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Health care and equity in India

Y Balarajan, S Selvaraj, SV Subramanian

In India, despite improvements in access to health care, inequalities are related to socioeconomic status, geography,
and gender, and are compounded by high out-of-pocket expenditures, with more than three-quarters of the increasing
financial burden of health care being met by households. Health-care expenditures exacerbate poverty, with about
39 million additional people falling into poverty every year as a result of such expenditures. We identify key challenges
for the achievement of equity in service provision, and equity in financing and financial risk protection in India.
These challenges include an imbalance in resource allocation, inadequate physical access to high-quality health
services and human resources for health, high out-of-pocket health expenditures, inflation in health spending, and
behavioural factors that affect the demand for appropriate health care. Use of equity metrics in monitoring,
assessment, and strategic planning; investment in development of a rigorous knowledge base of health-systems
research; development of a refined equity-focused process of deliberative decision making in health reform; and
redefinition of the specific responsibilities and accountabilities of key actors are needed to try to achieve equity in
health care in India. The implementation of these principles with strengthened public health and primary-care
services will help to ensure a more equitable health care for India’s population.

Introduction
India accounts for a substantial proportion of the global
burden of disease, with 18% of deaths and 20% of
disability-adjusted life-years (DALYs).! Although the
burden of chronic disease accounts for 53% of deaths
(44% of DALYs), 36% of deaths (42% of DALYs) are
attributable to communicable diseases, maternal and
perinatal disorders, and nutritional deficiencies, which
suggests a protracted epidemiological transition.? A fifth
of maternal deaths and a quarter of child deaths in the
world occur in India.** Life expectancy at birth is 63 years
for boys and 66 years for girls, and the mortality rate for
children younger than 5 years is 69 per 1000 livebirths
in India—higher than the average for southeast Asia
(63 per 1000 livebirths).®

These data, however, mask the substantial variation in
health within India. Although health outcomes have
improved with time, they continue to be strongly
determined by factors such as gender, caste, wealth,
education, and geography.*® Caste in India represents a
social stratification: categories routinely used for
population-based monitoring are scheduled caste,
scheduled tribe, other backward class, and other caste;
scheduled tribes (8%) and schedules castes (16%) are
thought to be the most socially disadvantaged groups in
India.’ For example, the infant mortality rate was 82 per
1000 livebirths in the poorest wealth quintile and 34 per
1000 livebirths in the richest wealth quintile in 2005-06."
The mortality rate in children younger than 5 years who
are born to mothers with no education compared with
those with more than 5 years of education was 106 per
1000 livebirths and 49 per 1000 livebirths, respectively,
during 1995-96 to 2005-06 (figure 1). The variation in
mortality in children younger than 5 years in different
states tends to be largely associated with the extent of
the economic development of the state (figure 2). India

www.thelancet.com Vol 377 February 5, 2011

has substantial geographical inequalities in health
outcomes—eg, life expectancy is 56 years in Madhya
Pradesh and 74 years in Kerala; this difference of 18 years
is higher than the provincial differences in life expectancy
in China,” or the interstate differences in the USA."
Many of the inequities in health result from a wide
range of social, economic, and political circumstances or
factors that differentially affect the distribution of health
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+ Substantial socioeconomic inequalities exist in access to health care in India. In
2005-06, national immunisation coverage was 44%, whereas the coverage was
64% for children of mothers with more than 5 years of education, and 26% for
children of mothers with no education. Similarly, even though rates of delivery in
institutions have increased with time, only 40% of women in India report giving
birth in a health facility for their previous birth in 2005-06, with women in the
richest quintile six times more likely to deliver in an institution than those in the

poorest quintile.

+ Inadequate public expenditure on health (estimated to be 1-10% of
the share of the gross domestic product during 2008-09), and imbalanced
resource allocation with much variation between state expenditures on
health, restrict capacity to ensure adequate and appropriate physical access to
good-quality health services. For example, per person public health expenditures
in Bihar were estimated to be INR93 compared with INR630 in Himachal Pradesh
in 2004-05. Furthermore, a greater proportion of resources are directed towards
urban-based and curative services that suggest an urban bias and rural

disadvantage in access to health-care services.

+ More than three-quarters of health spending in India is paid privately. High out-of-

pocket health expenditures, therefore, are a major source of inequity in financing
of health care and in financial risk protection from health adversities. This effect is
disproportionate across population groups; health expenditures account for more
than half of Indian households falling into poverty, with about 39 million Indian
people being pushed into poverty every year.

