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ABSTRACT : Siddha system of medicine indigenous to South India acts as a
complementary service to other health care systems (Ayurveda, Unani, Homeo-
pathy and modern medicine) found in urban and rural-areas of the state of Tamil
Nadu. This research investigated the current pattern of utilization of Siddha
medicine in providing basic health care in the City of Madras at intra-urban
levels. A questionnaire survey of asample of 500 out-patients attending 10 major
Siddha clinics cum dispensaries in the city was conducted. Three major categories
of clinics were identified — Madras City Corporation (3 surveyed), state governm-
ent (3) and private (4). Four areas were investigated related to clinic utilization
pattern and consumer behavioural characteristics: (1) Utilization behaviour of
patients; the reasons for participation in present Siddha treatment or choice of
therapy; (3) behavioural satisfaction, attitude and opinion dimensions in utiliza-
tion; (4) socio-economic characteristics of the users.

A brief review of the literature of the concepts of patient utilization of
health services is first presented followed by descriptions of methods of data
collection, information, recording and procedures. A discussion of some aspects
of the organizational and structural features of Siddha health services in context
of which utilization behaviour occurs is given.

Some of the findings are: political and economic settings largely deter-
mine the organizational and locational aspects of public clinics; these are found
to be confined mainly to heavily populated, old residential low income areas of
the city; the majority of the population came from within a range of 3 kms, and
from low income sections with a predominance in 20-35 and 35—50 age groups.
Major attractive forces in the choice of Siddha treatment were found to be: low
cost treatment, expectations of long term cure, nature of illnesses and diseases,
belief in the system, previous knowledge and experience, effectiveness of treat-
ment, familiarity, social contacts, its simplicity and ease of access. Facilities and
service styles are found more suited to indigenous health care seekers’ back-
grounds. Overall patient’s attitude towards Siddha services showed a general
satisfaction. With government support the Siddha health services are being ex-
panded. However, lack of maintenance of health records limits research to
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assess the efficiency and effectiveness of practice related to treatment, disease,
specific process criteria in various clinics.

This survey confirms the current pattern in many developing countries,
where integration of modern and indigenous system of medicine occurs as a
result of duality of people’s practice to seek both systems. This seems to be
mainly based on their perception of the effectiveness of treatment and the
nature of illnesses and diseases. The complimentary function of Siddha treat-
ment of certain dominant diseases was, however, difficult to evaluate, which
may help explain dual reliance on the system.

As far as people’s interests are concerned, it can be said that the greater
the range of possibilities of alternative methods of medical care and the more
equivalent their accessibility and with freedom to choose, the consumer might

make judgement on the basis of factors already indicated by this survey.

INTRODUCTION

There are a number of well-develop-
ed and well-recognized indigenous systems
of health care in various parts of the world.
Both in China and India the cultural and
scientific tools of their indigenous medicine
have been given official recognition and are
receiving government support. After inde-
pendence in India, a revival and strengthen-
ing of indigenous Indian systems of medicine
was promised and plans have been imple-
mented for this purpose (1). In India two
parallel systems of medicine, modern (allo-
pathy and homeopathy), and Indian indi-
genous medicine (Ayurveda, Siddha and
Unani) exist. Various government health
care programmes at the centre, state and
local levels in recent years are asserting their
role as providers of primary care in both
modern and indigenous systems of medicine
in rural and urban areas. Siddha system of
medicine (Appendix 1) is indigenous to
South India, especially to Tamil cultural
heritage and history (2). It is extensively
used in the state of Tamil Nadu and it
operates in both the rural and urban areas
of the state as a complimentary service to

other health care systems. Since 1970,
the Siddha system of medicine has received
attention and support from the central,
state and local governmnents in Tamil
Nadu (3). It can, however, be pointed out
that the best of Siddha medical knowledge
was already preserved during the 19th
century. The services of the individuals and
private institutions towards spreading the
utility of this system are wellknown in
Tamil history (4). The social history of
Siddha medicine indicates that patronage
was received from the princes, rajas (kings),
zamindars (large land owners), merchants,
Hindu missions, trustees of Hindu temples,
charitable institutions etc. during the 18th
and the 19th centuries. Official recognition
and encouragement to indigenous medical
systems in Madras Presidency (British) was
given in 1924 with the establishment of
Indian School of Medicine.

The development of Siddha system
is fully under the control of the state gover-
nment through the government-sponsored
councils, committees and teaching cum
research institutions (5). The future role of
Siddha in primary health care can be assessed

This paper was presented at the International Geographical Union (IGU), sympo-
sium on Health in the Tropics; Geographical Perspectives, University of Zambia,
Lusaka, April 2023, 1984.
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on the basis of current programmes to pro-
mote the utilization of this system. The
state government is expanding the Siddha
clinics at.primary health center levels in both
rural and urban areas (6). It is apparent that
the contemporary growth of Siddha institu-
tions, research centers, and dispensaries
(clinics) as they are given official recognition
by the Indian central and state governments
may strengthen the continued existence of
this system of medicine. A Siddha Science
Development Committee of the Government
is playing an active role in promoting the
use of Siddha medicine (7).

In view of the recent WHO’s goals
of achieving “Health Care for All by the
Year 2000” this study investigates the
current pattern of utilization of indigenous
Tamil medicine (Siddha) in providing
complementary health care in the city of
Madras, Tamil Nadu, at intra-urban levels.
Madras, like many other metropolitan cities
in developing countries with phenomenal
growth in population faces multidimensional
problems related to health care delivery
(B). Approximately 40% of the city’s
population live in slum and squatter settle-
ments where the basic health and other
needs are not fully satisfied or resolved.
Complex variables like socio-economic/
cultural and ethnic status of population
have created different patterns of utiliza-
tion and dimensions of demand for an effec-
tive health care delivery system (9). Madras
is a major modern medical centre in South
India as well as a center for indigenous
Indian medical systems. Indigenous medical
services, provided by both private and public
facilities, have a substantial following among
the city’s population. A dualistic pattern of
the utilization of medical services predomi-
nate in the city (10).

