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Inequities in Access to Health Services in India:

Caste, Class and Region

Despi

the ntroduction of economic reforms in the 19905,

progress in advancing the health status of Indians has
L healthand

ndia, over the last two decades, has enjoyed accelerated

conomic groweh, but b fred poorl i human devlop

health status indicators, such as child healm and matenal mor-

access to health services continue to persist and have
even widened across states, bemeen ruraland urban

ality,
Sots and e Ao region that have similar income levels und
rates of economic growth. Underlying the low population level

areas,

. indicaors, the muliple axes
NEs: of s, s, ender and regonal iferences (e nd
have dominated India's health sector. Historical e 2005; Classon e al 2000 Subratmanian e a1 2009),

inequities that have thelr roots inthe policies and
practices of Bitsh colonal India, many of which
continuedto bep after

m india, an important determinant of socio-economi inequi-
tics in nearly all spheres of wel l—bci.n; is caste. The official classi-
fication defines four categories of caste: scheduled castes (scs),

socio-economic inequities manifest in caste, class and

[ 2
utilsation and affordability of health services. Of these,
critical to ensuring health for allin the immediate future

inequities n provisioning of health services and
assurance of quality care.

(st9), ) and oth-
x5, The 565, the lowest level in the hierarchy, constitute around
16% of the Indian population, a large percentage of who live in
rural aress and ure Tandless agriculural labouress. The sTs, or
admsu, often like 5cs, suffer economic and social deprivation.

‘hey comprise around 8% of India's population. obcs and for-
it castes together comprise 76% of India's total population
(Ra12001).

‘Taking the underive-morcalicy rate. (UsaR), | ¢, morsality
among children younger than five years; as an indicator, we
describe inequities in the health starus, The National Family
Health Survey (ris 2005-06) reveals sharp regional and socio-

i lth with . the

poor
ity disproportionately. High rates of infant mortalicy and uswn
are, in general, inversely associated with income. These inequi-
ties are also accompanied by wide gaps across gender end caste
(Gwatkin 2000; Subramanian et al 2006). The risks of mortality

565, 575 08Cs as compared to others; and in the rural areas of
Utcar Pradesh (ur), one of the poorest sates in India, than urban
Rerala. Evidence from urban areas in Kerala and from educated
‘mothers (compieting 12 years of education) has shown that low

than five years is indeed, possibe
in Indi, usw for the richest income quintile earners s three
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(Figure1, p5o).
(per

1000 . lerated
L INU. Fom 1998 t0 2006, He his I 8 period

UNICEF,  ing inequities, as shown by a high uswr amang the scs and sts,
MawDelhl when compared with the backward classes and others. This
of Josrnalsm, Chenval i P iy
P R P o
SPRCIALARTICLE = e T — — .
comparison with the e 11 healh survey on primary heaith centres
general  population, e wwmim (s for mm»ﬂsdz:mmn\mmvc used data from
while the social gap o—_——_ | ! chree rounds of nrus, conducted in 1992-93, 1995-96 and 2a05-

between the sos and |
others; and backward o s M
class and ohers Bave o IR 3¢

persisted from  the u
Dorly togos 10 zops, et ce: I

For exampe, the aver- . — |
age annual rate of e W)l
reduction in usmMR —
between 1998-99 and o

06, t© obtain information on ulisation of maternal and child
‘health services, antenatal care (anc) and immunisation cover-
20 o asess illeston of hesks srvics nd e amociared

';mu), ¢, Nss0 42nd round of 1986-87, 5204 round of 199596
‘and 6oth round of 2004 have been used.

2 Features of Health Service Provisioning

|
00506 AMONE 55 v I

The has it roots in the
‘olicy and practices during the British colonial period (Banerji
1985; Priya 2005). Many ofthese policies were pursued even afer

the rest of the popula- 1
hoath

|
|
amongoncs (4.8%) and et I
|
I

health services were quities in
availability and accessiblity. Consensus is that even during the
iod, health services

“Trends in India' fn. 430 1 s oy e a0
fanc mnnah!y o S it
() similaly cay i

¥
instance, the average annual rate of reduction n 1w, which was
2019 curing 1976-86, dropped (0 2.84% from 1986 0 1996, and
further (0 2319 during 1096-2006. The decade of the 19805 saw
2 27% decline in the country's e rom 10 i 1981 10 80 in 1991
The next 10 years, 1991-2001, corresponding 1o the irst decade of
economic reforms, witmessed a considerable slowing down in he
sates of reduction, a decline of 9% n i @ 66 in 2001 (Clacson
etal 2000; Mari Bhat 2001,

1 Determinants of Health Inequities

the pensistent and even widening differenials in health outcome:

services. Indigenous systems like ayurveda, siddha, unani and
homeopathy, continue to play only a marginal sole in health
service delivery (Baneri 1985).

