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Some of the critical facets of medical practice by 

unqualified medical practitioners in India are explored: 

their role in treating acute medical conditions, and the 

responses of poor households eager to recover quickly 

with minimal spending. The study reveals how a wide 

range of associated actors are connected to the UMPs, 

including lawmakers, regulators, health managers, and 

those who benefit from the UMPs, that is, mainly 

qualified doctors. 

This article highlights how the management of the health 
sector is founded upon the premise that the public sec-
tor health facilities, which in turn are based on popula-

tion norms—the sub-centres, the primary health centres 
(PHCs) and the community health centres (CHCs)—will be res-
ponsible for providing day-to-day health needs of rural com-
munities. However, when the spatial location of these facilities 
is viewed through GIS mapping combined with census data, it 
is apparent that the actual location of both the PHCs and  the 
sub-centres has resulted in an uneven clustering of facilities 
across the country in almost all the subdivisions of every dis-
trict. The data reveals that the majority of villagers need to 
travel more than fi ve kilometres (km) (at times even 10 km or 
more) to see the nearest PHC medical offi cer (JSK nd).

In the absence of a proximate alternative, most villagers get 
treatment from nearby practitioners who, while possessing 
some knowledge of drugs and dosage, lack a recognised medi-
cal qualifi cation. Although such medical practices are illegal, a 
person who can provide effective, quick-acting medicine natu-
rally becomes the fi rst choice since the qualifi ed practitioners 
are located too far away. Given this, the article seeks to high-
light the criticality of the role played by the unqualifi ed medical 
practitioners (UMPs),1 proscribed and unacceptable as it happens 
to be, and suggests responses to counter this state of affairs. 

Treatment of Acute Illnesses 

At the Alma Ata International Conference held in 1978, primary 
health was defi ned as essential healthcare made universally 
accessible to individuals and acceptable to them, through their 
full participation and at a cost the community and country can 
afford.2 Forty years since the Alma Ata Declaration, the Indian 
health systems’ approach continues to rely on population-based 
norms, which have little consideration for aspects like quick 
access, community participation, and individual acceptability. 

From the early 1980s, it was envisaged that primary health 
would be provided by a sub-centre to cater to a population of 
5,000 (except in hilly areas), which would largely fulfi l the 
simple medical and health needs of households living in the 
vicinity. Such sub-centres neither have the capacity nor the 
 authority to give medication to relieve acute symptoms. They 
are manned by auxiliary nurse midwives (ANMs) and sometimes 
supported by male multipurpose workers, neither of whom are 
authorised to treat with medication that goes  beyond the use of 
a few simple drugs. It does not include  treatments with more 
powerful medicines, for example,  antibiotics, injections, and 
parenteral fl uids. This is precisely what is sought by patients 
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from poor backgrounds affl icted with medical conditions that 
are sudden and acute. Howsoever irrational or unnecessary 
such treatment happens to be, from the viewpoint of the user-
household, it is the only means of guaranteeing quick recovery 
and thereby avoiding a loss of wages due to illness. 

The next tier above the sub-centres is that of the PHCs, which are 
manned by a doctor and other medical staff, who are expe cted 
to cater to the medical and healthcare needs of around 30,000 
people. Even today, after nearly 35 years of establishing this in-
frastructure, there remain just around 25,000 such centres across 
the country. Vacancies of key health workers, starting with medical 
offi cers, exist in all such facilities, even in the well-administered 
states. The CHCs or subdivisional hospitals, planned to provide 
specialists’ services to the public, are loca ted even further away, er away, 
and the current shortfall  exceeds 84% (Kapur and Baisnab 2017). and the current shortfall  exceeds 84% (Kapur and Baisnab 2017). 

This article is based on a report “This article is based on a report “UMPs in India in India: : The Legal, The Legal, 
Medical and Social Dimensions of Their Practice” written Medical and Social Dimensions of Their Practice” written in 2017 
on the basis of a fi eld survey and secondary research on un-
qualifi ed medical practitioners. The objective of the fi eld study 
was to observe the working environments of different kinds of 
UMPs and witness the range of medical treatment provided by 
them. Thirty UMPs participated in the survey conducted in two 
wards in Panipat (Haryana) in 2016. Fifteen such practitioners 
were observed through visits facilitated by a link UMP.3

Conversations with respondents in the fi eld confi rmed that 
the poor (daily wage earners, rickshaw pullers, agricultural or 
construction labourers, and unskilled helpers and their fami-
lies), when faced with the sudden onset of acute medical symp-
toms, do not go to the sub-centres or PHCs, or to any qualifi ed 
medical practitioner. Instead they visit nearby UMPs for the 
 following practical reasons:
(i) To get strong medicine. This is expected to help avoid loss 
of wages due to absenteeism.
(ii) To avoid unforeseen expenditure on transport, diagnostic 
tests and medicine which is likely to be incurred if a qualifi ed 
doctor (government or private) is consulted.
(iii) To access a person well known to the family. 
(iv) To take advantage of the convenience of completing a sat-
isfactory transaction in a few minutes, at a fraction of the cost 
of any other alternative.

The UMPs, as it was observed, are also part of a bigger net-
work of systems, and several interdependencies exist between 
them and the formal health providers, mainly the doctors and 
the pharmaceutical agents. Many of them have learnt about 
medication, including the use of injections and antibiotics, 
while working as assistants under qualifi ed doctors, supported 
by the know-how given by the pharma agents. The resultant 
business model binds the UMPs to qualifi ed doctors who fi rst 
employ and train them, and later use them to get a dependable 
supply of patients through referrals (Chandra 2017a: 39).

Although the conditions and the choice of drugs and procedures 
used by the UMPs may not always be life-threatening and the 
treatment given could generally be satisfactory (Das et al 2012), 
their ignorance of standard treatment regimens—including the 
necessity for completion of the full course of anti biotic treat-
ments—carries huge risks for society. Incomplete and unnecessary 

medication, use of fourth-generation drugs and presumptive use 
of tuberculosis drugs, all carry huge implications for the spread 
of multidrug resistance. This is a health hazard for the wider 
population because such irrational practices and indiscriminate 
use of drugs like antibiotics render drugs which are prescri bed 
for treating serious conditions ineffective (Holloway 2011).

