show that patients reach a medical facility only after the condition has
become severe due to the mismanagement at the UMP level.29

Conclusion
The quality of UMP practice covers different kinds of patients and is not of uniform quality. The
range is so wide that it would be difficult to decide who to train and what the training should cover
in the event that training them is considered a worthwhile strategy. None- the- less the variation
in experience and conversance with medication, drug dosage and the latest drug development is
huge within the UMPs. Segregating them will not be easy unless there is a mechanism to test their
capability.

Unqualified Medical Practitioners In India

33

34

Unqualified Medical Practitioners in India

the UMP –small

ChaPter-v

Cog in a Big wheel

Introduction
If one looks for a simple cause and effect rationale for the growth of UMP services it is because
cheap options to deal with day-to-day acute medical symptoms and illnesses are not available for
poor communities. The UMP option is the most effective when the primary aim is to get quick acting
medicine. Besides the UMPs maintain good connections with a range of practitioners and in case of
need there is a hotline to qualified private doctors, specialists and even diagnostic centres through
them. In this chapter after showing gaps in the health delivery system the relationships that exist
between the user public and the UMPs and vice-versa and between UMPs and qualified doctors have
been described. This is important as it constitutes a backdrop for societal attitudes which provide
backing to the UMPs as well as a playing field.

Primary health infrastructure does not focus on sudden acute illness
The public health infrastructure of Primary Health Centres and Sub-centres has been primarily designed
to serve two primary objectives- of reducing the impact of communicable diseases like malaria, TB,
leprosy and water borne diseases like cholera, dysentery and diarrhea and second, to provide services
for reproductive and child health. Under NRHM the reduction of maternal and infant mortality was
given a fresh thrust with an accent on ante-natal care, maternal health, institutional deliveries and
widening contraceptive choice. However curative services for acute day -to-day illnesses were left
to be managed by doctors working at the Primary Health Centre (PHC) level or higher still at the
Community Health Centre (CHCs) level. However such doctors have proved ineffective to satisfy the
immediate needs of poor people to get cured of sudden sickness.
The 71st round of the National Sample Survey Organisation (NSSO) showed that 72 percent rural and
79 percent urban people use private facilities for outpatient care. There are huge state variations with
84 % of the rural population visiting private facilities in Haryana, Bihar and Uttar Pradesh – a huge
chunk of the country’s population. States which use public facilities for outpatient care include Assam
84%, Odisha 76 percent, Rajasthan 44 percent and Tamil Nadu 42 %. But these figures do not include
visits to UMPs which are not factored into the surveys or have been unwittingly included as doctors.

Non-Availability of MBBS Doctors and Acute Paucity of Specialists.
As of March 2016, there were 155, 069 sub-centres (SCs), 25,354 primary health centres
(PHCs) and 5,510 community health centres (CHCs) functioning in the country to cater to populations
of 5000 30,000 and 100,000 respectively under the public health infrastructure. But according to
Indian Public Health Standards, there was a 20% shortfall in the number of SCs, a 22% shortage in the
number of PHCs and a 30% shortfall in the case of CHCs. The interstate variations were particularly
high as given in the footnote. Most functioning rural health facilities were deficient in essentials as
nearly 30% of the SCs did not have regular water supply, 26% lacked electricity and 11% did not have
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all-weather connecting roads. 63% PHCs did not have an operation theatre and 29 % lacked a labour
room.1§
The sub-centres are the most peripheral and the first facility based point of contact with the rural
community. They provide services relating to disease control programmes and function as satellite units
under the PHCs. They are managed by Auxiliary Nurse Midwives (ANMs) and a male health worker both
of whom primarily provide extension services related to national health programmes, immunisation
and antenatal care. They are also involved with building awareness about family planning, sanitation
and preventive health. They cannot however provide fast-acting drugs which is essentially what people
seek for treating acute conditions.
The first contact point between the village community and a qualified modern medical officer is the
PHC. PHC doctors are not available in the late afternoons, evenings, holidays, Sundays and public
holidays30. This is when their services are needed the most to give medicine for day-to-day illness.
The CHCs provide specialized medical care and are expected to have surgeons, obstetricians &
gynecologists, physicians and pediatricians. According to data supplied by the Health Management
Information System of MOHFW there was a huge shortfall of surgeons (83.4%), obstetricians &
gynecologists (76.3%), physicians (83.0%) and pediatricians (82.1%). Overall, there was a shortfall
of 81.2% specialists at the CHCs vis-a-vis the requirement for existing CHCs.

Factors that make UMPs the First Choice
The non-availability of doctors despite the fact that public health services are free, act as a deterrent
to using public facilities.15 31 When a poor person has to confront an acute illness, (his own or
concerning a family member,) his first concern is to get medical care which would mitigate acute
symptoms. The possibility of losing the day’s wages or inability to attend to essential domestic
functions are terrible prospects for those who have no alternatives.
The spatial planning of health facilities in the country is far from uniform whatever the norms
state. Tens of thousands of villages are beyond 5 kilometres and even 10 kilometres from a Primary
Health Centre. The Jansankhya Sthirata Kosh2§ (National Population Stabilisation Fund) GOI with
support from the National Informatics Centre and using census data superimposed on Survey of India
GIS maps had shown that most villages lie beyond five and even 10 km from a primary health centre.
The ANMs at the sub-centres can only give pain killers and palliatives but cannot provide medicine
for acute symptoms which only a qualified doctor can prescribe under the law even after applying
exemptions given to some functionaries. By and large every village has at least two UMPs and it is
natural for villagers to use their services in the first instance. They live in close proximity and pay
house visits if required. They also give quick acting medicine and the entire cost is affordable. Fears
about over-medication, side-effects and the possibility of becoming sicker due to wrong medication
are less fearful than the prospect of losing the next day’s wages.
In urban areas, transportation to a regular facility may appear easier but the time and unseen
cost implications can also be high. Visiting a public health facility even if it is within a radius of 1
to 2 km requires engaging a conveyance and whether that is by bus, cycle rickshaw or auto there is
unforeseen outgo of time or money or both. For the urban poor the UMP option is more efficient from
the user’s point of view.
1 § Accountability Initiative, Centre for Policy Research derived from RHS/NHM data available online at https://nrhm-mis.
nic.in/Pages/RHS2016.aspx?.
2 § http://jsk.gov.in/district_health.as JSK data relates to Census data 2001 but even with the addition of PHCs and Subcentres the number of villages located more than 5 kms or more than 10 kms. from a PHC (where a medical officer is posted
run into tens of thousands.
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Findings About Fees Charged by UMPs
In order to get an idea of costs, the PI spoke to a group of masons, labourers and rickshaw pullers
from Phuleta and Ghaad villages in Tonk district in Rajasthan and Chappra block in Saran district in
Bihar. They had migrated to Delhi some 10-15 years sgo as children and now lived in two different
camps in Kusumpur Pahari a large slum in South Delhi. The PI asked them about their preference
for treatment and the costs they incurred for treating sudden illnesses both in their villages (where
their families lived) and in the slums. The responses from both groups were surprisingly similar with
some variation. (As these were unstructured conversations with small groups, no records have been
maintained. However all the labourers the PI spoke to worked on daily wages for a building contractor
who also lived in the slum. He had collected 15 labourers whom he hired for undertaking house repair
and painting jobs.)
The PI asked the labourers how they handled sudden illness and what the costs were. There were some
differences but broadly a UMP working in the slum charged Rs 75/ for treatment which included drugs
for two days. If he gave an injection or anti-biotics for 3 days it could cost Rs 75 –Rs100/ and if IV
fluids were used it cost Rs 400 for administering 2 bottles.3§
To visit a public facility from a village the transportation cost may be anything from Rs 15- to Rs 25
depending on the distance and the conveyance used; the waiting time to be seen by a PHC doctor may
be more than 2 hours because doctors usually came late. Taken together with the wait for medicine
to be dispensed, the time spent would add up to most of the working day gone. All the labourers said
that the PHC doctor came at his own will and sometimes did not turn up at all. In the process a day’s
wages of Rs 300/ upwards could be lost.
A private doctor would charge Rs 100 as consultation fee and would expect that the medicines be
bought from a chemist where the bill would come to an additional Rs 50/ or more -even if medicine
is purchased for just 2 days. It could however cost up to Rs 150- 200/ if a private doctor provided
the medicine himself. However some private doctors would give strong medicine and even IV fluids
or injections if asked for and charge higher than a UMP for the same service. In fact his helper would
administer the drugs- not the doctor himself who would keep sitting at his table. So it was argued
that usually there is no advantage in going to a doctor in the first instance. Less educated people
from the working class also tended to go from doctor to doctor and hospital to hospital when nothing
worked4§§.

3 § It may be noted that the costs of such treatment were less than half in the Panipat survey results which shows how
provider supply does not necessarily bring costs down. It is related to paying capacity and the daily wages in Delhi are the
highest in the country.
4 § § A mason from District Bundi, tehsil Nainwa gram panchayat Dayi said he had continuous pain in the lower spine and
joints right from early 2002. He first went to a local UMP in the slum intermittently for about 2 months. On each visit he
charged Rs 200-Rs 400 and sometimes asked for additional medicines to be purchased. When the pain would not stop he
went to a regular doctor who ran a clinic in his house in Vasant Vihar. He treated the mason for 9 months and gave 15-20
drugs to be taken together 3 times a day. (In a day the mason said took 45 tablets and capsules and felt better as the
“nasha” –intoxication – gave relief from pain, increased his appetite and gave good sleep). After 9 months the doctor asked
him to reduce the drugs but then the pain returned and the same doctor asked him to go to AIIMS or Safdarjang hospital
for which he was given a referral. At AIIMS he was given treatment which did not give quick relief so he went to the Ganga
Ram Hospital in 2003 and continued treatment there for 2 ½ years. After 2006 he did not go to another doctor in Delhi
but went to a hospital in Kota in Rajasthan. He was treated by a Government physician who worked privately but even his
treatment could not help. The mason then went to Bundi to another Government hospital but the doctor called him to his
house for treatment. He took Rs 400-500 every 15 days. The mason said that the treatment did not work and he has returned
to taking the capsules prescribed by the Ganga Ram hospital. This story is not a reflection on treatment practices of doctors
or of the facilities provided. The circumstances only show the blind manner in which the poor seek treatment even in a place
like Delhi.
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In any event, whether it is in a village or a slum, going to the UMP becomes the first choice because
it is both time and cost-effective. Only if the condition deteriorates do the labourers seek a referral
to a qualified doctor or go to a government hospital. At that stage they borrow money to pay for
unforeseen expenses. All the labourers the PI spoke to expressed satisfaction with the UMPs for dayto-day illnesses and said their medication mostly worked.
The labourers the PI spoke to were by now “old migrants” and had come to Delhi as children some
10-15 years ago along with their parents. None of them were more than 25 years of age in 2016.
They were well aware of the existence of charitable dispensaries and health centres run by religious
and philanthropic organisations nearer the Kusumpur Pahari slum (in South Delhi) where they lived.
They said that some of them who worked as masons, painters, coolies and stone cutters visited such
places sometimes taking time off from work, but these facilities were closed after working hours when
they needed medicine for a family member or children, the UMP option was not just convenient but
dependable.
According to these laborers in case the medical condition and symptoms did not improve the UMPs in
rural areas and even in small towns made a call to a qualified doctor with whom they had a working
relationship, sought his opinion and if required even accompanied the patient to the qualified private
doctor using his own scooter.
In the Panipat field study the patients had told the PI that they asked for IV fluids to combat extreme
fatigue and a general feeling of ill health. The Delhi slum dwellers confirmed that IV fluids were
administered by the UMPs without asking any questions and on demand. The general feeling was that
injections were very effective because they were quick-acting. The laborers were well aware that they
could not demand such fast- acting drugs, injections and IV fluids from a regular Government doctor.
There was no hesitation in giving responses to the PI and nor did they think there was anything amiss
in going to a known UMP as they had seen one or two around for years. They said that the UMP would
be the first to tell them to go to the Moti Bagh or Safdarjung hospitals (Government run facilities
some 4-8 kilometres away) if he felt that the illness was serious. They knew nothing about the names
or quality of medication given by the UMP but were not even slightly anxious. On the contrary the
feeling was that the UMP’s treatment worked most of the time.
These responses including the fact that UMPs give immediate attention have been brought out by
several studies.11 32 33 Narayana KV2 had additionally noted that there is a feeling of comfort and
security in knowing a person who lives in the community, who has been around for several yearssometimes even as long as a couple of decades and owes allegiance to the community by always
remaining available and helpful. There were several layers of UMPs and they were being accessed on
account of various factors which included age, caste and a reputation for giving effective medicine.
Some UMPs also combined Ayurvedic and Homeopathic products which are preferred by those who
have faith in देसी दवाई- Indian medicine.
It may be noted that attributes like a feeling of kinship, accessibility, affordability, courtesy and
helpfulness, willingness to give treatment as per choice and arranging referrals when needed, have
made the UMP option the preferred choice for the poor.

Relationships between UMPs and Qualified Doctors
The relationship with regular doctors is an integral feature of the lives of UMPs. The general perception
that qualified doctors think of UMPs as quacks and shun them is a façade; in reality one cannot do
without the other. The PI talked to a cross-section of UMPs during the field study at Panipat and that
account has been covered in Chapters III and IV. In order to elicit what private practitioners in NOIDA,
Panipat and Ghaziabad thought about the situation the PI spoke to a few doctors who ran clinics and
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nursing homes. She knew two personally and met the others through these contacts. While there was
broad unanimity in the responses given, none of the doctors wanted their names or their hospital
addresses to be given. Only because she came through two doctors she knew personally and also
because she was introduced as a person with long experience in the health sector they were helpful.
Although the conversations cannot be treated as a survey they show the general assessment of the
doctors and the give-and-take relationship they have with the UMPs.

How qualified doctors train and skill the UMP
The following account is a collation of several conversations held in an informal atmosphere with
doctors running nursing homes in the NCR area. They said that most UMPs who treat patients using
modern drugs had learnt directly from qualified practitioners that had employed them at some stage.
All private doctors needed assistants for managing various functions in their clinics. This work
ranged from registering the patient to preparing him for examination- to keeping instruments ready,
to administering injections and IV fluids and also dispensing selected drugs as prescribed. Some
qualified doctors said that time spent on training the helper and explaining things to him improved
his competence. Others considered the helper as transient hired help and used him accordingly. There
was agreement that the training and exposure the UMP received and his own willingness to learn
influenced his future confidence levels and competence.
The doctors all admitted that they paid 30 per cent of the fees they charged for giving treatment,
to the referring UMPs as they were dependent on them for getting patients. The method of making
payment was simple. Whenever a patient came to see a private doctor he had to be registered at the
reception. At that time the name of the referring UMP was entered and if the UMP accompanied the
patient he would himself get his name entered. It was the job of the receptionist-helper to calculate
what was due to be paid and this amount was put into an envelope from the day’s collections and
delivered to the referring UMP. The circuit was quite manageable as it was all completed on the same
day mostly.
The doctors disclosed that they gave advice to the UMPs on the telephone on recognizing symptoms,
both about drugs and dosage and that they had a good working relationship with them. All the doctors
the PI spoke to felt that the UMPs needed to be trained in a host of Do’s and Don’ts. As one particular
doctor put it,
“They are like electricians who can fix a wiring problem without knowing the physics of why something
is done. But in the case of medicine it could be dangerous.”

Doctors’ advice on need for a written qualifying test before training UMPs
All the doctors the PI spoke to were clear that if it is decided to train the UMPs only a written test
of a qualifying nature would determine who is fit to be included in a training programme. The doctors
were enthusiastic about the competent UMPs who they said were industrious and sensible besides
possessing more clinical competence than many young qualified doctors- particularly the new MBBS
graduates educated at indifferent medical colleges who had little clinical exposure. They said that like
all professions the UMPs also fell in the good, bad and indifferent categories but the good ones were
providing a service no one else could ever provide to the poor and they must be trained to avoid harm.

Doctors’ Overall faith in competence of selected UMPs
According to the qualified practitioners the PI spoke to, the UMPs were a reliable bridge for the
uneducated patient or even visitors from rural interiors searching for a suitable medical specialist. By
the time the UMP left a regular doctor, he not only knew about drugs and treatment but also which
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doctors in the vicinity offered what kind of medical services and their reputation as effective doctors.
They also knew about the fees charged for specific procedures and interventions as well as performing
specialized surgery. This knowledge held by the UMPs was of great help to uneducated patients and
visitors in search of a suitable doctor. (It was apparent that referrals by UMPs mattered hugely to the
doctors. The possibility of fleecing poor people was not treated as something of any consequence.)

Business Interdependencies of Doctors and UMPs.
The UMPs were the main conduits between patients and doctors.(2) They had an understanding with
different doctors and if they felt a patient’s needs ccould be met by a particular doctor, they referred
the patient there. This was done as a service which included accompanying the patient on a motor
cycle and negotiating fees. Generally the treating doctor agreed to reduce the fee he charged on
the recommendation of a UMP if he said the fees would be out of reach for a poor patient. The 30%
commission was assured but it was merely a fee for service for referring or bringing a patient. Most
doctors the PI spoke to stated that the UMP’s sympathy lay with poor patients (as they are well aware
of patient’s financial status,) and working on their behalf and doing it sincerely was important to
carry the trust of the community. The UMP being a well-known person, word traveled fast if he was
either helpful or greedy. Those UMPs who showed effectiveness and trustworthiness in brokering an
affordable package were naturally preferred.
The referrals made by the UMP were on the basis of personal rapport and factors like charges levied
by the doctor and the paying capacity of the patient. The PI learnt that if a husband and wife or two
brothers ran a clinical establishment, the UMP may refer a case to one partner but not the other (if his
chosen doctor was not present,) due to factors that he considered important for treating a particular
kind of patient. Getting a good deal was all important and to remain a trusted broker finding the
correct doctor mattered for outcomes.

How Doctors and UMPs Satisfy Patients’ Demands
According to the doctors at all times the patient and his family had just one concern - to see that
the patient got well as fast as possible so that normal activities (and earnings) were not disrupted.
Patients and care-givers always sought “effective medicine” which actually meant strong medicine.
Often patients demanded IV fluids or injections to be administered as there was a common belief that
these are more potent and recovery would be faster. The UMP and the qualified doctor also had to keep
their clientele satisfied lest they moved to other providers which apart from loss of business would be
a come-down in terms of reputation. They had therefore to be seen to be obliging and co-operative.
Advice on not using anti-biotics, steroids etc. as oral medicine or intravenously did not weigh in with
the patients. The doctors generally felt that time spent on explaining this was a waste of time as there
was no understanding, leave alone receptivity.
Asked about harm caused by use of infected needles and syringes by the UMPs, all qualified doctors the
PI spoke to all located in major townships informed her that these days the UMPs only used disposable
syringes and needles. While biomedical waste management requirements may not be followed by them,
such a requirement was minimal in the case of UMPs. In any case the UMPs management of clinical
waste was a minor problem compared to the disregard shown by many hospitals. The doctors were
asked whether they had seen any case of abscess etc. caused by infected needles and they all said it
was now a thing of the past.
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Biggest cause for concern according to Regular Doctors
All doctors the PI spoke to expressed serious concern about two things. The first was the area of TB
treatment. Often when there is no improvement in case of prolonged fever or chronic cough despite
anti-biotics, some UMPs started using TB drugs as presumptive treatment. Either no tests were got
done or the tests were not definitive but the presumptive medicine continued. Patients discontinued
treatment at will which introduced a cycle of resistance making further treatment difficult. The UMPs
did not understand the harm they could be doing. The restrictions on the purchase of TB drugs could
be easily overcome according to the doctors.
The second major concern was the indiscriminate use of fourth generation drugs by copying
prescriptions issued by super-specialty doctors working in AIIMS or PGI Chandigarh by asking friendly
chemists. This area the doctors felt was of serious concern and the drug resistance caused by problems
were becoming grave. The doctors felt that this is a bigger problem as compared to the short-term
use of “ordinary” anti-biotics. The over-use of anti-biotics by both public and private sector doctors
is referred elsewhere and is not elaborated further here. However the attitude shows an absence of
concern for overuse of the “ordinary antibiotics” used by UMPs almost as though that is no longer
controllable or a high priority.

Whether UMPs can be weaned away from using IV Fluids, Injections and
Anti-Biotics.
A disappointing takeaway from all the conversations was to learn from the practitioners that no UMP
who was administering intravenous drugs and parenterals “would ever give up using them- even after
training”. Using these drugs was the UMP’s main source of income and if patients were not given what
they demanded, they would move on to another UMP who was “more effective.” This would affect their
reputation and business and according to the doctors, no amount of training would wean the UMPs
away from using the treatment routes they were accustomed to use but they would simply do it less
overtly or even secretly. Strong words were used by one of the doctors to explain the need to accept
the reality about UMPs:
“You may argue that we cannot allow these uneducated guys to practice but that is the fact of Indian
conditions and no point in going after western standards or only do what WHO says or expects. Try to
read the writing on the wall and accept the scenario we have in our country.”
As another private doctor put it:
“ If the trained Dais have been accepted to conduct deliveries and administer different injections in the
process and ANGANWADI workers administer various injections, then why not to accept these UMPs?
At the same time it is necessary to make them realize their limitations and the harm their ignorance,
over confidence or greed can cause. It may even take away a life which may bring insurmountable
misery to the whole family and thereby may even jeopardize their own future also as they survive on
their reputation. Government should identify and appoint senior well qualified doctors from the local
community who are willing to undertake the training of these UMPs and assign them a number of UMPs
to train, supervise and mentor.”

