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Innovative Public Actions, New Politics of Health and Life
Emerging from the Pandemic

Dear Friends,

I am deeply honoured to be invited for delivering the Tenth Krishna
Memorial Lecture today. I am really grateful to the Krishna Trust and
Calcutta Research Group, for providing me with this opportunity to
engage in a dialogue with all of you! From the title of the report which
has just been released in this programme—'Covidkale Bipannata O
Sanghati', I appreciate that we are thinking in a parallel way about the
need tolearn lessons from the COVID epidemic for moving forward.

As we all know, during the COVID epidemic, there has been huge
devastation, yet people's solidarity has also emerged everywhere. The
pandemic was the biggest public health crisis in a century, yet people
came together to deal with it, and responded collectively in an
unprecedented manner. From the darkest night, the light of dawn also
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emerges. We all know about the problems people had to face in the whole
COVID experience, but many new lessons and many new possibilities
were also seen in this period. We need to carefully learn and take these
lessons forward. What I am going to share with you are some of our
experiences in Maharashtra, certain emerging innovative approaches,
and perhaps some glimpses of a new understanding related to the
politics of health and life which can help us better to move forward in the
post-COVID situation.

However, first of all, I want to express my acknowledgements. Whatever
thoughts I am putting before you today, I am indebted to Professor
Ranabir Samaddar or Ranabirda,as we call him fondly, for the ideas in his
book, Pandemic and the Politics of Life, which you all may have probably
seen or read. There were several new ideas in this book which have
inspired us to think anew. Secondly, there are all my colleagues and
friends from Maharashtra for whom I would like to express my
gratitude. Today, I have come here personally from Pune, but my sharing
and lessons are based on the efforts of so many people who worked in
various parts of the state, in different villages and urban settlements, in
different talukas and cities, some of them gave up their lives during
COVID. Many people have suffered a lot and made many sacrifices to
deal with the whole situation of COVID. Expressing my gratitude to all



those who are my companions and sources of inspiration, I would like to
put my points forward.

As you would know, among all the states in this country, the worst
impact of COVID wasin Maharashtra, which had the highest number of
cases—more than 81 lakh cases officially recorded. The actual number of
cases was probably at least two or three times more than this, and almost
1,50,000 people officially lost their lives during COVID. The actual
figure here is likely to be at least three or four times more than this, so we
can estimate that somewhere in the range of around 5 lakh people died of
COVID inMaharashtra. This is a huge loss for any society. Many people
whom we knew are now not among us. These were people coming from
different walks of life, there were film actors, there were doctors, there
were social activists, there were even body builders among them. A
young doctor from a Dalit family who was the first person in his entire
village to get higher education and was also the hope of his family and
community, died of COVID. There were so many other ordinary
people who died of COVID. My plea is that while we must overcome
our trauma, we should not forget them. Each and every one of these
people was like you and me, each of these people had a family, she or he
had a place in a society, they had a role within their whole community.
With so many people being snatched from us today, there is a big
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responsibility for the rest of us who suffered yet survived. Whatever has
happened is now in the past. But if we don't learn something from this
and don't change anything, and if we don't bring some change in our
system to ensure that such deaths are avoided, and such disasters are
dealt with in better way in the future, then this would be an unforgivable
blunder. I will put forward my points based on the need for deep
learning from the COVID experience. This crisis had catastrophic
consequences for our people, but in the midst of this crisis, many
ordinary people from our own society stood forth as heroes. These were
ordinary people like you and me, who did amazing work in this
catastrophic situation. I will present here just a few examples from
Maharashtra.

Relu Vasave, an Adivasi Anganwadi worker from Nandurbar, one of the
most remote tribal districts of Maharashtra, used to row her boat 18
kilometers daily on the Narmada to deliver food and to provide services
to the women and children there. Dr. Manisha Jadhav, a doctor in a large
public TB Hospital in Mumbai, used to go to the hospital every day. She
was apprehensive that she might get COVID, but she kept serving her
patients every day. She kept encouraging all her co-workers to continue
working in this difficult situation. She unfortunately contracted COVID
and died, but she continued to work in the public hospital till nearly the



last day of her life.