Magnitude of Unqualified Medical Practice

The Health Workforce Analysis report published by the World 
Health Organization (WHO), Geneva, has interpreted the 2001 
Census data to reveal that the prevalence of UMPs in India out-
numbers that of regular doctors (Anand and Fan 2016; Hooda 
2015). The study also revealed that only 58% of the doctors in 
urban areas had a medical degree and only 19% of those in 
 rural areas possessed a medical qualifi cation. 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 any medical 
qualifi cation. These fi ndings only corroborate several earlier 
fi ndings in international and national research (Das 2011; Das 
et al 2012; Hooda 2015). In particular, two studies undertaken 
at the state level in Madhya Pradesh (Das 2016) and in erst-
while Andhra Pradesh (Narayana 2006) have shown how 
ubiquitous this phenomenon happens to be.

In Ballabhgarh, Haryana, the All India Institute of Medical 
Sciences (AIIMS), India’s largest public sector tertiary health-
care facility, runs a 50-bed hospital (pursuant to a requirement 
in the AIIMS Act, 1956 to establish rural and urban health cen-
tres for the fi eld training of medical, dental and nursing stu-
dents and to undertake research into community health chal-
lenges). A study found that there were a total of 101 private rural 
health providers in 28 villages located around the centre 
 (Jarhyan et al 2012). Eighty of them joined the AIIMS study, 
and most were found to be unqualifi ed. However, three pro-
viders 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 AIIMS Ballabhgarh 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 a fully equipped 
free public health facility in the vicinity. It is clear, therefore, 
that despite the services of the AIIMS centre being available along 
with its 24×7 emergency facility, the UMPs were in great demand.

In order to get an up-to-date idea of whether this tendency 
also existed in urban Delhi, the Delhi Urban Shelter Improve-
ment Board (DUSIB) under the Government of Delhi was req ue-
sted to provide some indicative data during the course of this 
research. What was signifi cant was that, even in the capital 
city, which comparatively has a better network of public and 
private sector health providers, the poor still relied on  UMPs as 
the fi rst point for treating acute illnesses. The demographic 
 details of Delhi are important as the city supports a population 
of around 18 million,4 of which almost 10 million inhabit unor-
ganised urban habitations: the slums, the jhuggi-jhopri bastis 
(smaller clusters of shanties), slum resettlement colonies, 



SPECIAL ARTICLE

FEBRUARY 2, 2019 vol lIV no 5 EPW  Economic & Political Weekly38

 unauthorised colonies, and urban villages. Taken together, 
these segments add up to more than 10 million people5 and 
all these areas are serviced by UMPs. No qualifi ed doctor is 
available in the slums, although there would be several clinics 
and specialists in the neighbouring organised colonies, as 
would also be dispensaries run by the government and chari-
table organisations. 

 A request was made to the DUSIB to provide a glimpse of the 
presence of UMPs at a micro level in slum clusters. The infor-
mation that was provided seems to show that there are two to 
three UMPs servicing some 350 households, translating to a 
population of 1,500 to 1,900 persons (Table 1). 

(Mal)practice in Panipat, Haryana 

Extrapolated over a population of 10 million, it is evident that 
the number of UMPs runs into 10,000, which makes it impera-
tive to reduce the possibility of harmful practices being emp-
loyed by them when they administer potent drugs to poor and 
ignorant people. But, the UMPs are not a homogeneous cohort 
of providers. A broad categorisation of UMPs was derived from 
fi eldwork undertaken in Panipat, Haryana:6 
(i) UMPs, who get trained under regular doctors as their hired 
assistants, and who now use prescription drugs and injections 
in their own practice. 
(ii) Women UMPs, who get trained under qualifi ed doctors 
 doing obstetric practice, and who now conduct deliveries and 
use oxytocin injections to speed up contractions.
(iii) Pseudo pharmacists, who run medicine shops and provide 
scheduled drugs based on the patients’ stated symptoms. 
(iv) Jhola chaap/Bangali doctors, who give a cocktail of mod-
ern drugs combined with ayurvedic and homoeopathic drugs, 
and electro-homoeopathy (they are visited by the poor for 
piles as well as sexual problems).

Major fi ndings from Panipat: Of the UMPs interviewed, 80% 
were 12th pass or below, 66% gained knowledge of new drugs 
development through private doctors in the vicinity, medical 
representatives, and chemists, and 70% were storing and admi-
nistering antibiotics and steroids for oral as well as intrave-
nous administration. More than 85% of the UMPs agreed that 
they were using around 21 drugs listed in the questionnaire, 
which included antipyretics, anti-emetics, antacids, painkillers, 
antispasmodics, and a range of antibiotics and steroids. 

Their sources of information were stated to be medical rep-
resentatives sent by pharmaceutical companies, who instructed 
them on usage and dosage of drugs, followed by qualifi ed 

doctors. (However, in reply to another question it was stated 
that they consulted books.) 

Regarding the properties of drugs, the response given was 
that they relied on books. Reference books like the Pocket 
Medical Dictionary by Churchill Livingstone, the Indian Drug 
Review compendium prepared for the pharmacy trade, and the 
Medico Refresher in Hindi were three such books. 

While the dependence of the poor (rickshaw pullers, agri-
culture and construction labourers, domestic helpers) on UMP 
treatment was found to be almost universal, it was a choice 
exercised only when specifi c conditions occurred; for example, 
diarrhoea, vomiting, fever, stomach pain, joint/back pain, 
acute respiratory conditions, extreme fatigue, and loss of appetite. 
The universe of patients included men, women, and children 
and infants, but no elderly patients were seen.