Even though a wide variety of therapeutics
options are found available to the inhabitants
of Madras, the study of the extent of utili-
zation of various health services has not
received much attention (11). Social and
geographical research is particularly lacking

n the area of indigenous medical systems of
India at micro-levels (12). Even though
the health system is viewed as an interface
between providers (supply) and users
(demand), little attention has been paid
so far to the receiver end of the system:
their utilization behaviour, the reasons for
participation, satisfaction level, opinions and
attitudes, willingness to give continued
social support for the health services of their
choice, measurement of effectiveness and
efficiency of medical services, medicines etc.
(13). In general, providers of the system,

. however, have been concentrating much of

their efforts and resources on education,
training, research and institution building,
etc. while the consumer satisfaction seems
to be taken for granted by the providers
(14).  Understanding issues related to
consumer behaviour, quality of care provided,
improving consumer-provider relationship,
interaction, co-operation, and community
participation in their health care programmes
are far from being achieved in the Indian
medical set up. This study therefore, con-
centrates on consumer behaviour as deter-
minants of the use of existing Siddha health
facilities in the city of Madras at intra-
urban levels (15). Understanding the distri-
bution of services, types of utilization,
behaviour, perception, attitudes and socio-
economic status of users as well as the poli-
tical issues related to structure and organiza-
tion of services are very useful for an effec-
tive planning and use of limited financial
and manpower resources in the health care
programmes (16).

RESEARCH DESIGN

This study of utilization pattern
and behaviour of consumers of Siddha
system of medicine in a metropolitan city
like Madras hopes to provide a fairly con-
prehensive picture of the usefulness of this
system for basic health care needs. In order
to observe this process, this research investi-
gation undertook a sample survey of ten
Siddha clinics at different parts of the city.
A purposive sampling technique was used on
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the basis of the concentration of clinics in
the city (Fig. 1). Three major categories
of clinics were selected (Madras City Corpo-
ration — 3 clinics, Tamil Nadu State Gover-
nment — 3 and private clinics — 4) for a
questionnaire survey of patients attending
the clinics to study utilization pattern as
well as to ascertain if differences exist in
their utilization. A sample size of 50 pati-
ents was selected for interviews for each of
the ten clinics to facilitate comparison
between the three categories and also to
help evaluate the validity of responses.
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Fig. 1

Four major areas were investigated
related to clinic utilization pattern and
consumer behavioural characteristics : (1)
utilization behaviour of patients attending
Siddha health clinics; (2) the reasons for
participation in present Siddha treatment or
choice of Siddha therapy; (3) behavioural
satisfaction, attitude and opinion dimensions
is utilization; (4) socio-economic characteri-
stics of the users.

Variables selected for the investiga-
tion were based on the following literature

cited and modified to suit the local physical,
socio-cultural, economic and political set-up.

It is at this juncture, we would like
to present a broad review of literature re-
lated to the concepts of patient utilization
of health services and some of the basic
assumptions on which our field investiga-
tion and questionnaire survey were based.
Behaviour model of utilization of health
care services have been developed by many
writers (17). Most of them are concerned
with the reasons for differential use of
medical systems by isolating variables which
explain a decision to choose a particular
service. McKinley reviewed literature on
several approaches on utilization of health
services: (1) the economic approach; (2)
the socio-demographic approach; (3) the
geographic approach; (4) the social-psycho-
logical approach; (5) the socio-cultural
approach; (6) the organization or “Deli-
very System” approach (18). Geographers
are interested in spatial patterns and the
extent of utilization of various therapies
offered as well as the reasons for choosing
them (19). There is, however, a dearth of
literature from developing countries.

A decision to choose a given health
system is generally found to be dependent
on many variables or based on multiple
influence  of availability, access to health
care, nature of illnesses and diseases, cultu-
ral, social and psychological characteristics
of consumers, knowledge about health care,
their beliefs, attitudes, perception, physical
and financial barriers, cost of care, effec-
tiveness of treatment, quality of care and
influences on the decision-making individ-
uals by their social networks (20). Accord-
ing to many writers the choice of therapy in
many developing countries is based on the
nature of illnesses and diseases (21). Spiegel
and Backhaut state that acceptability,
accessibility, availability, continuity and cost
of care are all linked and related in usage.
For example, “Access has geographic,
financial, social, ethnic and psychic compon-
ent and is thus very difficult to define and
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measure operationally” (22). It is also
pointed out that access for example may be
made easy and influenced by free services
through government programmes.
Geographic proximity of services, and a
reasonable travelling time and distance
from a source is included as an important
determinant of utilization behaviour (23).

Obtaining information on consumer
acceptance or satisfaction with health care
is important as it provides insight into reali-
ties of health care system and centinued
support for a particular service (24). Satis-
faction behaviour is commonly measured by
asking questions such as how satisfactory
are the desirable effects of medicine and
treatment, and absence of undesirable
effects; how satisfactory is the performance
of activities by the providers of care (it also
includes physicians’ performance, confidence
and trust in doctors personal qualities, wait-
ing time, access time, appointments, positive
responses to treatment given, etc.); how
satisfactory are the compliance and the
utilization of services by recipients of care;
how satisfactory are facilities and settings
(25). Satisfaction may be an important
factor in the choice of therapy, though
effectiveness of treatment may supersede it
(26). Many writers stress the importance of
socio-psychological characteristics to measure
and explain the user’s satisfaction behaviour.
Lasker, in her study on the Ivory Coast,
observed that some of the most frequently
cittd major complaints against western
medical care were based on long waits and
delays, high and unexpected costs of treat-
ment, and behaviour of medical personnel
(also related to their indifference, unsatis-
faction, unfriendliness, reluctance to explain
or answer questions. Indigenous medical
practitioners are often said to exhibit
lesser social distance and more openness to
patients when compared with modern health
personnel (27). The measurement of satis-
faction also requires a survey of attitudes
and opinions towards health services (28).

Finally, the socio-economic charac-
teristics (such as occupation, education,

income) of the patients were obtained with
an attempt to find whether any relationship
exists on the basis of therapy utilized for
reported illnesses in relation to socio-econo-
mic status of the users. Selection of vari-
ables to assess utilization of health services
is thus based on conceptualizing them first.
Selection, definition and scale of measure-
ment of individual variables are discussed
under questionnaire analysis.