Jitendra Shinde, an auto rickshaw driver from Kolhapur, transported
thousands of patients to hospitals free of cost. He was not a rich person,
but he considered it his responsibility to provide free transport to
COVID patients. Pyare Khan of Nagpur who has a transport service
donated and transported oxygen worth one crore rupees to various
hospitals, because there was a shortage of oxygen at that time, and there
was also a problem of transport during the situation of complete
lockdown. He came to be known as 'Oxygen Man'. So, here I am telling
you just a few examples, there are innumerable people who have risen
above their normal life and done something remarkable for other people
during the epidemic. This leads us to reflect on our society which we
often despair about, we complain that people have become very
individualistic, they only think about themselves. While that is partly
true, I think that these stories also tell us something different—the
present system pushes people to become self-centred, but there is also
some hidden energy inside people. If that energy gets a spark, then many
people can selflessly contribute to the society in various ways.

The remarkable work done during COVID was not just at personal
level. A lot of collective efforts also emerged. And I will talk to you about
those collective works which showed us that collective spirit is still alive
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within the society. It is often buried and usually not expressed so much,
but during the time of COVID, it surfaced. And I will talk to you about
three innovative approaches which emerged in the field of healthcare.

In brief, whatever healthcare system we may have, has three parts. Oneis
the government health services, the second is the private healthcare
sector, and the third one, which we often do not consider as a part of the
healthcare system but is very important nevertheless—the common
people, the general public. All these three components are very
important for health, but among these three generally there is not much
mutual coordination, they don't work in tandem with each other. And
healthcare institutions have their own internal logic, but they don't
always work in the best interests of people. This is often true of
government health services and is especially true regarding commercial
private health services. But during COVID, some significant attempts
were made which brought these sectors together, and tried to ensure that
they work in people's interests at the centre.

So, at the interface between the government system and the people, one
new kind of interaction emerged in many places, when the COVID
situation was quite serious. At that time all over Maharashtra, and I think
in many other parts of the country, collaborations between frontline
public health services and communities emerged, which can be termed



as co-production of healthcare and health. The public health system and
private hospitals also usually work on their own tracks without much
interaction. And many times, we also saw that private hospitals worked
more in a commercial way, and they made profits from people'sillness in
many places. At the same time, some state governments took new kinds
of steps under pressure of the situation, this is the second innovative
approach which I term interventionist regulation. Regulation of private
hospitals should not be limited to registering the private hospitals, filling
some forms, following some formal procedures. All this is fine. But
interventionist regulation goes beyond this. It basically means that
private hospitals also have to observe some rules flowing from larger
public logic to save lives and ensure equitable access to care. Such
interventionist regulation came to the fore during COVID.

The third innovative effort was to ensure social accountability of private
hospitals. Two kinds of trends with regards to private hospitals, were
visible during COVID. On one hand, we noticed that some smaller
hospitals which were working in rural areas, which were being run by
individual doctors, treated the patients for free, or as per limited
resources available with the patient, during COVID. Doctors gave
treatment to the people even after putting their lives in danger. On the
other hand, we saw that many corporate hospitals, big commercial
private hospitals grossly overcharged patients and their families,
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especially during the second wave. I am stating this in front of you in a
responsible way as a doctor, because we have concrete evidence about
this, and I have no other words to describe this.

And so, we saw a third kind of innovation emerging—when many
private hospitals were behaving in highly commercial manner, society
intervened. This is a new thing which happened during COVID.
Hospitals are not just shops; these are places to save people's lives and
that's why people expressed that the responsibility of hospitals was to
not loot people; they demanded that hospitals should charge bills only
according to declared rates of treatment. All these three processes were
somewhat new, or what was happening at much lower level earlier, was
raised to a higher level during COVID. Let us discuss each of these in
detail.