The UMPs provided inpatient services and admitted patients 
for certain conditions. About 23 UMPs (72%) had an inpatient 
facility in their clinics. About 66% of the UMPs had a bed, 13% 
had a fridge to store drugs, and 9.4% had the necessary equip-
ment for administering intravenous fl uids. Many UMPs said they 
conducted their practice day and night (43.7%). A majority of 
the UMPs, however, did only day shifts (56.3%). Almost half of 
the UMPs paid visits to the patient’s residence to provide treat-
ment and care (43.8%).

Acquisition of medical-sounding qualifi cations: Once the 
more skilled UMPs begin to operate independently, they try 
and acquire some sort of medical-sounding qualifi cation to 
 acquire legitimacy. Despite an array of framed certifi cates and 
diplomas issued by professional-sounding institutions and 
technical universities, the UMPs possessed no formal recognised 
qualifi cation which permitted them to practise medicine. These 
framed certifi cates are, it was found, ones issued by institutions 
like the Medical Board Naturopathy awarding a BAMS in natur-
opathy or the Punjab Technical University awarding a Diploma 
in Operation Theatre Technology, along with their registration 
as a community medical service practitioner issued by the Indian 
Council of Medico Technicals  & Health Care. None of these bodies 
are permitted to give medical degrees or enrol practitioners. The 
UMPs were not registered with any government authority and 

Table 1: List of Unregistered Medical Practitioners in Selected Localities of 
Delhi Slums

1 Sanjay Camp, Okhla Phase-I 198 households (990 people)

2 Janta Jeevan Camp, Okhla Phase-II, 
 Okhla Water Tank 648 households (3,240 people)

3 Sunlight Colony 390 households (1,950 people)

4 Chitra Vihar 375 households (1,875 people)

5 Rajasthani Camp 306 households (1,530 people)

6 NTPC Subhash Camp 7 511 households (2,555 people)

7 Kalyanpuri 18 Block, Indira Camp 1,019 households (5,095 people)

Source: Data provided by DUSIB through correspondence, Chandra (2017a: 89,  Annexure 2/1)

Table 2: List of Drugs Used by UMPs 
No Drug’s Name  Condition(s) for Which the Drug Is Prescribed

1 Metoclopramide Vomiting

2 Ondansetron Vomiting

3 Norfloxacin + Tinidazole Diarrhoea

4 Ranitidine/Rabeprazole/Omeprazole Gastric acidity

5 Mefenamic Acid + Dicyclomine 
 Hydrochloride Abdominal cramps

6 Ofloxacin + Tinidazole Diarrhoea

7 Albendazole Worm infestation

8 Iron tonic Anaemia

9 Paracetamol Fever

10 Diclofenac+ Paracetamol + Tramadol Body pain, joint pain

11 Ibuprofen/ Paracetamol + Ketoprofen Fever, body pain

12 Chloroquine Malaria

13 Ciprofloxacin/Cefpodoxime Typhoid, septic wounds

14 Intravenous fluids Dehydration,  electrolyte-imbalance

15 Dexamethasone Asthma, nephrotic syndrome
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they operated outside any regulations. They administered what 
the patient demanded—potent, fast-acting drugs—which neces-
sitate the use of antibiotics, steroids, injections, and IV-fl uids.

A cog or the kingpin: An interaction was held with two domi-
nant groups in the UMP business: the section of the public that 
uses the services of the UMPs, and the doctors who fi rst train 
and then use them as conduits to get referrals. 

A group of masons, labourers, and rickshaw pullers—from 
Phuleta and Ghaad villages in Tonk district, Rajasthan, and 
Chappra block in Saran district, Bihar—living in Kusumpur Pahari 
slums of South Delhi cited convenience and trust in the UMP’s 
ability to provide effective treatment at an affordable cost as 
reasons for favouring them as their fi rst port of call. They also 
gave economic and attitudinal reasons for this preference; the 
opportunity cost of time foregone and perfunctory treatment 
meted out at public sector facilities being the most important 
factors which favoured their seeking treatment from the UMP. 
The same reasons applied to their not availing the services from 
free, charitable dispensaries or single-doctor private clinics in 
the organised colonies nearby. There was agreement on the ef-
fi cacy of the UMP’s treatment, which usually worked, and that the 
fi nancial outgo was nominal compared to any other alternative. 

The labourers also explained that alternatives like free 
charitable dispensaries were unavailable in rural areas. The 
loss of wages involved in consultation was their biggest con-
cern, since this wage amounted to anything between ̀ 300 and 
`500 per day. One visit to a private practitioner in the vicinity 
would entail a minimum expenditure of `300 on transport, 
consultation, and drugs. By visiting the UMP, on the other 
hand, the total cost could be limited to well within `50, unless 
parenterally administered drugs were used, in which case the 
cost would go up to `100. All those interviewed were in agree-
ment that the UMP’s treatment generally worked and, if it did 
not, they were advised by the UMP to go to a specifi c doctor 
and he would arrange for a referral if needed.

 According to those interviewed, there was no point going to 
the PHC-level public sector doctors; for hospitalisation, it made 
sense to go directly to the district hospital. Long distance, abse-
nteeism of key health staff, and frequent non-availability of 
medicines were cited as the reasons for avoiding PHCs. According 
to the labourers interviewed, even if a government doctor could 
be reached, they would often ask the client to visit them later at 
their private clinic. As a result, the UMP was the preferred choice 
for getting medical care in the vicinity of the dwelling place.

Doctors having links with UMPs: As a part of the study, a 
range of doctors running clinics and nursing homes in the 
 National Capital Region (Ghaziabad, Noida, and Sonipat) 
were interviewed. They did not agree to their names being dis-
closed. They accepted that the UMPs were the main conduits to 
get patients, and this link was essential in a highly competitive 
business. The fact that a 30% commission from the negotiated 
fee was paid to the UMP for each referral was acknowledged by 
all those interviewed, and there was no effort to deny this. 
Generally, the doctors said they reduced the going fee on the 

recommendation of the referring UMP. A redeeming feature of 
this nexus was the common practice of UMPs seeking telephon-
ic advice on medication and dosage from a known qualifi ed 
private doctor, and the latter providing it ungrudgingly. This 
was divulged both by the doctors and by the UMPs, and the 
 relationship appeared to be practical and accommodating. 