UMPs Relationship with Public Sector Doctors.
All public sector doctors at the district and sub-district level are well aware of the widespread presence
of the UMPs and also that they are the first port of call for the poor. The irony is that the CMO and
his Medical Officers have to mount raids as and when the subject of quackery gains prominence and
for the rest of the time they use the UMPs and train them to identify cases of Malaria, Dengue, and
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Chikungunya, Encephalitis, cholera and other water and vector borne diseases. In the past the UMPs’
help was taken to identify cases of HIV/AIDS and find families that had excluded children from the
polio campaign. Those public sector doctors that are permitted to conduct private practice or do it
surreptitiously, depend on the UMP’s just like the private qualified practitioners do.5§ There is no
difference.
In the broad spectrum of responsibilities that government doctors are responsible for the UMP business
is considered a peripheral activity which since it is not on the radar of politicians, administrators the
media or the public can afford to be ignored. The public sector doctors feel no useful purpose would
be served by getting after the UMPs. A regular public sector practicing doctor told the PI, “When they
get both consultation and medicine under Rs 50/ and next to their homes why would they go anywhere
else? We have no means to stop it.”

Conclusion:
From the group discussions with the slum dwellers who continue to have strong links with their
families in rural villages in Rajasthan and Bihar and conversations with doctors from the private
and public sector it is clear that ending the UMP business will not be easy primarily because the
community trusts them. Even practicing doctors who did not wish to have their names publicized felt
that the situation cannot be overturned at least for now. The question then arises – how far does one
go in containing a practice which could be doing more good than harm; alternately when does one
decide such practice is doing more harm than good ? What are the ethical issues involved and how
can those be responded to while having enough discernment to know what can and cannot not be
changed?

§

Das J. Of Quacks and Crooks. The Conundrum of informal health care in India.[Cited on 2017 Mar 15]. Available from https://www.
brookings.edu/blog/future-development/2016/10/24/of-quacks-and-crooks-the-conundrum-of-informal-health-care-in-india/
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ChaPter-vi

Parliamentary PersPeCtive
on quaCkery
Parliamentary Committees and Changing Perceptions.
From time to time through petitions and representations the UMP’s Associations have been actively
promoting its members’ interests. While this Chapter is not intended to be a historical account of
changing attitudes towards UMPs, it highlights the fact that unlike at an earlier juncture when there
was a move to legitimise the UMPs, the MPs have now moved to an anti-quackery approach in the last
10 years. In the seventies a UMP association had been able to get a hearing with the Rajya Sabha
Committee on Petitions. This has been recorded in a Special Leave Petition filed by the Association of
Private Medical Practitioners Association of India before the Supreme Court in 2010 against the order
of the Madras High court. In the petition the UMPs have drawn attention to some landmark events:
The Rajya Sabha Committee on Petitions in its 45th Report34 had recommended that the Government
frame a uniform law in which unqualified medical practitioners who have been practicing for 10 years
and have a working knowledge of English be enlisted in a separate medical register subject to the
practitioners not prescribing drugs enumerated in specific Schedules of the Drugs and Cosmetics Act
; further that the enlisted practitioners who pass a test may be allowed to treat with the scheduled
drugs also. However the practice of surgery, obstetrics and radiation therapy should be disallowed.
Over the course of three decades things have changed. In the Rajya Sabha Committee on Petitions
126th Report35 of December 2005 the thrust was on regulation of private sector hospitals through
implementation of the Clinical Establishment’s Act, addressing the issue of spurious drugs and a
recognition that in the state of Maharashtra thousands of unregistered doctors had been
punished. Stringent action was recommended against those practicing without medical degrees or
using fake qualifications. The mood was not at all supportive of the UMPs but rather to bring quality
and supervision into the sector by implementing the Act.
The Department-related parliamentary standing committee Rajya Sabha report of March, 2013 had
considered a proposal to introduce a Bachelor of Science (Community Health) Course and had shown a
recognition of the presence of UMPs and asked the Government to devise new strategies to deal with
the shortage of qualified professionals. It was inter alia observed as follows :
“The Committee is, however, constrained to note that a very substantial portion of primary healthcare
is provided by untrained providers and often by quacks and there is acute shortage of health care
professionals in rural areas. The Committee would, therefore, like the Ministry to devote its energies
towards devising new strategies to overcome this gigantic problem.”
Apart from parliamentary committees parliament questions too are a good barometer of the importance
attached by parliamentarians to issues of public concern. The responses from the Government indicate
the gravity with which the subject is treated. A search of all parliament questions on the subject of
quackery or RMPs asked during the last eight years (2009 – 2015) was therefore made in respect of
both the Rajya Sabha and the Lok Sabha.
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It is apparent that the questions asked have been repetitive. Considering that the general milieu in
which UMPs function is well known to all political representatives who are conversant with the ground
realities the routine and repetitive nature of the questions shows that the effect of UMP practice on
public health and safety has gone largely unnoticed. The fact that all questions during an eight year
period were repetitive also shows that there was no public outcry which would have triggered more
discerning questions. The questions were raised by MPs from different states and different political
parties which showed no political bias but also they did not reveal a sense of urgency either.
The response from the Central Government has been almost uniform during the eight years which
was to draw attention to the law on the subject and to state that enforcement is with the states. It is
also observed that though the number of questions is comparatively small, MPs from different states
have asked questions about quackery showing thereby that it is a country-wide problem.

General content of the questions
By and large the questions have focused on:
 whether the central government is aware of the existence of vacant doctors or quacks;
 whether corrective steps are soft to be taken;
 the estimated number of quacks and the number of people being treated by quacks state -wise;
 the number of people succumbing or getting severely affected due to quackery; is steps taken
by the government to impose a ban on practice by quacks who play with the health and lives of
people in rural areas;
 the number of quacks whose practice has been banned and action taken against them;
 whether the government has set up any mechanism to identify and check the activities of
unqualified medical practitioners;
The responses tabled in Parliament have generally included the following statements:
 The government is aware of the presence of quacks in various parts of the country. Presently there
is no separate law to prevent quacks.
 The Indian Medical Council Act 1956 prohibits a person other than a medical practitioner in enrolled
in the State Medical Register to practice medicine in the State. Punishment of imprisonment for a
term which may extend to one year of the fine which may extend to Rs. 1000 or both is prescribed.
 The State Medical Councils which granted registration to practitioners are empowered to take
action against quacks. Since the responsibility of enforcement of statutory provisions is of the
concerned State government, no data on quacks is maintained by the Central government.
 In 2010 it was reported that as per information received from the Delhi Medical Council, 14
persons are working at different places without documents. FIRs have been registered against
these persons at various police stations.
 No cases have been registered by the Medical Council of India.
From a perusal of the questions asked and responses given the following conclusions can be drawn:
Legislators have by and large sought information relating to fake doctors/quacks and the action taken
against them. The central government has taken the position that enforcement is in the hands of the
state governments and therefore no data is maintained.
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The responses have been compiled in the following table, party-wise. There is no political angle which
could be discerned and at least in parliament no MP has tried to suggest that the UMP practice be
legitimised.The actual questions and responses are compiled in Table 6.1.
Presently there is little likelihood of treatment by unqualified medical practitioners becoming a
subject of parliamentary debate. Naturally parliament is concerned with much larger questions of
implementation e.g. the spread of diseases, population and reproductive health, the establishment of
cancer treatment centers, medical education matters etc. The predicament of the really poor will only
become a matter for parliament’s attention if there is a public outcry or media exposure which either
backs or castigates the continuing prevalence of UMPs. That is unlikely to happen in the foreseeable
future. Parliamentarians will only take this up if the Government projects what it intends to do to
confront what is happening.

Table 6.1: List of questions addressed to the Rajya Sabha and Lok Sabha in the period between
2009 - 2015
Party

Dated

Various
Questions asked

Responses

BSP – Punjab
AITC – West Bengal
BJP - Rajasthan
INC – Chhattisgarh
BJP – Gujarat
INC – Andhra Pradesh

06-09-2011
08-07-2014
16-12-2014
05-05-2015
11-08-2015
22-12-2015

Definition of
quackery
Awareness of
government with
relevance to
quacks and their
harmful practice
Number of Quacks
identified in the
last 3 years
Corrective
measures
taken by the
government
Any government
scheme to ensure
that doctors
practice in rural
areas
Monitoring
mechanism in the
scheme
Measures taken by
the government
to promote
awareness of
generic medicines
among the public
Would
government
probe doctors and
chemists in the
country?

Not mentioned
Government is aware of the presence of quacks
There is no centrally available data.
According to the MCI act, only qualified doctors can prescribe
medicines. Others will have to be punished. The state
government is vested with such powers.
The proposal for amendment of the post graduate medical
education regulation to make one year rural posting
compulsory for PG admission is not yet notified
Government with BPPI (refers to Bureau of Pharma Public
Sector Undertakings) has been promoting through print media
about generic medicines and Jan Aushadhi stores. Under NHM
additional 5% of the total fund allocated to a state would be
provided to it if policies favoring generic drugs are adopted

Party

Dated

Various Questions
asked

Responses

RAJYA SABHA
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LOK SABHA
AIADMK – Tamil Nadu
BJP – Gujarat
BJP – Madhya Pradesh
JD(U) – Bihar
INC – Andhra Pradesh
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29-07-2009
06-08-2010
12-08-2011
12-08-2011
16-04-2010

Number of quacks
identified in
various states
Corrective
measures taken
by central
and state
governments
Is government
proposing a new
legislation for reregistration of all
doctors with the
medical boards
every five years?
Measures taken by
the government
to ensure remote
and rural masses
don’t utilize
service from
quacks
Number of quacks
convicted by the
MCI in the last
three years
Whether the
government
is making any
amendment in
the MCI act and
would also pass
the long pending
anti-quackery
legislation?
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No data on quacks is maintained
According to the MCI act, only qualified doctors can prescribe
medicines. Others will have to be punished. The state
government is vested with such powers
Yes. This ensures that doctors are developed which improves
quality in the health care system.
The response mentions the launching of NRHM and its
achievements since inception pertaining to the efforts of the
government to reduce service utilization by the rural masses
from RMPs
There were no cases registered by the MCI in the last three
years

ChaPter-vii

health PoliCy and unqualified
mediCal PraCtitioners
The Broad Picture 2002-2017
Policy documents and the recommendations of the expert groups give an indication of the approach
of experts and policymakers to an area of public interest that needs improvement, a new intervention
or correction. Since medical practice impacts the lives of millions, an effort was made to examine
the relevant policy related documents where medical practice by non-qualified practitioners had been
referred to or discussed. Starting with the 2002 Health Policy a search was made of references to such
practice with the aim of understanding what had transpired and the line of action suggested.
The new National Health Policy was notified in March 2017.It makes no mention of containing medical
practice by UMPs. Although there are several references to strengthening the primary health system
notably by devolving three quarters of the resources to this sub- sector there is no recognition of how
the ignorance of the poor, their dependence on UMPs and a host of related issues are proposed to be
tackled.While the strengthening of sub-centres,the possibility of deploying an additional community
health worker and a male multipurpose worker have been referred to such strategies overlook the fact
that none of the functionaries can give the strong medication the poor seek.
The policy refers to a revival of an idea which was abandoned not too long ago, of creating health
workers with community health degrees. But there is no mention of the Schedules under the Drugs
and Cosmetics Act which only permit those enrolled on the medical register to prescribe scheduled
drugs or to sell them.
Undoubtedly the primary health facilities need strengthening; but unless the conundrum of the poor
voluntarily seeking strong medicine, which only UMPs can provide in close proximity to where the poor
live, is solved strengthening sub- centers will not reduce presence of UMPs.
Indeed the new policy was the place to have confronted what is happening. It could also be because
the states which were consulted did not treat this as an issue worth bringing to the notice of the
Centre.
Normally the health staff like the Director of Health Services of a state seeks inputs from the
Chief Medical and Health Officers about any disturbing developments which become the base for
addressing the situation either by using the available laws or drawing attention to the problem with
its implications for public health policy. It is then that the Secretary of the Ministry or the Department
at the state level either asks for a prevalence study to be mounted or uses the outcome of available
research relevant to the area to steer a course of action which fits into the overall framework of
implementing policies.
The health system under the state governments had apparently not drawn attention of the central
government to the scale of unqualified practitioners and the quality of their practice. While health is
a state subject under the constitution, the laws relating to medical practice and drug prescription are
central laws and if any track change had to be introduced it requires the intervention of the Central
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Government. Some states had however initiated action which has ranged from arresting the UMPs
to training them but this had remained a sporadic activity. Evidently no reference had been made to
numerous research papers which had described the scale of what is happening in different parts of
the country.
Fifteen years ago the Health Policy 2002 too had evaded the subject altogether.Between 2002 and
2017 however. there have been frank admissions as to what is happening ; some documents even gave
suggestions as to what needed to be done ( although it was not pursued thereafter.)
The approach adopted in important policy documents have been recounted below.They form a part of
the historical approach of health planners and policy makers and show a divergence of views being
expressed at different fora from time to time.
1. The National Health Policy 2002,36
2. The Report of the Macro-Economic Commission 2005,37
3. The NRHM (Framework 2005), High-Level Expert Group (HLEG) report on Universal Health Care
(UHC) for India: Planning Commission of India: 2011,38
4. The 12th Five Year Plan, the approach to the Clinical Establishments Act (CEA) 201039 40
5. The decision of the Committee of Secretaries of the Cabinet Secretariat 2015.

National Health Policy 2002
The only reference in this document refers to unlicensed mental health clinics and no other reference
could be located to medical practice by unqualified medical practitioners:

Mental Health
Mental health disorders are treated as spiritual affliction. This has led to the establishment of
unlicensed mental institutions as an adjunct to religious institutions where reliance is placed on
faith cure. Mental health institutions are deficient in physical infrastructure and trained manpower.
NHP-2002 will address itself to these deficiencies in the public health sector.

Report of the National Commission on Macroeconomics and Health. MOHFW:
GOI; 2005
The following recommendations appear:
1. “India’s health system delivery of healthcare services: Access to medical care continues to be
problematic due to locational reasons, bad roads, unreliable functioning of health facilities,
transport costs and indirect expenses due to wage loss, etc. making it easier to seek treatment
from local quacks. This explains the gross underutilization of the existing underutilization of the
existing health infrastructure at the primary level contributing to avoidable waste.”
2. Need for standards and treatment protocols- “A survey found that in several places there was
a clear nexus between private medical practitioners and pharmacy shops. In one district it was
learnt that most pharmacy shops were ‘owned’ by the doctors; most private doctors depended on
referrals from quacks who acted as ‘procuring’ agents for getting patients to their facilities in lieu
of handsome commissions; fee-splitting between diagnostic centres and referring doctors, AYUSH
practitioners practicing allopathy, etc. Such practices contribute to increasing costs on account
of over prescription of drugs, subjecting the patient to unnecessary tests and procedures, and
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over treatment. Engaging the private sector and regulating health markets will need to have a
framework of rules. Standards-based payment systems help enforce provider accountability, check
unethical practices and issues of conflict of interest.”
Comment: In this report there was recognition of the problem. But over the years there has been no
move to translate the recommendation into implementable strategy. No material could be collected on
a move to make any rules to govern the mismanagement of medical practice that had been alluded to.
This stems from diffused responsibility and an unwillingness to face what is known but is considered
an informal activity which cannot be regulated easily. The fact that the situation is simply ignored
is however a commentary on how the health sector is being managed at the state level where the
State Medical Councils have to take action but have virtually no interface with policy makers or the
health bureaucracies. Perhaps their experiences and difficulties are seldom discussed by any state
health bureaucracy. On the other hand there are several reports (in the lay press) about different
Governments trying to train the quacks but sooner or later it is contested by the Indian Medical
Association. In other words the states have been responding to the situation but it has not translated
into state level policy-(until very recently as Chapter X shows.)

NRHM (Framework 2005)
The National Health Mission 2005 was a watershed in the realignment of health policy to bring
convergence into a range of approaches to the delivery of rural medical healthcare. Particular emphasis
was placed on the development of infrastructure, providing focused attention to maternal and child
health and bringing professional management into the public health sector. One statement in the
framework is of particular relevance:
“For those villages where even an ANM’s services are not reaching and there is no accredited ASHA
available, the RMPs would be identified for training so that they could upgrade their skills and get
accredited. Efforts would also be made to regulate quacks and untrained dais. Village is the first level
of convergence of programmes of the Ministry i.e AYUSH, NACO as well as that of the other ministries. ASHA
will assist the villagers in referral services for AYUSH/testing HIV/AIDS, STI, and RTI; also preventive,
promotive healthy already with AWW/SHGs etc. ASHA will provide them information on the treatments
available under AYUSH.41
Comment: This statement leaves no doubt that at a policy level there was recognition that there
was a need to regulate quacks and untrained dais. There was no effort to spell out the strategies
to be adopted for the quacks and the goal of using the RMP’s, training them to upgrade their skills
and accrediting them was stated in so many words. The irony is that this recognition strayed into
another area altogether - the practice medicine by AYUSH physicians- which presents a challenge but
is unrelated to UMPs.
Subsequently in 2013 the National Urban Health Mission (NUHM) was approved as a sub-mission under
the National Health Mission. There is no mention in the NHM guidelines about how either “quackery”
or the accreditation of the UMPs is to be dealt with. NUHM envisaged meeting the health care needs
of the urban population with the focus on urban poor, by making available to them essential primary
health care services and reducing their out of pocket expenses on medical treatment. It was to cover
all State capitals, district headquarters and cities/towns with a population of more than 50,000 and
to primarily focus on slum dwellers and other marginalized groups like rickshaw pullers, street vendors,
railway and bus station coolies, homeless people, street children, construction site workers. From the
studies at Ballabgarh and Panipat in Haryana and the DUSIB survey in Delhireferred in this report, it
is clear that the strategies introduced through the Urban Health Mission National have not impacted
the prevalence of unqualified medical practitioners.
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High-Level Expert Group (HLEG) Report on Universal Health Care (UHC) for
India: Planning Commission of India: 2011.42
The main objective of this wide ranging report was to emphasize the need to provide universal health
care to the population and find the resources to do it. The report recognized that the availability
of frontline qualified practitioners was deficient; that the nearest government doctor or professional
nurse was still relatively far from the home, deployed at the PHC (one for 30,000 population). As a
consequence the report states that “Communities depend on private, informal and often unqualified
practitioners (quacks) for treatment, often resulting in further complications”. There is an emphasis
on the need to build “a mid-level cadre of health care professionals in the country to take primary
health services closer to people”. The major recommendations are summarized below:
Every unqualified or informal provider should be made aware of when not to prescribe or treat and
instead refer a patient to the closest higher-level facility. If managed well, these providers could
potentially support the system at the ground level, provide forewarning in case of mass disease
breakouts, and help with community awareness.
Unregulated private sector providers could be integrated into the health system at the primary health
care level through appropriate training, accreditation and licensing.
Supplementary strategy: Regulation for private sector including the informal rural medical practitioners
to ensure the availability of quality service to citizens at a reasonable cost.
No strategies have been spelt out how this is to be done without a change of law/or modification of
the drug schedules.

12th Five Year Plan (Vol. III)
In this document too there is first recognition that the non-qualified practitioners including UMPs
(referred as RMP’s in the document,) are not authorized to practice medicine and prescribe drugs, but
nonetheless it has been recommended that they should be brought into the formal system by giving
those who have the qualifications and experience, an opportunity to get trained and integrated into
the health workforce.
It was recognized that “India’s healthcare system has presence of the large number of non-qualified
practitioners, such as traditional birth attendants (dais), compounders and RMPs. As per law, they are
neither authorized to practice medicine, nor to prescribe drugs. Nonetheless, they work everywhere
in the country and address a huge unfulfilled demand for ambulatory care, particularly in rural areas.
The challenge is to get them into the formal system. The plan recommends giving these practitioners,
depending on their qualifications and experience, an opportunity to get trained and integrate them
into the health work-force in suitable capacities.
Comment: It is apparent that the mention of the UMP occurrence and the need to recognize, train and
utilize them was addressed up front. But no road map or strategies were conceived of or factored into
the implementation plans. This was the correct forum for initiating a dialogue in a working group and
to take the views of state governments into account. Not having been done the subject was ignored
and by passed.

The Clinical Establishments Act (CEA) 2010:
The aim of the Act is to register and regulate clinical establishments based on minimum standards
in order to improve quality of public health care in the country. While analyzing the present status

50

Unqualified Medical Practitioners in India

of regulation of health care infrastructure and services India, the following observations were made
which allude to what was happening at the ground level:
“Healthcare in India suffers from under regulation subjecting the populace to poor quality of treatment,
quackery menace and high costs. This makes it imperative to enforce minimum standards on Clinical
establishments in both private and public sector. The private sector has a vast range of service
providers from the highly competent to quacks. Patient safety is compromised here and financing and
service delivery are not transparent and accountable, making delivery of healthcare prejudiced against
the poor.”
Under the stated benefits of Act it was expected that it would be a deterrent against quackery because
under the Act registration is mandatory and allowed only for clinical establishments belonging to the
recognized systems of medicine.

Objectives of the Clinical Establishment Act
To establish digital registry of Clinical Establishments at National, State and District level.
To prevent quackery by unqualified practitioners by introducing registration system that is mandatory.
To prescribe minimum standards of facilities and services for all categories of health care establishments
(except teaching hospitals, health care centres) and ensure compliance of other conditions for
registration like standards treatment protocols, display of a range of rates to be charged, maintenance
of records.
The Act requires all clinical establishments to register themselves and the stated aim is to make it
easier to regulate them and implement standard practices.
Comment on the effectiveness of the Clinical Establishments Act: The off take has been extremely
poor. Since the state legislatures have to pass a resolution to adopt the Act or pass a similar Act and
there being no stipulated time by when this needs to be done, the states have by and large ignored
the need to operationalize the Act. There are reports that several doctors are opposed to coming under
the purview of such a law and there is fear of scrutiny among the physicians, as the new law would
expose their inadequacies, short-cuts and poor facilities.43
The Act came into effect in 2012. By now tens of thousands of nursing homes, hospitals and clinics
which operate without any regulation or requirement to follow any standards should have been
registered. By doing so the number and qualifications of the staff engaged in medical work would
have had to be declared. Although the link with the UMP would not come under the purview of the
Act, the fact that containing quackery is a stated aim of the Act it would have propelled the need
for observance of standards. In turn that would have at least partially impacted the employment
and training in medical practice given to workers engaged by the private qualified doctors. So
far the Act has only been passed in Arunachal Pradesh, Himachal Pradesh, Mizoram, Sikkim, Bihar,
Rajasthan, Uttar Pradesh and Uttarakhand and apparently there are either no rules or no enforcement
staff to implement the law. Therefore as matters stand, there are no standards that private sector
establishments are obliged to follow and that includes the qualifications and expertize of the staff
engaged by such establishments.