As happened everywhere, the contradictions which already existed in
our society became sharper during COVID. Let us see one such
contradiction—between centralisation and decentralisation in the public
domain. We saw a lot of centralisation from the government side during
COVID. Many orders were issued from the central government, a
national lock down was clamped down on nearly 140 crore people with
just4hours'notice, you all know that there was no proper preparation for
this. And there was a lot of centralisation in the state governments as



well. It definitely happened in Maharashtra that most decisions were
being taken by a very small group of state level officials and political
leaders. On the one hand such hyper-centralisation took place, but on the
other hand so many decentralised initiatives also emerged in the same
environment. There are many examples of these, so in many places across
Maharashtra, there were panchayat representatives, local activists,
women's groups, different social groups in villages, talukas, urban
settlements, and civil society organisations. I do not mean only typical
NGOs, but people belonging to various informal groups came together
on their own. Isolation centres were set up, COVID care centres were
arranged. Food had to be delivered to the people in isolation and
quarantine. There are a large number of migrant workers in
Maharashtra, their condition was critical especially in the initial stages of
lock down. Giving food and shelter to them in cities like Mumbai, Pune
and many other places, all this happened spontaneously, this was done
by ordinary people and local groups. The government recognised it to
some extent, but it was the initiative of the people. That is, the definition
of 'public' has been enlarged by the people themselves. Public means not
only the government—public means all of us. And our strength is no less
than the government, perhapsitis more than the government, if we come
together. A term we used for the enlarged collaborations which emerged
is—Public-public partnerships. In which the first public has large P
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(Public as belonging to government) and the second public is spelled
with small p (people). Probably we do not need Public Private
Partnerships, if we can organise large scale Public-public partnerships.

I am trying to present this concept here that health cannot be optimally
produced only by public health services, or only by people. For efforts to
be maximally effective, it has to be co-produced. When these two
powerful elements of society come together, then co-production of
health can take place. This is what we saw happening in many placesin a
spontaneous way during COVID.

Now, I will give you a couple of examples of such partnerships. I am a
medical doctor and public health specialist. People ask me are you an 'ear
doctor' or are you an 'eye doctor' or are you a 'stomach doctor'? What
kind of doctor are you? And it is very difficult for me to answer this. So
jokingly I say that when people fall ill, the hospital treats them. When
hospitals get sick, we public health professionals 'treat’ them. So here is
one such example, where the public health facility was 'treated' by the
local people. COVID care centres (CCCs) were started at many places
in rural Maharashtra, but some of them were not running properly. In
Pune where I live, a network of social organisations proposed to the
district administration to form a joint task force. We told the government
that even though they were trying their best, the efforts were not



adequate. We offered them to connect with us so that we could work
together. This is an example related to this process. The COVID care
centre in one rural area was not running properly. There the diagnosed
COVID patients and non-COVID suspects, were all being kept in the
same ward. There were other problems as well like behaviour of staff
towards patients. When a local woman activist came to know about this,
she went and met the members of the block level task force. They formed
a group, and they went to the CCC and did a "‘people's inspection'. They
interviewed the patients and came to know about various problems,
patients complained about not getting treated properly. Then they went
and discussed this with the district health authorities, after this, various
actions were taken, the situation in the CCC majorly improved and it
started running properly. This is why I am saying that people 'treated’
their COVID care centre.