A response from a qualifi ed doctor sums up their attitudes 
towards UMPs, but also their concerns: 

If the trained “dais” have been accepted to conduct deliveries and ad-
minister 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 realise their limitations 
and the harm their ignorance, overconfi dence or greed can cause. It 
may even take away a life which may bring insurmountable misery to 
the whole family and thereby may even jeopardise their own future 
also as they survive on their reputation. Government should identify 
and appoint senior well-qualifi ed 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.

According to the private doctors, the patient and their family 
had just one concern: to ensure that their normal activities 
(and earnings) were not disrupted. Patients demanded IV fl u-
ids or injections, as there was a common belief that these were 
more potent and faster pathways to recovery. Advice on not 
using antibiotics, steroids, etc, as oral medicine or intrave-
nously, were not explained by the doctors to the patients, as 
keeping the client satisfi ed was more important than explain-
ing things to a non-receptive and uneducated clientele. The 
use of “simple” antibiotic injections and IV fl uids was consid-
ered comparatively harmless, but a line was drawn over the 
use of steroids. Their major concerns were:

(i) Often when there was no improvement despite antibiotics, some 
UMPs started using tuberculosis drugs as presumptive treatment. Pa-
tients discontinued treatment on various accounts, which introduced 
a cycle of resistance, making proper diagnosis and further treatment 
very diffi cult. 
(ii) Prescriptions of fourth-generation drugs issued by super-specialty 
doctors working in AIIMS or PGI Chandigarh (Postgraduate Institute 
of Medical Education and Research) were accessed by the UMPs by re-
questing chemists who obliged them. The UMPs then acquired such 
drugs and used them indiscriminately to show their medical prowess 
in curing a diffi cult illness. Fears were expressed that this would add 
to multi-drug resistance. The doctors who were interviewed felt that 
this was by far the bigger problem, compared to the short-term use of 
“common” antibiotics. 

The qualifi ed doctors were also of the view that the UMPs who 
are using intravenous drugs and antibiotics would never give up 
using them, subsequent to undergoing any amount of training 
and counselling. Using such drugs constituted their main source 
of income and, if patients were not given what they demanded, 
they would simply go to a more receptive UMP. According to the 
doctors, no amount of training would wean UMPs away from us-
ing strong drugs and popular modes of treatment (intravenous 
drugs) in deference to the patient’s demand, even after training. 

Legislation and Policy Approaches to UMPs
In the seven years from 2009 to 2015, only 11 questions were 
asked in Parliament seeking information on the estimated num-
ber of quacks and the number of people affected by their practice 
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(Chandra 2017a: 43–46). The questions were directed at know-
ing what steps the government has taken to control quackery. The 
government’s response was invariably to ack now ledge the pres-
ence of quacks, followed by a statement that there was no cen-
trally maintained database on quacks, no separate law to pre-
vent quackery, and further that the power to take action against 
quacks was vested with the state medical councils. 

The present approach of both legislators and the political exe-
cutive in the central government has favoured taking punitive 
action against quacks. But, when this has not translated into 
any visible action, there have been no signs of concern. This can 
be gauged from the enactment of the Clinical Establishments 
Act, 2010, the stated objective of which was to end quackery by 
regulating the private sector through a requirement of registra-
tion of all premises—even single doctor clinics—so that all esta-
blishments followed the prescribed standards. However, the 
unwillingness of the states to adopt the act in effective terms 
does not appear to have irked the legislators from the concerned 
states. The regulation of UMPs is clearly not a political priority. 

At a policy planning level, the subject of UMPs has either not 
been recognised or has been soft-peddled, as an examination of 
several key documents has shown. The Health Policies of 2002 
and 2017, the report of the National Commission on Macro- 
Economics and Health, the National Rural Health Mission (NRHM) 
framework of 2005, and the approach of the Clinical Establish-
ments Act, 2010 and the Twelfth Five Year Plan have not addressed 
the issue of UMPs. The 2011 High Level Expert Group Report on 
Universal Health Coverage for India mentioned the necessity of 
training and utilising the UMPs, but left it at that (PCI 2011). 

The health ministry treats UMPs as illegal entities and ex-
pects the states to implement laws to eradicate illegal medical 
practice. In a relatively recent discussion in December 2015, 
held among senior offi cers at the Committee of Secretaries 
(the highest interdepartmental coordination and deliberative 
forum for policy formulation under the central government), 
the proliferation of unqualifi ed practitioners was discussed 
(Chandra 2017a: 51–52). The meeting favoured taking punitive 
action against fake medical degree rackets. A letter from the 
union health minister dated 24 August 2017 reiterates the position 
of the central government that unqualifi ed medical practice is 
a criminal offence and the states have to take corrective action 
against quacks while improving the availability of quality 
health workforce in rural areas (News Minute 2017). 

The state health departments have their priorities cut out 
and the UMP business is considered unimportant compared to the 
responsibilities for dealing with epidemics, outbreaks, containing 
communicable diseases, and administering NRHM priorities. 
Conversations with health administrators (principal secretary 
level) showed that they were aware of what was going on, but 
were not invested in addressing the issues. At the sub-district 
level, the chief medical and health offi cers (CMHOs) and medical 
offi cers overlooked the dangers of irrational drug use because this 
was not a priority expected to be monitored. The investment of 
time on UMP-related matters was not visible or quantifi able. It 
was neither a public issue nor one likely to draw  adverse press 
reportage, which is the case only when large-scale mortality or 

morbidity rises. Being off the beaten track, think tanks and 
professional associations treat the subject as peripheral to the 
main priorities of the sector.