Directions of the Committee of Secretaries (COS) Cabinet Secretariat, 2015
This is an important forum for discussion on crosscutting inter-departmental policy issues involving
the Ministries/Departments of the Government of India. The subject of unqualified medical practice
came up for discussion in December 2015 in the context of the existence of many “fake degree
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rackets” for alternative therapies/systems of medicine. The approach taken at this forum was in the
direction of penalizing unauthorized and unqualified persons from undertaking such practice using
the existing laws such as the Indian Penal Code (IPC) and to examine whether there were suitable
provisions therein under which an unauthorized and unqualified person undertaking practice/teaching
of an unrecognized system of medicine could be dealt under the extant laws.
This was an off-shoot of an order of the Supreme Court which had required that government should
provide information on institutes/systems of medicine other than those recognized by government.
Although the draft legislation addressing this was asked to be filed, a view was taken that the
essentiality of having such a new legislation should be re-examined and the position intimated
to the apex court. Although there is a mention of fake degrees and unauthorized and unqualified
persons undertaking practice, the connection with the UMPs is somewhat tenuous as the focus
was on unrecognized medical qualifications and not on the practitioners who acquire unrecognized
qualifications and thereafter presume they are competent to practice modern medicine.
Comment: The COS meeting was about new systems of medicine which had not been recognized; it was
not directly related to unqualified medical practitioners. The discussion emanated from an order of the
Supreme Court which had directed the government to provide information about institutes/systems of
medicine other than those recognized by government. The focus was basically on unrecognized medical
qualifications and not on the practitioners who acquired the unrecognized medical qualifications.
The UMPs have been found to legitimize their practice by displaying qualifications and certification/
diplomas they had obtained by attending such unrecognized courses and though the fount of the
problem was the existence of such fake degree giving bodies the legitimacy acquired by unrecognized
practitioners was the direct off-shoot. According to the list of recognized medical qualifications
prepared by the erstwhile Planning Commission (Annex 2 of the WHO Report on India’s Workforce)
there is no reference to any of the qualifications acquired by the UMPs. These would fall within the
category of fake diplomas and certificates, which indeed was the subject of the COS meeting. But
since the UMPs are not practicing primarily based upon the qualifications they have acquired, but
much more on the basis of knowledge and skills they have learnt as apprentices to qualified doctors,
annulling such degrees and proceeding against the managements might have little fallout.

Conclusion
As a result of this analysis it is clear that at the highest policy formulating levels there is a dichotomy
in the approach to UMP practice. On the one hand, there is a practical recognition that they exist
and are needed because of the paucity of regular health services nearest to the community. There is
also a repeated effort to recommend “recognition”, “training” and “accreditation” to UMPs (called
RMPs in most policy documents). There is a constant refrain about recognition but also the need to
prevent quackery. While there are references to making rules to govern such practice, there is no
reference to the main statute under which any such Rules could be notified. The fact that there is no
accountability for enforcement has not been referred to anywhere except in the meeting of the COS
but future implementation if any will depend upon the examination undertaken by the Department of
Health Research and the Department of Health & Family Welfare in MOHFW. The tenor of that meeting
was however to take punitive action.
From the foregoing account what seems to emerge is the fact that there is awareness of what is
happening at a policy level but at no stage has this knowledge been translated into strategies that
address the problem.For policy makers the dilemma is that no formal accreditation of the UMPs or their
inclusion in health care deliver is possible without transgressing the extant laws.Modifying the laws
and prescription schedules will appear dangerous and the medical fraternity will oppose it.The Courts
will not support it either.
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The UMPs provide medical treatment that the poor seek and that is a source of earning for them.Policy
makers are aware that attempts to incorporate the UMPs into supporting the health systems will not
succeed because for the UMPs it would mean loss of business and an embargo on using the special
knowledge and skills they have acquired.Helping with preventive and promotive health as has been
advocated in different policy documents will not yield steady earnings.The possibility of getting a
government job or financial support is impossible.
By promoting the “cause less harm “ option Governments have to also formally recognize the magnitude
of the UMPs before inducting them into training - something difficult to administer.
And yet as has been started by the Government of West Bengal when there is political recognition of
a situation some answers do emerge - whatever be their medico-legal standing. Chapter X deals with
this in detail.
Both situations of regulation and enforcement and of accreditation of the UMPs cannot however coexist. Unless the policies and strategies and the laws and rules operate in tandem, those responsible
for implementation will be left in a state of doubt or will interpret the law to suit political and
administrative convenience. Far from the situation improving, it will deteriorate. It is therefore
imperative that there is a common approach to the prevalence and practice of the UMPs without which
the situation will just continue presenting a range of situations which call for a policy level response
but without any road map on addressing the issues or confronting the fact of the overwhelming
dependency of the poor on UMP services.
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ChaPter-vii

how Professional grouPs view UMPs
and ContemPorary Court orders
Introduction
In this chapter the responses of two statutory agencies directly responsible for oversight of the
provisions of the Indian Medical Council Act which lays out who can practice medicine have been
recounted along with the latest orders pronounced by the High Courts of Delhi and Madras (both
2016). This is followed by the perspective of the Indian Medical Association (IMA) - an influential
body which although it is only a registered society and does not perform any statutory or policy
functions- provides professional cover to over 2,00,000 modern medicine doctors who are its
voluntary members. Over the years the Association has mounted a large number of court cases against
unqualified people practicing modern medicine. The segments at A, B, C, and D below give an account
of each of these entities and the regulatory or legal action taken against UMPs.
1. (i) The Delhi Medical Council, (Covering responses given to the PI in August 2016)
(ii) The Delhi Bharatiya Chikitsa Parishad (DBCP) (Covering responses given to the PI July 2016)
2. Orders of the Delhi High Court – Judgment of April 2016
3. Orders of the Madras High Court – Judgment of November 2016
4. The perspective of IMA (Covering responses given to the PI in September 2016)

Recapitulation of Legal position:
As was clarified in the previous chapter every state has a State Medical Council and a counterpart
agency (by whatever name it is known as) to register practitioners of the recognized systems of
medicine who are enrolled to practice medicine in that state. The state medical councils are statutory
organizations established by state laws and they derive their authority from two Central statutes
namely the Indian Medical Council Act 1956 and the Central Council of Indian Medicine Act 1970
respectively. Each state organization maintains a list of every practitioner of modern medicine or of
Ayurveda, Unani and Siddha medicine enrolled on the respective State Medical Register for modern
medicine and Indian medicine respectively. Only those who are so enrolled can practice medicine
within the ambit of that particular system. If anyone practices medicine using a system of medicine
without being so enrolled, it is considered to be illegal practice and a criminal offence. The Central
Government has repeatedly stated in Parliament that it is for the State Medical Councils to take
action against unauthorized medical practice. From time to time different States have mounted
action against “quackery” using the legal provisions set out in the relevant Acts to arrest and start
proceedings against unqualified practitioners.
For the purpose of writing this report the PI contacted the Delhi Medical Council (DMC) for modern
medicine and the Delhi Bharatiya Chikitsa Parishad (DBCP) for the Ayurveda system. NCT of Delhi was
selected for three reasons:
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(a) Because of logistic proximity.
(b) Because Delhi as the Capital of the country and being a Union Territory it is under the direct
scrutiny of the Central government, the Delhi High Court and Supreme Court of India. The media
too is extremely active and health issues receive considerable attention. The PI felt that for these
reasons a case study of Delhi would be a reflection of the general approach to enforcement of the
laws governing medical practice.

(c) In Delhi the number of slums, settlements with poor migrants and wage-earners is among the
highest in the country. These being compact areas, it can be assumed that enforcement would
be relatively easier. (The prevalence of UMPs in a representative sample of a Delhi slum has been
elaborated in Chapter II of the report.)

Responses of the Delhi Medical Council and the Delhi Bharatiya Chikitsa
Parishad.
(i)

Process followed for eliciting information on enforcement action from the Delhi Medical Council
(DMC)

(ii) Process followed for eliciting information on enforcement action from the Delhi Bharatiya
Chikitsa Parishad (DBCP).
(iii) Separate questionnaires were sent for response to (i) and (ii) above.12. The questions drew
attention to the situation on the ground as far as the presence of the UMPs was concerned and
the fact that it was well-known that the UMPs practice modern medicine including the use of
scheduled drugs. The action taken by the two Councils and their views on what ought to be done,
given the widespread nature of the UMP phenomenon were sought.

Delhi Medical Council:
In May 2016 the PI contacted the Health Secretary of the Government of Delhi. On his intervention
a telephonic call back was received from the doctor in charge of the Anti-Quackery Cell of the
Government of Delhi. He informed the PI that no records of quacks were maintained by the Government
and enforcement against quacks is the responsibility of the Delhi Bhartiya Chikitsa Parishad. (This
organization is the counterpart of the DMC and is in charge of the registration of AYUSH doctors and
checking unqualified medical practice of Ayurveda and Unani medicine by those who do not
possess the qualifications and are not enrolled on the relevant registers.) The in-charge of the AntiQuackery cell however made no mention of the DMC or its responsibilities to act against those who
practice modern medicine without being enrolled.
Detailed emails were then sent to the Director Health Services of the Government of Delhi having
already contacted the Health Secretary of the Government but no response was received. A copy of
the detailed request for information is at Annexure 7§ It was only then that the PI decided to contact
the Secretary of the Delhi Medical Council directly. The copy of the questionnaire is at Annexure 5/1
and the questions (after editing) for the sake of brevity are given below:

PI’s Questions to the Delhi Medical Council
i.

The slums in Delhi have anything from 10 - 40 providers in each large slum who have
boards which say they are Dawai shops or ‘prathamik chikitsak’ (primary health provider).
At times there are no boards. The shop might be registered in the name of a diploma holder

1 Questionnaire to DMC (Annexure 5/1)
2 Questionnaire to DBCP (Annexure 6 / 1 )
3. § Annexure 7 Letter of Principal Invistigator to DHS Delhi
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in pharmacy but the person dispensing medicine and /or treating patients using IV fluids,
anti-biotics and other drugs had no recognized medical qualification.
What is your experience? Numbers and dimension is important. What would be the
approximate number of such providers in Delhi in the slums?

ii.

Does DMC opt for (i) following the law and enforcement or (ii) for training the informal
providers in what they must not do keeping in mind patient safety?

iii. Since the political parties, the doctors (who use the RMPs as conduits to get patients and
pay commissions to them at the rate of 30% of the doctor’s fees), and the public (poor
daily wage earners mostly) support the ongoing system, can any law work?

iv.

If no law works, is building public awareness a better option?

v.

What is the correct and most practical course of action from the DMC’s point of view?

Response of DMC.
The detailed response of the DMC is at Annexure 5/2§. An extract is reproduced below which shows
that the action taken is very limited considering that it spans a 10 year period and nothing specific
in terms of final orders has been recounted. The salient portion is reproduced below:
“The DMC has taken the following action against those persons who have been found to be practicing
modern scientific system of medicine (allopathic) in the NCT of Delhi without holding any requisite
medical qualification, 2016.
Number of person against whom Number of person against whom Number of person against whom Number of persons against
closure order passed
the Policehas been requested to the FIR has been registered whom the criminal complaint
register FIR, u/s 27 of DMC Act by the Police
has been filed in the court of
law by DMC
875
Issued over a period of 10
years

415
These are pre- dominantly
jhola chap practitioners
however the figure includes
ISM practitioners. No data is
maintained separately.

145
Police have not reported as
in how many cases charge
sheets have been filed in
Court after investigation and
how
many have resulted in

184
Criminal Complaint cases have
been filed on behalf of DMC
over the last around 10 years.
This includes 10 cases against
ISM practitioners. Around 40

conviction.

convictions have been secured
by the DMC.

(Response cont.)The qualifications of BAMS, BIMS, BUMS, Ayurvedic /Unani/Siddha or Homeopathy
are not recognized medical qualifications as per the Indian Medical Council Act, 1956; hence, holder
of such qualifications are not entitled to practice modern scientific system of medicine (Allopathy).
Cap the legal position was further explained by reproducing the law.
Any person practicing modern scientific system of medicine (Allopathy) in contravention of the above
will render himself liable to punitive action, inter-alia, under section 27 of The Delhi Medical Council Act,
1997, which is reproduced as under:
Section 27. False assumption of Medical Practitioner or Practitioner under this Act to be an offence.-Any
person who falsely assumes that he is a medical practitioner or practitioner as defined in Clause (7)
of Section 2 and practices the modern scientific system of medicine, shall be punishable with rigorous
imprisonment which may extend up to three years or with fine which may extend up to Rs.20, 000 or
with both.
§ Annexure 5/2 Response of Secretary Delhi Medical Council
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Comment
It is apparent that the oversight of DMC and the follow up has been routine. The responses received
from DMC show that the Council had booked hundreds of cases under the law but seen over a 10 year
period and looking at the large numbers of UMP’s operating particularly in the unorganized colonies
of Delhi, (refer to the response of DUSIB) in Chapter II), the action taken by DMC is insignificant.
Also no visible outcomes were available in terms of convictions/acquittals except to say that there
were 40 convictions (with no period mentioned or the quantum of punishment given.) It is quite
evident that there is no co-ordination with the police or follow-up of cases in the Courts. Despite
being asked no response was given on whether the “convictions” ended in imprisonment or fine or
acquittal. Apparently no effective deterrent action is being taken against quacks practicing modern
medicine. The situation in most other states is unlikely to be any better. From the response received it
is apparent that there is much greater concern over preventing the ISM/AYUSH doctors from treating
patients using modern medicine drugs. The reply given by DMC elucidates at length on the High
Court judgment of April 2016 when the judgement was unrelated to unqualified medical practitioners
practicing modern medicine and devoted to deciding whether the non-allopathic AYUSH practitionershad the authority to practice modern medicine. The response given deflected the questions asked.
Since the doctor in charge of the Anti-Quackery Cell of the Delhi Government had told the PI that the
Delhi Bharatiya Chikitsa Parishad was responsible for action against quacks, an email was sent to the
Secretary of the Parishad. (Annexure 6/1)

PI’s Questions to the Delhi Bharatiya Chikitsa Parishad (DBCP)
(The questions have been edited for the sake of brevity and the gist is below.)

i.

What are the laws and legal provisions which make the practice of medicine (allopathic or
ISM related) illegal? What is the punishment prescribed?

ii.

Has the DBCP mounted any action over the last 3-5 years and if so please provide data
on the same and the outcomes, including court cases and whether punishment was ever
meted out and its quantum and other details. Please give geographical spread and generally
the type of locality selected to conduct the raids and whether the efforts stemmed from
complaints or any other factor.

iii. In the last 3 -5 years have there ever been a policy direction or administrative instructions
in regard to containing the illegal conduct of RMPs (UMPs)? Please provide details.

iv.

Has there been any court order challenged or unchallenged concerning medical practice by
unqualified persons - also referred to as quackery? Please give details of the relevant court
orders.

v.

Is there any co-ordination between the DMC and DBCP in approaching the problem?

vi. During visits it has been observed that dawai shops are ubiquitous in the less organized
parts of cities and towns. They are owned by people who have a diploma in pharmacy but
they are often absentee landlords while the sale of medicine and drugs for treatment are
given by unqualified shop- assistants. Medical treatment is administered by the shop incharge or carried out by a person who is generally uneducated beyond class 10- not even
12th pass. He has learnt about medical practice (even the use of IV fluids, injections and
antibiotics) by working as a helper with a regular modern medicine or Ayurvedic doctor for
around 2-3 years. How does DPCB view this?

i. Even if the administration of medical treatment by unqualified persons is witnessed, it
will be difficult to find witnesses to give evidence as patients will not testify. The “quack” has
§ Annexure 6/1 Information Sought By Principal Investigator from DBCP
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sufficient goodwill to safeguard that no outsider will get involved. How can such a situation be
regulated when the public accepts it, drugs are freely available to anyone without prescription and
convenience and low cost are the preferences of the consumer?

DBCP Response
The response (Annexure 6/2)§ received from the DBCP indicates that over 200 cases have been filed in
the last 3 to 4 years. The Secretary of the Parishad clarified that they only take action against those
practitioners who use the Indian systems of medicine without possessing the qualifications specified
in the Act. “Practitioners of ISM (Ayurveda and Unani) in Delhi are registered under Delhi Bharatiya
Chikitsa Parishad which is constituted under Delhi Bharatiya Chikitsa Parishad Act, 1998. The duties
and functions of the Parishad include providing registration to medical practitioners of Ayurveda
and Unani, to ensure no unqualified person practices Bharatiya chikitsa; to receive complaints and
to initiate disciplinary action on complaints received from public against misconduct or negligence
by a medical practitioner; to prescribe code of ethics for regulating professional conduct of the
practitioners under Section 10 of DBCP Act, 1998.
Relevant portions of DBCP Act, 1998 are as below:
31. Court Competent to try offence, under this Act and take cognizance of offence—
(1) No court other than the court of a Metropolitan Magistrate shall take cognizance of, or try an offence, under this Act.
(2) No Court shall take cognizance of any offence under this Act except on a complaint in writing by an officer empowered by rules
made in this behalf.

It was added that in the last 3-4 years, approximately 200 cases had been filed by DBCP in the court
(against quacks).Telephonic clarification was given by the Secretary of the Parishad that they do
not have the staff to pursue the court cases and the quacks are able to engage well paid lawyers to
represent them.
Comment: From the responses received it is clear that the DBCP is not responsible for taking any
regulatory action against those who are practicing modern medicine in an unauthorized manner.
Whatever action DBCP takes is aimed at those who practice the AYUSH systems of medicine without
being qualified to do so. Even those cases have not reached any conclusion. The response of the incharge of the anti-quackery cell who had been asked to brief the PI was confusing and showed an
absence of conversance with the UMP problem.

Discussion
It is apparent from the foregoing that the “action” taken seems to be aimed at showing that some
enforcement has been undertaken but there is desultory interest in the outcomes. The law is being
followed in a cursory manner. The absence of involvement in the final outcomes shows that such
action would only be at best be having a little nuisance value but insufficient to act as a deterrent.
There is absence of clarity about the obstacles that stand in the way of proper implementation.
The in- charge doctor of the Anti –Quackery Cell although asked by the then Health Secretary of the
Delhi Government to clarify things to the PI, was unable to provide any meaningful information to
the PI. The state of affairs in other states is unlikely to be much better and it is clear that whatever
little is done is prompted by the need to show some activity but there is no thinking about what would
give the best protection to the consumer and whether the laws need to be modified on the basis of
so many years of experience.
§ 6/2 Response of Secretary Bharatiya Chikitsa Parishad
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In all fairness it must be recognized that it is beyond the capacity of the statutory agencies referred
in this chapter to spearhead a change of law or seek intervention through a change in policy. It is
apparent that the two statutory agencies possess little wherewithal to take effective action. The
conclusion which can be drawn is that because a law exists and responsibility has been assigned, some
action is being taken but without addressing the main issue as to whether the large scale on which
medical treatment is being given by unqualified practitioners poses concerns for public safety.
Certainly neither the two Councils nor the Anti- Quackery cell seem equal to the task of confronting
the dimension of practice by UMPs. The subject is obviously a low-key affair and treated routinely.
Even when cases are registered the regulatory agencies have no wherewithal to pursue them. On the
other hand, preventing the AYUSH doctors who have a medical qualification and have undergone a five
and a half year degree course from practicing modern medicine appears to be the main thrust of the
anti-quackery efforts made by Delhi Medical Council.
It is ironical that the National Rural Health Mission has specifically permitted the AYUSH doctors to
work in the primary health centres, assist the allopathic medical officers and handle the prescription
and treatment of national disease control programmes either as the sole in charges of the PHC when
allopathic doctors were not available. The purpose of this study is not to highlight the dichotomy
in approaches in dealing with modern medicine by AYUSH practitioners but to show that none of
the agencies are alive to or feel responsible for regulating completely unauthorized modern medical
practice by unqualified practitioners. If this be the scenario in Delhi it is unlikely to be any better
elsewhere.

Orders of the Delhi High Court on the interpretation of medical
practice- Judgment of April 2016
W.P. (C) No.7865/2010§
DELHI MEDICAL ASSOCIATION.... Petitioner Through: Mr. Nitin K. Gupta, Adv. versus
PRINCIPAL SECRETARY (HEALTH) & ORS. ..... Respondents
In this case, the main point at issue was whether the Ayurveda and Unani practitioners
could practice allopathic medicine and the High Court concluded that they are not entitled to practice
modern medicine and whatever the Government has done under provisions of the Drugs and Cosmetics
Act 1940 and subsequent notifications particularly of 1960 – 1961 allowing the practice of
medicine by those who have not qualified in the allopathic system of medicine as well as the
interpretation given by the Central Council of Indian medicine are not within the ambit of law. While
this report is not commenting upon the extent of quality of medical practice, allopathic or
traditional conducted by the non-allopathic, qualified Indian Systems of Medicine (ISM), it is clear
that when the High Court has not permitted even those who have undergone a 5 ½ year degree
medical course to practice allopathy, there is no question of permitting the unqualified practitioners
to conduct allopathic practice.
It is important to note that the UMPs point of view was not even referred to in the judgment. An NGO
called SANKALP had asked to be included in the petition and made the following prayer:
(i)

That the qualified doctors are not inclined to serve in rural areas or in slums or the economically
weak and backward areas resulting in unskilled unregistered health practitioners
practicing in such areas; W.P.(C) No. 7865/2010 Page 13 of 47

(ii) Even otherwise the country does not have sufficient number of qualified doctors,
considering the size of its population;
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(iii) That some countries have tried programmes whereby barefoot doctors, village doctors, basic and
primary health providers provide healthcare facilities to rural and economically backward areas
and slums etc. and,

(iv) That the applicant has initiated the programme of training of unskilled unregistered locally
available health practitioners who can be used in similar programmes in the country.
The High court did not made any reference to this plea anywhere in the judgment which indicates that
it is not even considered a remote possibility to be given consideration.