METHODS OF DATA COLLECTION,
INFORMATION, RECORDING AND
PROCESSING

Most utilization data are generally
derived from one of the following three
principal sources: physician’s record,
hospital/clinic or insurance records and direct
personal interviews or questionnaires in
social surveys (29). We found that in most
of the clinics, records which would provide
a chronological account of the patient’s
visit, their purposes, illnesses and diseases,
diagnosis, therapy and treatment recommen-
dations were not maintained in a systematic
fashion. Some data and records were not
available to the researcher as they were used
only for administrative and planning purposes
A social survey was conducted in each of the
settings by interviewing fifty patients over a
period of 2-5 days per week in a clinic.
Purposive selection was used (30) whereby
the general composition of the sample in
terms of sex and age is decided in advance.
However, it was not possible to strictly
confirm to definite numbers in composi-
tion because of the fluctuating nature of
attendance especially in private and corpora-
tion clinics. Except for the indigenous
medicine Anna hospital, the state governm-
ent/workspot clinics were dominated by
male staff working in the premises. Thus,
it is not possible to say whether the sample
size is representative of the population at
large. However, a pilot survey indicated
different categories of population attending.
various clinics in different composition of
age and sex. The ten clinics were surveyed
over a period of three months from February
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to April 1983. A total of 500 patient visits
were covered. Rates of responses were only
fair in all the clinics. A total of 34 major
questions with numerous sub-divisions were
asked. Both open-ended and closed questions
were asked of the patients.

As there is no known previous work
in this area of study, the survey is intended
to be of descriptive in nature, i.e., an explo-
ratory study designed to increase the investi-
gators’ knowledge with the reality of the
situation they wish to examine further.
Even though a pilot survey was conducted
six months prior to the survey in four differ-
ent clinics other than those selected, it was
not possible to arrive at firm conclusions
regarding certain variables used as the
responses from users of the clinics seem to
be too compliant and passivg to many vari-
ables tested. We consider this study as only
a first step to formulate a guideline for more
precisive investigation to develop hypotheses
to clarify concepts and to identify indices of
value on utilization behaviour of health
services in a developing country situation.
This survey also gives information concern-
ing the situation at a given time. It did not
allow for seasonal variations in health if any
exist. Considering the above limitations in
processing the information and data, no
model is applied. The basic data is studied
and interpreted from simple frequency
distributions.  Simple percentages were
calculated in terms of responses given to
each variable. Separate tables were pre-
pared for selected variables in each of the
ten clinics as well as totals for three major
categories of clinics, and grand totals were
recorded to facilitate comparison-Cross-
tabulations or associations between variables
were not attempted because of the sample
size, type of responses, and other limitations
discussed above. Many compromises have to
be made with the reality of the situation,
the level of sophistication and responses of
the patients interviewed. Findings and
responses were not fully satisfactory. Yeta
broad utilization pattern was discernible.

THE LOCATION/ORGANIZATION AND
STRUCTURAL FEATURES OF SIDDHA
CLINICS

It is necessary here to present a
description of some aspects of the organiza-
tional and structural features of Siddha health
services in context of which utilization
behaviour occurs (31).

Location and Service Characteristics of
Siddha Health-care Facilities

It can be said that political and
economic settings largely determine the loca-
tional and organizational aspects of public
clinics. For example, out of the four state
government-run clinics, two are dictated by
work-spot convenience for government office
workers and are located within the office
complexes. The other two are confined
mainly to heavily populated old residential
low to low-middle income neighbourhoods.
Corporation and private clinics are also
concentrated in the older residential areas.
However, the much more numerous private
clinics are dispersed over many parts of the
city (32). Thus, there are noticeable inequa-
lities in the location of public health care
facilities of Siddha medicine. So far cultural
settings largely determine the organizational
form of health care delivery, especially in
the case of corporation and private clinics
located in convenient old congested residen-
tial areas of demand. In developing societies,
it can be said that bureaucratic organizational

factors influence the behaviour of pro-
fessionals and the nature of the patient’s
contact with the health care delivery system
(33). Government programmes however,
reduce the economic barriers to access of
indigenous health care services. Pinch
observed that “Some inequality inevitably
results from discrete location of facilities
amongst spatially continuous (although)
uneven populations” (34). The crucial
question to ask of planned or established
facility location patterns, is, therefore, how
much inequality is produced or which groups
are most disadvantaged? (35) It is noticed
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that in many Third World cities, location of
public clinics are often as a result of
government policies, not to satisfy the real
needs of population, but to encourage the
development of needs. Some writers see the
locational decision of public facilities as a
result of political process rather than geo-
graphic entity in many instances. This
refutes the concept of equity criteria in
spatial distribution of resources in relation
to spatial distribution of social groups/
population, etc. (36) It is true that a wide
range of type of health facilities are avail-
able to the public. Given such varied organi-
zational structures, there are wide differences
in the utilization patterns and inequalities
in the distribution. To understand the
nature of functioning of indigenous medical
clinics, there is a need to consider the role
played by both private and public sectors.
Geographic proximity of services, as influenc-
ing utilization behaviour is further discussed
later in this paper.

Except for the state government
indigenous medicine hospital, (37) which is a
separate complex in a newly developed
residential area, all other clinics (both the
state government annexes and the city
corporation) are located in concrete build-
ings in heavily populated areas. Invariably,
these clinics are surrounded by shops or
low/medium class residential houses. The
same pattern holds good for private clinics
(38). It is clear that there is absolutely no
scope for any further expansion or rooms
for the benefit of increased patients unless
adjoining premises are acquired for the
purpose. Expansion, however, depends on
increased rates of use. The service facilities

(diagnostic techniques and equipment, tele-.

phone, fan, toilet, wash basin) in most of the
clinics are limited. Facilities at the governm-
ent clinics are a shade higher than the city
corporation or private clinics.

The city corporation and private
clinics studied were established in different
years (Figure 1). The private clinics studied
have been in operation since the sixties while

23

the government clinics are of more recent
origin (the mid-seventies). The city corpora-
tion and private clinics were established in
different years (Figure 1). All the doctors
in the government and corporation clinics
are graduates of BIM (Bachelor or Indian
Medicine) obtained between 1970 and 1974
from the government Siddha College (39).
Except for the large Indigenous medicine
Anna Hospital which employs more than
eight Siddha doctors, the corporation and
overnment clinics have one doctor with a
BIM degree and in some cases assisted by a
male or a female nursing assistant and a
pharmacist. Private clinics do not have any
assistants.