Approaches of Professional Groups 

State medical councils: Being a union territory and function-
ing under the presence of the central government, the High 
Court of Delhi, the Supreme Court of India, and the media, it 
was presumed that the standard of enforcement of the Delhi 
Medical Council (DMC) would be relatively superior as com-
pared to the rest of the country where there is practically no 
oversight. The subject of enforcement action was taken up 
with the DMC, a statutory agency directly responsible for over-
sight of the provisions of the state’s medical council act. The 
response shows that the organisation concerns itself primarily 
with the enrolment of doctors and there is an absence of coor-
dination and follow-up even when cases against unqualifi ed 
medical practitioners have been fi led occasionally. There is 
also no focus on specifi c areas which might constitute maxi-
mum danger to consumer safety and no ownership for out-
comes. Occasional arrests or court cases have had no deterrent 
effect in controlling the large number of UMPs practising in the 
unorganised areas of Delhi (Chandra 2017a: 56, 57, 102, 103).

High court and Supreme Court orders: Two relatively recent 
orders of the High Court of Madras in November 2016 (Tiruvan-
namalai District Indian Medicine and Homeopathic Practitioners 
Welfare Association v State of Tamil Nadu and Others 2010; 
Chandra 2017a: 61) and Delhi in April 2016 (Chandra 2017a: 
60; Ashok 2016) leave no scope for unauthorised/unqualifi ed 
practice to continue. The Supreme Court in D K Joshi v State of UP 
and Ors (2000) gave four directions: (i) to identify unqualifi ed/
unregistered medical practitioners; (ii) to direct all DMS and 
CMOS to monitor legal proceedings; (iii) the secretary health is 
to publicise the names of the unqualifi ed medical practition-
ers; and (iv) to monitor the action taken so that  unauthorised 
persons cannot pursue the medical profession.

Although the judgment was specifi c to the state of UP, it be-
comes incumbent on the executive to follow these directions. 
Given this background, even if the states want to train the UMPS, 
the legal interpretation given by the courts cannot be surmounted 
by executive orders. In no case can the practice by a UMP, even 
after training, be recognised formally unless the law, and in 
particular the schedules under the Drugs and Cosmetics Act, 
1940, are modifi ed. Only the central government can do this. 
Alternatively, the states need to fi nd reliable ways of identifying 
the more useful among the UMPs and  allow them to provide the 
fi rst line of medical care under a carefully designed system of 
supervision. Even then, no state is empowered to override the 
provisions of the drug laws and a host of other central laws.

Indian Medical Association: The Indian Medical Association 
(IMA) is a powerful body with a nationwide membership of over 
2,00,000 registered doctors. Over the years, the state chapters of 
the IMA have mounted court cases against unqualifi ed people 
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practising modern medicine, but largely aimed at the alternative 
medicine practitioners practising modern medicine. The response 
given by the president of the IMA to questions posed as a part of the 
research indicates the vast difference that exists between the IMA’s 
stated position, which castigates the UMPS as “quacks,” and the 
ground realities where one can easily observe the interdependen-
cies that exist between qualifi ed doctors and UMPS.7 The central or 
state governments do not seem to have given directions and ad-
vice to the MCI and IMA on the need to exercise supervision over 
unethical practices like payment of commissions in lieu of patient 
referrals indulged in by thousands of doctors. 

Laws governing unqualifi ed medical practice: The relevant 
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 show that what the UMPS do can at-
tract penal action. In the absence of an aggrieved litigant (other 
than the state), no action is taken except occasionally when there 
are adverse reports. Even when a few cases have been instituted, 
they drag on for years with no ownership for outcomes. In a 
country where a large proportion of chemists also provide 
scheduled drugs without prescription and when many qualifi ed 
doctors are reported to use irrational and unnecessary drug 
combinations, it is debatable whether the UMP, who is at best a 
small player, should be demonised to the exclusion of others.

The present laws are unworkable, since the activities of 
UMPs, illegal as they happen to be, do not constitute cognisable 
offences. As a result, only if there is a complainant can  arrests 
be made by the police. Since no public complaints are likely to 
be lodged as the user-public depends on the UMPS, only the 
state can seek arrest and investigation of cases against quacks. 
For this, considerable coordination has to exist  bet ween the 
state medical council, the drug controller, the district CMO, 
and the local police. At present, given the absence of any po-
litical or administrative commitment to address the UMP phe-
nomenon, this is not a priority for any health  department. Dur-
ing some of the recent television interviews with commission-
ers and district magistrates, it was apparent that people in au-
thority are of the opinion that, in the absence of a complaint, 
they cannot initiate any action (CNBC TV 18 2017).

Private Sector and Clinical Establishments Act: As a rule, the 
state governments do not generally play any role in administe-
ring the private health sector beyond occasionally giving show-
cause notices, under decades-old acts which have abs urdly low 
fi nes like `100 per transgression. The administrative view is 
that the market forces will operate in a way that would auto-
matically impose checks and balances and preclude misconduct 
and medical malpractice. In case there are complaints, it is ass-
umed that the consumer courts and the state medical councils 
have the authority to take action. That the consumer courts are 
only concerned with compensation for failure to deliver a ser-
vice, and not with medical malpractice, has not been addressed 
for decades, ever since the health sector was accorded the status of 
industry and a slew of benefi ts and fi scal concessions given to 
them post liberalisation.  Despite public outrage at the acts of 

omission and commission in privately-run hospitals, there has 
been little effort to regulate the sector.8 The private health and 
medical sector consists of a wide range of facilities, from large 
corporate hospitals to smaller hospitals and nursing homes, 
laboratories, diagnostic centres, and single-practitioner clinics. 
According to the National Sample Survey Offi ce (NSSO), there 
are 10.7 lakh establishments of which most are single-practi-
tioner units run by unqualifi ed practitioners (Hooda 2015).