(Continues on next page)
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«  Between 1986-87 and 2004, the absolute expenditures per outpatient visit and
inpatient visit in rural and urban areas increased, particularly affecting the ability of
the poorest individuals to access services. Although costs have increased in the public
and private sectors, the increase has been much faster (>100%) in the private sector.
Expenditures for drugs, which represent 70-80% of out-of-pocket expenditures for
outpatients, have been increasing with time at a rate that is at least twice as fast as
the general price increase.

« Policies oriented towards incorporation of equity metrics in monitoring,
assessment, and strategic planning of health care; investment in development
of a rigorous knowledge base of health-systems research; development of
equity-focused process of deliberative decision making in health reform; and
redefinition of the specific responsibilities and accountabilities of key players along
with strengthening the foundation of public health and primary care, provide an
approach for ensuring more equitable health care for India’s population.
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Figure 1: Inequalities in mortality in children younger than 5 years in India

Sources are National Family Health Surveys.*** Mortality rates for children younger than 5 years are for the 10 years
before the survey (analysis excludes month of interview). Inequalities in wealth are presented as poorest quintile
versus richest quintile, and those in mother’s education as no education versus more than 5 years of education.
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within a population. Since some of these inequities in
health result from the unfair distribution of the primary
social goods, power, and resources, the social
determinants of health need to be addressed (panel 1).2*
A primary goal of public policies should be to address
any inequities in health, with health systems having a
special and specific role in the achievement of equity in
health care and health, alongside efficiency.»**

Equity in health and health care has been a long-term
guiding principle of health policy in India, with a

commitment to provide for the needs of individuals who
are poor and underprivileged. A detailed plan for
provision of universal coverage for the Indian population
through a government-led health service was set outin a
report by the Health Survey and Development Committee
in 1946.* Since then, health policies and priorities have
been outlined in the Five Year Plans, developed as part
of India’s centralised planning and development strategy.
The need for universal comprehensive care was
reiterated in the first official National Health Policy
proposed in 1983.” Shaped by the Alma Ata Declaration,”
recommendations emphasised in this policy were
improved primary health care, decentralisation of the
health system, improved community participation, and
expansion of the private sector to reduce the burden on
the public sector.” Although the second National Health
Policy in 2002 continued to support India’s vision, it was
undertaken on the “basis of realistic considerations of
capacity”.” In 2009, the Government of India drafted a
National Health Bill for the legal system to recognise the
right to health and right to health care with a stated
recognition to address the social determinants of
health.® However, implementation of  policy
commitments to equity in health care remains a
challenge because of India’s institutional and
implementation capabilities,” and is also a challenge for
the global health community.”

In this report, we first describe the inequalities in
access to health care. By use of a supply-demand
framework, we discuss the key challenges in the
achievement of a health system that provides equity in
service delivery, and health financing and protection of
financial risk (figure 3).

Inequalities in health care

In India, individuals with the greatest need for health
care have the greatest difficulty in accessing health
services and are least likely to have their health needs
met.*** We conceptualise access as the ability to receive
a specific number of services, of specified quality, subject
to a specified constraint of inconvenience and cost,*
with use of selected health services as a proxy for access.
To show the persisting inequities in health care in India,
we focus on access to maternal and child health services
since the disease burden relating to communicable,
maternal, and perinatal disorders can be partly addressed
by access to these services.

Use of preventive services such as antenatal care and
immunisations remains suboptimum, with much
variation in their use by gender, socioeconomic status,
and location. In 2005-06, national immunisation
coverage was 44%."° Immunisation coverage varies by
household wealth and education, with absolute and
relative inequalities generally showing reduction with
time (figure 4).° Inequalities exist by caste—eg, in
2005-06, immunisation coverage among scheduled
tribes and scheduled castes was 31-3% and 39-7%,
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Figure 2: Association between mortality in children younger than 5 years and state’s domestic product per person (at factor cost at current prices)
Sources are National Family Health Surveys,* Office of the Registrar General and Census Commissioner,® and Ministry of Statistics and Programme Implementation.”

Area of each circle is proportional to the size of the population in the state.

respectively, compared with 53-8% among other castes,”
and absolute inequalities between these castes increased
with time.*"” Coverage remains higher in urban
areas (58%) than in rural areas (39%)," although absolute
and relative urban-rural differences have decreased with
time.*? The absolute gender gap has increased
from 2-6% in 1992-93 to 3-8% in 2005-06.""