Many collaborative efforts have been conducted during COVID by the
organisation SATHI in Maharashtra, with whichIam associated. HereI
am giving one example out of these many initiatives. There were many
public hospitals in rural areas in Maharashtra which were converted into
COVID hospitals. When the main public hospital becomes a COVID
hospital then what will happen to non-COVID patients? Someone may
be having a delivery, someone may be having HIV AIDS, another may
be a patient of TB, some patients may need dialysis, all need care but the
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main public hospital has become an exclusive COVID hospital. In such
a situation there was a great need to give information and guidance to
patients and their attendants. Hence SATHI and their partner
organisations started help-desks in rural public hospitals across
Maharashtra. At the peak, 40 such help desks were run in 40 blocks
across Maharashtra, and through all these help desks guidance, support
and treatment was provided to about 80,000 people. A kind of co-
production effort took place here. That is, the public hospital was doing
its work, but the civil society workers also contributed. Initially there
was no official order 'from above' but the block and district health
officials welcomed this collaboration. If either of these two actors had
worked inisolation, the kind of support that was given to patients would
not have been possible. Both worked together and due to this,patients
could get required access to services. It needs to be emphasised that such
partnerships are effective only if there is relative equity among the
collaborators, and both sides have a say in how the collaboration is
implemented. It is not a situation where public officials are giving the
orders and people are just implementing the orders, that is not co-
production.

During COVID, the government put a lot of responsibility on the
'ASHA"workers in many states, including Maharashtra. They were told
to go for house to house and survey the symptoms of the people; they



were supposed to help patients to reach hospitals; they were asked to
help in the process of testing as well. But they were not properly
compensated for the major, extra time and efforts that they contributed.
So ASH Ass in Maharashtra went on strike in June 2021,they stated that
we cannot continue to work in this way. As public health activists, on the
one hand, we were feeling that ASHAs should not stop work at this
time, because the condition of the people is very critical. But still as Jan
Arogya Abhiyan, the health movement coalition, we supported their
strike publicly. We issued a statement saying that 'Front line workers like
ASHAs are the foundation of the Public Health System. If you are
neglecting ASHA s, then you are neglecting the health system.'Such
underpayment and neglect of ASHAs means that the health system
itself is not a priority for the government, as much as it should be. If the
government is saying that we should develop Maharashtra, then first of
all they should spend money on the ASHAs who are saving people's
lives, they should be given their raised honorarium in timely manner.
ASHASs and front line health workers must be supported by all of us,
they are the base of our health system, this was particularly highlighted
during COVID.

Apart from this, all kinds of social efforts were carried out during
COVID all over India, we do not have time to talk about it now. As part
of this larger scenario, in Maharashtra we saw that in some places
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agitations were also organised to improve health services. In Pune city,
activists of the 'Corona Virodhi Jan Abhiyan' organised a demonstration
outside the Municipal corporation office. Pune is a large city, the second
largest city of Maharashtra, but the municipal corporation hospitals in
entire Pune city, did not have a single ICU bed when COVID started.
So, the demonstration was to demand that such beds should be started in
the public hospitals. Apart from this, like you have 'Swasthya Sathi'
Yojana in West Bengal, similarly there is a scheme in Maharashtra called
'Mahatma Jyotiba Phule Jan Arogya Yojana'. During COVID, the
government expanded that scheme, providing coverage for the entire
population of the state. Many COVID cases were appearing even after
the first wave of COVID had subsided. Hence, social activists raised
their voice at various places in Maharashtra, demanding that this
expansion of the scheme should be continued, so that all patients would
continue to receive required free care. During COVID we often could
not physically come together, hence many such campaigns were carried
outonline by Jan Arogya Abhiyan, involving social media platforms.

Let us now move to the second kind of innovative approach which
emerged during COVID - interventionist regulation of private
healthcare. In the last 15 years, the Jan Arogya Abhiyan, a health
movement coalition had demanded that the Maharashtra Government