Orders of the Madras High Court on the interpretation of medical practice
specific to UMPs – Judgment of November 2016
Over the years, different High Courts have interpreted Section 15 (2) of the IMC Act. In 2006 in a
Writ Petition Number 9691 of 2006 the Madras High Court granted an interim injunction restraining
the respondents from enforcing the penal provisions of the Indian Medical Council Act 1956 and the
Drugs and Cosmetics Act 1940 against members of the Petitioner Association of unqualified medical
practitioners.
However 10 years later in November 2016 dismissing the plea filed by the Private Medical Practitioners
Association of India the Court said “persons claiming to have practical experience in modern scientific
system of medicine ganged up to form an association and have filed this petition.” Vacating the interim
order Justice P N Prakash dismissed the petition of the Private Medical Practitioners’ Association of
India and observed:
“Persons claiming to have practical experience in the modern scientific system of medicine ganged up
to form an association and have filed this petition. When the petition came up for admission on April
6, 2006, a single judge of this court granted interim injunction as prayed for and thereafter, the case
never saw the light of the day, until it was resurrected from the labyrinth of the record room, thanks
to the orders of the Chief Justice and posted for disposal before this court as a ‘specially ordered
mater’ this year”.
According to newspaper reports the judgment would spell trouble for unqualified medical practitioners,
who claimed themselves as doctors and had successfully thwarted all attempts by police to check their
illegal practice of modern medicine by quoting the interim injunction passed in 2006.

Role of the Indian Medical Association (IMA)
Indian Medical Association states on its website that it is “the only representative, national voluntary
organization of doctors of the modern scientific system of medicine, which looks after the interest of
doctors as well as the well-being of the community at large.”
The objectives of the organization are:
·

To promote and advance medical and allied sciences in all their different branches and to promote
the improvement of public health and medical education in India

·

To maintain the honor and dignity and to uphold the interest of the medical profession and to
promote co-operation amongst the members thereof;

·

To work for the abolition of compartmentalization of medical education, medical services and
registration in the country and to achieve equality among all members of the profession.
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In its preamble the IMA states that its vision is to maintain good standards of medical practice
by enabling its members to regularly update their skills and knowledge and to obey the laws and
regulations pertaining to medical practice.
With a membership of approximately 270,000 modern medicine doctors it is a powerful body backed
by active state and district chapters run by elected office bearers. Although it is a voluntary body
registered under the Societies Registration Act, IMA has been able to exert considerable pressure to
protect the interests of doctors and the allopathic medical community.
That qualified doctors are engaging unqualified helpers who work as nurses, ward boys and general
health assistants in nursing homes, clinics and even in hospitals- is a fact well known to the IMA.
As has been brought out in Chapter 4 the UMPs acquire some training and experience and then
become practitioners of modern medicine with a strong nexus with the qualified doctors who pay them
commissions for making referrals. Since this aspect impacts upon medical practice, the PI wrote to the
Secretary General of the IMA§.

PI’s Questions to the Secretary General of IMA§
1. The PI first highlighted to the Secretary General that all health policy documents had referred to
mainstreaming the UMPs and there was no mention of regulating or enforcing the provisions of the
IMC Act, the Drugs and Cosmetics Act or the IPC whose provisions debar medical treatment being
provided by anyone who is not qualified to do so. The letter highlighted four possible options
on which the SG’s views were sought highlighting that the findings from a recent WHO (Geneva)
publication had brought out that there were more UMPs in the country than qualified doctors.
The four options were as under:

(i) Do nothing. Treat this like an informal arrangement between two consenting adults - the
UMP and his client.

(ii) Authorize pharmacists and nurses to treat selective conditions. The reality is that
pharmacists and qualified nurses are in very short supply.

(iii) Train the RMPs and according to their location place them under the supervision of a
regular allopathic doctor who is given specified responsibilities under law to register the
RMPs up to a given limit and be responsible for supervision. The selection of the supervisory
doctors and their duties and responsibilities would need to be spelt out. This could be
on the lines of the ASHA functioning under NHM.

(iv) To enforce the law and launch cases against UMPs and build public awareness about not
availing of services and medication given by an unqualified practitioner. A logo on the lines
of sales tax logo could be given by the state medical council to every qualified,
registered doctor to advise even illiterate patients only to go to practitioners that display
a non- reproducible logo.

Response of the Secretary General of IMA§§
In his reply, the SG clarified

1. Compounders, dressers, attendants, midwives etc who after gaining some experience start
practicing in the villages/remote areas as doctors are considered quacks. He has drawn attention
to various provisions of Schedule K of the Drugs and Cosmetics Act and stated that those drugs are
exempt from the DMC Act. However, Schedule H, H1 and X drugs are dangerous to life and cannot
be written by anyone other than modern medicine doctors registered under the Indian Medical
§

Annexure 8/1 Letter of Principal Investigator to Secretary General IMA
Annexure 8/2 Response of the Secretary General of IMA

§ §
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Council Act. Quacks cannot be allowed to practice modern medicine independently. They cannot
be given power to prescribe Schedule H, H1 and X drugs which are toxic.

2. The number of post graduate seats should be doubled from 25,000 PGs in a year to 50,000 PGs with
25,000 of them being for the specialization of family medicine which was under the consideration
of the MCI. The SG denied that the treatment given by UMPs was found to be generally satisfactory
and the finding in some academic studies the UPMs devote more time to their patients than
qualified doctors do.

3. 80% of OPD patients require only routine treatment and they would recover irrespective of the
treatment. Cases of Acute heart attack, Paralysis, Dengue, and Meningitis require prompt
diagnosis which cannot happen in the hands of quacks.

4. Government should make insurance compulsory and pay the premium for those who cannot afford
it.

5. An Anti-quackery Act is needed as doing nothing and keeping silent will help the quacks to
flourish and that is not the answer.

6. Regarding the role of Pharmacists, Physiotherapist, Occupational therapists, Technicians
etc. they cannot be a replacement for a medical doctor. They have their defined role which cannot
be compromised with or a time will come when the modern medicine doctors will be forced to
disown them. They cannot be allowed to prescribe modern scheduled drugs. UMPs cannot be
allowed to practice and prefix doctor in front of their name or independently treat the patients.
“However they can be absorbed under qualified modern doctors for a defined care.” (Emphasis
added.)

7. On the question of building public awareness, IMA has prepared a medical emblem which would
differentiate modern doctors from others. According to him, quacks are flourishing and they add
to the high IMR, MMR, PMR, NMR and over 20 lakh heart attack deaths and over 3 lakh deaths in
the under- five population due to diarrhea.

Additional Questions asked by the PI
In a follow up letter the PI raised two more issues:
a) The UMPs have learnt to use scheduled drugs guided by qualified doctors from whom they receive
payment for referral.
No reply was given to this point. There was also no response on the ethical issue of the nexus of
qualified doctors paying UMPs for referrals.
b) Since the SG had spoken about UMPs being absorbed under qualified modern doctors for defined
care, he was requested to elaborate on the statement particularly whether he was referring to a
linkage through a supervisory system under regular private doctors. More specifically, the question
posed related to the administration of injections/ IV fluids and the use of antibiotics which they
had learnt while working with regular doctors.
No response was received to these 2 additional questions.
It is evident that the official position of the IMA does not seem to recognize or to deny the prevailing
nexus between the qualified doctors and UMPs. However it does not appear to be an issue for the
organization.
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Discussion:
It would be seen that the statutory organizations (the State Regulatory Councils) and
constitutional authorities (the Courts) have gone by the extant laws on the subject and the possibility
of doing anything beyond the use of punitive action against unauthorized/unqualified practitioners
and those running fake medical courses is not considered debatable. As far as the Delhi High court
is concerned, it has given absolutely no recognition or even made a mention of the possibility of
unqualified medical practitioners being given an opportunity to function even with training despite an
application having been moved. The Madras High Court has dismissed the possibility of the UMPs doing
medical practice of any kind. Therefore even if the States want to train the UMPs the interpretation
given by the courts cannot be superseded by executive orders.
Unless the umbrella provisions that describe medical practice and the schedules to the Drugs
and Cosmetics laws and regulations are re-examined and the absurdity of continuing with legal
requirements and embargoes which are being transgressed every day is confronted, the charade might
go on but public safety is being compromised. Some options have been discussed in the last chapter.
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ChaPter-ix

the law and unqualified
mediCal PraCtiCe
The Law and the Reality
There exists a huge dichotomy between what the laws relating to medical practice state about who
can use scheduled (prescription) drugs and the situation on the ground where hardly any of the
prohibitions imposed by law are in operation. There are also numerous studies and a few relatively
recent policy documents which recommend using the UMPs to provide medical relief to the poor, after
training.
While much can be said about the impracticality of the laws, as long as they are on the statute book,
there is no scope to interpret them to permit medical practice by unqualified medical practitioners,
howsoever much they are providing a service and howsoever much the public is satisfied with the
outcomes. It is therefore important to look at the laws on the subject before revisions can be considered.
The Indian Medical Association (IMA) - a body which has a membership of tens of thousands of
qualified medical practitioners has continuously brought to the notice of the health authorities and
filed numerous court cases emphasizing the ongoing infringement of various laws to conduct medical
practice unauthorisedly. A study of the Court cases launched by the Association shows that the
litigation is largely against the practice of modern medicine by the Ayurveda, Unani and Siddha
practitioners who have undergone a 5 ½ year degree course and are enrolled on the medical register
maintained by the Central Council of Indian Medicine (CCIM the counterpart of MCI). The court cases
against unqualified medical practitioners – the UMPs- are fewer when it comes to the National body,
although such cases have been underway in different High Courts.
It is important to clarify that this Report is not a commentary on the Ayurveda and Unani practitioners’
i.e. the Vaidyas and Hakims who are enrolled on the medical register maintained by the Central
Council of Indian Medicine set up under the Indian Medicine Central Council Act 1970. The Bachelor
of Ayurvedic Medicine & Surgery (BAMS) course of 5 ½ years duration includes subjects like anatomy,
physiology, pathology, diagnostic procedures, pharmacology, toxicology, but the duration of study and
quality of teaching modern medicine cannot be compared with courses run for allopathic doctors. In
the BAMS course the modern medicine subject teachers are generally non-allopathic persons who have
not had the same training as the allopathic teaching faculty.
Having said this, the exposure to concepts and pre-and para clinical subjects imparted to the BAMS
students cannot be put on par with the UMPs who have never been to a recognized medical training
institute or acquired a formal exposure to patient care.
By now several State governments have allowed the AYUSH doctors to prescribe and treat patients
using modern medical drugs- although there is no specificity about what they can administer and what
they cannot. Under the National Rural Health Mission (NRHM) these Indian medicine practitioners
have been recruited and have been functioning as assistants to as well as ‘In Charge’ physicians
at the Primary Health Centres.(44) (PHCs). Under NRHM the Central government has not prevented
the states from using the BAMS practitioners from overseeing the implementation of the national
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programs or using allopathic drugs stocked in the PHCs and even independently managing the PHCs,
in remote areas where allopathic medical doctors are not available. Exemptions have also been given
to government health personnel- even non-doctors – to use medicines. As a result it is best to leave
the subject of using the AYUSH practitioners that possess a recognized medical degree as a separate
subject which can diffuse the focus of this report which is confined to UMPs.
However there is a need for a clarification on what regular Ayurveda and Unani(AU) doctors who
hold a recognized degree prescribe or treat with when nearly 600 prescription drugs are listed in the
Schedules to the D&C Act. In the absence thereof two things are happening:
(i)

The AU doctors are doing more modern medicine than using the primary knowledge imparted
in the AU courses they have qualified in.

(ii) UMPs who have no qualifications are using the Bachelor of Ayurvedic Medicine& Surgery
(BAMS) title but supported by some spurious qualification. This is because the distinction
is not known to the user public who seek their treatment and any sort of certification
is called BAMS. This is because many state Governments have supported their practice of
modern medicine but without any list of drugs which are proscribed. The findings given in
footnote reflect on the use of steroids by these practitioners**.

Laws that are contravened by UMPs:
There are three groups of laws which prohibit the practice of modern medicine by anyone who is not
enrolled in the Indian /State Medical Register.
(i)

Contravention of the Medical Council of India Act 1956 and the state laws through which
the State Medical Councils have been established to enroll practitioners of modern medicine
and take action against those who contravene the law.

(ii) Contravention of the Indian Penal Code under which the provisions relating to cheating,
impersonation, misrepresentation and endangering human safety.
(iii) Contravention of the Drugs and Cosmetics Act 1940 and provisions relating to prescription
of scheduled drugs only by medical practitioners as stipulated in the Schedules to the Act.

Violation of the Medical Council of India Act 1956.
The Indian Medical Council Act 1956 (Referred to as MCI Act 1956) lays down that qualifications in the
Schedules to the Act are sufficient for enrollment on any State Medical Register. Section 15 (2) (b) of
the MCI Act prohibits all persons from practicing modern scientific medicine in all its branches in any
state except a medical practitioner enrolled on the State Medical Register. State Medical Register is
defined in Section 2 (k) of the MCI Act to mean a register maintained under any law for the time being
in force in any state regulating the registration of practitioners of medicine.
The responsibility for enforcing the law at the state level is that of the State Medical Council and the
following excerpt indicates the position in respect of the Delhi Medical Council.
Section 27. False assumption of Medical Practitioner or Practitioner under this Act to be an offence
–Any person who falsely assumes that he is a medical practitioner or practitioner as defined in Clause
(7) of Section 2 and practices the modern scientific system of medicine, shall be punishable with
rigorous imprisonment which may extend up to three years or with fine which may extend to Rs 20,000
or with both.
**: “Health care providers with degrees from traditional systems of medicine prescribed steroids in 9.6 per cent of interactions
with standardized patients, which was statistically indistinguishable from the corresponding rate—7.8 per cent—among
providers with medical degrees. “ Reference Health Affairs, 31, no.12 (2012):2774-2784 Provider Training And Huge Quality
Gaps In Urban And Rural India, A Standardized Patient Study Showed Low Levels Of Jishnu Das, Alaka Holla, Veena Das, Manoj
Mohanan, Diana Tabak and Brian Chan
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Violation of the Indian Penal Code 1860
The following chapters and sections deal with various acts which would make the UMPs punishable
mainly for cheating and impersonation ( as a medical practitioner,) for forgery or misrepresentation
(by marketing medical proficiency using documents known to have no official recognition,) and
endangering human safety.
Chapter II IPC: section 23, 24, 25 -- deals with wrongful gain, dishonesty and fraudulence and section
44 deals with causing injury.
Chapter XII IPC section 269, 270--- deal with acts which are negligent or malignant and likely to
spread infection or a dangerous disease. (Cognizable/ Bailable).
Chapter XVI IPC sections 336,337,338- acts endangering life or personal safety, causing hurt and
causing grievous hurt. (Cognizable/ Bailable).
Chapter XVII IPC section 417----provides for punishment for cheating (Non-Cognizable/ Bailable).
Chapter XIX IPC section 419 provides punishment for cheating by personation (Cognizable/ Bailable).
Chapter XX IPC section 471- the first to use forged documents. (Cognizable/ Bailable). Chapter XVII.
IPC section 417-provides for punishment for cheating (Non-Cognizable/ Bailable).
Chapter XIX IPC section 419 provides punishment for cheating by personation (Cognizable/ Bailable).
While several provisions of the Indian Penal Code are attracted and could theoretically be invoked,
most provisions are not cognizable offences (i.e. police cannot arrest without warrant or complaint.)
When people access the UMPs out of choice to save money and obtain quick relief it is highly unlikely
that those persons would file a complaint and get embroiled in having to give evidence in court.
Therefore the only complainant can be the state and the follow-up of such cases is usually slow and
largely inconclusive because of the time gap between institution of the case and final orders.
In any case when the police act on the complaint of the State Medical Council or the district CMO the
accused is entitled to get bail as a matter of right. This leaves a UMP free to set up practice elsewhere
or go back to other pursuits including a return to the clinics of qualified medical practitioners during
the pendency of the case.
Even when the state authorities make a complaint to the police, the follow-up requires setting up a
raiding party when the UMP has to be nabbed red-handed conducting medical practice. By and large,
such raids seldom include the Drug Control machinery whose inspectors have the legal authority to lift
samples of medicine and injections. In the absence of the key ingredients required to gather evidence
to prosecute the UMP, the provisions of law become infructuous as there is little evidence to back the
complaint.

Contravention of the Drugs and Cosmetics Act 1940 and provisions
relating to prescription of drugs listed in the Schedules to the Act.
The Provisions of the Drugs and Cosmetics Act 1940 and rules thereunder do not envisage the sale of
scheduled drugs without prescription. Even qualified medical practitioners are allowed to maintain a
stock of drugs subject to their following the provisions prescribed under the Act. However there are
exemptions for drugs dispensed under national programs and by government staff employed for the
implementation of such programs.
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Many of the drugs that the UMPs use is prohibited from being sold without prescription. Under law the
drugs have to be issued under the signature of the registered pharmacist who has to certify that the
dispensation and sale was done by him or under his under close supervision. The licensee (chemist/
pharmacist) has to produce all registers and records maintained under the rules for inspection and
records have to be preserved for not less than two years. Substances specified in schedule H or
schedule X accessed by registered medical practitioners, hospitals, dispensaries and nursing homes are
mandated to be made only against the signed order in writing which has to be preserved for two years.
Under the Drugs and Cosmetics Rules 1945, Rule2 (ee) a registered medical practitioner refers to:
(i) A person holding a qualification granted by an authority specified or notified under section 3 of
the Indian Medical Degrees Act 1916 or specified in the schedules to the Indian Medical Council Act
1956 or,
(ii) Eligible for registration in a medical register of the State meant for the registration of persons
practicing the modern scientific system of medicine
(iii) Or registered in a medical register declared by a general or special order made by the State
government in this behalf as a person practicing the modern scientific system of medicine for the
purposes of the Act.
(It is under Rule 2 (ee) (iii) that many State governments have permitted AYUSH practitioners to
practice modern medicine – a decision which has been assailed by the IMA and by the courts and held
to be beyond the ambit of the parent law by different courts but recently by the Delhi High CourtApril 2016.)

Legal provisions on the use of Scheduled Drugs
There are several Schedules under the Drugs and Cosmetics Act and Rules about the use of over 600
drugs. The drugs specified in Schedule H§, schedule H1§§ and schedule X cannot be supplied except by
following due process which is given in copious detail specifying that:
Substances listed there shall not be sold by retail except on and in accordance with the prescription of
a Registered Medical Practitioner.
Schedule H1 contains a list of 46 drugs and out of these it would appear from the results of the field
survey that the UMPs are using 2 out of them namely Cefpodoxime which is a potent intravenous
antibiotic and Tramadol which is prescribed as a tablet in combination with Paracetamol and Diclofenac
to alleviate pain. Cefpodoxime is a 3rd generation drug and Cephalosporin is normally used to treat
localized sepsis and infection particularly in post-surgical wards during wound healing. Tramadol
is specifically given as a part of surgical Post-operative care. During the field survey a list of 23
medications were included in the questionnaire and according to the replies received, out of the 536
Schedule H drugs, the UMPs stated that they were using 11 drugs. However this is not an absolute
number as the questionnaire had only sought information on a few drugs. Over 90% of UMPs were
prescribing both Cefpodoxime and Tramadol in their practice according to the responses given to the
questionnaire. (Chapter 3.) Schedule H drugs can only be sold on prescription and only up to the dose
indicated in the prescription. That most drugs can be bought off the counter even by a consumer and
no “registers” etc are being maintained for sale of most anti-biotics and even habit forming drugs is
common knowledge.
The implementation of laws against UMPs impersonating as doctors is weak but so also is the
enforcement of laws relating to the sale of scheduled drugs.
§

Annexure 9/1 Drugs and Cosmetics Rules 2006 Schedule H (536 Drugs)
Annexure 9/2 Notification listing 46 Drugs under Schedule H 1 2013

§§

68

Unqualified Medical Practitioners in India

Examples of Schedule H Drugs (Total 536 Drugs)
•

Antibiotics- for control of bacterial and fungal infection.

•

Atenolol- for control of blood pressure.

•

Atorvastatin- for control of cholesterol.

•

Metformin- for control of diabetes.

•

Metronidazole- for treatment of amoebiasis

•

Prednisolone- Steroid multifunctional use.

•

Salbutamol- for control of bronchial asthma.

Schedule X contains around 16 narcotic drugs.
•

Amobarbital- sleeping drug -habit forming and overdose can even cause death.

•

Pentobarbital- sleeping drug- habit forming and overdose can cause even death.

Schedule H1 Drugs (Total 46 Drugs) – This list was notified in 2013 check the indiscriminate use
of antibiotics. These include:
•

Alprazolam- anti-anxiety drug, sleep inducer.

•

Cefixime- latest generation of antibiotic- - for control of bacterial and fungal infection.

•

Codeine- relief in cough but habit forming.

•

Ethambutol- for treatment of TB.

•

Isoniazid- for treatment of TB.

•

Rifampicin- for treatment of TB.

Both these groups H1 and X are scheduled because they are habit forming or dangerous to use without
a physician’s supervision. UMPs may be using many of these drugs because if they are able to procure
TB drugs obviously they can get hold of many other drugs. These point to the failure of the drug
control machinery at the state level and requires an urgent policy response.