Similar patterns in inequalities have been noted for
antenatal care coverage (webappendix p 1). In 2005-06,
77% of Indian women received some form of antenatal
care during their pregnancies in the 5 years before the
survey, although only 52% had three or more visits.”
Overall, coverage of antenatal care has improved with
time. Inequalities by wealth, education, and urban or
rural residence, persist, however, even though absolute
and relative inequalities have decreased with time.
Differences between states are substantial in both the
number of antenatal visits and the type of services
provided during these visits.

Inadequate access to appropriate maternal health
services remains an important determinant of maternal
mortality. Although the proportion of deliveries in
institutions has increased with time, only 38-7% of
women in India report giving birth in a health facility for
their most recent birth in 2005-06." Women in the
richest quintile were six times more likely to deliver in
an institution than were those in the poorest quintile
(webappendix p 2). Although this relative difference in
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inequality has decreased with time, the absolute
difference in the proportion of delivery in an institution
between the poorest and richest quintiles has increased
from 65% in 1992-93 to 70% in 2005-06."" Among
scheduled tribes, delivery in an institution was 17-1% in
1998-99 and only 17-7% in 2005-06."" Rates of
admission to hospital also vary by gender, wealth, and
urban or rural residence.” Some of this variation might
be due to differences in actual and perceived need and
health-seeking behaviour; indeed, evidence suggests that
gender inequalities exist in untreated morbidity, and
illness is probably under-reported among women.*

Although poor individuals are more likely to seek care
in the public sector than in the private sector, rich people
use a greater share of public services, and are more likely
to use tertiary care and hospital-based services.” Rich
individuals are also more likely to be admitted to hospital
than are poor people and have longer inpatient stays in
hospitals in the public sector.® Analysis of the 52nd
round (1995-96) of the National Sample Survey” of
health services in the public sector showed a more
equitable distribution of services for preventive care
(immunisation and antenatal visits) than did most of
those for curative care.

Factors affecting supply of health care
Efficient allocation of resources between primary,
secondary, and tertiary care, and geographical regions is
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Panel 1: Key definitions and concepts

Social determinants of health
These refer to the social, economic, and political situations that affect the health of
individuals, communities, and populations.*

Absolute and relative inequalities in health

Inequality in health is an empirical notion and refers to differences in health status between
different groups.” It is a multidimensional concept, consisting of technical and normative
judgments in the choice of appropriate metrics.’* We have presented absolute and relative
inequalities.

The rate difference is the absolute difference in prevalence or rates between groups and is
a measurement of absolute inequality. For example, the absolute inequality in
immunisation coverage (Imm) can be expressed as Imm,,,-Imm,,.. Conversely, the rate

ratio is the relative difference between groups, and is a measurement of relative
inequality—eg, the relative inequality can be expressed as Imm,, /Imm,..

Inequity in health and health care

Inequity in health is a normative concept and refers to those inequalities that are judged
to be unjust or unfair because they result from socially derived processes.”*** Equity in
health care requires active engagement in planning, implementation, and regulation of
health systems to make unbiased and accountable arrangements that address the needs
of all members of society.”

Health system and health-systems performance

The health system as defined by WHO describes “all the activities whose primary purpose
is to promote, restore, or maintain health.” We have adopted the deterministic
framework that was developed by Roberts? to conceptualise the health system. When
the goals of the health system are the equitable distribution of health outcomes, financial
risk protection, and public satisfaction, adjustments to the components of the system—
financing, payment, organisation, regulation, and behaviour—are treated as part of the
policy processes that can be used to strengthen health-system performance. They can be
used to indirectly improve the intermediate performance goals of access to health care,
quality, and efficiency, or can directly change the performance goals.
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crucial to ensure the availability of appropriate and
adequately resourced health services.? In India, this
challenge is compounded by low public financing with
substantial variation Dbetween states.” India’s total
expenditure on health was estimated to be 4-13% of the
gross domestic product (GDP) in 2008-09, of which the
public expenditure on health was estimated to be 1-10%.
Private expenditures on health have remained high
during the previous decade,” with India having one of the
highest proportions of household out-of-pocket health
expenditures in the world—71-1% in 2004-05.