Plure 2ol GopInUnder i Martaity o Thres Poiod 199213, 19989
o

histarical incguitie, ocio-economic inequities and incquities in
nd sccess to healeh services. Among the various factors
e enc ek availability, y and affordability

ulation health. Healthcare financing and provisioning arrange-
ments play a critcal roe in reducing or perpecuating eKising
inequites and shape the pattern of heakh service use and ex-

rsecks

oy

fe

‘The public health service insticutions are sub-centres and

piics at the most basic or the primary level; community health
4 v

0 examine the status of health service delivery in Lndia and the

the tertary level. Over the last six decades, there has been an

ing objectives: by andl large, this expansion has been inadequate 1o ensure uni
*To examine the inequities in availabilcy, accessibility and af-  versal coverage and access to quality care. The ruraburban and
*To examine key health spo I et al 2005). These iner-
inequiies in access. ‘e variaons e exlied by sevrl fcon ncing s
*To examine datives for reducing ficieat put ailure to focus attention on the
il

In order secive, we Constiution-
eral data sources. For avaiability of alh services the msjor — i

istry of
Health and Family Welfare, Government of India, and the

lies largely on the state governments, with the central govern-
ment providing policy directions and the financing of national
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employees in ‘employees' sate

insurance scheme, ceatral goverament o ery
‘and posts and telegraph services. Public and privt
chemescoer bl %o e poulatin (G 2006) Cote.

7]
0073308 aess _men
eempecuncy st b e n @ @

U e moraty e o S )
» w b e s
ey e o m w e

‘The private sector, consttuting both “for prof” and *non- oy !
profic”insticutions, bas. in Poptioncoveeiby sy e i}
services, which comprises 2 wide array of institutions with vary-  fopubrios i ET)
- ‘degrees of sophistication in terms of services and - lifed e &

sector s
-mm:-m e larelehudes comminiey el pro-
secular i 2005).

P iRl
Ints

suft
supoly

e, small and

‘pharmacies (esani and Anantharaman 1099; Nandraj 2000;
Baru 2005).

e o 5w
e e

pnﬂbn i i of g s dpead, o provide pimary

servicesin the rural

-nn Vishwanathan -ws) The uw»dlly el e ofsmal
‘and large nursing homes that are owned by mostly vl-ymm

‘majority of these are small institutions, with 8% having lm
than 25 beds. Tertiary specialty and super specialty private nsti-

Variations
ure pronounced in terms of infrastructure, human resources,
3 Vi

instications. The interstate variations are best illustrated by
comparing the state of Kerala with that of up; the former bas
among the best and te atter the worst idicats of et

(Table 1).

tions. salist hospitals promoted by mostly
big business groups and managed as corporate entitis. The
secondary and ertiary baspials are largely skewed towerds
‘arban areas and developed staes (cor 2006). The distribution

 two decades,
ing of pucs and the much higher health status in comparison to.
other states of India is essentially due to the Investment and

o privete s (s EOVEES SO e POViSning o i seices b e s
and regions is even more unequal than Utiationof Prevantive goverament. Studies on Kerala have fur-
those in the public sector Thisreflects the ™™™ . ther highlighed the role of the state n in-
vendency eo, e a— vesting i socialdevelopment,even at low
and regions within them (8hat 1993, 1999; levels of per capita incor
Baru 2008). N r—_i improsementsin the bealth, which arecon-
rarpragesn I parable to those in middle- and high-income:
3 Inequitiesin Access to P . countries (Dreze and Sen 196). up,on the
Health Services ", other hand, has a persistence of high pov-
and morbidity is pardy due o preventive  Snecidcoies )07 cial development.

‘and curative interventions by public Nealth ., o0 o a5

vl The ittty ot tese i)
however,

Inequitiesin Utilisation of

cause of differences in infrastructure, nu Wbt SSSS—1  The utilisation of preventive services such

‘man resources, supplies and spatial distri
butlon. In this section we describe the bar-

enis I

as childhood immunisation and AXC are
effective indicators for assessing the avail-

s 2yl

abilly, quality at the pri

inequities in availabilicy, urilisation and

i e et el

mary level of
“The overall indicators for full immunisa

oo lomi

Availability of Care: Inequalitis are per-
vasive in the availabilty of public health &ihecr