Exemptions given to public sector health workers and allied personnel
Numerous exemptions have already been given to non-medical personnel under Sr. No. 5 of Schedule
K§. In certain cases, those who dispense medicine are exempt from obtaining a license under Drugs
& Cosmetics Rules, 1945 and conditions mentioned therein and can dispense drugs to their own
patients. Exemptions have been given to Health Centre workers, volunteers, midwifes and anganwadi
workers under serial No. 23 when drugs are supplied under the Ministry of HFW programme implemented
by the Central and State governments. There are also exemptions related to quinine, chloroquine, oral
contraceptives as well as antacids, analgesics under Schedule K of the Drugs and Cosmetics Rules.

Discussion
From the foregoing three things are apparent:
1. The laws intended to protect the consumer against medical malpractice are mostly only on paper.
Although there is no ambiguity about interpretation, the enforcement agency that is the State
Medical Council appears to be doing just enough to show that something is done although it is
apparent that this has had no effect whatsoever. The response of the Delhi Medical Council to
§

Annexure 9/3 List of Schedule K Drugs with conditions for exemption
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pointed questions was to avoid giving an answer for several months. Instead of holding a body
which has no wherewithal or administrative support responsible the absence of policy direction,
the dichotomy between what the law states and what the political climate signals, an absence of
priority attached to unnecessary drug use are collectively factors that have bred vacillation and
uncertainty.
2. The fact that for action to be taken it has to start by someone making a complaint to the police as
an affected party, works as a deterrent. Such cases even when launched by the state would come
under “other special laws” and do not get primacy from the police officers who are preoccupied
with heinous offences and the more important IPC state cases. With the large pendency in the
courts, such cases take years to reach fruition. A lead time of up to 10 years for a charge sheet
to be filed and 15 years for a case to reach fruition is not unusual. (This was gathered by the PI
during several discussions with the State Drug Controllers when she was doing research for writing
the two reports for the Government on the Status of Indian medicine and Folk Healing (2013).
3.

The Drug laws and the rules and Schedules about prescription medicine are being flouted almost
everywhere in the country. At the neighborhood market level across the country the regulations
are mostly disregarded. The Drug Controllers in the States also face an acute paucity of inspectors
and any kind of supervision and enforcement of the regulations pertaining to the sale of schedule
H and schedule H1 drugs seems to be outside the realm of possibility unless the staff support is
increased manifold or technology is used to reduce the sale of prescription/scheduled drugs There
is little likelihood of this happening because the public will be adversely affected and it will be
unacceptable to most consumers at this stage of development.

Given the fact that most of the laws which govern medical practice are not being administered properly
it is highly unlikely that a beginning can be made with the UMPs. It is true that if their access to
Scheduled drugs were to be stopped their practice would decline but it does not seem achievable
for the reasons given. In the general atmosphere that prevails in most state health departments the
sale of Scheduled drugs is not considered an important issue. Owing to consumer pressure to access
medication quickly and without cumbersome processes, enforcement of the provisions on sale of drugs
will only take place if the schedules are made more reasonable and in tune with ground realities.
There is a need to see whether the exemptions already given can be extended to the non-state health
personnel and how many of the drugs can be removed from the list of prescription drugs and brought
on OTC.
The number of cases is not as important as ensuring that they reach fruition. Ultimately such cases
have to succeed in a court of law and lead to punishment if any deterrent value is to be derived. In
India, a UMP can just relocate elsewhere and the case will become another statistic. Looking at the
lead-time required for cases of transgression of the Drugs and Cosmetics Act to be concluded there is
a need for leadership and a direction being given by the state health departments and the Directors
of Health Services and Drug Controllers of the states. Only if there are guidelines, support systems and
constant monitoring will the subject of laxity in the sale of prescription drugs assume importance.
If greater vigil is exercised and a few chemists who transgress the legal provisions are prosecuted with
suspension of their sale license, there will be around improvement. But unless the opportunity cost of
transgressing the law becomes high, there is no way that the chemists will stop selling prescription
drugs.
It is also well known that prescription drugs can be purchased over the counter directly by any member
of the public without a doctor’s prescription. Chemists themselves give medicine to people who wish
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to save the costs on consultation. Besides the chemist is perceived to be a doctor for many conditions.

Conclusion
The present situation concerning the indiscriminate use of unnecessary drugs administered
unauthorizedly is nothing short of a completely unregulated health care system. It is preying on the
vulnerability of the poor and uneducated and therefore commands the attention of policy makers.
The fact that the Regulatory agencies which are supposed to take action have no capability to do
so does not appear to have been brought up effectively at a decision- making forum leaving the
unfortunate fallout of having statutes, rules and regulations which are completely dis connected with
ground realities.
At the state level in the name of reducing corruption and harassment to people, the message is
invariably to let market forces operate and not to interfere lest it causes inconvenience to the public.
While that logic has its own place, if there is flagrant violation of the laws that affect human health
and safety, either a modification or amplification of the laws is called for and new methods of
providing medical assistance to alleviate acute symptoms have to be found.
It is necessary to have a re-look at the laws, rules, schedules with the underlying objective of assisting
the consumer and not merely prescribing regulations without going into their effective application.
Progress can only be made when the most hazardous drugs are precluded from open sale at the
wholesale and retail end; more importantly the rules take into account the difficulties that consumers
face. The laws as they stand are not implementable which should not become an alibi to ignore the
situation that exists which will only exacerbate the proliferation of UMPs.
Things can change if there is a will to do it. The situation pertaining to maternal health and childbirth
cannot be compared with the medical practice by UMPs and chemists who dispense medication
unauthorizedly. However by paying attention to an area of grave concern, innovative strategies
can be developed. Exactly the same situation of negligence and apathy prevailed as far as maternal
health and conducting deliveries were concerned. It was only when the high maternal mortality, infant
mortality and the harm caused by the neglect of ante- natal care and unsafe deliveries conducted
by untrained women (dais) was quantified that a thrust was given to addressing these concerns.
As a result NRHM was born and has been under implementation for nearly 12 years. One of its
most important outcomes has been the phenomenal rise in the number of institutional deliveries
particularly in the low performing states (where MMR, IMR indicators were unacceptably high).
The poor have little knowledge and very little conversance with issues like infection,side- effects
of irrational and unnecessary medication,much less of biomedical waste disposal and multi- drug
resistance.All the more then it is the responsibility of health managers to protect them.The specter of
unqualified medical practices must be viewed through this lens and it is imperative that civil servants
urge the political executive to consider what is happening and they seek support of the states to carve
out strategies that aim at reducing the potential harm of unqualified medical practice. Only a high
level shared concern can spearhead change.
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exPerienCes

ChaPter-x
of working with

umPs

Support for UMP Training
At different points of time state governments like West Bengal47 48 and the undivided Andhra Pradesh2
have attempted to introduce policies which would officially train and utilize the UMP’s. Likewise
sustained efforts have been made by some NGO to train the UMP’s on a lesser of the two evils
(unqualified practice without training vs. with training).
The UMPs in West Bengal are exactly like those described earlier in parts of Haryana and Delhi
constitute the informal sector in private medical care. They have no professional qualifications and
no license to practice medicine and use scheduled drugs. They are usually members of rural/private
medical (unqualified) practitioners’ associations registered under the Societies Registration Act. These
associations are strong rallying points for UMPs because they are very influential, active and having
the sympathy of political parties. They project the UMPs as effective conduits to the community.
Independent of the influence of the RMP/UMP associations, some academics and medical college
Professors also see justification in empowering these practitioners. It is argued that were they not
present, poor people would perforce have to increase their expenses on medical treatment whether on
transportation to a public facility or by making payments to private qualified doctors. Hence training
the UMPs is not considered as an infringement of the law; rather a way of rectifying misdirected
medical practice to some extent.

West Bengal Example
In West Bengal, the informal practitioners have been labeled as Rural Village Health Workers (RVHW
for short).The Health and Family Welfare Department has recently issued orders to implement various
training programmes after completing the Training of Trainers (TOT) schedule.47 A notification has
been issued in early November 2015 by the Health and Family Welfare Department which states that
“Trained Informal Health Care Providers would be acknowledged as Village Health Workers with clear
delineation of the care they can provide. They were to be asked to stop using the doctor prefix,” the
notification added.47
When she spoke to the Principal Health Secretary of West Bengal the PI had requested to see the
supporting Government orders. These are available at Annexure 10. She was put in touch with Professor
Abhijit Bannerji Head of Department of Liver Diseases at the Institute of Post Graduate Medical
Education &Research at Kolkata who provided a detailed account of the objectives, scope and present
status of the training in a note at Annexure 11§ The scale of what has been done reflects on how one
particular state has supported such training of UMPs based on research and a perception of what is
seen as a necessity.
§

Annexure 11 Note of Dr. Abhijit Chowdhury Professor & Head Department of Hepatology, Institute of Post Graduate Medical
Education & Research. Kolkata
The Abdul Latif Jameel Poverty Action Lab (J-PAL) is a network Professors from some 50 universities who say their mission
is to reduce poverty by ensuring that policy is informed by scientific evidence.
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Role of the Liver Institute
The note explains how the Liver foundation has been active in conducting training to ensure better
knowledge and practice among the RMPs48 and the impact assessment of their earlier work in this
area has been critiqued and assessed by the MIT J-PAL group. Such training has been going on from
2007 and has been supported financially by the state Government using funds available under NRHM.
The Liver Foundation has been trying to equip the UMPs with skills to treat acute cases of common illnesses
and also diagnose which cases need to be seen by qualified doctors. During the research 72 sessions of
training were organized over nine months covering the informal providers in West Bengal. The impact
study showed that the mean attendance was 56% and the conclusion was that training informal providers
increased correct case management rates but did not reduce the use of unnecessary medicines or antibiotics.
The training did not lead the providers to violate rules with greater frequency or lead to worse clinical
practice. However an important finding was that the use of unnecessary medicines and antibiotics
was higher in the public sector. It was recommended that multi-topic medical training may offer
an effective short run strategy to improve the provision of health care and complement critical
investments in the quality of public health care.
One of the conditions for providing the training was that the UMP stops prescribing Schedule
H and Schedule X drugs which can only be prescribed by doctors under the D&C Act. He would be
allowed to use a few antibiotics, such as amoxicillin and doxycycline, in “life-threatening conditions,”
but, stronger antibiotics such as ceftriaxone would not be allowed. They would have to agree to drop
the prefix ‘Doctor’ from his name.49
The Liver Foundation’s website says that its key goal is to spread awareness among the people at
large about various aspects of liver diseases in an easily understandable manner; to identify the
social/ cultural roots of the existing inequity within India’s healthcare system, in terms of access,
organization and functioning. The foundation is reported to have six centres in West Bengal and one
in Jharkhand. The sources of funding of the Liver Institute are other foundations including BristolMyers Squibb Foundation and the Government of West Bengal. The Global Advisory Board has eminent
people like Prof Amartya Sen, on it and the main focus is on liver diseases. It is with such credentials
that the Foundation has been spearheading a program for training UMPs.

Midnapore Medical College
Independent of this a study the Department of Pharmacology in the Midnapore Medical College, West
Bengal has focused on “educating rural UMPs in the science of medicine use and rational use of
medicine.” The study was started on 2000 and workshops were conducted by medical graduates of
modern medicine. The duration was for 1-5 days. A module/syllabus was prepared which was discussed
in the workshops. Over a period of 13 years the study was conducted in 15 districts of West Bengal
through scores of workshops. The published paper states that two thousand six hundred sixteen
(2616) UMPs from 1450 villages participated in the workshops. According to the authors it “created
awareness among the UMPs about rational therapeutics.” An association has been formed and rural
medical libraries have been developed in different districts of the state. Recognizing that what the
UMPs do is illegal, the study argues that they can act as part of the state healthcare delivery system
if they are educated properly through continuous interventional activities like the one initiated by
the researchers.
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Discussion
The efforts made by the Midnapore college and the Liver Foundation run counter to various laws
and the stated position of the Indian Medical Association. However there is also no solution to the
shortage (and often the willful absence) of rural doctors and therefore what the two organizations
have done is pioneering; not only because of the training provided but because of an expression of
faith that such UMP’s if trained properly can become more of an asset than a risk. The Midnapore
Medical College is also a state Government run tertiary facility.
It is another matter that neither the Government of West Bengal nor the Liver Foundation has found
a way of legally overcoming the provisions of law. Nor is it clear whether the use of antibiotics,
steroids, IV fluids and injections would be debarred and how its enforcement would be overseen. It
appears however that whatever is done it purports to be within the ambit of the extant laws. It is
unclear how the If anyone, including the IMA were to file a public interest litigation, the courts are
unlikely to support such initiatives as they defy existing legal provisions on several counts. The Indian
Medical Association is reported to have castigated the Liver Foundation for “doing illegal things more
scientifically.”
It must be appreciated that the effort shows genuine belief that training the UMPs would make them
an asset for poor people who have no one else to turn to. That is the dilemma which would face policy
makers eventually.
Researchers from the World Bank, the Centre for Policy research, New Delhi, the Economic Growth
Centre, Yale University and the Department of Economics at MIT published an article in Science titled
“The Impact of Training Informal Health Care Providers in India: a randomized controlled trial.” This
article brings out how up to 75% of the primary care visits are to providers without formal medical
training. The study also found that in this states of Rajasthan, Uttar Pradesh and West Bengal,
informal providers are the only approximate source of health care.
From the work done by various research bodies one conclusion that emerges is that by providing short
term training and educating the UMPs their services would be better regulated.
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ChaPter-xi

the Way ahead–PossiBle aPProaChes

The report seeks to present two distinct and divergent responses to the UMP phenomenon by segregating
the most important perspectives into two scale pans. In the first scale pan fall approaches which treat
the UMPs as quacks and seek punitive and deterrent action spurred by safety concerns. This is evident
in the tenor of parliament questions and the stated response of the Central Government. It is also
apparent in the orders of the Supreme Court and High Courts and the general approach of most health
administrators who talk of raids and deterrent punishment. Professional bodies like the State Medical
Councils and the IMA treat such unqualified medical practice as a criminal offence attracting several
provisions of the law and have mounted raids and court cases against the practitioners.
In the second scale pan lie those who benefit from the existence of UMPs- ironically the qualified
doctors, surgeons, specialists, diagnostic centres and pathological laboratories many of whom pay
commissions to the UMPs for referring patients to them; also the marketing representatives of
pharmaceutical companies that use the UMP as a conduit for popularizing specific drugs they have to
market. All these players have a commercial interest in their continuance.
Two medical colleges in West Bengal and the Liver Institute -a health oriented NGO have been training
UMPs in adherence to least harmful practices for the last ten years. The unique development is the
legitimacy given to such training through Government orders accompanied by state involvement in
UMP training. This would fall in the scale pan of support -the distinction being that no commercially
beneficial self-goal backs such efforts and it is recognition of the dependence of the poor on unqualified
medical providers and a need to get them to cause least harm.
Holding the scales are the poor communities in rural and urban areas -tens of thousands of people who
prefer the UMP option because it offers three perceived advantages: The practitioners are accessible
24x7; they are affordable even to the poorest daily wage earners; and they are part of their community
which enhances a sense of security. It is this public which decides whether the UMPs are an asset or a
scourge. As long as their perception is that the UMP provides what no one else can, at that price, the
UMP business will continue. Voluntary as this behavior is Governments cannot treat it as an excuse
for disregarding what is going on as it has risks for the health of people who are the most vulnerable.
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The framework of how the scales are balanced is depicted in the figure below.

Poor Communities WHO opt for UMP Treatment

Figure 11.1: Framework within which UMPs Exist

Summary of Major Findings
1. The first characteristic of UMP practice is that it is not an island by itself. There are strong linkages
with and interdependencies between several important segments within health providers. Private
practitioners are present in all urban and semi-urban areas and include physicians, surgeons and
owners of establishments providing diagnostic and pathological services. They all need helpers who,
with training can function as nurses, technicians, ward boys and general attendants. Unqualified
people cost a fraction of those with technical qualifications. With widespread unemployment there
will always be a ready supply of who would seek the experience and training that qualified doctors
provide.

2. Nursing homes and hospitals need the services of UMPs for getting patients. Several research
studies2, 11, 15 that UMPs are reliable conduits for making referrals. In fact they are indispensable
in finding patients who need specific services. Generous commissions are paid to them by medical
establishments2, 15. This amounts to a share of around 30% of the fees charged by qualified
doctors. Doctors charge a minimum of Rs 100 for an ordinary consultation but Radiologists,
Sonography clinics and Specialists/Surgeons charge anything from Rs. 800 to Rs1000 per case in
smaller towns. Even if a UMP makes such referrals a few times in a month it can be remunerative.
Some studies show11 15 these earnings account for higher inflows as compared to earnings from
providing treatment. This is another pull factor for the UMPs to expand services as they can earn
by becoming indispensable to the private medical system.

3. The pharmaceutical agents too remain in close contact with the UMPs. They are given targets to
promote the drugs manufactured by pharma companies that engage them. They give the UMPs free
drug samples and advice on dosage; they are also a source of information about new drugs.
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4. In Delhi, it is common knowledge that the UMPs collect their stocks of IV fluids and injectables
from the wholesale market at Bhagirath Palace in Delhi where drugs can be acquired at very cheap
rates. This is true of all wholesale markets and the drug controllers have no wherewithal to deal
with their thriving business of sale without prescription§. Prices are a fraction of the normal price
of drugs and the representative of the Delhi Medical Council told the PI that that was the biggest
source of drug supply to chemists and UMPs.

5. Although the laws on the subject are watertight they are out of tune with the ground realities
and not easy to act upon as the offences are mostly non-cognizable (police cannot act without
a warrant as these are non-serious offences.) The enforcement capability with the State Medical
Councils, Drug Controllers and the police is so poor that UMPs can flourish without fear.§

6. The laws do not leave any scope for permitting even paramedics and nurses who possess a formal
medical qualification (albeit far lower in the hierarchy of medical qualifications), to treat with
drugs. That leaves the field open for UMPs who do not have to satisfy the requirements of enrolment
which can be withdrawn from formally trained categories of health personnel (at least in theory),
for defying the conditions for doing medical work.
All these interdependencies can be seen in the chart below.

Figure 11.2: UMPs’ Interdependencies and Relationships

§Around 12 years ago that then Lieutenant Governor of Delhi had requested a former police commissioner to accept an
assignment to look into how the ''drug rackets" at Bhagirath Palace could be contained if not stopped. The issue was not
just sale of drugs but supply of spurious copy–cat drugs. The author was present at the meetings as she was posted as Chief
Secretary, Delhi. Although more than a decade has passed, the PI in conversation with the Secretary of the Delhi Medical
Council learnt that this practice of selling large quantities of drugs to persons carrying no prescription still continues.
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Needed a Change of Approach
Against this background, any new strategy would have to first recognize the needs of the largest
section of health consumers –the urban and rural poor. Sudden and acute illnesses require immediate
treatment to mitigate symptoms. The UMP unlike the Government doctor is always available in the
vicinity, accessible and will give medicine which would generally work,) while charging a fraction of
the outgo on seeking a doctor’s prescription and thereafter buying the medicine. The health-seeking
behavior of the poor is guided by these practical considerations.
The expectation that heightened enforcement will lead to abatement of what is termed as quackery is
belied by experience and research. For treating sudden illness episodes UMPs will continue to be the
first choice of the poor until a new cadre of health workers is able to provide services close to where
the sick person lives and a new alternative is as cost-effective as the UMP route.
The way ahead is discussed below keeping in mind the administrative issues as well as the probability
of off take. None of the strategies will work on their own but a combination might address what
essentially matters- giving safe medical care in an accessible way to the lowest wealth quintile, mainly
wage earners and laborers. This is a public health necessity. If it is ignored or consigned to the State
Medical Councils to take action, as has been done until now, it would be unfair on grounds of equity
and invite the charge of showing negligence.
The chapter recommends ten strategies which are summarised below.

Strategy 1. Conduct a mapping Exercise
Recommendation
Get an up-dated assessment of the prevalence of UMPs by state and district. The WHO assessment of
the 2011 census is under preparation but it remains an indirect assessment. Statistical organisations
like NSSO, RGI and IIPS Mumbai can initiate surveys of representative districts which will give an upto-date and realistic picture of the scale of what is happening.
Besides UMPs are not one category of those who use modern drugs to treat illness. Those who do
greatest harm need to be identified first.

Strategy 2. Need for Recognition of the Problem
For the time being the states need to be sensitized about the magnitude of prevalence of UMPs and
provided state and district wise data from the WHO report (even if it is old.) Recent studies have
shown that the occurrence continues to be widespread. The link with the Clinical Establishments Act
2010 and the importance of registration, regulation and oversight needs to be emphasized because
in the absence of any standards informally trained medical manpower is getting produced through
regular doctors to serve their own need for cheap support. While such skilling might be cost effective
in many other areas in the informal economy, it could be hazardous for human health and safety.

Recommendation
There is a need to evolve a consensual approach among the main stakeholders. A working framework
and guidelines for operation needs to be prepared under the aegis of WHO where a representative
group of stakeholders could suggest what is workable. The Health Ministry or the Niti Ayog could call
the states and major stakeholders to firm up such a consensual approach. Community Medicine and
Public Health doctors and district level CMHOs should be involved from the medical side because they
are conversant with the milieu that prevails at the community level.
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Strategy 3. Targeted Enforcement
Recommendation
While there is a case for training the UMPs to cause less harm (dealt in Strategy 4 below) they must
not be permitted to indulge in certain high-risk practices. It is better to focus on a few high risk areas
which can succeed in Court and act as a deterrent. To assemble evidence the most risk-prone and
tangible aspects of UMP practice should be targeted and the use of injections and IV fluids appears
to be one such area. The political executive should be taken into confidence before such enforcement
is mounted as the UMPs are influential people and will reach out to political representatives if the
action leads to arrest.

Strategy 4. Training the UMP’s
Recommendations
(i) The UMPs should be selectively inducted for training but only if they agree to the conditions
laid down; one of these should be to abjure the use of injections, intravenous fluids and specific
scheduled drugs. They may be additionally inducted into providing preventive health care and
identifying patients suffering from TB, specific vector and water borne diseases during seasonal
outbreaks. They should be treated as accredited health assistants and made to share their
identification details with the Block Medical Officers who should maintain a computerized record.
Retribution which should follow if found to be persisting with the use of embargoed practices
should be decided in advance and declared.