should effectively regulate private hospitals in the state. Yet the
government never paid much attention to this. But when the COVID
epidemic started, basically because of inadequate public health capacity,
the government realised that there is a looming market disaster which
can be devastating if the private hospitals are not appropriately
regulated. Either patients would be unable to obtain care because it is
unaffordable, or they would be exploited while seeking care in private
hospitals. So, Maharashtra was the first state in India where the
regulation of rates of COVID treatment took place in April-May 2020,
and attempts were also made to regulate rates for treatment of non-
COVID conditions. It is true that regulation of rates for COVID care
was implemented in 15 different states, including in West Bengal.
However, in Maharashtra, 80% of the beds in all private hospitals were
brought under rate regulation, the highest proportion compared to any
other Indian state. There was a shift from what you can call earlier
minimalist regulation to interventionist regulation during COVID,
where the pandemic context played an important role. Normally the
kind of regulation of private hospitals which has been done in India can
be called minimalist regulation. Private hospitals get registered, they
send some reports and so on, but their high rates and frequent irrational
practices continue. This usual minimalist regulation only streamlines the
market, allowing profit maximising to continue. However, during
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COVID, the regulation attempted to reshape the market by regulating
rates so that patients are not exploited. This regulation which tried to
reshape the market in public interest can be called interventionist
regulation, which is anovel phenomenon.

The third innovation which emerged during COVID in Maharashtra
was social accountability of private hospitals. This was linked with the
whole area of overcharging and violation of patients' rights in private
hospitals. Jan Arogya Abhiyan organised a state level hybrid public
hearing in February 2021, with over 130 participants. Here 30 patient
testimonies on private sector violations were presented which included
major complaints of overcharging, violating government regulations
during COVID, denial of free care under schemes, and violation of basic
patients' rights such as detaining the dead body of patient by the
hospital, linked with demanding excessive bills. SATHI came out with a
publication called 'Patient voices during the pandemic’ where various
such violations were documented and analysed. As part of this process
of raising the need for social accountability, a participatory survey was
conducted by Corona Ekal Mahila Punarvasan Samiti and Jan Arogya
Abhiyan, involving 2579 persons, including so-called ' COVID widows'
(women who lost their partners to COVID) and other family members
of COVID patients drawn from 34 districts across the state. They were



asked how much they had to actually spend on COVID hospitalisation
compared to the government regulated rates for COVID care. In this
survey it emerged that 75% of patient families had spent more than
10,000 per day on COVID related hospitalisation care, which was
significantly above the regulated rates for COVID care. Some families
had been charged in the range of 10 lakhs to 25 lakhs for treatment of their
COVID patient, unfortunately in many cases the patient had died and
the family was left in huge debt. This situation led to organisation of
'Anger Assemblies' in some parts of the state, where COVID widows
and other affected persons came and shared their experiences of gross
overcharging.

Advocacy at state level and a meeting of civil society representatives
with the State Health minister resulted in the state government's decision
for participatory audit of all overcharging complaints in Maharashtra.
Over 500 such complaints were submitted from various districts, and
there was a state-civil society collaboration to actually audit each and
every one of these bills, examining each item and assessing whether the
bill was in accordance with regulated rates, or whether it was excessive.
This complex and contested process unfolded over time, and led to a
refund of excess charged amounts from private hospitals to 63 COVID
patient families. Through this process, COVID widows and relatives
got refunds of amounts upto Rs. 1.39 lakhs from private hospitals. The
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average amount of refund was more than Rs. 25,000 per patient, while
many more also gotinformal refunds from private hospitals.

During this process we should not label all private hospitals in blanket
manner, [ will not even blame the doctors primarily, because in larger
private hospitals the doctors were often not actually preparing the bills.
The doctors were giving actual treatment to patients, but the
management of many corporate and large private hospitals seized on this
as a business opportunity, and indulged in overcharging through
various routes. Hence there was a response from society. This was the
context in which the innovative process of ensuring social accountability
of private hospitals emerged in Maharashtra.

Here I conclude the first part of my talk—describing innovative public
healthinitiatives during COVID with this quotation:

The mind, once stretched by a new idea,

never returns to its original dimensions
— Ralph Waldo Emerson

In the COVID situation, we have seen such new, transformative ideas
emerging, which can stretch our minds to new dimensions. So, now we
should not go back to 'business as usual' as it was before COVID, but



rather should take forward these insights and build upon them. These
hard-earned lessons are the precious silver lining, which we need to
carefully discernin midst of the dark clouds which overwhelmed us
during the COVID storm. Even if they were transient and temporary,
they emerged in embryonic form, they show us the potential of taking
alternative approaches to health systems. If we fail to learn these lessons,
to act upon these insights, then we will be condemned to repeat the same
kind of catastrophe, especially the next time we have any kind of public
health emergency.