‘SPECIALARTICLE

ST oo oo 00 poor in Indis with variation scross

rural and urban areas; states and socio-
economic groups (Figure 3),

e et

‘The all-India average for full immunisation coverage for the
“The rural

i
urban papultions. There has been only a 8% improvement in
Kerala

Bihar and up show lower levels of utilisation than the all-India
ic level

and up illustrates the interstate variations. The overall full

immunisation coverage for Kerala is 753% with a ruralurban

differential of about 7% (69.4% rural and 7.5% urban). While
. it only 22.9% with

of about 129 (20.5% and 32.6% rural and urban, respectively)

u shawed an increase of 11.6% in full immunisation coverage

mixed picture. Even with celatively

Punjab and Haryana show higher private sector utilsation.
me other states, such as Himachal Pradesh,
West Bengal, Rajasthan and the north-eastern states, a higher
dependence on the public sectwr is evident, Availabilicy of
private facilities, cost and quality of services account for these

from 80% 1998-99 ©0 759% in 200506, Aeports bave indicated
that Kerala has been facing finencial and human resource
constaints i the public health servces, which have adversely
affected the coverage in the siate (Achutha Meaon Centre of
Health Scences 2005).

is dﬂ:lmmed by the cost of treatment, households' ability 1o
costs, and s impact on the liveliBood of house-
ek (Glson ¢ sl 2007, India, 00p payments form a dispro-

i ) there  portionately ponent of total health expendicure. oop
is considerable variarion across groups. The i di

%) Indirect costs, such as |
in the lowest quincile (24.4%). There is a substantial gay
immrisaion covrage between the 573 G1% and i iures. I
(mm:w-m (co12006).

Sroups.
Al India e fo eceiving fll A stod ac 1% of womsein
ook, whh

purchase of medicines. Estimates from the National Sample

Survey (uss) for 1999-2000 shows that 70% of the total 003 ex.

‘pendiure in urban and 779% in rural aseas are spent on medi-
i ).

reported:

29hin
For Keral:

a ruralurban coverage of 92% and. 97%, respestively, Similar to
the case of full immunisation coverage, a slight decline i ANC

Adverse diffecential 10 00p expenditure is
il by et it theprest il s 7

00p expenditure on medicines, whereas the cormesponding
upem.u.m for the richest urban quintile s comparatively
senaller at 65% (Garg and Karun 2005), I the absence of financial
sl proction the hgh oop expeiar afects the poorer

I . 06, after adjust-
low of 26%, with the ruxal-urban differencial of 23% and 1%,  ing for health expemnu(e due  0op payments, an addiional
respectively. Data across all staes show inaxc  3.5%of the popul m le, fell below the pov-
coverage, with some notable decline among the top performers,  erty line (Dreze:and Sen 1996). A slight upward trend! was ob-
such as Kerala. i . whe 32

il e

which i

k I
2004, 2 mere 21% of people in rural and 19% in urban areas
utilised the public sector for outpatient services. Figures for

Inequities in Health Expenditure Burden: Expenditure o
‘consumption of healtheare is higher in the rural than in the
‘urban population. This appareat anomaly is probably because

respectively (vss0 2005). For inpatfent care, from 3 60% utlisa-
tion of public services in the 1980, the rural and urban udlisation
vely.

 with those in rural areas, and there-
fore, experience a higher financial burden when they access
Mulmam Summarising the 2004-05 N5s0. Uulumpmn suney

quintikes, in the absence of a strong public sector, the poorer
roups ure the mostseverely affeced (1bid).
Intersate

mmx i curaland 528 i urhan ares,an nrease pigen

Inthe 6oth round of nss um uﬁh em m—nm direct health

for outpatient tratment. Keeals and Tamil Nado, which have

in rural areas
was nearly 20% of rotal household mmumpdnn expendie,
whercas
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atabout 13%. With period  poorest " class, at around 28%, it stays around
Gue o illness are added, the 10 33% in rural lasses, except for the highest consump-

and 1% in urban areas. Thus, the expenditure burden of what
may be called “day-to-day morbidities” (reference period of
35 days) is very high, particularly in the rural areas, The burden

20% o
tion sze class. Ths, the burden of expenditure for bospialisa-

hospitalsation pariod ok s yew)
n

burden of direct expenses alone is approximately xm mm

slightly higher in urban areas.

oy

S NS0 Srvepf gk e 0, 5 60 e,

In order to capture the inequities and burden of health
expenditure across consumption classes, we have undertaken
n analysis based on the Goth round of the xsso. The analysis
has included households that sought treatment for outpatient
and iapatient care in rural and urban areas and reported the
expenditare incurred. The expenditure includes both direct
‘and indirect expenses, as commonly categorised in the health
‘econamics it

‘The formula used for computing the burden (5) of health x-
‘penditure is as follows:

=X/,

Forthe consumpeion size class , the burden’, where X
s the average heaithrelated expendicure during the period of
reference (5 days for non-hospitalised ailments and 365 days for

sposed person. C
all consumption expenditure per household during the corre-
sponding period.

ear gradient.