The state government clinics have a
daily attendance averaging between 60 and
80 patients. However, in Anna hospital 350
to 450 out-patients are seen per day (These
figures are only estimates as given by the
Siddha doctors). The average daily attend-
ance in corporation clinics ranges between
60 and 100. It was not possible to estimate
attendance in private clinics. A variation
from S to 25 per day was noticed. The
hospital clinic is limited to only three hours
in the mornings in spite of a heavy demand
for its services as seen by overcrowding. The
rest of the clinics surveyed operate for about
three hours in the mornings and three hours
in the late afternoons.

None of the clinics were able to
furnish complete data on diseases, time taken
to treat them, nor approximate number of
cases treated. The most commonly treated
diseases as stated by the doctors in the
clinics are: arthritis and “vadha” (muscular-
joint pains) which have been given primary
importance followed by asthma, skin diseases,
stomach disorders, coughs and cold, general
disorders and fevers, ulcers, and eye, ear and
dental disorders. Other cases like piles,
diabetes, urinary inflammations, jaundice,
intestinal worms, and hydrocele and anaemia
are also given treatment. Some clinics,
however, seem to be well reputed for treat-
ment of a particular disorder. A comparison
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TABLE 1 : USE OF INDIGENOUS MEDICINE OF SIDDHA CLINIC PATIENTS

Corporation Government Private Total

N=150 % N=150 % N=200 % |N=500 %
Use of indigenous medicine 76 506 47 313 119 595 | 242 484
with modern medicine
Use indigenous 74 493 103 68.6 81 405 | 258 51.6
medicine only
Use IM for
specific illnesses 73 487 67 447 76 380 | 216 432

of clinics revealed that skin diseases are the
most commonly treated followed by *“vadha”
and digestive disorders.

THE QUESTIONNAIRE ANALYSIS
1. Utilization Characteristics

Choice of therapy between various
health care systems:

Our investigation reveals that there
is a dichotomous tendency in the medical
habits of those who seek indigenous (Siddha)
medicine (Table 1). About half of all pati-
ents in the Siddha clinics surveyed use both
indigenous Siddha medicine (SM) and
modern medicine as and when required.
However, in the government clinics, only
31.3% of the patients use SM with modern
medicine. One of the important reasons
given by the patients, who use both systems,
is that they use modern medicine only for
some illnesses and emergencies. Patients
who attend corporation dispensaries stated
that often for quicker relief, they use modem
medicine. A third of the patients in corpora-
tion clinics felt that there are some better
treatments available through modern medi-
cine. Siddha medicine, however, is preferred
for long-term chronic treatments.

Regular use of medical care by order of
priority:

Those who use Siddha and modern
medicine seem to give priority to Siddha

medicine first and only 22% chose Siddha as
secondary to modern medicine for regular
use. Very few use Siddha with other types
of indigenous medicine except a very small
per cent (below one) who use Ayurveda as a
first priority with Siddha as a second. The
priority given to other types of health care
such as Unani and homeopathy is negligible.

Use of SM for specific purpose or general
purpose:

In general, more than 45% of pati-
ents in all the clinics seek SM for specific
illnesses. But the bulk of them in corpora-
tion, government, and private clinics also use
SM for all purposes indicating its import-
ance in basic health care (Table 1).

The above observations confirm the
notion that where there are two (modern
and indigenous) alternative approaches to
the treatment of sickness is available, people
often exhibit a willingness to take what each
has to offer (40).

Use of Siddha by other Members of the
family:

A high percentage of patients in
corporation and private clinics also said that
SM is used by other members of their family.
Change of Clinics:

Overall only 19% of the patients
attending the clinics said that they changed
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TABLE 2 : TREATMENT : TEN LEADING ILLNESSES OF SIDDHA CLINIC PATIENTS

Corporation Government Private Total
N=150 % N=150 % N=200 % |N=500 %
Rheumatism/arthritis 25 166 51 340 28 140 | 104 208
Skin diseases 28 186 29 193 37 155 88 17.6
Digestive disorders 38 253 9 60 4 2.0 51 102
Vadha 13 86 21 140 14 7.0 49 98
Higher fever 47 313 - - 1 0.5 48 9.6
Asthma 9 6.0 8 53 31 15.5 48 9.6
Colds, coughs 44 293 15 100 3 15 47 94
Ulcers 8 53 15 100 10 50 33 6.6
Bronchitis/respiratory 11 7.3 9 6.0 11 5.5 31 62
Piles 5 33 8 53 13 6.5 26 52

clinics from modern to Siddha during their
course of illness. The responses were 30%
and 25% in corporation and government
respectively. The responses to those inter-
viewed in private clinics were very poor.
Ineffectiveness of treatment is cited as the
major reason for changing clinics. More than
69% of the patients did not respond to this
recall question.

Length of period of usage of SM:

The patients (63%) who attend
corporation Siddha clinics have been using
them for more than two years. In the
government clinics and hospitals more than
50% of the patients have been using SM for
the past one year. In the case of private
clinics usage varies between one or two years
(56%); and 24% for more than two years.
New seekers of this medicine seem to go
mainly to the indigenous medicine hospital
and private clinics. However, respondents
did not state clearly their illness duration.
For example: many who use SM for more
than two years have used it for various
disease conditions.

Corporation clinics patients (44%)
use the facilities as and when required. Many
interviewed said they (60%) now obtain

weekly treatment in corporation and gover-
nment clinics. Monthly utilization pattern
is limited to private clinics (67% used once
a month), , indicating their use for chronic
type of ailments. It was observed that the
reason for weekly treatment in corporation
and government clinics is to some extent
based on the practice of giving medicine for
only a week.

Diseases treated

Patients listed 22 diseases for which
treatment is sought in all the clinics. Skin
diseases dominate (Table 2) showing more or
less the same percentage (15%—19%) in all
the three groups of clinics. Rheumatism,
arthritis, vadha and asthma, fever, cold and
coughs, appear in the next order of import-
ance in all the clinics having more or less
the same per cent (10%) seeking relief for
these ailments. Other diseases mentioned
were high blood pressure, bronchitis, migraine
ulcers, tonsilitis, hydrocel/urinary, dental,
diabetes, constipation, menstrual disorders,
nervousness, piles, etc.

