
Letters

Resource allocation in
decentralized health systems

Editor – As highlighted by Andrew
Green and his coworkers in relation
to Balochistan, Pakistan (1), budgetary
mechanisms for resource allocation are
often a neglected component of policies
of decentralization. This is particularly
true when a single sector is decentra-
lized. Any attempt to develop a needs-
based allocation mechanism may deal
with this problem to some extent, and
several other measures can also be taken
to help the reform attain its objectives,
such as increasing community partici-
pation and setting a clear agenda for
decentralization. However, technical
solutions alone, in the absence of wider
political commitment, may not lead
to change. The experience of political
decentralization in Kerala state may
throw some light on this aspect.

Kerala state in south-western India
has among the world’s best rates of
life expectancy, infant mortality, and
literacy, despite having one of the lowest
per capita incomes (2). Recently, serious
doubts have been raised about the
sustainability of such high levels of
developmental indices. Deterioration
of the quality of care in public health
services, high levels of morbidity, and
the state’s financial crisis appear to be
signs of unsustainability in the Kerala
model of development (3).

The newly constituted State Plan-
ning Board decided in 1996 to initiate
a political decentralization process. This
included financial devolution of 40%
of the state’s ninth five-year plan fund
and transfer of decision-making powers
to local elected bodies, which each
represent an average of 20 000 popula-
tion and control at least one health care
facility. The transfer of responsibility
for financing and planning to a politically
elected administrative structure below
the state level also required changes
to the central and peripheral levels.

Kerala has some similarities with
all four alternative allocative models
suggested for Balochistan province (1).
Since Kerala’s decentralization is across
many sectors, allocations to local bodies
were only on the basis of total popula-
tion and the presence of disadvantaged

communities. This is incremental in
nature. However, each local body can
allocate to different sectors including
health, according to priorities, through
a five-stage planning process that
involves community representatives,
bureaucrats, local-level experts, etc. At
the start of the ninth five-year plan,
an effort was made to identify the health
needs of the local community by
compiling information such as the
perceived health needs of the people,
local morbidity patterns, and hygiene
and sanitary conditions. This informa-
tion is the basis of planning for the
next five years. However no formula has
been developed based on the above
information.

Changes in the public sector
allocation to health that is expected in
the ninth five-year plan compared with
the eighth five-year plan are enormous:
the 2.2% allocation to health is expected
to increase to 5.02% (4). Moreover,
increased community participation
in decentralization activities is also
expected to help the successful imple-
mentation of health projects. Data show
that three million people participate
in such activities each year.

But the reform is not without flaws,
in particular due to the inability of local
bodies to undertake long-term plans
and difficulty in integrating local plans
at the higher levels. n
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Diethylene glycol poisoning in
Gurgaon, Haryana, India, 1998

Editor – I refer to the article by Singh
et al. in Vol. 79, No. 2 of the Bulletin,
which documented the unfortunate
deaths of children who were given a
cough syrup contaminated with diethy-
lene glycol (1). I should like to inform
readers of the steps taken by state and
national governments to avoid any
other such incidents.

The events referred to occurred
three years ago in one of the states in
India (Haryana). After carrying out an
in-depth investigation of the matter, the
concerned State Drugs Control Admin-
istration filed a complaint according
to the provisions of the Indian Drugs
Act 1940. The issue relating to the use
of toxic adulterant detected in the
manufactured formulation is sub judice.

Meanwhile, the central Govern-
ment reviewed the whole problem of the
use of contaminants such as diethylene
glycol in propylene glycol formulations.
It cautioned all concerned, including
government testing laboratories, to take
adequate steps to control the quality of
formulations containing propylene gly-
col. At present, samples of all such
preparations are being analysed by the
laboratories for detection of any toxic
adulterant. n
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Treated nets vs house spraying

Editor – In a recent letter (1) Dr Christian
Lengeler dismisses as invalid our
comparisons (2) of recent trials with
pyrethroid-treated nets versus trials
20–40 years ago with house spraying of
non-pyrethroid insecticides. One of his
reasons is that the initial intensities of
malaria transmission were different in
the trials compared. Lengeler may pos-
tulate that the lower intensity of trans-
mission in the Pare Taveta and Garki
spraying trials versus the Bagomoyo,
Muheza and Ougadougou net or curtain
trials explain why these spraying trials
worked better. However, he cannot then
explain away the fact that the Kisumu
spraying trial worked better than theKilifi
net trial because, in that comparison, it
was the spraying that was up against the
higher initial transmission conditions. As
we mentioned, publication is expected
soon of data from a net trial at Kisumu,
and a more exact comparison of those
data with the earlier spraying trial there
should then be possible.

Lengeler points out that at the
time of the spraying trials the parasite
populations were fully susceptible to
choloroquine and the general health
services may have been better than
today. However, as we pointed out,
the Kisumu and Garki trials had un-
sprayed comparison areas and for all
the trials there were baseline data. Our
tables showed how well the spraying
worked in comparison with those controls,
where presumably highly effective
chloroquine and other treatments were
as available as in the sprayed areas.

Like Lengeler, we raised the ques-
tion whether pyrethroid-treated nets
may be the best we can hope for in the
real present-day world. We certainly
do not underestimate the difficulty of
organizing and funding nationwide
spraying in tropical Africa. However,
we should not forget that in the 1950s,
with generous assistance from donors
and unflinching political will, India
(which was then far less developed than
it is now) did organize a successful
nationwide spraying programme.

We pointed out that deployment
of a given type of insecticide on a bednet
might a priori be expected to be more
effective and economic than the same
insecticide sprayed on walls. We cited
some evidence that appropriate non-
pyrethroids can work better on nets than
do pyrethroids, which may drive
mosquitoes away before they have
picked up a lethal dose. We now have
more such evidence and are planning
further studies to determine whether, by
using an insecticide which gives higher
mosquito mortality than do pyrethroids,
one can reproduce the best malaria
control results of the past without the
need for spray pumps and teams of
spraymen. n
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