Per person expenditures disbursed by the central
government to states are fairly similar, irrespective of the
different capabilities and health needs of the states.”
Expenditures on health differ by a factor of seven between
the major states—eg, public expenditure per person in
2004-05 was estimated to be INR93 in Bihar compared
with INR630 in Himachal Pradesh.” Besides interstate
variations, a greater proportion of resources are given to
urban-based services and curative services, with 29-2% of
public expenditures (both central and state) allocated to
urban allopathic services compared with 11-8% of public

expenditures allocated to rural allopathic services in
2004-05.” This imbalance in allocation is worsened by a
bias in the private sector towards curative services, which
tend to be provided in wealthy urban areas. The curative
services are mainly provided in the private sector, and
evidence from national household surveys shows that the
private sector in the previous two decades has become the
main provider of inpatient care.”

Physical access is a major barrier to preventive and
curative health services for India’s (>70%) rural population.
The number of beds in government hospitals in urban
areas is more than twice that in rural areas,” and the rapid
development of the private sector in urban areas has
resulted in an unplanned and unequal geographical
distribution of services.” Although the concentration of
facilities in urban areas might encourage economies of
scale, the distribution of services is an important factor
that affects equity in health care, mainly because many
vulnerable groups tend to be clustered in areas where
servicesarescarce. In 2008, an estimated 11289 government
hospitals had 494510 beds, with regional variation ranging
from 533 people per bed in a government hospital in
Arunachal Pradesh to 5494 in Jharkhand.*

Since distance to facilities is a key determinant for
access,®* outreach programmes or good transport, roads,
and communication networks are important to reach
disadvantaged and physically isolated groups, such as the
scheduled tribes. Distance remains a greater barrier for
women than for men.® Furthermore, physical access of
services does not assure their use since the costs associated
with seeking care also preclude uptake, even when services
are available.

India needs sustainable, high-quality human resources
for health with a variety of skills and who are adequately
distributed in all states, particularly in rural areas.” India
has more than 1 million rural practitioners, many of
whom are not formally trained or licensed.” Another
challenge to assurance of equity in health care is that the
most disadvantaged individuals are more likely to receive
treatment from less qualified providers.

Quality is defined by the use of several criteria, such as
safety, effectiveness, timeliness, and patient focus, and it
can broadly be divided into service and clinical quality.” In
India, quality in health care is not well understood, with
insufficient evidence to infer how it affects equity.”
Adequate regulation of the public and private sectors has
been difficult to achieve. Despite the complex regulatory
framework, with an extensive set of legal regulations, such
as the Indian Penal Code, the Indian Contract Act, and the
Law of Torts, effective enforcement and implementation
remain difficult.***

Quality is affected by high rates of absenteeism among
health workers (>40% in some studies), restrictions in
opening hours, insufficient availability of drugs and other
supplies, poor-quality work environments, and inadequate
provider training and knowledge.**"*** In urban centres,
individuals who are poor are more likely to visit private
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and public providers who are not sufficiently competent.”
In a study done in rural Rajasthan, most private providers
were unqualified—about 40% did not have a medical
degree, and almost 20% had not completed secondary
school education.” Dissatisfaction with the quality of care
in the public sector might be the reason why individuals
who are poor seeking care in the private sector.® Reduction
of the exposure to unnecessary and potentially harmful
treatments, and encouragement of appropriate health-
seeking behaviour are important issues.”*** Since
individuals who are disadvantaged and poor are more
likely to receive poor-quality services,”*these issues have
important implications for assurance of equity in
health care.”

Regulatory deficiencies in the private sector were partly
redressed by the inclusion of private medical practice in
the Consumer Protection Act in 1986,” with recognition
of the patient’s rights and proposals for resolutions during
consumer forums. Other authorities involved in regulating
the private sector include the Insurance Regulatory and
Development Authority, Central Drug Standard Control
Organisation, National Pharmaceutical Pricing Authority,
state drug controllers and the nursing home acts of
different cities and states, and until recently the Medical
Council of India.™*

Factors affecting demand for health care
Insufficient public financing, lack of a comprehensive
method for risk pooling, and high out-of-pocket
expenditures because of rising health costs are key factors
that affect equity in health financing and financial risk
protection.” Evidence from surveys of mnational
expenditures suggests that inequalities in health financing
have worsened during the past two decades.” Only about
10% of the Indian population are covered by any form of
social or voluntary health insurance, which is mainly
offered through government schemes for selected
employment groups in the organised sector (eg, state
insurance scheme for employees, central government
health scheme).* The Insurance Regulatory and
Development Authority Bill was passed in 1999, and
private insurance companies account for 6-1% of health
expenditures on insurance.”* Community-based health-
insurance schemes and schemes for the informal sector
that encourage risk pooling provide for less than 1% of
the population.®*