(ii) Training should be undertaken through the state authorities and medical colleges after pre-testing
the UMPs. Training of trainers could be taken up by a state institutes so that the do’s and don’ts
are clear and are applied uniformly.

Strategy 5. Improving access to first line of health care.
Various alternatives aimed at filling the gaps in the health workforce which had been initiated in the
past few years have failed. The alternative which is usually put forward is to widen the availability
of nurses and paramedics and equip them to treat acute illnesses with a limited range of medicines.
This is not workable as qualified nurses and pharmacists are in short supply; they are in great demand
in regular, comparatively well-paid positions in the organized sector and abroad. They would not be
available in sufficient numbers to fill the gap.
Another strategy which was attempted but abandoned suddenly was to recruit graduates who after
three-year training could become community health workers. This strategy was negated by the IMA
and the Ministry of Health gave up the idea after it had been approved by the Cabinet. The three
year degree course idea fell between two stools- primarily because initially the course was named as
Bachelor of Medicine & Surgery which seemed to create a division between rural and urban India for
whom two different kinds of doctors were envisaged. Another mistake was to name the course as B.Sc.
Community Health which was unacceptable as medicine cannot be taught in parallel to degree level
science courses, unsupported by a professional Regulatory Council to lay down professional standards
and fulfill enrolment requirements.
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In the early years after independence licentiates had been listed in the Schedule 3, Part I the IMC Act
1956 and existed in the erstwhile provinces1 2¤.

Recommendation
A discussion needs to be started on introducing a separate first line of auxiliary health functionaries.
The concept needs to be discussed with an open mind so that a basic medical curriculum of treating
common symptoms can be taught in the vernacular but the products of the system receive registration/
enrolment under the State Medical Council Acts as before.
Additionally it should be examined whether their area of work can be circumscribed to a specific
notified rural or urban area. Such trained licentiates or community auxiliary medical workers could
then be accredited to the nearest PHC/CHC so that they can be contacted by the district CMHOs in
case of epidemics and outbreaks.
However they should not be inducted as public health sector functionaries and pressure to do so needs
to be anticipated and pre-empted.

Strategy 6. Revisiting the Definition of Medical Practice
The Indian Medical Council Act 1956 and practice of modern medicine needs to be re-visited keeping
in mind the ground realities and the non-availability of regular allopathic doctors to provide relief
to the community when faced with acute illnesses. State governments cannot take action to modify
the central law and therefore the initiative must come from the Health Ministry. Making the practice
of allopathy and the authority to treat illness with scheduled drugs co-terminus with enrolment as a
medical graduate by a particular Council (the Medical Council of India or the State Medical Council) is
no longer a practical way of providing health care to millions of low income people needing treatment
for acute and sudden illnesses as near as possible to their homes.
AYUSH doctors have undergone a 5 1/2 year degree course. They are being regularly inducted into
helping as second level doctors in the PHCs and also functioning as the sole in-charge of PHCs. Many
states have given them leeway to treat with modern medicine using the Drugs & Cosmetics Act under
powers of the state using Rule 2(ee) (iii) of the Drug rules. However the Delhi High Court has treated
this interpretation as legally inadmissible and directed that those who are not enrolled on the Indian
or State medical register cannot practice modern medicine. The confusion needs to be removed as
presently even AYUSH practitioners who have not undergone a 51/2 year degree course and only have
1 The opposition to people practicing medicine without having a proper medical degree has a long history. It is worth
recounting the early history of medical education at this juncture.West Bengal was a state in which during the 19th century,
medical colleges produced two grades of doctors to respond to the spiraling demands for health care. The first was the fullfledged doctor who had had more than five years of education and training while the second were professionals trained for
3 to 4 years who could handle acute and uncomplicated diseases. They were called licentiate medical practitioners (LMPs)
and in the early 1940s they outnumbered doctors.
The Vernacular Licentiate in Medicine and Surgery was introduced as a diploma to produce native doctors in Medical College,
Calcutta in 1851. There was a different grade pay for LMS diploma holders in the Subordinate Medical Service of Bengal. They
were expected to treat the sick poor in the country side either through charitable dispensaries or as private practitioners.
During this period, a series of medical schools were founded, led by the Agra Medical School and the Dhaka Medical School.
The Joseph Bhore Committee abolished L.M.S in favor of a bachelor degree supported by five and half year of medical
education. The Committee did not visualize how much India’s population would grow and how few doctors would be available
to work as general duty workers without specialization. Such general physicians hardly exist anymore as the costs of medical
education are very high and anyone completing the medical education course will invariably opt for specialization to get a
return on the investment on medical education.
2 Das J. Of Quacks and Crooks. The Conundrum of informal health care in India.[Cited on 2017 Mar 15]. Available from https://www.
brookings.edu/blog/future-development/2016/10/24/of-quacks-and-crooks-the-conundrum-of-informal-health-care-in-india/
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qualifications in Yoga, Naturopathy and Homeopathy are reported to be doing medical practice using
modern drugs.
Some Ayurveda and Unani doctors have considerable experience and knowledge particularly those who
were products of good institutions with an attached medical college hospital. But that cannot be said
of all AYUSH practitioners and there has to be clarity about (a) what they can do with training and
(b) what they cannot do. This has never been declared and unless this ambiguity is unscrambled the
free-for-all will continue to the detriment of the quality of services consumers receive.

Recommendation
Different kinds of personnel need to be included among those who are covered by exemptions under
the Drugs and Cosmetics Act .It is already being done for various categories of personnel with little
or no medical training as is the case with ASHAS, Anganwadi workers etc. BAMS doctors have already
been inducted into PHC management and have acquired experience with Government knowledge and
approval. On the other hand some studies have equated their medical practices with that of UMPs.
What exactly constitutes medical malpractice and what is proscribed to be done by non MBBS doctors
should be listed and notified. The expectation that enrolment on the medical register is the sole
criteria to practice is clearly unworkable and has given rise to open defiance of such impractical
requirements.

Strategy 7. Modifying the Schedules to the Drugs and Cosmetics Act 1940.
There are several Schedules under the Drugs and Cosmetics Rules and the drugs specified in Schedule
H, Schedule H1 and Schedule X “shall not be sold by retail except on and in accordance with the
prescription of a Registered Medical Practitioner.”(This refers to allopathic doctors registered with the
central or state medical council only).
Schedule H contains a list of 536 drugs; Schedule H1 contains 46 drugs.
Out of these it would appear from the results of the field survey that the UMPs are using a dozen
or so out of them and possibly several more as the PI’s survey was a small one. Chemists are selling
a large number of prescription drugs over the counter in defiance of the stipulation given in the
notifications. The picture of what happens in the chain of activities in the pharmacy/chemists’ shops
has been described in the paper by a group of well-intentioned pharmacists.44 The casual sale of
drugs is caused by demands from a harassed public who want ready access to medicine; this becomes
an excuse for non-adherence to the restrictions imposed by the drug laws.
It is better to have strict regulations for fewer items and equip the Drug Controllers to check at least a
fraction of cases every month and to cancel the licenses of chemists who violate the restrictions than
to ignore what is happening. This step may not affect the UMP problem directly but will make pseudopharmacists less likely to be able to fiddle the system as is happening now. The Pharmacy Council of
India has fortunately issued the new Pharmacy Practice Regulations, 2015 (on 15th January, 2015)45
The code of ethics and the overall objectives specify that a registered pharmacist should practice on
a scientific basis and the regulations lay down responsibilities of pharmacists towards the patient
and the public in general. It also lists activities which may be construed as misconduct inviting
disciplinary action. The implementation of these regulations needs to be encouraged so that they
are adopted by all pharmacies. If greater care is taken by pharmacists a considerable portion of UMP
treatment given by pseudo-pharmacists and shop assistants can reduce.
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Recommendation
The Schedules to the D&C Act should be revisited to see whether the OTC and exemptions list can
be enlarged. This would require data collection on what chemists are generally providing without
following prescription practices with reference to the list of Schedule H and H1 drugs. It must be
recognized that a lot of sale of drugs is already going on the internet or on the telephonewhich has
no way of being regulated so a practical approach is called for.

Strategy 8 Honorary Medical Notaries
This strategy came out of a discussion the PI had with a few private practitioners. The suggestion was
that applications could be sought from qualified private doctors who wish to become Honorary Medical
Notaries (HMN). Such qualified doctors could be authorized to mentor and supervise up to say 5 UMPs
who opt to be linked for this purpose. An enrolled HMN should undertake to maintain details of 5 or
less UMPs linked for training, mentorship and supervision.

Recommendation
Qualified private sector professionals may be selected on the basis of agreed criteria and enrolled as
Honorary Medical Notaries to supervise and mentor already trained UMPs. This can be tried on a pilot
basis in a few districts.
Such state recognition of certain functionaries had been adopted in the case of Honorary Executive
Magistrates disposing off traffic offences and lawyers manning the Legal Services Authority for settling
family disputes.

Strategy 9. Building Public Awareness
Health education is a public health responsibility. Campaigns should be selective and alert people
about shunning the use of injections and IV fluids unless advised by a regular doctor. Simple messages
on how anti-biotic resistance can affect one’s own family would begin to influence prescription
practices as well as health seeking behavior. However the medium must be related to the habitat
where the poor live- villages and urban slums primarily. Wall paintings should replace hundreds of wall
paintings that market “Bengal doctors” and “miracle cures” invested in by UMPs.

Recommendation
The campaign should be designed centrally and given to the states to convert into regional languages.
Public perceptions about the campaign should be tested before launch and accompanied by group
discussions organized through the NHM communicators in areas where dependence on UMPs is
particularly high.The medium that would be noted by village people should be preferred.

Strategy 10.

Surveillance of drug overuse

Although not directly reported to UMPs it must be recognized that anti-biotic overuse and irrational
drug use among UMPs is an outcome of what they have observed regular doctors doing. The use of
injections and other parenteral medication and the routine use of anti-biotics has resulted in multidrug resistance becoming endemic in many places.
There is a need to make surveillance of adverse events (this is not restricted to UMPS) a requirement
to report and document (to show developing trends.) This would include injection induced abscesses,
antibiotic resistance and many other iatrogenic occurences already included in patient safety
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guidelines.3¤

Recommendation
The regular collection and documentation of adverse drug reaction has to be introduced and eventually
it should lead to medical audits in the medium term. CMEs on the subject should be made mandatory.

Conclusion
The report has recounted the more important dimensions of UMP practice and how much it affects the
health security of poor people. It is an extremely complex and difficult subject and no single strategy
will be able to either contain the problem or eliminate it. However in a country that professes to try
to give health care to its citizens and in particular the poor, the present situation should be addressed
through a variety of strategies, many of which have been referred to above. There is no use talking
about high standards and the sanctity of the medical profession put forward by medical professionals
and their associations when the spectre of UMPs is allowed to proliferate with the direct knowledge
and involvement of several important players in the health sector. Besides doctors, other stakeholders
like the pharmaceutical agents and chemists all have a role in the emergence and growth of the
UMP business. All these players would need to be brought on a common platform to discuss what an
enormous body of research done by so many academics of high standing has brought out in numerous
publications.
If the States are sensitised sufficiently and the immensity of what is happening is brought to their
notice a wide range of local strategies can be tried which would make the best use of available
resources to respond to particular illness episodes encountered by the poor. The country and the
health sector can no longer be a hapless spectator to what is the unfortunate reality of the kind
of health care that the poor seek and receive. The central as well as the state sector have specific
responsibilities and things can change if there is a will to do it. If this report spurs action it will be a
source of satisfaction for all those who seek a more equitable quality of care being given to the poor.

3 ¤Das J. Of Quacks and Crooks. The Conundrum of informal health care in India.[Cited on 2017 Mar 15]. Available from https://www.
brookings.edu/blog/future-development/2016/10/24/of-quacks-and-crooks-the-conundrum-of-informal-health-care-in-india/
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annexures

Annexure 1/1
Health Workers By Education Level And By Medical Qualification
Health workers
Category

With Secondary
Schooling or
Less

With Technical
or Non-Technical
Diploma

With Graduate
Degree

With PostGraduate Degree

Total

With a Medical
Qualification

Number

%

Number

%

Number

%

Number

%

Number

%

Number

%

Allopathic
doctors

198 719

31.4

20 264

3.2

298 521

47.2

114 930

18.2

632 434

100.0

269 956

42.7

Ayurvedic
doctors

27 792

25.2

3 183

2.9

74 603

67.6

4 705

4.3

110 283

100.0

66 266

60.1

Homeo.
Doctors

21 987

33.1

4 319

6.5

31 561

47.5

8 549

12.9

10 342

100.0

27 759

41.8

Unani doctors

4 045

39.1

190

1.8

5 733

55.4

374

3.6

66 416

100.0

4 738

45.8

Dental pract.

9 239

37.9

531

2.2

12 490

51.2

2 143

8.8

24 403

100.0

10 325

42.3

Nurses &
midwives

422 745

67.1

58 548

9.3

139 819

22.2

9 294

1.5

630 406

100.0

62 592

9.9

Pharmacists

157 751

68.2

17 252

7.5

49 069

21.2

7 366

3.2

231 438

100.0

19 124

8.3

Ancill, health

213 665

60.8

14 658

4.2

102 513

29.2

20 342

5.8

351 178

100.0

20 226

58

Trad’I & faith
heal.

7 933

62.8

362

2.9

3 937

31.1

408

3.2

12 640

100.0

910

7.2

All health
workers

1 063
876

51.4

119 307

5.8

718 246

34.7

168 111

8.1

2069
540

100.0

481 896

45.0

All doctors &
nurses

675 288

46.6

86 504

6.0

550 237

38.0

137 852

9.5

1449
881

100.0

431 311

23.3

All doctors

252 543

30.8

27 956

3.4

410 418

50.1

128 558

15.7

819 475

100.0

368 719

29.7

AYUSH doctors

53 824

28.8

7 692

4.1

111 897

59.8

13 628

7.3

187 041

100.0

98 763

52.8

Notes: % here refers to the percentage of the health worker category with a given education level or medical qualification.
(Source: World Health Organisation Geneva: The Health Workforce in India Sudhir Anand and Victoria Fan 2016)
(Permission to reproduce the charts was obtained from WHO.)
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Annexure 1/2
Table: Health Workers By Education Level And By Medical Qualification

(Source: World Health Organisation Geneva: The Health Workforce in India Sudhir Anand and Victoria Fan)
( Permission to reproduce the charts was obtained from WHO.)
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Annexure 2/1
Forwarding e-mail of officer from Delhi Urban Services Improvement Board (DUSIB)
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Annexure 2/2
Definition of Slum
Definition of JJ Basti in : Delhi Urban Services Improvement Board (DUSIB) / Census India “Jhuggi
Jhopri Basti” means any group of jhuggis which the Board may, by notification, declare as a jhuggi
jhopri basti in accordance with the following factors, namely:- (i) the group of jhuggis is unfit for
human habitation; (ii) it, by reason of dilapidation, overcrowding, faulty arrangement and design
of such jhuggis, narrowness or faulty arrangement of streets, lack of ventilation, light or sanitation
facilities, or any combination of these factors, is detrimental to safety, health or hygiene; and (iii)
it is inhabited at least by fifty households as existing on 31st March, 2002: Provided that the Board
may, by order, attach any jhuggi or jhuggis scattered in the nearby areas to any jhuggi jhopri basti
and such jhuggi or jhuggis shall be deemed to be part of such jhuggi jhopri basti;
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Annexure – 3
Questionnaire used in Panipat Field Study to elicit information on general
treatment practices of Unqualified Health Providers.
(Translated in Hindi before seeking information.)
1 Locality Panipat, Haryana: area, town, street.
_________________________________________________________________________________
_________________________________________________________________________________
2. Your qualifications including any medical certification, diploma or training course attended.
_________________________________________________________________________________
_________________________________________________________________________________
3. Please state how many years you spent with the qualified doctor. How long have you been treating
patients?
_________________________________________________________________________________
_________________________________________________________________________________
4. When working with the last two Doctors / nursing homes you were employed by did you administer
IV fluids, injections and do dressings for injuries?
_________________________________________________________________________________
_________________________________________________________________________________
5. How do you know about new developments and new drugs? Do you ask the doctors to whom you
refer to your patients?
_________________________________________________________________________________
_________________________________________________________________________________
6. From where do you buy the drugs? How often do you buy them?
_________________________________________________________________________________
_________________________________________________________________________________
7. In your clinic you stock medicines like antibiotics, cough medicine, anti-allergy medicine, pain
relievers, IV fluids, injections, drugs that prevent or reduce repeated episodes of vomiting and
diarrhoea. Most of you stock and provide for use for one or two days:
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PERINORM or ONDANSETRON (EMSET)
NORFLOXACIN and TINIDAZOLE or ENTEROVIOFORM RANITIDINE or REBEPRAZOLE or OMEPRAZOLE
Combination of MEFENAMIC ACID and DICYCLOMINE HYDROCHLORIDE Combination of OFLOXACIN and
TINIDAZOLE
ALBENDAZOLE (ZENTEL) Anaemia-Iron Tonic
Fever-PARACETAMOL

Combination of DICLOFENAC SODIUM + PARACETAMOL or TRAMADOL + PARACETAMOL
Or IBUPROFEN, PARACETAMOL or KETOPROFEN CHLOROQUIN
CIPROFLOXACIN or CEFPODOXIME INTRAVENOUS FLUIDS (Glucose etc) DECADRON
Do you use any book or reference material to tell you about the properties/applications of these
drugs? Please let us take a picture of the book you refer to if there is no objection.
8. How do you decide about the dosage since your patients come from all age groups?
_________________________________________________________________________________
_________________________________________________________________________________
9. Do you have inpatient facility – bed, refrigerator for stocking IV fluids and injections?
_________________________________________________________________________________
_________________________________________________________________________________
10. By and large how many outpatients and in- patients do you see in a day or week?
_________________________________________________________________________________
_________________________________________________________________________________
11. Do you give this service throughout the day and night? Do you pay home visits?
_________________________________________________________________________________
_________________________________________________________________________________
12. What steps do you think are needed to make your work more legal and legitimate?
_________________________________________________________________________________
_________________________________________________________________________________
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13. Would you be willing to undergo training and be placed under the supervision of a private qualified
medical practitioner who is responsible for updating you and warning you about certain practices
which are dangerous to the patient and the community?
_________________________________________________________________________________
_________________________________________________________________________________
14. Do you find that the qualified medical doctors you worked with willing to share their knowledge
and skills with you?
_________________________________________________________________________________
_________________________________________________________________________________
15. Do you pursue any other work like trade/business/agricultural activity/transport et cetera or do
you only spend your time treating patients.
_________________________________________________________________________________
_________________________________________________________________________________
16. Do you come across rivalry with other RMPs, Ayurvedic doctors or even allopathic doctors?
_________________________________________________________________________________
_________________________________________________________________________________

Date and Place
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Annexure 4
Data Base of Panipat Field Study (8 Excel sheets)
SNO

Address

2. Qualification

Others qualification

3a.Time spent
with Doctor

1

JATAL ROAD ,2-NO GALI,PANIPAT

3

EMT COURSE

3

2

KACHA CAMP JANAK GARDAN PANIPAT

3

99

7

3

KHATIKAN BASTI PANIPAT

2

RMP

5

4

SHASTRY COLONY OLD GOHANA ROAD PANIPAT

3

AYURVED RATAN

12

5

HANUMAN MANDIR WALI GALI BATRA COLONY
PANIPAT

3

HINDI SAHITYA SAMELAN,VED
VISARADH

5

6

BATRA COLONY PANIPAT

3

99

6

7

BATRA COLONY GLOVAL CHOWK PANIPAT,HARYANA

3

99

5

8

SHASTRI NAGAR PANIPAT,HARYANA

3

99

7

9

KACCHA CAMP,PEER WALI GALI PANIPAT HARYANA

5

CMS ALLOPATHY REG-8785

5

10

BATRA COLONY,NEAR GROWER CHOWK,PANIPAT

4

REG-20455,LICENCE NO-1685BR/OB

10

11

SAINY COLONY (NEAR RLY CROSSING INDUSTRIAL
AREA PAN

3

99

15

12

SHIV NAGAR PANIPAT KHANNA ROAD PEER WALI
GALI NO-3

3

4 SL-813383

3.5

13

SUGAR MILL K SAMNE SANJAY COLONY PANIPAT

5

99

7

14

SHASTRI NAGAR PANIPAT,HARYANA

5

B.A.M.S (4)

6

15

PUREWAL MAIN MARKET ,KACCHA CAMP PANIPAT

3

ANI HOMEOPATHIC MEDICAL
COLLEGE(HISS

7

16

SHIV NAGAR PEER WALI GALI,KHANNA ROAD
,PANIPAT

5

99

5

17

BILLU COLONY PANIPAT,GES GODOWN ROAD

2

ELETROPATHI( 4)

9

18

GOPAL COLONY PANIPAT

3

99

13

19

GOPAL COLONY PANIPAT

2

99

2

20

RAJ NAGAR FATAK K PASS PANIPAT

3

99

4

21

KABADI ROAD ARJUN NAGAR PANIPAT

3

99

7

22

KABADI ROAD ARJUN NAGAR PANIPAT

5

4

10

23

MEDICOS HARI NAGAR,RAMSAWOOP KACCHA KABADI
FATA

3

4

4

24

PEER WALI GALI,SHIV MANDIR K PASS PANIPAT

3

4

2

25

KABADI ROAD INDUSTRIAL AREA PANIPAT

5

4

10

26

BHARAT NAGAR,KABADI ROAD

4

99

8

27

SHASTRI NAGAR PURANA GOHANA ROAD PANIPAT

5

99

4

28

JATAL RAOD PEPAL WALI GALI

5

99

8

29

EID GHA COLONY,PANIPAT

5

99

3

30

ARJUN NAGAR KABADI ROAD PANIPAT

2

99

7

31

KABADI GAO N PANIPAT

5

99

10

32

KABADI GAON PANIPAT

2

N.D.H

7
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3b.Treating
patient time

4.Administered

2

None

6

IV Fluids

3

None

12

88

3

88

8

IV
Fluids,INJECTION

99

88

18

88

DOC

MR

DOC

MR

4

99

99

88

15

88

5a. New Devolopment
and new Drugs

5b.Refer(a)