The Clinical Establishments Act, 2010 was the fi rst step  towards 
making registration of all private and public sector esta blish-
ments (including single-doctor clinics) mandatory. The law has 
the stated aim of ending quackery. A vast number of private 
establishments engage underqualifi ed or even unqualifi ed assis-
tants who, after a few months of exposure and hands-on train-
ing, acquire basic clinical skills. The act makes all establish-
ments—even single-practitioner enterprises—liable to follow 
standards and staffi ng norms, which necessitates employing 
persons with certifi ed medical qualifi cations. For a variety of 
reasons, this model law has not made much headway in terms 
of implementation. Only a handful of states have adopted the act, 
but unaccompanied by rules and a staffi ng structure to oversee 
implementation, resulting in the law remaining a paper exercise. 

In effect, the act has met with no success, and protests from 
the IMA have contributed to poor offtake by the states. The law 
has been attacked by medical professionals on several gro unds. 
The main concern stems from the fact that every establishment 
has to be registered. Further, the registration norms require meet-
ing the specifi ed minimum standards for medical facilities and 
services, minimum qualifi cations of staff, and maintenance of 
records. This would require investment in improving the infra-
structure and services. With cut-throat competition to garner 
patients, anything that would stretch resources is being resisted. 

The absence of regulation, enforcement, supervision, and 
standard-setting has encouraged qualifi ed medical practition-
ers to engage cheap workers by engaging school dropouts and 
unemployed youth to work in their clinics and surgeries. At pre-
sent, there is no deterrent preventing a person who has no 
medical qualifi cation from setting up independent medical 
practice. This has led to the proliferation of UMPS who estab-
lish their own business after acquiring some medical skills. 
When there is no other alternative that can provide similar 
service at the same cost at which a UMP offers services, the 
UMP becomes indispensable and irreplaceable. 

The fact that the state health authorities continue to pay lip 
service to the need for enforcement, and at the same time 
 ignore the obvious need to take deterrent or punitive action, 
shows the neglect of mandatory oversight functions. The pre-
sent laissez-faire system of healthcare could be hazardous. The 
arrest in early 2018 of a quack who infected 58 patients with 
HIV/AIDS is an example of what could happen (Naqvi 2018). 

States and NGOs Training UMPs
Some states and NGOs in the country have been trying to legiti-
mise the medical practice of UMPS by providing them training 
directly or through government-sponsored programmes. These 
attempts have been made to overcome the rampant shortage 
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of regular doctors. Moreover, the belief is that the trained 
UMPs cause less harm. The prime example is that of the Liver 
Foundation in West Bengal, an NGO that has been training 
 unqualifi ed 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). The Liver Foundation has been trying to 
equip the UMPs with skills to treat acute cases of common ill-
nesses and also diagnose the cases that need to be seen to by 
qualifi ed doctors. The Midnapore Medical College, a state-run 
tertiary teaching college and hospital, is also reported to have 
been training UMPS for years. In West Bengal, the informal 
practitioners have been labelled as rural village health workers 
(RVHWs). The state’s health and family welfare department has 
recently issued orders to implement various training progra-
mmes after completing the Training of Trainers (TOT) schedule.

In 2015–16, the Government of West Bengal, Department of 
Health and Family Welfare notifi ed training to be provided to 
informal healthcare providers in rural areas and also issued 
schedules for such training to be imparted under the aegis of 
the state. This sort of training has been functional since 2007, 
and NRHM funds have been used for organising the trainings. 
The Institute of Postgraduate Medical Education and Rese arch, 
Kolkata’s curriculum attempts to make the best use of the al-
ready existing resources to harness benefi ts and reduce harm.9 

However, an independent analysis of the impact of training 
shows that the UMPS managed cases better as a result of train-
ing (Das et al 2016; Dutta 2013), but did not abandon their pro-
clivity for treating with antibiotics. 

In Andhra Pradesh, there were reports that government doc-
tors are training unqualifi ed medical practitioners, and the as-
sociation of such practitioners has entered into an agreement 
with the state government. These efforts could become pre-
cursors of what other states may eventually opt for, given the 
extreme paucity of health professionals in rural areas. 

The examples are curious not only because formal training 
is sought to be given in the face of confl icting laws, but because 
of an expression of faith, in at least two states, that the UMPS, 
once trained, can cause less harm.

Legal vs Pragmatic Approach 

It must be recognised that there are two distinct power groups 
that are operating. On the one side are the poor, who go to the 
UMPs out of choice and those who support training the UMPs. 
Together, they hold the key to decide whether the UMP business 
can continue as usual, be curbed, or be used more rationally. 

On the other side stand those who see enforcement and a 
punitive approach as the only route to end the UMP business. The 
central political executive and its health bureaucracy overtly sup-
port this approach, but prefer to leave the implementation of the 
laws to fall in place somehow under the state administration. The 
Supreme Court’s orders in D K Joshi v State of UP and Ors (2000) 
have not been appealed against or implemented as directed. This 
shows an unwillingness to confront what is happening even as 

there is continual reiteration of how quackery is illegal. Health ad-
ministrators at the sub-district level (CMHOs and medical offi cers) 
overlook the dangers of irrational drug use because these do not 
translate into visible or quantifi able adverse health outcomes. 
The time is not far off when the most potent drugs may cease to 
have effect in controlling and curing diseases and infection. A 
huge contradiction exists between the stated position of the 
health  administrators who castigate quackery and the fact that no 
 objections have been raised to the use of NRHM funds for training 
unqualifi ed medical practitioners in West Bengal.

The tenets of health management and regulation of medical 
practice are being ignored simply because poor communities 
have found a solution within their fi nancial predicament and 
limited perception. In the absence of complaints, the health 
departments can rest sanguinely that there would be no occa-
sion for answerability. But, to continue with such a mindset is 
unfair to the user-public, especially the poor and the unedu-
cated. Ways of confronting what is happening are needed, and 
this requires the will to fi nd solutions.