Individuals who are poor are most sensitive to the cost of
health care;™ they are less likely than are those who are rich
to seek care when they are ill, and this difference is more
evident in rural than in urban areas.” Moreover, people
who are poor are most likely to report financial cost as the
reason for foregoing care when they have an illness, and
this effect has increased with time for individuals living in
rural and urban areas.® For example, the cost of maternal
care is not affordable for the poorest households (lowest
two deciles), when the average costs incurred during the
year of childbirth exceeds their yearly capacity to pay.”
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Figure 3: Conceptual model of challenges to achievement of equity in
health care

Out-of-pocket expenditure on health, as a proportion of
household expenditure, has increased with time in rural
and urban areas.®” Expenditures on inpatient and
outpatient health care are consistently higher in private
facilities than in public facilities; and expenditure is
greater for non-communicable diseases than for
communicable diseases.” Notably, the proportion of
money spent on health has increased most for the poorest
households (figure 5).7
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Figure 4: Trends in inequalities in coverage of immunisation expressed as rate difference (A) and rate ratio (B)
Sources are National Family Health Surveys.*** Rate difference is absolute inequalities. Rate ratio is relative
inequalities. The immunisation coverage represents the percentage of children aged 12-23 months who had
received full immunisation consisting of BCG, measles, and three doses each of diphtheria, tetanus, pertussis, and

polio vaccines (excluding polio vaccine given at birth). *Reference group.
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Figure 5: Trends in out-of-pocket health expenditures in households per
episode, as a share of income by income group and residence

Data from Yip and Mahal.”” Yearly income per person accounts for household size
and is standardised to 1993 INR. *As a share of income. tLowest quintile income
group. $Highest quintile income group.

The financial burden of inpatient and outpatient care
is consistently greater for rural households than for
urban households, with rapid increase in expenditures
per admission. In 2004-05, about 14% of rural
households and 12% of urban households spent more
than 10% of their total consumption expenditure on
health care.® Treatment in hospital is also expensive,
with more than a third of costs paid by borrowing
money.” Even for inpatient care, drug expenditures
account for the largest burden of this cost.” Drugs,
diagnostic tests, and medical appliances account for
more than half of out-of-pocket expenditures.”

50 472 [ Before OOPP

[ After OOPP

457 439 425

40 38.0

354
310
30

254

19-8
20 173

154

104

Population living below poverty line (%)

T T T
Scheduled tribe Scheduled caste Other backward class Others

Figure 6: Effect of out-of-pocket payments on poverty ratios in India

Calculations were based on Consumer Expenditure Surveys 1993-94 (50th Round),” 1999-2000 (55th Round),”
and 2004-05 (61st Round),” National Sample Survey Organisation. In India, official poverty lines are based on a
norm of the cost of 2400 calories per person per day for rural areas and 2100 calories per person per day for urban
areas. The proportion of the population with monthly per person expenditure of less than the specified poverty
line (calorie norm) are judged to be living below the poverty line. Before out-of-pocket payment (OOPP) is the
proportion of the population living below the poverty line without OOPP being taken into account; after OOPP is
the proportion of the population living below the poverty line after OOPP was taken into account.
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Evidence from several developing countries shows that
out-of-pocket expenditures on health exacerbate poverty.”
Inadequate protection of financial risk against financial
shocks that are associated with the costs of medical
treatment have worsened the poverty in many
households.” 1ll health and health expenditures are
contributory factors for more than half of households
that fall into poverty.” In 2004-05, about 39-0 million
(30-6 million in rural areas and 8-4 million in urban
areas) Indian people fell into poverty every year as a result
of out-of-pocket expenditures.* These estimates do not
take into account the effects on people already living
below the poverty line who are pushed further into
poverty or those groups who are forced to forego health
care as a result of the costs. The absolute and relative
effects of out-of-pocket expenditures on poverty have
been increasing.” The effect of health expenditures are
greater in rural areas and in poorer states, where a greater
proportion of the population live near the poverty line,
with the burden falling heavily on scheduled tribes and
scheduled castes. (figure 6).

Inflation in health spending is another major factor that
constrains access to health services and equity in
financing. Between 1986-87 and 2004, the absolute
expenditures per outpatient and inpatient visit in rural
and urban areas increased,” affecting the access to
services for the poorest individuals. Although costs have
increased in the public and private sectors, the increase
has been much faster (>100% between 1986-87 and 2004)
in the private sector.” Increase in expenditures has been
fastest for inpatient services in rural areas.”