Clinical groups show different patterns:

In corporation clinics fevers ranked
first (31.3%) followed by cold and coughs
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TABLE 3 : DISTANCE TRAVELLED BY SIDDHA CLINIC PATIENTS

Corporation Government Private Total

N=150 % N=150 % N=200 % |N=500 %
Less than 1 Km. 123 820 36 240 45 225 | 204 408
1-3Km. 21 140 20 133 56 28.0 97 19.5
3—5Km. 5 33 12 8.0 40 20.0 57 114
5 — 10 Km. 1 07 14 93 30 15.0 45 9.0
Greater than 10 Km. - - 66 440 27 135 93 18.6
No response - - 2 1.3 2 1.0 4 08

(29.3%), digestive disorders (25.3%), and
skin diseases (18.7%). In government clinics
rheumatism patients ranked first (34%)
followed by skin diseases (19.3%), vadha
(14%), and cold/coughs and ulcers (10%
each). In private clinics, skin disease treat-
ment ranked first (15.5%) followed by
asthma (15%) and theumatism (15%). Private
clinics provide specialized treatment. Pati-
ents generally use Siddha clinics for treat-
ment for common ailments. Certain illnesses
of chronic nature, rheumatism, arthritis,
asthma, eczema, diabetes, blood pressure,
leucoderma and cancer also receive attention.

In the government and corporation clinics,
pattern of diseases treated appears similar.
An analysis of list of diseases indicates that
the strength of SM lies in providing relief
for a large number of people for illnesses of
both minor and chronic nature.

Geographic proximity and travel patterns:

Geographic area — Corporation clinics draw
patients from only within the city. The
hospital attracts about 24% from outside the
city with the bulk of them coming from the
immediate areas. Private clinics draw 95%
of their patients from within the city.

Distance travelled — The great majority of
patients (82%) who visit corporafion clinics
travel less than 1 km. (Table 3). Only 14%
travel 1 km to 3 kms. Whereas in all gover-
nment clinics, 44% travel for more than 10

kms; 24% for less than 1 km.; and 13%
travel between 1—3 kms. The highest figure
in the above category is in Anna hospital
with 80% of the patients travelling more
than 10 kms. Overall, 70% travelled less
than 3 kms. and 41% less than 1 km. to
reach their clinics of choice, indicating
most seek the nearest place for Siddha
medicine. Private clinics seem to attract
people from greater distances than corpora-
tion clinics. However, the responses were
only fair in this question.

Time taken to seach the clinics:

We find 74.6% of the patients who
attend corporation clinics, take nearly 10
minutes to reach the clinics. In the case
of state government hospital and clinics,
30% take more than one hour; 20% spend
10—20 minutes. Time taken to reach the
clinics largely depends on the modes of
travel used.

Mode of travel — Nearly 92% of patients said
they walked to the corporation clinics; 2%
used bicycles; 6% used the bus. In the case
of government facilities, 70% used the bus;
6 to 8% used bicycles. The rest used other
modes such as rickshaw, train, etc. Only in
private clinics did the patients come by car
(18% Mylapore); more than 70% came to
private clinics by bus. People who visited
the hospital used two (46%) or three modes
(8%) of travel. 25% used two modes of
travel to reach private clinics.
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TABLE 4 : REASONS FOR CHOOSING SIDHA MEDICINE BY SIDHA CLINIC PATIENTS (1)

Corporation Government Private Total

N=150 % N=150 % N=200 % |N=500 %
Cost 52 346 30 200 1 0.5 82 164
Belief 4 26 - - 2 1.0 6 14
Family 4 26 1 07 5 2.5 10 20
Better treatment 132 880 125 833 196 98.0) 453 90.6
No side effects 91 606 105 700 171 955! 367 734

(1) More than one response was given.

However, in all the above three
travel pattern variables used, the responses
were not clearly stated by the patients.
Hence, it was not possible to develop a
correlation between “geographical distance”
and “travelling time”. The inability of pati-
ents to express approximate distance travell-
ed and the modes of travel used was noticed.
This variable can however, be cross-tabulated
with the question of “where do you reside?”
However, many of the patients were reluct-
ant to give their address or state clearly
their place of residence.

Reasons for Choosing Siddha Medicine

Choice of the medicine and clinic:

Since the corporation and governm-
ent facilities offer free services, the choice
of therapy must also be due to factors other
than the direct service cost. Even though a
kind of traditional belief acts as a selective
principle to help determine the type of care
chosen, better treatment (expectations)
appears to be the motivational force in
choosing this therapy. Belief factor did not
score high as it seems taken for granted. It
seems as if most of the users avail them-
selves of SM and consider it a body of tradi-
tionally sanctioned, accepted and recognized
practice with ready-made proven formulae
and remedies. It is not clear whether they

are aware or concerned with the rational
bases for the indigenous system’s validity
(Table 4)

The bulk (88 to 98%) of the pati-
ents felt that they get better treatment with
SM than modern medicine. Also, 60 to 85%
said that there are no side-effects of the
Siddha medicine (Table 4) About 30%
in the corporation and government clinics
said that they selected SM because it is cost-
free. In choice of a particular clinic, 65%
said nearness of the clinic influenced them.

Influence of social networks in choice:

Overall, the choice of Siddha treat-
ment is mainly due to one’s own decision
(32%) or neighbour’s influence (32%). This
is followed by an influence of a friend
(25.6%) or a relative (22.8%). In the case
private clinics 50% said their neighbour’s
influence was important, while 44% in
corporation indicated ‘own decisions” as the
reason, this probably reflecting their faith in
Siddha medicine.

Satisfaction Levels

Certain indirect measures of satis-
faction may be related to cost, waiting period,
distance travelled, behaviour of medical
personnel, medical procurement and service
facilities (41).
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Services

Nearly a 100% satisfaction was indi-
cated in all the clinics to a question — “are
you satisfied with the Siddha medicine and
services?”” Compliance is indicated. Doctor’s
attitude is reported by 80% as friendly in all
the clinics. In the government hospital the
figure is only 64.6%. Nearly 50% of the pati-
ents in government and corporation clinics
felt that their doctors are understanding and
explain questions clearly; only 20% is noted
for the private clinics. However, the responses
were not complete.