Let me now come to the second part of my talk, moving from experiences
during COVID, which are now in the past, to thinking about relevant
strategies for the present and future. The three kinds of emerging
directions which I mentioned —co-production of healthcare and health
based on new kinds of social collaborations, interventionist regulation of
private healthcare, and processes for social accountability of private
hospitals—can be combined under a single theme, that is advancing
publicness of health systems. The approach of advancing publicness
applies to both the public health sector and the private healthcare sector,
both of which are influenced in different ways, to function more in line
with social needs, with greater social control.

Based on the experiences and lessons of Covid, we have now started
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certain kinds of work in Maharashtra in the post-COVID situation. Now
Health and Wellness Centres (HW Cs) are being set up everywhere by
upgrading Sub-centres and PHCs, this must be in your state also.
Accompanying each HW C,a community-based body is supposed to be
organised which is called Jan Arogya Samiti. However, I think these
bodies are not very active in many places. Orders to form Jan Arogya
Samitis have been issued from above, but till now they have mostly not
become functional. So, the route we have chosen to make the Health and
Wellness Centres functional and accountable to people is by activating
Jan Arogya Samitis. The members of Jan Arogya Samiti who come from
the local community visit the HWC and see what services are being
provided, or are not being delivered here. To ensure that treatment for
diabetes and high blood pressure—which we call non-communicable
diseases—is available, we are activating these health and wellness
centres with involvement of the patients. Another front we are working
onis patients' rights. We have several rights even in private hospitals, but
most people didn't even know about this till now. Usually when we think
about health rights, we think only about public hospitals. But patients'
rights are also applicable to private hospitals, the Patients' Rights Charter
has been formulated by the National Human Rights Commission, and
the Health Ministry has circulated a Patients' Rights Charter to be
implemented by State governments across the country. We have started a



campaign regarding this in Maharashtra, asking that the Patients' rights
charter and standard rates of services should be displayed in every
private hospital. As per this charter, every patient has the right to get
complete information about their illness, and should get an estimate of
how much treatment will cost. The patient has the right to get all their
records and reports, and to take a second opinion. If a patient dies, the
hospital cannot detain the dead body, that is illegal. As far as I know,
there are similar provisions for protection of patients' rights under the
West Bengal Clinical Establishments Rules, 2017. These rules also
provide for mandatory display of rates in private hospitals. But unless
we are proactive, these rights will not be implemented at the ground
level. We have started working on this theme in some cities in
Maharashtra.

For developing a new kind of politics of health in the post COVID
situation, we need to convert the very tough lessons emerging from
COVID into building blocks for health system change, which would
include the following.

* Reinventing social solidarity in times of neoliberal individualism —
building upon spontaneous collectives which emerged during
COVID. Social solidarity is very much alive, it was reactivated
during COVID, but we now need to reinvent it drawing on spaces
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where people have worked together during the pandemic. Of
course, now the agenda for moving forward will be different, we
need to creatively develop such positive agendas for health in
dialogue with people.

Recognising the indispensable role of front line workers such as
ASHA's, Anganwadi workers, nurses, front line doctors, etc. They
will be able to do their work effectively only when they get their
salaries on time and have supportive infrastructure. Adequate
medicines must be available, working conditions should improve,
and to support these, the public health budget must be increased. We
need to explore such joint agendas to expand alliances between
social organisations and health workers.

Expanding the notion of "public’, which means not just thinking
about the centralised government system when we talk about public
health. 'Public health' includes a whole range of public actors who
got activated during COVID. We need to keep that expanded
framework of "‘public’ in mind, which can contribute to strengthen -
ing as well as reorienting and making accountable public health
systems. This involves mobilising and empowering wide range of
public actors beyond government employees such as panchayat
members in rural areas, elected corporators in cities, local



volunteers, community groups and women's groups, etc. We should
even think about mobilising local public resources like Panchayat
level funds wherever feasible. This can be the basis for reclaiming
public health systems.