Expenditure on drugs has been increasing with time,
and drug costs constitute a greater proportion of out-of-
pocket expenditures for people who are poor than for
those who are not (webappendix pp 3—4). Inefficient
control of drug prices, regulation of the pharmaceutical
market, and procurement and distribution mechanisms
exacerbate inequitable access to affordable good-quality
drugs.®* The proportion of drugs that are price controlled
has decreased greatly—about 90% of drugs were price
controlled in the 1970s, but now only about 10% are.®
Furthermore, analysis of changes in drug prices shows
that between 1996 and 2006, the cost of a selected group
of drugs rose by 40%, whereas the prices of drugs on the
list of essential drugs rose by 15% and those not on the
list and not price controlled rose by 137%.*

These financial health-care constraints do not include
the additional costs associated with seeking care, such as
costs of foregone wages, transportation, child care, or the
loss of earnings due to ill health.”** Corruption is common
in the health sector.® In one study of the government
sector in India, 20% of respondents reported irregular
admission processes, and 15% reported corruption after
admission, with doctors (77%) and hospital staff (67%)
most often being the perpetrators.* Corruption is usually
in the form of bribes that are directly paid (55%) to receive
proper treatment during admission.
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Factors that affect access to knowledge, education, and
information can alter the appropriate demand for and
compliance with health services® by affecting health
beliefs, perceptions of health and illness, health-seeking
behaviour, and compliance with treatment.* These can be
further affected by sociocultural factors, such as gender,
religion, and cultural beliefs. The creation of a health
consciousness and health literacy among socially
disadvantaged individuals is a necessary step to encourage
appropriate demand for available health services.” For
example, 72% of women who did not give birth in a health
facility reported that they did not believe that such care
was necessary."

Principles for achievement of equity

The heterogeneity in the scale and interplay of the
substantial challenges to health care in the states and
districts needs contextually relevant solutions. India has
made much progress in the past few years, with several
innovative pilot programmes and initiatives in the public
and private sectors, and the establishment of the National
Rural Health Mission in 2005 being the most noteworthy
government-led initiative (panel 2).***' This initiative
has signalled the repositioning and rejuvenation of the
public health system and in doing so has resulted in the
inclusion of the health needs for the disadvantaged
individuals, and health equity on the agenda.®* However,
whether the National Rural Health Mission, Rashtriya
Swasthiya Bima Yojana, and state-government-funded
health insurance schemes (such as Rajiv Aarogyashri
Scheme in Andhra Pradesh, Kalainger Life-Saving Health
Insurance Scheme in Tamil Nadu, Yesheshwini Scheme
in Karnataka, Chief Minister’'s Life Saving Health
Insurance Scheme in Rajasthan) will achieve their claims
and overcome the challenges to achieving equity in health
care remain to be seen.***

We propose the following principles to help achieve
equity in health care. Equity metrics, as applied to data for
health and health systems, needs to be integrated into all
health-system policies and implementation strategies,
and at every stage of any reform process. Recommended
by the Commission on Social Determinants of Health
and others,**” an equity-focused approach is needed to
gather, use, and apply data for health outcomes and
processes of health care, and during monitoring and
assessment of health-systems performance. To achieve
this integration, an intelligence system should be created
that works across the health-system network, spanning
the public and private sectors, and allopathic and non-
allopathic medicine (ayurveda, yoga and naturopathy,
unani, siddha, and homoeopathy), and that is aligned
with international principles and standards for health
metrics.” For example, in Thailand strengthening
partnerships between organisations that gather data and
the Ministry of Public Health encouraged the development
of health-equity monitoring.”* Although India has good
sources of data, these could be better applied to monitoring
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Panel 2: National Rural Health Mission

Goals

To improve the availability of and access to health care, particularly for individuals living
in rural areas, people who are poor, women, and children, with emphasis on 18 states
with inadequate health indicators or infrastructures

Key features

the changing equity gaps and quantification of progress
among disadvantaged groups of people. Furthermore,
equity-based targets need to be fully integrated into the

Increased commitment to health (scale up of public spending to 2-3% of gross domestic
product by 2012), aimed at vulnerable populations in key geographical areas

Increased flexibility of central and state funds, with flexibility of untied monies available
to health facilities that involve Panchayat Raj institutions

System restructuring and strengthening, with financial, institutional, and management
reforms

Focus on primary health care, particularly in rural areas, with improved secondary and
tertiary referral facilities, and increased opportunities for referral