The nexus between UMPS and doctors has taken root precisely 
because of market alignments based on commercial interests, 
and not because of any professional requirement. Healthcare is a 
matter of life and death, and to leave it unattended and unsu-
pervised will only throw open more and more channels for un-
qualifi ed practitioners to fi ll the gaps in healthcare. If the need 
for medical auxiliaries or a village health workforce is recog-
nised, as appears to be the case in West Bengal, the induction of 
such a workforce has to be within a legally approved system for 
enrolment of such practitioners as medical auxiliaries. This 
would necessitate selection, training, and enrolment in a sepa-
rate schedule of the medical register. This is clearly the state’s 
responsibility and in no case can it be left to market forces.

Suggestions and the Way Forward

Undertaking a mapping exercise: An updated, professional-
ly managed assessment of the prevalence of UMPS must be gen-
erated at the district level, which can lead to recognition of the 
scale of what is happening, and which, in turn, can lead to a 
consensus among the main stakeholders: the state health dep-
artments, the state medical councils, the central and state 
drug controllers, the chemists’ associations, the IMA, and the 
police. The states are fully competent to do this.

Improving access to fi rst line of healthcare: Ideally, ANMs 
should be further trained and allowed to use at least 15 drugs 
that are commonly used for alleviation of acute symptoms. They 
all have more than 10 years’ experience and, in some cases, more 
than a couple of decades of dealing with patients from the com-
munity. Neither MBBS graduates nor doctors from the alterna-
tive systems of medicine may ever become available in reaso nable 
proximity to villages, as they focus on townships and semi-urban 
areas where there is paying clientele available. Because unqua-
lifi ed practitioners are the default choice for poor households, it 
is essential to counter what is clearly an unacceptable way of 
providing health services to the poor. The establishment of a 



SPECIAL ARTICLE

Economic & Political Weekly EPW  FEBRUARY 2, 2019 vol lIV no 5 43

tier of licensed practitioners who are not doctors, but have been 
educated and trained in a medical college to provide the fi rst 
line of care, appears to be the only logical alternative. 

Although the preamble of the National Medical Commission 
(NMC) Bill, 2018, specifi cally states that it seeks to provide for a 
medical education system that ensures availability of adequate 
and high-quality medical professionals, the establishment of a 
new tier of village-level, medically trained health workers is 
not refl ected in the provisions of the bill. Under Section 10(1)
(c) of the bill, the commission is enjoined to assess the require-
ments in healthcare, including human resources for health 
and healthcare infrastructure, and to develop a road map for 
meeting such requirements. 

There is, therefore, an opportunity to address in a different 
manner the needs of the bulk of the population living in vil-
lages. India needs licentiates/medically trained auxiliaries who, 
after training should be enrolled on the medical register in a 
separate schedule, which would make them liable in the case 
of infringement and their right to practice may be withdrawn. 
(This was the case before the Bhore Committee [1945] had 
annulled the provision contained in the schedule to the IMC 
Act.10) Public awareness, to not go to non-accredited auxiliary 
medical workers, should be built side by side.

Selectively training village-level workers: The states should 
be asked to identify the most skilled and profi cient among the 
local health workers, if they have been trained by qualifi ed doc-
tors. Their knowledge of drugs and dosage and other skills 
should be screened through a test related to the treatment of acute 
conditions, excluding blood pressure, angina and blood sugar. 

The selected village health providers can be trained to use 
around 15 drugs for relieving acute medical symptoms using 
handheld devices (like phones with mobile apps). Such accred-
ited providers can be used as conduits for disease surveillance, 
building community awareness, and for giving fi rst-hand infor-
mation on syndromic occurrences. In no case should they be 
paid out of government funds or given legitimacy to practise 
medicine, except the use of identifi ed drugs for specifi c acute 
conditions to be given under supervision of a linked medical 
practitioner. Training on record-keeping of the patient’s profi le 
and the drugs used should be given. While giving such accre-
dited health providers training and immediate access to the 
designated supervisory medical offi cer, they should also get paid 
for services as currently being done by the user-public, directly. 

Side by side, the public has to be warned against seeking 
treatment from those who have not been trained and enrolled 
as auxiliaries.

Redefi ning the meaning of medical treatment: Different 
kinds of personnel need to be included among those who are cov-
ered by exemptions under the Drugs and Cosmetics Act. Enlarging 
the lists of OTC drugs and also the schedules under the D & C Act 
(there are 541 drugs listed under Schedule H and 46 drugs list-
ed under Schedule H1 of the act) is required as these drugs can 
only be purchased with a doctor’s prescription. In fact, a large 
number of these drugs can be easily bought over the counter and 

are even supplied by pseudo pharmacists on being told of symp-
toms like nausea, vomiting, diarrhoea, fatigue, and respiratory 
illness. The list of functionaries who can administer or prescribe 
selected drugs for such conditions needs to be widened to in-
clude qualifi ed nurses with hospital experience, ANMs, pharma-
cists, and medically trained and enrolled auxiliaries. 

Appointing honorary medical notaries: Qualifi ed public 
sector doctors in the PHCS or even private sector professionals 
may be selected on the basis of agreed criteria and enrolled as 
honorary medical notaries (on the lines of honorary magis-
trates or honorary consul generals) to supervise and mentor 
those accredited as auxiliaries. 

Urgent need to focus on regulation: Despite all efforts, the 
health ministry has not succeeded in persuading the states to 
adopt the Clinical Establishments Act, 2010, or to make their 
own laws on similar lines. None of the states have supervisory 
structures or workable systems to ensure that establishments 
are registered and the qualifi cations of the staff employed and 
services provided are declared. The public suffers, as neither 
the Consumer Protection Act nor the regulatory functions ex-
pected to be performed by the state medical councils are able 
to give relief to those aggrieved by malpractice, medical negli-
gence, and a host of lapses that occur in medical establishments. 
The subject of regulation needs to be addressed urgently.

The possibility of establishing medical tribunals with an 
omb udsman at the talukward level, a district forum, a state 
forum, and a national forum headed by retired judges on the 
lines of the Consumer Protection Act, 1986 needs to be exam-
ined. This law can be passed by the central government and 
would not require state approval. The implementation para-
phernalia could be akin to that of the consumer courts. 