Linked with this, using the framework of co-production to
rejuvenate public health services, especially at the primary
healthcare level. This is especially relevant in context of Health and
Wellness Centres, where Jan Arogya Samitis can provide a forum
for community mobilisation as well as social accountability and
responsiveness. There is ground level evidence that if for example,
patients with chronic illnesses like diabetes and high blood pressure
start receiving quality treatment from primary level public health
facilities, then they can shift back from commercial private providers
to publichealth services.

Resisting privatisation of district level and other public hospitals,
since there is major push from national level to hand over large
public hospitals to private medical colleges in PPP mode. Here the
social recognition and allegiance for public health services which
emerged during COVID should be actively drawn upon. While
presenting alternatives to privatisation, the functioning of such
public hospitals should also be re-energised with greater people's
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involvement and accountability.

Mobilisation of 'medical victims' who have suffered from
overcharging and other kinds of negative experiences in private
hospitals, linked with developing patients' rights campaigns. For
example, social actions on patients' rights are emerging in some
cities of Maharashtra, drawing upon the legal provisions created
during the COVID period.

Recognising the spectrum among types of non-public healthcare
providers, which necessitates a differential approach. We cannot
treat the entire private healthcare sector as a single homogeneous
entity. Smaller and genuinely not-for-profit hospitals need to be
viewed in a different way from corporate hospital chains. We have
to think about how to bring more socially embedded providers
under the larger social umbrella of publicly organised universal
health care. At the same time, corporatisation and super profiteering
in healthcare definitely needs to be checked, and various kinds of
broad alliances need to be developed to resist corporatisation.

Each of the tracks mentioned above can be components of the
overarching approach of expanding publicness in the health sector.
With strengthening and expansion of public services being the main



plank, we need to demand a system for universal healthcare where
strengthened, improved and socially accountable public health
services, and effectively regulated private healthcare providers are
broughtunder alarger publicly organised, tax funded system which
ensures free, quality healthcare for all.

Before making my concluding remarks, I will mention just a few words
about mental health issues in the current situation. This is a huge topic,
there probably needs to be a separate session on this. I was recalling the
points on Alzheimer's and mental illness raised earlier today during the
programme, which were relevant. Here in very brief I can only say a few
words. The COVID pandemic situation has shown us that mental health
concerns everyone, not just those who are considered mentally ill. Of
course, some people have serious mental health problems and require
special care. But especially during the lockdown we have seen that
different types of stress, isolation and tensions were affecting all of us.
Mental health is alarger issue, hence taking a population based approach
to mental health— rather than a narrow, clinical approach—can yield
major insights of broader relevance.

“The essential determinants of the health of society are thus to be found in its
mass characteristics: the deviant minority can only be understood when seen
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in its societal context, and effective prevention requires changes which involve
the population as a whole. ...”

— Geoffrey Rose

We also need to understand the term “pathological normalcy’to grapple
with mental health issues in the current situation.

Now, this term must be sounding quite strange. Normal means
'standard’, which characterises most of the people. And pathological
means—sick and abnormal. Then, what is meant by pathological
normalcy? I had taken up this concept and wrote about it when mob
lynchings were taking place in many different places across India, and
which continue to happen occasionally even now. How do hundreds of
normal’ people in some place start behaving in a manner which is so
horribly vicious and downright abnormal? Something is very wrong.
There is deeper fear and insecurity in society, which breeds a kind of
tendency that erupts in misguided form of one-on-one violence against
innocent victims. The ground for this is often prepared through deeper
socio-political processes, and different mediums are used to create the
morbid atmosphere, in which social media has played a big role.
Widespread 'virtual violence' which is perpetuated on social media
platforms primes ordinary people, and creates the ground for eruptions



of actual physical violence. So how do we deal with pathological
normalcy? Weneed to deal with this ata completely differentlevel. I will
not go into the details here, those who are interested can read my article
on pathological normalcy.