Waiting period:

Overall 35% said they have to wait
for an average of 10 minutes to be seen by
the doctor, with 23% saying 10—20 minutes
and 20% for more than an hour. In corpora-
tion clinics, the period of waiting seems less,
with 75% saying about 10 minutes; in
government facilities, 20% wait for 10—20
minutes as against another 23% for 20—-60
minutes. In the private glinics, at least a
third wait for 1020 minutes, with 18% for
2030 minutes. A high per cent (36%) of
the patients in the hospital said they wait for
more than an hour to see the doctor. Long
waiting can be indicative of crowding or
limited clinical hours, as in the case of the
hospital to just the practitioner giving more
attention to the patients as in the case of less
crowded private clinics.

Cost of treatment:

Generally, the treatment and medi-
cine is free in all corporation and government
facilities. About a third of the state gover-
nment clinics’ patients felt that there would
be better treatment if a nominal fee had to
be paid. People visiting private clinics are
charged a fee according to their income
levels.

Other reasons:

Other reasons cited by the patients
for difficulties in using indigenous and

modern medicine are the long waits in cer-
tain Siddha and modern clinics. About 34%
felt that costs of buying modern medicine
were too high. Communication problems
with the modern doctor were cited by 22%
in corporation clinics. About 66% inter-
viewed in private, and 90% in state governm-
ent clinics stated that they found the service
somewhat indifferent and impersonal in
modern medical facilities as compared to
Siddha clinics.

Overall patients’ attitude towards
services shows a general satisfaction with the
quality of care. Even though the majority
said that they were satisfied with Siddha
medicine, they seem unclear about the
causes of illnesses and the effectiveness of
medicine given to them, as well as not being
able to clearly evaluate their choice and needs.
Their evaluations seem to be fixed upon
expected effects. It confirms the view that
the functional scope of each system is
largely determined by its ability to get
results in specific cases of illnesses (42).
Though it is recognized that user’s satisfac-
tion may be an important factor in explain-
ing the choice of therapy, effectiveness of
treatment.may supercede it (43). The pati-
ent may not provide honest answers (44).
Influence of clinical environment in biasing
the responses has to be considered. Patients
may not want to be critical before they are
treated or on their initial visit. On the
other hand, chronic patients and those
receiving long term care may generally indi-
cate their total acceptance of the system.
In one private clinic (Mylapore) our observa-
tion indicated that it is mainly the personality
of the practitioner which kept them to con-
tinue the therapy.

Our personal field observations of
the process of health care in some of the
clinics indicate that the poorer class receive
less personalized treatment especially in
government and corporation clinics. Doctor-
patient relationship is unstable. Attitude of
doctors in government services is impersonal.
However, it was reported that some of them
do see their patients in their private practice,
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and thus develop a supply of steady customers
for their private practice. In the government
hospital and the clinics, a high turnover of
doctors and lack of a long-term personnel
implies lack of opportunities to develop
personal relationships as well as study the
effectiveness of a particular treatment or
disease. Doctors’ role is authoriarian, active
and tells the passive patients what to do.
They do not help the patient in preventive
aspects of care or health. No health educa-
tion is received or planned for. Therapy
seems to be based on mainly prescribing
drugs though the private practitioners to
some extent emphasize the dietary regula-
tions as prescribed by the principles of
Siddha medicine.

It is also pointed out by Abramson
that “if patients or public are satisfied with
their health care, this does not necessarily
mean that their care is of high quality” (45).
It was observed that many facilities and sett-
ings of both public and private clinics exhibit
somewhat substandard quality in terms of
equipments, diagnostic facilities, availability
of medicines, etc. A review of process of
care is as important as cure component (46).
Setting structure evaluations is a necessity
in such instances. Of course quality of care
evaluation may differ in value in different
categories of patients according to prevalent
illnesses or population group in a cultural/
socio-economic context.

Attitudes and opinions towards Siddha
health care services:

A measurement of satisfaction
requires a survey of attitudes and opinions.
Most patients interviewed do not know or
did not want to express any strong opinions
or valid suggestions to certain open-ended
questions such as those related to satisfac-
tion of medicine, physician’s performance,
services, facilities and settings, government
support for Siddha, suggestions for improve-
ments, etc. However, a summary of few
frequent type of responses by some of the
patients is furnished below:

1. Siddha medicine has no side effects.
It gives permanent relief. But, diet
restriction is a problem. It suits all ages
well. It takes time to cure illnesses.
Modern medicine brings only short-
term and quick relief. Yet most pati-
ents seem to prefer to use both modern
and Siddha medicine. Those who seem
to be concerned with expectations of a
long term cure than immediate relief of
symptoms, prefer to go to a Siddha
clinic.

2. Concerns related to regular supplies of

medicine were expressed by many.
Shortage of medicines are often felt.
Medicines should be given for more than
one week so that frequent time-consum-
ing visits to the hospital can be avoided.
Inadequate medical supplies (situation)
prevent large numbers of patients from
attending the clinics. Medicines should
be given in capsule or tablet forms.
Current packing in papers are not satis-
factory in the city’s hot and humid
environment. Most indigenous medi-
cines taste bitter making it difficult to
administer’especially to children. Better
research is needed. Siddha medicine
should be made cheaper in private
clinics.

3. Dissatisfaction with frequent change of
doctors in government and corporation
clinics was expressed. Most prefer to be
treated by the same doctor so they do
not have to repeat their case history,
etc. Many would like to see more
government support for Siddha medi-
cine as well as opening up of more
clinics/hospitals at convenient locations
in the city. Clinic hours should be
lengthened. More doctors should be
appointed and the practice of doctors’
transfers should be eliminated..