Public-private partnerships to address shortfalls in service delivery

Outreach strategies for remote populations, such as mobile health clinics, e-health,

and telemedicine

Implementation of a conditional cash transfer scheme to scale up facility-based births
(Janani Suraksha Yojana) so as to reduce infant and maternal mortality rates
Investment in community health workers or accredited social health activists, and
integration of ayurveda, yoga and naturopathy, unani, siddha, and homoeopathy
Integration of intersectoral responses to health, and integration of responses to
address the social determinants of health education, knowledge, and health-seeking
behaviours

Specific time-dependent goals with investment in planning, monitoring, and capacity
for assessment; internal and independent assessment of specific programmes and
specific states®®*

Regulation and accreditation of medical facilities; regulation of education and training of
human resources for health, regulation of drug quality; application of guidelines for
standard of care, provision of 24-h care; and assurance of an improved supply of drugs,
consumables, and infrastructure

For more on the National Rural
Health Mission see
http://mohfw.nic.in/NRHM.htm

national, state, and local goals.

A concerted effort is needed to improve the knowledge
base of health-systems research and health-equity
research.” India is in a position to take a leading role in
improving our global knowledge of health-systems
research. Since much of the implementation and many
of the decisions are made by the states and locally, an
opportunity is available for active learning from the
many different reforms. However, optimum data

management

systems and research design are

imperative from the outset so as to obtain the best
knowledge from these interventions, and understand
which programmes and interventions work and how
they affect equity in health care to guide where resources
should be most effectively directed to improve the
likelihood of success.” Although independent and
internal assessments of aspects of the National Rural
Health Mission have been done®™** for specific
programmes and in specific states, further independent
large-scale assessments are urgently needed.”
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Mexico’s use of evidence-based assessment during its
health-sector reforms allowed the world to learn from its
experience.” India needs to adopt such an approach of
rigorous assessment of the effect and implementation
research, ideally with a specific organisation com-
missioned to coordinate and disseminate the knowledge
that was developed through an active sharing of best
practices between and within states, and internationally.
The National Health Systems Resource Centre is well
equipped to provide the necessary structure to support
this approach, and help the continued development of the
health-management information systems. Partnership
with research and academic institutions to objectively
assist with this process and apply their expertise in the
methodological aspects of the assessment of effect will
create the knowledge base to effectively work towards
equity in health care. Such a commitment has to be
supported by an increase in resources and research
funding.”® In this way, India can contribute to the small
knowledge base of operational research in health systems
in developing countries and help close the knowledge—
action gap for strengthening health systems.”"*

The decision-making process for the achievement of
health equity needs more thought and development. We
have only touched on some of the challenges for the
achievement of health-system equity in India, yet the
main issue is not only what needs to be done, but also
how it should be achieved. The challenge of how to
prioritise and implement health policies for the
achievement of equity when resources are scarce requires
a deliberative process—ie, assessment of the implications
and risks of those decisions, with monitoring of how such
decisions will affect health equity. For example,
epidemiological differences and the emerging burden of
chronic diseases mean that choices are needed for the
allocation of resources between subpopulations with
different disease patterns. Furthermore, with India’s
ageing population, deliberation of intergenerational
equity is needed in the allocation of scarce resources
between different age groups.

We suggest review and formalisation of the process for
decisions about allocation of resources and service-delivery
planning, which involves decisions about the balance
between central, state, and local financing, and vertical
and horizontal allocation efficiency, on the basis of best
available evidence, and is guided by equity concerns.
Perhaps a framework such as Benchmarks for Fairness,
which has been successfully adapted for use in several
developing countries, including Colombia, Pakistan, and
Thailand, could also be used in India.” In Mexico, a more
transparent decision-making process to prioritise coverage
of specific health disorders, with inputs from an ethics
working group, created a forum in which decisions could
be revised and enforced, thus increasing their legitimacy.*
Such a process is important to address the supply and
allocation of the few resources to different service inputs.
Such an approach requires all stakeholders to take

responsibility and engage in the process of reducing
inequities in health care and health in India.”