Many of our friends in the audience here will be Marxists or would at
least be familiar with Marxist ideas. We know that class struggle takes
place in the field of production, where surplus value is created. We have
learned all these basic things. But along with the sphere of production,
there is the important but less recognised area of social reproduction.
Social reproduction processes are responsible for production and
continuation of the producers themselves. We know about production of
goods and service as standard processes, be it in a factory or in a farm.
But in any society, how are the producers who carry out all forms of
production, themselves reproduced on a regular basis? This is the
neglected domain of social reproduction. Various forms of care work,
healthcare, education, child bearing and rearing, domestic preparation
of food and management of households, caring for elderly and sick are
all parts of social reproduction processes. In current society, due to
gender inequities, the burden of most of these kind of tasks falls
disproportionately on women.

It was the area of social reproduction which was under greatest stress
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during the pandemic. People urgently needed help and care of various
types the most — food, health, all different types of services. Their need
massively increased during COVID, however their formal systems
nearly collapsed or were under huge strain. While market-based systems
failed, public services were activated and community-based systems of
social reproduction came to the fore. As it often happens during a crisis,
the negative aspect of the dominant mode showed the potential of its
alternative.

Neoliberal capitalism constantly undermines and fragments existing
systems for social reproduction. Some areas are marketised, like
commercialisation of large parts of healthcare and education systems.
Commodification and privatisation of certain areas of social
reproduction takes place where profits can be made, but these privatised
systems exclude and exploit the majority, especially in critical situations
such as the COVID pandemic. Regarding other kinds of processes,
often marketisation is not possible or lucrative. Huge amounts of
personal care take place within the household, and to some extent even
in communities, mostly performed by women. Overall social
reproduction is neglected, even though this is essential and the related
public and non-market systems are crucial for continuation of economy,
society and life. These include public systems as well as community and
household-based systems. This is a deep and unresolvable contradiction



of neoliberal capitalism, which increasingly externalises costs of many
kinds of care onto ordinary people, while reaping super profits by
commercialising care wherever this is lucrative. We need to now
organise struggles not only in the sphere of production, but also in the
sphere of social reproduction. At the very point where neoliberal
capitalism abysmally fails in the sphere of social reproduction, a new
politics of health and life needs to begin, by reimagining public and
people centred, equitable systems of social reproduction in the world of
21" century.

In the end, I would just say that the entire pandemic presents huge
possibilities of learning and change for all of us. We don't have to go back
to 'normal’, if we can call it normal the system that existed before the
pandemic. See this picture in the slide, the dominant logic in our entire
system and the health system has been 'profit logic', that is the big
wrestler in the picture. But you can see a small wrestler also, who is
standing up against that big wrestler. That little fellow is 'social logic'.
The small wrestler is saying that rights should be for all, and we have to
claim our rights together on the basis of solidarity. Now, after COVID,
when people ask me what to do? What kind of change should we work
for?I say that that the answer is simple, this small wrestler (social logic)
should become big, and the big wrestler (profit logic) has to be made
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small. Profit logic could not save us in COVID, it is not sufficient to run
our society. Only public systems and social solidaritysaved us, and only
this can take our society forward. We have to make social logic the
dominant logic, which will govern the entire society and will control the
profitlogic, we have to move towards such a health system and society.

Thank you.
The pandemicis aportal ...
Nothing could be worse than a return to normality.

Historically, pandemics have forced humans to break with the past and imagine
their world anew. This one is no different. It is a portal, a gateway between one
world and the next.

We can choose to walk through it, dragging ... our data banks and dead ideas, our
dead rivers and smoky skies behind us. Or we can walk through lightly, with little
luggage, ready to imagine another world. And ready to fight for it.

- Arundhati Roy