5b.Refer(b)

5b.Refer(e)

MR
1=Doctor

5B.Refer

5b.Refer

phone

2.M.R
BOOK
MR

phone

BOOK

MR
DOC
MR

MR

BOOK

DOC

MR

MIMS

DOC

MR

6

88

6

88

MR

5

88

MR

15

88

IDR

DOC

4

88

8

None

DOC

MR

10

88

DOC

1

None

MR

3

88

MR

11

88

15

88

13

88

1.5

88

MR

30

88

MR

7

INJECTION

MR

7

88

6

88

MR

3

88

MR

4

88

36

88

MR

30

88

MR

DOC

MR

MR
MR

DOC

DOC

BOOK
STORE

MR

MEDICAL STOR
MEDICAL STOR
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E

E

HOSPITAL

INTERNET

EIMS
HOSPITAL
HOSPITAL

HOSPITAL

HOSPITAL

5b.Refer(f)

medical store
medical store
medical store
medical store
medical store
medical store
medical store
medical store
medical store
medical store
medical store
medical store
medical store
medical store
medical store
medical store

medical store

medical store
medical store
medical store
medical store
medical store
medical store

medical store

medical store
medical store
medical store
medical store
medical store
medical store
medical store
medical store

6a.Buy Drugs

MORNING AND
WHEN NEEDED
99
BY NEED
3-4 DAYS
EIGHT TO TEN
DAILY
4-5 TIMES MONTHLY

one-two
99
DAILY
DAILY
99
DAILY
DAILY
WEEKLY TWICE

6b.No. of times

GENERAL
STORE
DAILY AND SOME TIME WHEN
NEED
WEEKLY ONCE
TWO - THREE
ONE
THREE - FOUR
99
TWO - THREE
99
COMPANY 99
99
2
TWO-FOUR
99
99
99
99
99

WHOLE
SELLER

MR

AGENT

6B.Buy
Drugs

YES
YES
YES
YES
YES
YES
YES
YES
YES
YES
YES
YES
YES
YES
YES
YES

YES

YES
YES
YES
YES
YES
YES

YES

YES

YES

YES
YES
YES
YES

PERI

YES
YES
YES
YES
YES
YES
YES
YES
YES
YES
YES
YES
YES
YES
YES
YES

YES
YES
YES
YES
YES
YES

YES

ond
(emset)
YES
YES
YES
YES
YES
YES
YES
YES

YES
YES
YES
YES
YES
YES
YES
YES
YES
YES
YES
YES
YES
YES
YES
YES

YES

YES
YES
YES
YES
YES
YES

YES

YES
YES
YES
YES
YES
YES

NOR

YES
YES
YES
YES
YES
YES
YES
YES
YES
YES
YES
YES
YES
YES
YES
YES

YES
YES
YES

YES
YES

YES
YES
YES
YES
YES

YES
YES

tin

YES
YES
YES
YES
YES
YES
YES
YES
YES
YES
YES
YES
YES
YES
YES

YES
YES

YES

YES

YES
YES

ENT

YES
YES
YES
YES
YES
YES
YES
YES
YES
YES
YES
YES
YES
YES
YES
YES

YES

YES
YES
YES
YES
YES
YES

YES

YES
YES
YES
YES
YES

YES
YES

RANI

YES
YES
YES
YES
YES
YES
YES
YES
YES
YES
YES
YES
YES
YES
YES
YES

YES
YES
YES
YES
YES
YES

YES

YES
YES
YES
YES
YES

YES
YES

REB

YES
YES
YES
YES
YES
YES
YES
YES
YES
YES
YES
YES
YES
YES
YES
YES

YES
YES
YES
YES
YES
YES

YES

YES
YES
YES
YES
YES

OME

YES
YES
YES
YES
YES
YES
YES
YES
YES
YES
YES
YES
YES
YES
YES
YES

YES

YES
YES
YES
YES
YES
YES

YES

MEF+DIC

MEF+DIC+
HYD
YES
YES
YES
YES
YES
YES

YES
YES
YES
YES
YES
YES
YES
YES
YES
YES
YES
YES
YES
YES
YES
YES

YES

YES
YES
YES
YES
YES
YES

YES

YES
YES
YES
YES

YES
YES

OLF+TINA

YES
YES
YES
YES
YES
YES
YES
YES
YES
YES
YES
YES
YES
YES
YES
YES

YES

YES
YES
YES
YES
YES
YES

YES

YES

YES
YES
YES

YES
YES

ALB
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YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES
YES

YES

YES

YES

CIP

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

DIC +TRA

YES

YES

YES

YES

YES

CHLO

YES

YES

YES
YES

YES

KETO

YES

YES

YES

YES

YES

IBUP+
PARA

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

DIC+PARA+
TRA+PARA

FEVERPARA

YES

ANAE+IRON
TONIC

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

CEF

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

INTRA

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

DECA

BOOK

BOOK

NO

BOOK

BOOK

BOOK

BOOK

SELF KNOWLEDGE

BOOK

BOOK

BOOK

BOOK

BOOK

BOOK

BOOK

BOOK

SELF KNOWLEDGE AND HEALTH TODAY,PAPER

BOOK

BOOK

BOOK

SELF KNOWLEDGE AND CEMIS AND IDR BOOK

BOOK,IDR,MIMS,EIMS

BOOK

BOOK,MR,DOCTOR

SELF KNOWLEDGE

BOOK

SELF KNOWLEDGE

BOOK,HOSPITAL

99

BOOK

BOOK

BOOK

7B.1 information
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YES
99
99
NO
NO
NO
NO
YES
NO
YES
YES
99
YES
99
YES
99
99
NO
NO

DEPENDS ON AGE

DEPENDS ON AGE

DEPENDS ON AGE

DEPENDS ON AGE

DEPENDS ON AGE

DEPENDS ON AGE

DEPENDS ON AGE

DEPENDS ON AGE AND WEIGHT
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Annexure 5/1

Letter of Principal Investigator to Secretary, Delhi Medical Council
Dear Dr Girish Tyagi,
I am a senior visiting Fellow with the Shiv Nadar University.I have undertaken to write a report on
the treatment practices of informal health providers working in slums and rural villages.I have done
quite a bit of reading and field work in some peri urban areas after reading academic articles in several
journals about these providers.
I need related information from you on the following.
1.The slums have anything from 10 - 40 providers who have boards which say they are Dawai shops
or primary health attendants or no boards at all. The place might be registered in the name of a D
.Pharma but the person dispensing medicine and treating patients using IV fluids, anti- biotics and
other drugs are unqualified though they have picked up the basics by working as helpers in regular
nursing homes and surgeries.What is your experience? Numbers and dimension is important as the
general feeling is that this is a small peripheral activity, not worth trying to regulate.
2. What would be the approximate number of such providers in Delhi in the slums?
3. Why has anti - quackery been given to Bharatiya Chikitsa Parishad as a responsibility? Why not DHS
or DMC?
4. Does DMC opt for a law and enforcement or for training the informal providers in what they must
not do keeping in mind patient safety?
5 If neither the political parties, the doctors (who use the RMPs as conduits to get patients and pay
commissions to them at the rate of 30% of the doctor’s fees, or the public ( poor daily wage earners
mostly) are against the continuance of the system, would any law work?
6 If no law works is building public awareness a better option? But without any cheap, 24x7 alternatives
within walking distance, what use is public awareness by itself?
7.What is the right and most practical course of action from the DMC ‘s point of view?
I would appreciate a written response.If you would rather not sign it it is OK but if it is a well
considered view I would prefer an official reply.I will share the document with DMC and you in case I
use the material.In due course I would like to meet you but there is no hurry.
Regards and thanks for talking to me, Shailaja Chandra.
Former Secretary GOI and former Chief Secretary Delhi.
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Annexure 5/2

Response of Secretary Delhi Medical Council
It is stated that the following action has been taken by the Delhi Medical Council against those
persons who have been found to be practicing modern scientific system of medicine (allopathic) in
the NCT of Delhi without holding any requisite medical qualification, 2016
Number of person against
whom clouser order passed

Number of person against
whom the Police has been
requested to registered FIR,
u/s
27 of DMC Act,

Number of Person against
whom the FIR has been
registerd by the Police

Number of person against
whom the criminal
complaint has been filed in
the court of law by
DMC

875
Issued over a period of last
10 years

415
These are predominantly
jhola chaap practitioners
which however, the
figure include some ISM
practitioners. No data is
maintained which would tell
the numbers separately
as regards jhola chaap
practitioners
and ISM
practitioners.

145
It has not been reported by
Police as to in how many
matter chargesheet have
been filed in the Courts
after
investigation is over or out
of which how many have
resulted in conviction

184
Criminal complaint cases
have been filed on behalf
of DMC over the last around
10 years
which include around
10 cases against ISM
practitioners.
Around 40 convictions have
been secured by the Delhi
Medical Council.

It is also stated that in terms of the provisions of the Delhi Medical Council Act, 1997 and in
light of the judgment dated 08th April, 2016 in W.P.(C) no.7865/2010 of the Hon’ble High Court
of Delhi, it is informed that only person who possess any of the recognised medical qualification
as per First, Second or Third Schedule to the Indian Medical Council Act, 1956 and registered
with the Delhi Medical Council is entitled to practice in modern scientific system of medicine
(allopathy) in the NCT of Delhi. It is further stated that sensitize that general public, a public
notice was issued by Delhi Medical Council in the leading dailies newspapers of the city dated
14th April, 2016.
It is also stated that qualifications of BAMS, BIMS, BUMS, Ayurvedic /Unani/Siddha or Homeopathy
are not recognised medical qualifications as per the Indian Medical Council Act, 1956, hence, holder
of such qualifications are not entitled to practice modern scientific system of medicine (Allopathy).
Any person practicing modern scientific system of medicine (Allopathy) in contravention of the above
will render himself liable to punitive action, inter-alia, under section 27 of The Delhi Medical Council
Act, 1997, which is reproduced as under:
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Section 27. False assumption of Medical Practitioner or Practitioner under this Act to be an
offence.-Any person who falsely assumes that he is a medical practitioner or practitioner as defined
in Clause (7) of Section 2 and practises the modern scientific system of medicine, shall be punishable
with rigorous imprisonment which may extend up to three years or with fine which may extend up to
Rs.20,000 or with both.
It is further informed that the Delhi Medical Council has requested the Health & Family Welfare
Department, Govt. of NCT of Delhi, Directorate General of Health Services, Govt. of NCT of Delhi,
Delhi Police and the Drug Controller Department, Govt. of NCT of Delhi, vide letters No.DMC/AQ/
H&FW/13-A/2/2016/252195 dated 6th May, 2016, No.DMC/AQ/DHS/13- A/2/2016/252197 dated 6th
May, 2016, No.DMC/AQ/DHS/ 13-A/2/2016/252196 dated 6th May,
2016 and No. DMC/AQ/13-A/2/ 2016/252198 dated 6th May, 2016, respectively to ensure the
compliance of the Order of the Hon’ble Court of Delhi in W.P.(C) no.7865/2010 in the matter titled
“Delhi Medical Association Versus Principal Secretary (Health) & Ors.

Thanks and Regards
Dr Girish Tyagi
Registrar

Delhi Medical Council
Room No. 308A, 3rd Floor, Administrative Block
Maulana Azad Medical College
Bahadur Shah Zafar Marg
New Delhi - 110002
Fax : 011-23234416 Phone : 011-23237962
Website : www.delhimedicalcouncil.org
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Annexure 6/1

Information sought by Principal Investigator from Delhi Bharatiya Chikitsa
Parishad
Information on Unqualified Medical Practitioners
and action taken by the Delhi Bhartiya Chikitsa Parishad.
Background:I am writing a status note/ policy paper on unqualified medical practice by people who
have no medical qualifications but even so treat patients suffering from different medical conditions
using modern medicine or ISM medicine. They are often referred to as RMPs or PMPs and are commonly
found in many slums and villages- being the first port of call for poor people who need quick relief from
acute symptoms and do not wish to forgo wages/earnings by going to a public health care facility.
In any case such organised facilities are not open in the late evenings or on holidays and Sundays
and besides there are vagaries about absenteeism of doctors and staff and having to eventually buy
medicine if unavailable in the facility. Besides there is expenditure to be incurred on transportation
and other indeterminate costs. A time-commitment means loss of earning which poor wage earners
can ill-afford.
Going to an RMP/PMP is a conscious choice because of ease of access and low costs -even delayed
payment options. Although such practice by RMPs PMPs is banned by law and is termed as quackery,
enforcement is difficult because of a shortage of staff, possibility of resultant court cases which
are time- consuming and the fact that this is not a policy priority from the point of view of policy
makers who have many more difficult areas to deal with. Since poor communities require medical
assistance and there is uncertainty about receiving drugs at a low cost, uneducated people go to these
unqualified practitioners who several research studies have shown treat with antibiotics, steroids,
parenterals besides other schedule H medication.

Information Sought
Against this backdrop which has been captured by scores of research papers in international and
national journals, I request you to assist me by giving information as indicated below but supplemented
with further information which would help in writing a comprehensive policy note on the subject.
1. What are the laws (pl. name Acts) and legal provisions (actual wording needed) which make the
practice of medicine (allopathic or ISM related) illegal? What is the punishment prescribed?
2 Has the DBCP mounted any action over the last 3-5 years and if so please provide data on the same
and the outcomes, including court cases? Whether punishment was ever meted out and its quantum
and other details. Please give geographical spread and type of locality selected to conduct the raids,
roughly and whether the efforts stemmed from complaints or any other factor.
3. In the last 3 -5 years have there ever been a policy direction or administrative instructions in regard
to containing the illegal conduct of RMPs and PMPs? Please provide details.
4. Has there been any court order challenged or unchallenged concerning medical practice by
unqualified persons - also referred to as quackery? Please give details of the relevant court orders or
preferably a link or as attachments.
5. Is there any co-ordination between the DMC and BCP in approaching the problem?
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6. During visitsit has been observed that dawai shops are ubiquitous in the less organised parts of
cities and towns. They are owned by people who have a D
Pharma qualification who are often absentee landlords while the sale of medicine is done by unqualified
shop- assistants. The provision of medical treatment is administered by the shop assistant who is
generally uneducated beyond class 10- not even 12th pass. He has learnt about medical practice (even
the use of IV fluids, injections and antibiotics) by working as a helper with a regular modern medicine
or Ayurvedic doctor for around 2-3 years.
7.
During raids the “shop-assistant / tenant” tells the enforcement staff that the pharmacist
owner is away for some personal work but will return in half an hour. A phone call ensures that
the pharmacist returns as he is located not too far away. The treatment room is behind a ply wood
partition and has one or two beds where IV fluids are administered. Enforcement staff rarely go beyond
the front entrance. Question: Even if the administration of medical treatment is actually seen, it will
be difficult to find witnesses to prove it as patients will not testify. The “quack” has sufficient goodwill
to safeguard that no outsider will get involved. How can such a situation be approached when the
public accepts it, drugs are freely available to anyone without prescription and convenience and low
cost are the conscious preferences of the consumer?
The information may please be sent by e- mail as soon as conveniently possible.
Shailaja Chandra,
Former Secretary to GOI and
Former Chief Secretary Delhi.
5th July 2016
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Annexure 6/2
Response of Secretary Bharatiya Chikitsa Parishad
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Annexure 6/3
Order of Delhi High Court dated 8 April 2016 declaring non-entitlement of Ayurveda doctors to
practice the modern scientific system of medicine.

 The Delhi High Court issued following directions...
No practitioner of Indian System of Medicine or holding a qualification as listed in the Schedule to
the Indian Medicine Central Council Act, 1970, even if it be of in integrated medicine as defined in
Section 2(h) of the Delhi BharatiyaChikitsa Parishad Act, is entitled to practice modern scientific
system of medicine as defined in the Indian Medical Council Act, 1956 read with Indian Medical
Degrees Act, 1916 and as has come to be known as Allopathic system of medicine.
 All the authorities concerned with enforcement of the provisions of the Indian Medical Council
Act, 1956, Delhi Medical Council Act, 1997, Indian Medicine Central Council Act, 1970 and the
Delhi BharatiyaChikitsa Parishad Act, 1998 and/or entrusted with the task of preventing persons
not holding qualification as mentioned in the Schedules of the Indian Medical Council Act,
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1956 from practicing modern scientific system of medicine, are directed to not allow any person
holding qualification in in Indian Medicine as described in the Schedule to the Indian Medicine
Central Council Act, 1970, even if holding a degree in integrated course as defined in the Delhi
BharatiyaChikitsa Parishad Act, 1998, from practicing modern scientific system of medicine.
 Section 2(h) of the Delhi BharatiyaChikitsa Parishad Act, 1998 or any other provision thereof or of
the Indian Medicine Central Council Act, 1970 does not permit any person W.P.(C) No.7865/2010
Page 46 of 47 holding qualification in Indian Medicine as prescribed in the Indian Medicine Central
Council Act, 1970 even if a degree in integrated course to practice modern scientific system of
medicine in terms of Indian Medical Council Act, 1956 read with Indian Medical Degrees Act, 1916
and Delhi Medical Council Act,1997.
 Notification dated 10th February, 1961 of the Delhi Government issued in pursuance to Rule 2(ee)
of the Drugs and Cosmetics Rules, 1945 does not entitle any person not holding a qualification
listed in the Schedules to the Indian Medical Council Act, 1956 and whose name is not entered in
the State Medical Register under the Delhi Medical Council Act, 1997 to prescribe Allopathic drugs.
 Notification dated 19th May, 2004 of the Central Council of Indian Medicine does not entitle
the practitioners of Indian Medicine within the meaning of the Indian Medicine Central Council
Act, 1970, even if holding degree in integrated medicine within the meaning of the Delhi
BharatiyaChikitsa Parishad Act, 1998 to practice modern scientific system of medicine / Allopathic
system of W.P.(C) No.7865/2010 Page 47 of 47 medicine within the meaning of Indian Medical
Council Act, 1956 read with Indian Medical Degrees Act, 1916. Parties are left to bear their own
costs.
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Annexure 7
Letter of Principal Investigator to Director Health Services Government of
Delhi regarding RMPs/UMPs Medical Practice (No response received.)
Scope of Research Study and Brief Questionnaire
Introduction: Enclosed please find a copy of the research proposal that I had made to the Shiv Nadar
University where I am now a Visiting Fellow attached to the Centre for Public Affairs and Critical
Theory (C-PACT). In my research proposal which has been accepted by the University from November
2015 to 2016, I would be undertaking the research as detailed in the attachment. A summary of
the proposal is given below. The advice and support of DHS (Delhi) is being sought to assist the
undersigned in collecting data in respect of Part II of the attached proposal. For Part I data will be
collected by contacting the AYUSH sources.
No funding support is being sought but what is needed is spelt out below:
Background: The general assessment made in various studies conducted by the World Bank and
academic research organisations is that most urban slums have at least 10 and sometimes more
practitioners who are the first line of health care for poor people. Villages have at least two such
people and though they are called RMPs (short for either Registered Medical Practitioners or Rural
Medical Practitioners) they do not possess a medical qualification. Often they write a string of degrees
along with their name to denote a medical college education. Some have worked in an allopathic
doctor’s clinic and picked up knowledge. Others have imbibed knowledge and experience by being
connected to chemists’ shops. By and large they know enough to give immediate relief in most cases
since most illness episodes are self-limiting.
Question: Is it not important to have some idea of the knowledge and experience of these practitioners
are dispensing health care outside the public health system?
Issue: These RMPs are often contacted by the public health doctors of the Municipal Corporations
and by Doctors from the Directorate of Health Services either for ascertaining information about the
incidence or spread of a particular disease. At times they are actually called for training classes and
made aware about the signs and symptoms of specific seasonal diseases like malaria, dengue, typhoid,
HIV AIDS et cetera.
Question: Is this position correct? The undersigned is personally aware that RMPs have been called
over the years for training classes and denying it can give a skewed reply which would run contrary to
the outcome of several research studies and abundant common knowledge on the subject.
Issue: While the contribution and practices of these providers is not monitored or supervised because
they do not belong to the health system, their presence cannot be overlooked. At the least, basic
knowledge ought to be available about what are these practitioners are dispensing and the possible
outcomes of such treatment. In the absence of any examination of their prescription practices, no
correctives can ever be made which is not acceptable from a public health and safety point of view.
Question: to what extent does the DHS accept this position and in case the statement needs
modification it may kindly be suggested.
Issue: The number of such RMPs who do not have a medical qualification has been assessed to be
running into several hundred in any large city. From time to time they are called quacks and anti-
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quackery measures are mounted, particularly at the behest of the Indian Medical Association and the
state/district medical associations. However there is some confusion about whether doctors from the
Indian systems of medicine are quacks because the Indian medical Association would like to believe
that anyone who does not have a qualification in modern medicine has no right to prescribe drugs
or treat diseases using modern medicine drugs and devices. However this is refuted by the leaders
of the AYUSH systems and their Regulatory Councils and therefore a view seems to have emerged
in Delhi that Delhi Medical Association (DMA) should identify and take action against quacks who
practice modern medicine and the AYUSH associations should do likewise for those who practice
Indian medicine without any qualification.
Question: Owing to the above interpretation, the RMPs and what they do remains unknown although
they are operating in slums located in the heart of the city. Should there not be a more comprehensive
and collaborative approach to deal with the issue?
Issue: On an informal query, the anti- quackery cell informed the undersigned that they have no data
whatsoever on these RMPs. It is well known that they are dispensing modern medicine drugs including
antibiotics, steroids and administering injections and IV fluids. Poor people do not know how to
distinguish those who are qualified from those who are not qualified and under pressure to treat a
family member or avoid loss of wages, most slum dwellers take medical advice from these RMPs and
take the drugs which are handed to them in a dosage to last one or two days. Incidentally a couple of
days of medication costs around Rs. 40 whereas the cost of the drugs may be far less. Because they
are accessible, far cheaper mainly because transportation costs are avoided, well-behaved and willing
to wait for payment, they are the preferred choice.
Question: (i) Does the DHS’s office consider that the situation should be allowed to continue or more
data should be collected in order to introduce some policy correctives?
(ii) it is well-known that is unqualified practitioners are sensible enough to prefer complicated cases
to a government hospital or to a private physician/surgeon. It is also known that they are paid
commissions by the private health providers for referring cases. That being so, should their presence
be ignored?
(iv) Why should the question of conferring legitimacy cause anxiety because the RMPs are in any case
being called for training on diseases like HIV AIDS and tuberculosis?
(iv) How can the undersigned be enabled to undertake a limited survey which would have
some degree of authenticity without giving names of people as their confidentiality would have to be
preserved? How can one collect this data without causing fear that they are going to be proceeded
against?
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Annexure 8/1
Letter of Principal Investigator to Secretary General Indian Medical
Association regarding options available to deal with RMPs/UMPs
Dear Dr Agarwal,
You would recall my meeting with you some months ago.I am writing a policy oriented report and am
giving the status based on published data and field surveys. I now need to discuss the pros and cons
of various alternatives.
After perusing considerable material on unqualified medical practitioners and also examining the
health policy documents it is observed that most policy documents and research studies are in favor
of training these RMPs and using their services to provide the first line of health care. This is primarily
because there is no possibility of producing enough qualified doctors to meet the day to day needs of
the rural and slum population in the foreseeable future.
Some studies have shown that the treatment given by RMPs is generally satisfactory as
they devote more time on patients than public sector doctors do.Only one study suggested that
insurance should pay for transportation fees incurred by patients as a means to encourage the use of
organized facilities instead of forcing poor people to go unqualified practitioners.
All Health policy documents refer to mainstreaming the RMPs and there is no mention of regulating or
enforcing the provisions of the IMC Act,the Drugs &Cosmetics Act or the IPC whose provisions debar
medical treatment being given by anyone who is not qualified to do so and treat this as a punishable
criminal offence.
As a result of my study the following options are available:
1. Do nothing. Treat this like an informal arrangement between two consenting adults - the RMP and
his client.
2. Authorize pharmacists and nurses to treat certain conditions.The reality is that this is already
going on in the case of pharmacists and qualified nurses are in very short supply.
3. Train the RMPs according to location and place them under the supervision of a regular allopathic
doctor who is given specified responsibilities under law to register the RMPs upto a given limit and be
responsible for supervision.The selection of the supervisory and their duties and responsibilities would
have o be spelt out.This could be on the lines of the ASHA functioning under NHM .Compensation may
have to come from registration fees paid by RMPs to the supervisory doctor as these RMPs would be
informal volunteers..
4. To enforce the law and launch cases against RMPs and build public awareness about not availing
of services where medication is given by an unqualified practitioner. A logo on the lines of sales tax
logo could be given by the state medical council to every qualified ,registered doctor to advise even
illiterate patients only to go to practitioners that display a non- reproducible logo.Public awareness
would need to be built up.
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I would be grateful for your considered views on the subject as a recent WHO ( Geneva)
publication has found that there are more RMPs in the country than qualified doctors.This is based on
census data which has been decoded and done after the data was opened to the researchers through
the erstwhile Planning Commission and the Registrar General of India.The RMP issue is therefore not
just significant but of critical importance.
Kindly favour me with your considered views.I would be annexing your response in my report and
referring to it also.
With regards,
Shailaja Chandra
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Annexure 8/2
Reply of Secretary General Indian Medical Association relating to RMP/UMP
practice
Dear Madam,
This has reference to your email as under on the above mentioned subject, the reply is as under:-