The Maharashtra government has drafted a law to stop com-
missions being paid to doctors for getting referrals, but it does 
not refer to commissions the doctors pay the quacks for sending 
patients. There are no reports of the MCI and the IMA cancelling 
the enrolment or deregistering a practitioner who is paying com-
missions to get patients referred to them. The central government 
has a role to coordinate and provide oversight for an area that has 
impacts on the health and well-being of millions of poor people.

Conclusions

A deeper understanding of the complex relationships that exist 
between the UMPs and qualifi ed medical practitioners is criti-
cal to deal with the situation. The UMPS’ conversance with vil-
lagers, slum dwellers, and 10,000 living in unorganised habi-
tations must also be recognised as nothing will be gained by 
denouncing the UMPS overtly and brooking what is going on 
covertly. While no progressive country can afford to show even 
the slightest tolerance for unqualifi ed medical practitioners 
treating illnesses, the answer does not lie in continuing to 
quote the law in the full knowledge that the UMPs are indulging 
in practices that have the potential to spread drug resistance.

It may not be possible to locate a doctor in every village 
in the country. That health facilities with doctors are 



SPECIAL ARTICLE

FEBRUARY 2, 2019 vol lIV no 5 EPW  Economic & Political Weekly44

located at long distances from lakhs of villages is a reality. 
Bearing in mind the reasons that make the UMPs indispen-
sable, the article proposes a balanced and pragmatic ap-
proach to deal with the problem and offers a set of solutions 

to address the ground realities. It is the responsibility of the 
state governments to administer the law and select solutions 
that are legally, medically, and ethically sound, but grounded 
in realities. 

Notes

 1 Unqualifi ed Medical Practitioners (UMPs) are 
generally secondary school certifi cate holders and 
possess no recognised medical qualifi cation but 
are commonly referred to as “RMPs.” The lay pub-
lic thinks RMP stands for registered medical prac-
titioners, which is a misnomer. The Medical Coun-
cil Act, 1956 and the Indian Medical Central Coun-
cil Act, 1970 only recognise a person enrolled on 
the Indian or state medical register as a registered 
medical practitioner (RMP). Only those enrolled 
on the respective medical registers have licence to 
practise medicine—more specifi cally allopathy, 
ayurveda, unani or Siddha which are recognised 
systems of medicine. When a person possesses 
none of the qualifi cations recognised by these 
central or state registering and regulatory bodies, 
but still practises medicine they are in contraven-
tion of the law and are referred to as UMP, a term 
used by the World Health Organization. This 
nomenclature is frequently used interchangeably 
with terms like Bangali doctor, jhola chaap doc-
tor, rural or informal health provider. An overall 
evaluation of the services that UMPs provide to 
poor patients is available in Chandra (2017a).

 2 In fact, the declaration states that (i) the people 
have the right and duty to participate individu-
ally and collectively in the planning and imple-
mentation of their healthcare; (ii) primary health-
care is essential healthcare based on practical, 
scientifi cally sound and socially acceptable 
methods and technology made universally ac-
cessible to individuals and families in the com-
munity through their full participation and at a 
cost that the community and country can af-
ford to maintain at every stage of their devel-
opment in the spirit of self-reliance and self-
determination; (iii) participation in the plan-
ning, organisation, operation and control of 
primary healthcare, making fullest use of local, 
national and other available resources; and to 
this end develops through appropriate educa-
tion the ability of communities to participate.

 3 The link UMP was selected as he knew other 
UMPs in the area and was himself well regarded 
in the community. He was selected because he 
was amenable to being trained and undertook to 
fi ll the questionnaires and consent forms under 
guidance. He also had the confi dence to seek 
guidance on the phone, using mobile apps.

 4 Delhi is one of the fastest growing cities in the 
world, reaching over 18.6 million in 2016 from 
just 4,00,000 in 1901 (http://worldpopulation-
review.com/world-cities/delhi-population/).

 5 The reference is from a high-level committee, 
which found 55% of Delhi’s population ac-
counted for by unauthorised colonies, urban 
slums and urban villages (MoUD 2006). The 
population of unauthorised colonies has only 
grown and not diminished since then.

 6 This fi eldwork undertaken by the fi rst author 
has been elaborately described in Chandra 
(2017a, Chapter 4).

 7 Annexure 8/1 Letter of Principal Investigator 
to Sec retary General IMA and Annexure 8/2 
Respo nse of the Secretary General of IMA 
(Chandra 2017a).

 8 For a detailed overview of authors’ position on the 
need for the implementation of regulatory mecha-
n isms in private health sector, see Chandra (2017b).

9  For a detailed government notifi cations detailing 
the training programme, the preparation of 
master trainers, proforma for preparing list of 
informal healthcare providers, and the curriculum 
in West Bengal see Chandra (2017a: 139–48) 
and Abhijit Chowdhury’s response on the issue of 

training and utilisation of rural healthcare pro-
viders in West Bengal (Chandra 2017a: 149–52).

10 “The opposition to people practising 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 spiralling 
demands for healthcare. The fi rst was the full-
fl edged doctor who had had more than fi ve 
years of education and training while the sec-
ond were professionals trained for three to 
four years who could handle acute and un-
complicated diseases. They were called licen-
tiate medical practitioners (LMPs) and in the 
early 1940s they outnumbered doctors. 

  The Vernacular Licentiate in Medicine and Sur-
gery 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 practition-
ers. 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 
favour of a bachelor degree supported by fi ve 
and half year of medical education. The commit-
tee did not visualise how much India’s popula-
tion would grow and how few doctors would be 
available to work as general duty workers with-
out specialisation. Such general physicians hard-
ly exist anymore as the costs of medical educa-
tion are very high and anyone completing the 
medical education course will invariably opt for 
specialisation to get a return on the investment 
on medical education.” (Chandra 2017a: 82, n1). 
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