Socio-Economic Characteristics of the Users:
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TABLE 5 : SELECTED DEMOGRAPHIC AND SOCIAL CHARACTERISTICS OF SIDDHA

CLINIC PATIENTS
Corporation  Government Private Total
N=150 % N=150 % =200 % |N=500 %
Sex
Male 75 500 94 627 114 570 283 565
Female 75 500 56 373 86 43.0] 217 435
Education
Hliterate 27 180 24 16.0 1 0.5 52 105
Primary 58 38,6 38 253 39 185 135 27.0
High school 60 400 62 413 122 61.01 244 488
College/technical 2 1.3 25 167 36 181 63 12.6
Not stated J 3 2.0 1 0.7 2 1.0 6 12

Sex, Age and Place of Birth:

In corporation clinics, an almost
equal number of male and female respond-
ents were found. In government clinics,
males (62%) dominated in attendance. A
more balanced sex ratio was seen in the
private clinics (Table 5).

The predominant age groups of
patients (i.e. more than 50%), seem to be
around 20-35, followed by 35-50 in all
the clinics (Table 5). The majority of the
patients said that they were born in Madras
City.

Occupation

In corporation clinics 35% were
housewives, followed by labourers (18.6%),
students (6.6%), teachers (6%) and workers
(6%). All other categories such as officials,
farmers, drivers, businessmen, shopowners,
tailors, retirees showed less than 2% each.
Government clinics were dominated by
government employees (36.6%) followed by
housewives (22.6%) and labourers (10%).
Private clinics were most frequented by
housewives (38.5%) followed by business

(17%), students, (8%) and shop owners
(%).

Income:

Only a subjective analysis is possible.
Very low and low income groups dominated
the corporation and government clinics.
However, middle income were also seen in
the hospital and government clinics and in
the workspot/government clinic. About
75% of the people visiting the private clinics
said they are from the middle income group.
The income statements given by the respond-
ents were not too reliable.

Education:

The basic assumption would be
formal education helps to diminish tradi-
tional medical beliefs in many ways. The
college-educated (12% to 30%) attended
mostly the private clinics. 40% of those
attending corporation clinics had high school
education and 38% had primary education.
In corporation clinics, 10 to 25% were found
to be illiterates and also about 15% to 25%
of those attending the government clinics.
It can also be said that Siddha is being
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propagated and promoted especially as part
of the plans to revive and strengthen Tamil
culture and heritage by the state government.
Thus it seems to control the type of users by
directing its welfare efforts towards very low
and no-income Tamil-speaking urbanites
who are commonly found in the heavily
congested old residential neighbourhoods
of the city and near industrial zones. More
than 80% of those utilizing the facilities
were Tamil speaking followed by a minority
of (10—15%) Telugu-speaking population.
Some 80% were Hindus.

Interpretations of some of the findings and
drawbacks of the survey

This research undertook to investi-
gate five areas of significance in utilization
pattern and characteristics of users of selec-
ted Siddha clinical facilities in the city of
Madias.

Some selected interpretations from
the questionnaire analysis on utilization
behaviour, the reasons for choice of therapy,
satisfaction, attitudes and opinions of res-
pondents and their socio-economic charac-
teristics are presented below:

Utilization Patterns:

Integration of modern and indigen-
ous medicine occurs as a result of duality of
people’s practice to seek both systems. As
far as people’s own interests are concerned,
it can be considered as a question of choice
and the freedom to choose and decide.

Other questions such as “Does SM
complement modern medicine to evaluate.
This is especially so in cases of treatment of
diseases such as skin, rheumatoid arthritis,
jaundice, asthma, eczema, etc. If this
complementary of function can be identi-
fied, it may help explain dual reliance on
traditional and modern health care system
and develop an efficient health plan. The
responses of patients as to when they chose
modern medicine or SM for a particular

illness or ailment and how effective their
treatment and medicine are ambiguous and
difficult to obtain in this survey. It was
also difficult to identify patients with
long-term and short-term care, chronic ail-
ments, etc. though the length of period of
use of SM was stated by some. What dura-
tions make a disease chronic —~ 3 months,
6 months or a year? Diagnostic procedures
for identifying diseases were not clearly
understood or explained to patients. Thus it
was difficult to clearly date iliness duration
to various diseases listed. Many patients had
difficulty explaining their illnesses. In most
instances, they described symptoms of the
disease. No clear cut lines could be establi-
shed for terms like fever, vadha diseases,
body pains, headaches, general weaknesses,
skin diseases, etc.

According to the doctors, seasonai
variations do occur in patient load and
types of diseases treated. Peak incidence is
the monsoon season (October—Navember).
This area needs further exploration.

Recall questions concerning past
events or experiences such as how many
times you changed clinics, how effective
your previous experience with this medi-
cine, place of birth, and distance and mode
and cost of travel were often not answered

properly by many.

Some writers have considered geo-
graphical proximity of services as an import-
ant determinant of utilization behaviour
(47). The distance travelled indicator also
includes travel cost, time and mode of travel.
The hospitals and neighbourhood corpora-
tion clinics and private exhibit somewhat
different patterns of distance travelled to
the site as shown in this investigation.
Overall, a negative relationship between
distance and utilization of health care is
noted. In many instances, as distance tra-
velled to clinics increases, the patients went
to larger facilities such as the indigenous
hospital in this study and travel much
longer distances for using public hospitals
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(48). The poor in many cases are obliged to
undertake long, expensive and time-consum-
ing trips to distant hospitals (49). This is al
also true of the indigenous medical hospital
in this study. While most small clinics
such as the corporation and government
clinics attract patients within a radius of one
km., private clinics seem to attract patients
from longer distances. Much more research
work is needed to determine the precise
effect and efficiency, if any, of geographical
proximation in relation to utilization.

The reasons for choosing Siddha heaith care:

Major attractive forces in the choice
of Siddha treatment were found to be: low
cost or no cost treatment, effectiveness and
expectations of long term cure, belief in the
system, previous knowledge, familiarity
experience, social contacts, its simplicity
and ease of access; facilities and service
styles more suited to indigenous health
care seeker’s background. Even though
majority of users said better treatment was
a major reason for choosing SM, it was
not clear as to whether at the time of the
interview, patients undergoing treatment
see it from their own expectations of long
term cure or from belief and confidence in
the medicine or as a result of failure to
obtain relief from modern medicine. Gould
pointed out that patient accepts the choice
of therapy to the degree that its use appears
to yield favourable results, but has little
conscious awareness of the empirical bases
of either modern or indigenous system.
“His evaluations are fixed upon effects”
(50). Thus, the choice of therapy is often
said to be based on the nature of illnesses
and diseases and efféctiveness of treatment
as experienced by the user (51).