It is observed that most policy
documents and research studies are in
favour of
training these RMPs and using their
services to provide the first line of health
care.

We need to differentiate between recognized AYUSH doctors and quacks.
Ayush includes doctors from recognized system of medicine like
Ayurveda, Homeopathic, Naturopathy, Unani and Yoga.
Compounders, dressers, attendants, midwives etc who after gaining some
experience starts practicing in the villages/remote areas as doctors
are considered quacks.
IMA feels that all doctors under Ayush are competent to practice their own
system of medicine.
Bringing a bridge course and shifting them to practice modern medicine will
degrade their systems of medicine.
They should be able to provide preventive, promotive and primary care using
their own system of medicine i.e. all Ayush doctor should be able to treat
uncomplicated and serious common diseases.
Under schedule K of Drugs & Cosmetic Act Household remedies
Aspirin, Paracetamol, Cold and Nasal decongestion drugs, Skin ointments
and ointments for burns, cotton, bandages, Tincture Iodine, Tincture
Benzion, Castor Oil, Balm etc. are already exempted from the Drugs and
Cosmetic Act Regulations.
Similarly under Section 23 Schedule K of the same act, drugs used by
multipurpose health workers attached to private health centres or sub
centres, community health volunteers under the Rural Health
Scheme and nurses, mid wife, lady health visitors are also exempted from
the drugs and cosmetic act.
Schedule H, H1 and X drugs are dangerous to life and cannot be written by
anyone other than modern medicine doctors registered under Indian Medical
Council Act.
Similarly Schedule E Drugs are dangerous, Ayurvedic drugs and can only be
written by Ayurvedic qualified doctors.
Ayush doctors in the periphery therefore should be able to manage and
provide preventive, promotive and primary care using their own system
of medicine. They can be assisted by multipurpose health workers under
National Health Programmes.
All multi-purpose health works are in any way linked to modern medicine
doctor under an effective referral system.
Regarding Non Ayush, non MBBS medical practitioners who are otherwise
called Quacks and who illegally prefix the word doctor in front of their
name cannot be allowed practice modern medicine independently.
They cannot be given any power to prescribe Schedule H, H1 and
X drugs which are toxic.
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As there is no possibility of producing
enough qualified doctors to meet the
day to day needs of the rural and slum
population in the foreseeable future.

The country is producing 50,000 MBBS and 25, 000
PGs in a year and over one lac doctors are not available to practice as they
are preparing for PG at any given time and are not available in primary care.
No. of PG seats should be increased to 50,000 with
25000 of them being in family medicine. The same is under consideration
with MCI

Some studies have shown that the
treatment
given by RMPs is generally satisfactory as
they devote more time on patients than
public sector doctors do.

It is not true. One should note that 80% of OPD patients require only
routine treatment and they will recover irrespective of the treatment.
Even in ICU only 10% require actual medical intensive attention
rest will recover on their own including heart attack and paralysis.
There is no way we can allow such people to die in the hands of quacks as
they will not able to provide diagnose and manage such cases in time.
Management of acute heart attack, paralysis, dengue, meningitis etc
requires prompt diagnoses which cannot happen in the hands of quacks.

Only one study suggested that insurance
should pay for transportation fees
incurred by patients as a means to
encourage the use of organized facilities
instead of forcing poor people to go
unqualified practitioners.

Govt. should make insurance compulsory and pay the premium of those who
cannot afford.

All Health policy documents refer to
mainstreaming the RMPs and there is
no mention of regulating or enforcing
the provisions of the IMC Act, the
Drugs & Cosmetics Act or the IPC whose
provisions debar medical treatment being
given by anyone who is not qualified
to do so and treat this as a punishable
criminal offence.

As a legal awareness is increasing one need to practice as per the
available law whether it is a Govt. or a private doctor.

Do nothing. Treat this like an informal
arrangement between two consenting
adults
- the RMP and his client.

Keeping silence will help flourishing of quacks and is not the answer. AntiQuackery Act is the need of the day.

Authorize pharmacists and nurses to treat
certain conditions. The reality is that
this is already going on in the case of
pharmacists and qualified nurses are in
very short supply

Pharmacists, Physiotherapist, Occupational therapist,
Technicians etc cannot be replacement of a medical doctor. They have their
defined role which cannot be compromised or a time will come when the
modern medicine doctors will be forced to disown them. They cannot be
allowed to prescribe modern scheduled drugs.

Even if Govt. gives yearly 50,000 Rs insurance cover it will cover most
diseases.

What to do
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Train the RMPs according to location and
place them under the supervision of a
regular allopathic doctor who is given
specified responsibilities under law to
register the RMPs up to a given limit
and be responsible for supervision. The
selection of
the supervisory and their duties and
responsibilities would have to be spelt
out. This could be on the lines of the
ASHA functioning under NHM.

RMPs cannot be allowed to practice and prefix doctor
in front of their name or independently treat the patients. They can be
absorbed under qualified modern doctors for a defined care.

Compensation may have to come from
registration fees paid by RMPs to the
supervisory doctor as these RMPs would
be informal volunteers
To enforce the law and launch cases
against RMPs and build public awareness
about not availing of services where
medication is given by an unqualified
practitioner.

IMA has already come out with a medical emblem
which will differentiate modern doctors from others.

A logo on the lines of sales tax logo
could be given by the state medical
council to every qualified, registered
doctor to advise even illiterate patients
only to go to practitioners that display a
non- reproducible logo.
Public awareness would need to be built
up.
Recent WHO (Geneva) publication has
found that there are more RMPs in the
country than qualified doctors.

It is true that quacks are flourishing and they add to
high IMR, MMR, PMR, NMR, over 20 lac heart attack deaths, over 3 lac 0-5
years deaths due to diarrhoea etc.

Regards,

Dr K K Aggarwal
Honorary Secretary General
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Annexure 9/1
Drugs and Cosmetics Rules 2006 Schedule H (536 Drugs)

Unqualified Medical Practitioners In India

117

118

Unqualified Medical Practitioners in India

Unqualified Medical Practitioners In India

119

120

Unqualified Medical Practitioners in India

Unqualified Medical Practitioners In India

121

122

Unqualified Medical Practitioners in India

Unqualified Medical Practitioners In India

123

Annexure 9/2
Ministry of Health and Family Notification. Dated 30 August 2013. Listing
46 drugs under schedule H1
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ANNEXURE 9/3
List of Schedule K drugs under Drugs and Cosmetic Rules providing Extent
and Conditions of Exemptions
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ANNEXURE 10 (10/1-10/10)
Notifications issued by Government of West Bengal Health and Family
Welfare Department notifying training to be provided to informal health
care providers in rural areas
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ANNEXURE 11
Note of Dr. Abhijit Chowdhury Professor & Head Department of Hepatology,
Institute of Post Graduate Medical Education & Research. Kolkata
On Training and Utilization of the Rural Health Care Providers in West Bengal
Liver Foundation, West Bengal (LFWB), a Non-Government Organization based at Kolkata, has been
conducting research on rural health care providers in the informal sector from 2007. A group of
medical professionals (specialists in liver diseases initially), social scientists and health activists
came together to develop an interface for out-of-the- box thinking and work. It was realized by this
group that the Rural Health care Providers (RHCPs) constitute a critically important niche that the
country’s health planners are perennially hesitant to deal with while acknowledging their presence
and participation by virtue of their sheer numbers in providing health care in the rural areas and as
the first point of contact with the health system.
The RHCPs operate as self-employed entrepreneurial health care providers in rural health care market
in a craftsmen’s mode , placing themselves in an extremely peripheral twilight rim of the health care
delivery system , having intimate cross talk with the mainstream health system components on one
hand and the rural people on the other, with whom they are very strongly linked . They thrive on
a supply – demand axis, are primarily drug-pushers and have tight bonds with the formal providers
in the towns whom they tend to copy in clinical -practice and professional behavior. The end result
is that, mimickers as they are, they inherit the dirt and unscrupulous components of the mainstream
with ease while failing to do so in terms of gaining understanding and motivation for scientific care
delivery for which little or no formal ambience exists.
The outcome is a mutated offspring of the system that is however socially sensitive and omnipresent
where the mainstream has failed to reach. LFWB argued that if we have to tolerate them (which we
do,) then we have to get them closer, brush them up with knowledge and decision- support which may
be a subtle prelude to regulate them at some point.
LFWB argued that given that the RHCPs existed in the past, are very much existing at the present and
might exist as well in the future health system as a potential rural health care workforce of doubtful
quality and concern devoid of any regulation , it is intuitively exciting to experiment to see if they
could be taught to behave as a disciplined health work force , with some scientific understanding
of what they do and with cultural attributes that are expected from a civilized workforce in health
care. It was clearly felt that it is not a pursuit for creating an ideal model that has eluded Indian rural
health delivery for long. Rather, it was an attempt to make best use of the already existing resources
to harness benefits and reduce harm.
With these philosophical notes and understanding of the situation, in 2007 LFWB embarked on a
program for building capacities of the RHCPs through classroom education while they continued to
work as usual in Birbhum district of West Bengal. Development of a Curriculum for capacity Building
A working curriculum was developed through dialogue among the different stakeholders. A draft
curriculum and work plan was prepared and then discussed in a workshop attended by medical
professionals , health economists, sociologists, rural development workers, individual state health
bureaucrats who had earlier worked in rural areas and wanted to get engaged into the program. There
was a general agreement on the need to intervene with a training program.

Unqualified Medical Practitioners In India

149

Strategic Questions:
(i)

How to teach, the organization of the training, ethical and moral issues in touching the
hitherto “untouchables”,

(ii)

whether to engage in regulation at the same time,

(iii) How to deal with the “structural violence” that was to come and look out for sustainability
and mainstream integration.
The workshop had participation from journalists and the RHCP professional organizations, whose
inputs were also sought regarding what needed to be taught.
A couple of principles were drawn up at this stage:
1. This was going to be a teaching intervention in a localized area (a community development block
in Birbhum) of a finite duration (9 months , twice in a week , 4 hours on a teaching day) and
including selected trainees .
2. The objectives were to impart knowledge and improve the performance of the RHCPs – not to
primarily regulate them as a direct measure.
3. The RHCPs were not to be provided any certificate at the end of the training and it would be
made clear to them that this program was by no means or extension of imagination a prelude to a
government job.
4. The RHCPs had to agree to certain norms which they had to adhere to in order to be included in
the training program and had to sign a declaration that contained the following conditions :
a)

They would refrain from using the prefix “DR” which many of them were habituated to use.

b)

They would not do abortions, use intravenous fluids and drugs that are regulated according
to country’s Drugs Act.

c)

Would be ready to be used for the purpose of public health program delivery as the system
may decide.

It was in essence a DEHARMING endeavor and a program intended to convert a group of self “proclaimed
doctors” to a qualitatively transformed group of enriched health workers who could cater to the
primary and lifesaving curative care needs of the villagers while also serving as a vehicle for tighter
community linkage in implementation as well as “ off take” of the public health programs . The RHCPs
were envisioned as being a health worker who served two dishes – curative as well as linking the
community to preventive health programs.
The teaching content and “process” was developed to meet the preceding primary needs so that the
RHCPs felt that prescribing a drug for an ailing individual, who was a customer for him was a thoughtful
act and not a game only for gains. They were told every day how drugs can lead to disaster through
side effects which were mostly unpredictable. This could spoil their acceptance in the community in
case it happens, even leading them potentially to land behind bars.

Funding:
A corporate philanthropy – Bristol Myers’Squibb Foundation (USA) and Government of West Bengal,
National Rural Health Mission funded the project beginning in 2007.
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The Intervention
Who should be trained? At the start a census of the RHCPs was done in two community development
blocks (Suri and Rajnagar) in Birbhum district. The local Gram Panchyat was sensitized and a selection
test was carried out to select 50 prospective trainees. This was done to give the entire process
a competitive structure that brings respect in the minds of the trainees. In addition, the class
size was small as a larger size trainee pool could have diminished the potential of student teacher
interaction. Class X education was set as the minimum requirement for being considered for enrollment
in the training. The selection process consisted of a multiple choice type questionnaire which was
administered to assess their knowledge ( the questions were designed to address the primary care
episodes and the trainees’ reasoning ability,) followed by an interview to judge their personality ,
desire to be trained and qualities of dedication and perseverance.
After selection the trainees were explained what they could expect and also what they would not
get. They were offered a travelling allowance of Rs.50 / day and lunch since the classes were usually
between 11 am to 2 pm. They were given an apron to wear in the class and they were encouraged to
wear this at work also, which many of them did. The usual class room and training pre- requisites were
explained to them.
There used to be two exams – one at the completion of 3 months and the other at the end of the
training. Rating was given but no results or certificates were issued.

Expansion of the Strategy
After 2008, LFWB expanded the program to other blocks in Birbhum as well as other districts (Nadia,
Murshidabad, Sundarban areas of South 24 Parganas and Purulia) and expanded to states (Jharkhand
– Dumka district). The primary planning was the same but the output varied depending on availability
of resources and teachers. Until 2012 LFWB had imparted training to 850 RHCPs in different batches
at these locations.

Impact Assessment
While this capacity building exercise was being carried out, LFWB was looking for a credible agency
to conduct an impact assessment. While many organisations were approached, the response was
generally lukewarm from amongst academics and public health organizations. Finally, J PAL short
for the Abdul Latif Jameel Poverty action Lab at MIT, USA agreed to lend support to a project.
Funding came from the National Health Mission, Government of West Bengal. The results in the
paper22 showed in a randomized control design that training the RHCPs can improve certain aspects
of their performance and that was useful in health care delivery but unnecessary antibiotic usage,,
injections and polypharmacy (use of 4 or more medications )approach remained unchanged. What
was more intriguing was that the formal (qualified) providers were found to be the worst when it
came to antibiotic misuse including poly pharmacy, while the informal providers were dancing to the
tune of the formal sector. The study opens many questions that can be addressed through a range of
downstream research investigations.
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Research Questions
1. For containment of anti-microbial resistance which is a global priority, where should the focus be?
Regulation of the formal sector prescription practices? It is expected that this would spill over to
the informal sector once the formal sector restrains itself from over prescription.
2. Is training the RHCPs a viable and sustainable strategy and can it be scaled up to larger areas with
similar encouraging results like the Birbhum experiment?
3. What are the policy implications including role of other stakeholders, particularly the doctors?
4. What are the likely points of integration and utility of the informal sector RHCPs as this group gets
mainstreamed.
LFWB is engaged in research on each of these key issues and is also coordinating with different
academic Institutions. The experiments include:
A.

Usage of RHCPs in DOTS defaulter retrieval program and Leprosy case detection program.

B.

A Metabolic Health project targeting on NCDs and RHCPs as NCD workforce.

C.

An electronic decision support system loaded on an android platform to be used by the
RHCPs as a tool for regulating practice and triage primary care.

The primary conclusion is that RHCPs represent a vast untapped resource in Indian rural health care
delivery system. As a group, they are pliable and amenable to interventions targeting their integration
into the mainstream – as health workers.

Counter-Currents and Experiences.
The RHCPs have several associations that are like any other professional political organizations.
The only objective these bodies serve is to organize rallies, apparently to uphold the professional
interest of the RHCPs. The primary demand made was to legitimize their role as rural doctors. LFWB
since inception had been lobbying with them to remove the “Doctor” prefix from the name of the
professional organization that reads “PACHIMABANGA GRAMIN CHIKITSAK SAMITY” which means West
Bengal Rural Doctors Association. Interestingly, this is another level of action and intervention and
efforts are on to get the Association to change the name to West Bengal Rural Health Care Providers
Association. The outcomes are not known at this point. (January 2017.)
The response of the medical community has ranged from those who align themselves to the
strategies which have been initiated and those who treat it as a defeatist approach, morally unjust
and socially unacceptable.
Indian Medical Association had been , as expected , opposed to the move calling it superficial and
based on the known rhetoric of “these are a bunch of criminals , notorious elements etc.”. This ignores
the social basis of their existence and also ignores the fact that formal providers in the district towns
have very tight, purely commercial – bordering on unscrupulous relationships with the RHCPs.
The policy-makers in West Bengal are favorably inclined towards RHCP intervention as well as integration
of their services. The realization that there is a very strong political will of the Government in West
Bengal has deterred IMA from undertaking active opposition.
Interestingly, media had been supportive in general and articles and editorials in Anadabazar Patrika,
Times of India (Bangali – Ei samay) – written by academics and sociologists have helped take the
strategy forward.
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From Research to Policy
The Health and Family Welfare Department is with the Chief Minister as the Minister- in- Charge and
orders have issued for developing further on the evidence available through the LFWB intervention
and the J PAL impact assessment. In any case this was funded by the Government earlier. The order
enunciates that a new program – named West Bengal informal care provider training program is to be
undertaken by the Public Health wing of the State Health Department. This involves scaling up the
RHCP training across the state in phases.
A committee has been formed to oversee the different aspects of the roll out strategy. This includes
development of the curriculum (six months, one day a week, four hours a day training as differentiated
from the LFWB program which was for 9 months, twice a week for four hours a day), organization
of the supervisory framework and roll out of the strategy. 33 Nursing Training Centres of the state
are to be used as the centers for informal providers training and the teachers there are to function
as instructors. The curriculum has been developed, trainers’ training completed, sensitization of the
district health administration undertaken and the training is to start from February, 2017. J PAL is
going to provide monitoring of the program as it rolls out.
The Research to Policy transition in West Bengal has been fairly thoughtful and evidence based. It was
argued that while a only a strong political support and will can make this happen, a purely politically
directed program on such a sensitive and challenging issue is unlikely to be sustainable. Hence, at
every step of the research mentioned above – the state health bureaucrats were informed about the
developments. Positive media inputs also provided the policy makers space and encouragement for
moving ahead.

Concluding Thoughts
It seems the policy translation in West Bengal has taken place because scientific evidence was
generated and the dialogue with the civil servants in charge remained purposeful. The politicians also
recognized the socio-political strength of such a program.
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