Multilateral ~ organisations, national and local
governments, non-governmental organisations, private
sector, pharmaceutical industry, civil society, and research
and academic institutions all have responsibilities and
parts to play in ensuring the successful achievement of
equity in health and improved health governance."
Accountability, transparency, and improved leadership
and partnerships are needed within the health system,
with systematic assessment and analysis of health-system
governance. Since health policy and its implementation
operate within the broad political context, iterative
strategies have to be defined for key players to maintain
political priority for the equity in health agenda.
Importantly, these strategies should be defined because
the potential beneficiaries represent a group that is not
powerful and well organised, and which is therefore not
readily able to influence reforms.” We specifically draw
attention to the role of civil society, and the need to
engage, empower, and build capacity within this group to
attain equity in health and improved quality health care at
reasonable costs. In China, public dissatisfaction with the
fairness of its health system showed how civil society can
influence change in health reform.* Case studies
commissioned by the Commission on Social Determinants
of Health also emphasise the role of civil society in
promoting health equity.*

Importantly, India’s ineffective regulatory mechanisms
and legal processes urgently need to be reformed, with
effective implementation strategies.” The growth of the
private sector and pharmaceutical industry has outpaced
the capacity of the government and other stakeholders to
implement the necessary and appropriate regulatory
processes. Incentives, rules, and strategies are needed to
engage and persuade the industry to ensure that its
obligations and responsibilities to population health and
equity are upheld. In this way, an organised civil society
might have a role in influencing the political agenda,
partly through dissemination of knowledge and
improvements in education to generate increased health
consciousness and address the factors that affect the
demand-side challenge of appropriate health-seeking
behaviour—eg, engagement of accredited social health
activists as part of the National Rural Health Mission to
generate increased awareness within communities of
the available services. This programme should be
complemented by improved awareness of the right to
health and the right to health care, with more
accountability of the government and other stakeholders
to deliver their obligations fairly.

These principles have to be complemented by and
built on a strong foundation of public health and primary
care. Improvement of the existing fragmented approach
to public health services through creation of a solid
foundation in public health that is matched by a
strengthened primary-care network would greatly
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Search strategy and selection criteria

We searched a wide range of sources, including academic
literature, government reports, multilateral-agency reports,
and commissioned reports relating to inequalities, inequities,
health, and health systems in the Indian context that were
published in English. Search terms included “health systems”
“health sector”, “equity”, “inequity”, “inequalities”, “access”,
“utilization”, "financing”, “regulation”, “service delivery”,
“expenditures”, “out of pocket”, and “quality”. Data were
obtained from the Census of India, Central Bureau of Health
Intelligence, the Indian Government’s Ministry of Health and
Family Welfare, and the National Health Accounts of India
from 2001-02 and 2004-05. We also used data from the
National Family Health surveys of India for 1992-93,
1998-99, and 2005-06, Consumer Expenditure Surveys
50th Round (July, 1993, to June, 1994), 55th Round (July,
1999, to June, 2000) and 61st Round (July, 2004, to June,
2005), and the 52nd Round (July, 1995, to June, 1996) and
60th Round (January to June, 2004) National Sample Survey
Organisation surveys. We also included several analyses that
were done by use of these data sources.

contribute to ensuring increased equity in health and
health care in India.” With improved capability and
capacity to plan and implement public health services
from within the Ministry of Health and Family Welfare,
a more coordinated approach would be possible."
Strengthened engagement and partnerships, within and
outside government, are needed to improve public health
infrastructure and protect the most vulnerable
individuals from unnecessary exposure to adverse risks.
Such investment in public health, with strengthened
primary-care services and targeted programmes for
individuals in most need, is a fundamental step towards
redressing the health inequities in India."”® Creation of a
responsive integrated primary-care service that assures
universal coverage is also a means to contain costs."”
The foundation of primary care that is complemented
with a holistic approach to intersectoral responses is
emphasised in the 11th Five Year Plan,” and the National
Rural Health Mission."™

Conclusion

A cogent moral, social, and economic argument exists for
investment in the achievement of health-care equity for
Indian people. Recent rapid economic growth provides a
unique opportunity to increase financial commitments to
support the public health system and health-systems
research. India can also draw from its booming technology
sector to innovate and strengthen the development of
health information systems, which has already begun.
Furthermore, an opportunity exists to harness the
capability of the domestic pharmaceutical industry by
encouraging it to take greater responsibility for delivering
equity in health care. We have suggested principles to
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guide this vision. The next step is translation of these
principles into real and practical policies and their effective
implementation. Yet, this focus on the role of the health
system needs to be placed within the broader and bigger
context of the social determinants of health, and tackling
the root causes of social disadvantage. In this way, a health
system built on a strong foundation of public health and
primary care has to be synergised with public policies that
promote crucial intersectoral approaches. Improved water
and sanitation, food security, poverty reduction, and
changes to other structural factors, complemented by an
equitable health system, will help ensure greater equity in
health for more than 1 billion people.
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