Patients’ satisfaction, attitudes and opinions:

Satisfaction must be recognized as
an indicator of continued social support for
the type of medicine chosen. Patients’ ability
to understand several of the satisfaction
questions asked were limited. Hence, they
either didn’t know or did not want to

respond since they have aiready decided on a
particular health care system. Thus, open-
ended questions related to satisfaction and
quality of care produced difficulties when it
came to interpreting. Even though majority
said that they are satisfied with their treat-
ment, and their doctors and the facilities,
but as it was pointed out earlier, this does
not necessarily mean that their care is of
high quality. Abramson points out that
“satisfaction does, however, enhance the
prospects of compliance and the proper
utilization of services, and it is also an
important additional end-result in its own

right” (52).

Research is needed to develop
better measure of patient’s satisfaction and
quality of health care provided. Health care
programmes of government are not necess-
arily questioned or evaluated so far. Further
evaluative studies are needed to test whether
the performance of clinics has any signifi-
cant beneficial effects on the community or
population group it is directed to serve. For
examp. °, the newly established Anna hospital
with its better diagnostic, clinical and cura-
tive techniques as well as specialized, organi-
zed, standardized, impersonalized, services is
able to give fuller and more adequate medical
care than the smaller clinics (both private
and public). The small corporation and pri-
vate clinics seem to operate in isolation from
the surroundings communities. However,
neighbourhood public clinics can serve a
community more effectively if a model of
community health center linkages could be
planned which emphasize promotive and
preventive health care and not just curative
work. Social workers and paramedics could
form a vital link. This will also promote
active participation of members in the
community in the identification and solu-
tions of their community health and environ-
mental problems along with an integrated
problem of poverty. A consumer headed
board drawn from members of various
neighbourhood associations to be represen-
tedin SiddhaScience DevelopmentCommittee
in policy making is necessary.
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On the part of the clinics, more
incentives should be given to the indigenous
doctors and their staff, and better training,
and communication with patients should be
improved. Regular record keeping of pati-
ents and diseases treated should be planned
and enforced.

Other structural factors which affect
the quality of care at neighbourhood type
clinics (corporation, private and government
annexes) are related to regular supply and
availability of commonly wused indigenous
medicines, better diagnostic techniques and
facilities for both short-term and long-term
care and continuity of care for chronic ail-
ments. In provision of basic health care,
“A system of relationship is involved, and
participating in the system are organized
institutions as well as individual knowledge
and attitudes™ (53). Lack of maintenance of
health records again limits research to assess
the efficiency and effectiveness of practices
related to treatment, disease, specific process
criteria. Developing simple measures of the
quality of providers need further research.

The measurement of satisfaction
also requires a survey of attitudes and
opinions which may give a better indication
of evaluative dimension of quality of care
and/or effectiveness. Few common responses
were indicated: more Siddha clinics at
convenient locations to reduce travel costs
and time; concerns related to costs and
regular supply of medicines and type of pack-
ages; extension of clinical hours; preference
for the same doctors, not to be transferred,
etc. These indicators still would not give as
a clue as to how to measure the effectiveness
of Siddha medicine, which in our opinion is
the most difficult variable to measure with-
out systematic record maintenance of
individual case history as well as various
types of diseases treated and medicines used
in each clinic.

Socio-economic characteristics of users of
Siddha clinical facilities:

Even though McDonald in his
study stated that “In Indian set up, differen-

tial support for the two systems exist —
modern medicine continues to enjoy the
patronage provided by the dominant classes
and their social values, and by the academic
and political authorities”, (54) and that
indigenous medicine seems more dependent
upon or works through social supports in
the community. The lower income groups
are more dependent upon indigenous medi-
cine in spite of predominance of modern
medicine (55). It is not clear in urban sett-
ings, how various income and occupational
groups patronize various alternative types of
health care. Though the results of this
survey point out that the city corporation
clinics mainly attract low income, working
class population from both the modern and
informal sectors of the city, private clinics
present a different pattern. The latter seem
to attract population of all categories and
types. Of course caution must be exercised

in generalizations about private clinics as our
sample is too small compared to more than
650 registered practitioners of Siddha medi-
cine of many grades and various degrees of
sophistication in Madras (56). However,
earlier study by these researchers confirms
this pattern. On the other hand, the two
government clinics (only one was surveyed
in this research) with their work-spot conve-
niences provide a potential setting for use by
office workers of various levels and income.
Thus, special populations are encountered in
state government work spot clinics. We can
infer that the generalizations made from our
sample size may not be completely correct
or perfect at this stage. A disadvantage is
thus encountered in this sample survey in
that it is not really known whether there are
differences between the persons chosen in
each category of clinics and the total popula-
tion. Many shortcomings have still to be
overcome in a sample survey of this type.

This survey is mostly descriptive
and explorative. To study the determinative
process of why people utilize indigenous
medicine needs further research, and refine-
ment and testing in view of lack of previous
work in utilization/behavioural research
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model. Formulating and testing hypotheses
may further help to explain the patterns.

Integration of modern and indigen-
ous system of medicine occurs as a result of
duality of people’s practice to seek both
systems. As far as people’s own interests
are concerned, it can be considered a ques-
tion of choice and the freedom to choose,
decide and integrate both systems. This
seems to be mainly based on their percep-
tion of the effectiveness of treatment.
However, overall it can be asserted that
the greater the range of possibilities of alter-
native methods of medical care and the more

likely it is that consumers will make judge-
ment on the health of their choice on the
basis of factors such as proximity, cost,
type of illnesses, social contacts, satisfaction
of physical and psychological needs, etc.
With government support, the Siddha
health services are being expanded. Both
modern and indigenous health services are
largely within the reach of the city’s popula-
tion. More studies of this nature are how-
ever, needed to assess decision making
process in choosing the forms of health care,
the quality and effectiveness of care as well
as how efficiently the scarce resources are
being utilized, and the extent of social
support given by the consumers to indigen-

equivalent their accessibility, the more ous systems of medicine.
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