‘This trend holds true for outpatient care in the urban areas.
The expendiure burden is very high for the poorest two size

classes. The partern is different for inparient care. The expendi-

poor
richest size classes. The high burden for the richest sections is

an asignlfieant sezle where the costof care i very high compa
with other rungs of the private and public sector (Figure 6).

-
Inpaticat TvatmentinbrbanAress 0<

—

et
5w e o e e an e e e

S 502008 w550 205

shows that the high burden of expenditure on healthcare, is

d
‘While the poorer sections carry a higher burden compared with
the better-off, this burden is quite heavy for cven the remaining

Ee @ hou
resources, and (b) borrowings. In rural areas, close to a ifth of
the health expenses for outpatient care is inanced through bor.

parient
fn rural he highs ind 309, or the poorest

higher 2006) :
while areas, s of a lower or-

‘consumption size class. Hawever, it declines only marginally,
staying around 25%, for the next seven out of 12 consumption

der compared to the rural areas. The reliance on borrowing is
significantly higher for the poorer sections of the population

classes, I is important to note that the. . especially in
ba
“The cortesponding burden measure for inpatient cae in rural  Several of these abservarions are corroborated by a study of
i i 482 in Udaipur, Rajasthan which showed that
Ecomomuc s Pt wirscr W s 2010 vor xuv o 38 5
SPECIALARTICLE =
nealy 29% of heakin 1o the
financial Dullo2007). Faced regulation, the cost of heakthcare is uncon-
Tavebeen  trolled
{iing, the-poor fe vk sach expendicure by cuting dowar varition' i st fo the s fosrvantion sczoe Bospials
the household (yer et &l . Fe the
2007). Th eostin pr y 010 Rs 128, whereas in
pover: iy
hileit
R 1792 (0 Rs 4,647 n the private sector. There are variations
4 even for diagnostic testing. A routine blood test costs Rs © o

“The previous section has presented the inequiies n availabiliy,
utilsation and affordabilty of health services. We idenify and

Rs1g in the publc sector, while it s Rs 3010 Rs g n the private
sector (Rao et 2005)

heaith service
0 health services. These include ~ insufficient investments in

forms; and lack of secountability in the public and private sector.

Insufficient Investments in PublicSector
“Thelow public invescument in ezt services over the latsix decades

‘medical tech.
nology and medical and paramedical education has an adverse
impact on the quality and cost of healthcare. In the case of
provisioning, the adverse impact results from the variability in
providers' qualifications, physical standards, cost and technical
cnow-how, The vrimn and secondary levels, which constitute.
largest segment of the private sector, are unregulated, thus
unfnvcmmhly nﬁtmn( technical quality and cost of care (Bhat

tion of public services. The per capita expenditure on health is
low compared with nmn countries with same level of income,
and the government ndmueiszvznln The pe capla

Narayana 2006).

and Regulation) Bill 2007, seeks 1o regulate private and non-

e s ae e s ot T per capita u

for services at the secondary and tertary levels. The primary

athree-year: lacks a proper system of reg:
s0.80, S6.50and h
total per capil These fig-
i s vieh sl ol sk v s i of

rer Africs

products,

the
i :pcwdm;‘ a avax:muwly stk of bl -

e Enzyme-Linked

brienprlaniiy large variaions in inancing acrossstares n.
duce variability in availability of health services.

y
currently medical technology is largely unregulated in terms of

been
partly responsible for acceleraring expansion in the private sec-
i and o the yubln prie i Th it sctor b s

use, quality and cost, & draft Medical Devices Regulation Bill has
i

includes a proposal fo seting up a Idian Medical Devices Regu-
Jatory Authority (GMDRA). It s evident hat regalation of the pro-

panded by dray wman.
e o, st malial bduunun allowing those:
with public appointments to undertake private proctice, and

ring tax concessions for import of medical technology and

Unregulated Commercialisation ing Costs: Unegu
lated commercialisation of provhm»lnx. mdxnl technology,
medical and paramedical education has adverse impact on quality
and costof| In the case of ing, thisis due to

lly

criven, while states haye largel not iitatd regulatory frame.
everal ey areas, such as ensuring private

ursing homes, laboratories, diagnastic centres and
s, el the T aymeoes o e, e i
such legislation cxiss, the rules and minimum standards have
ot been fully Implemented (Nandraj and Duggal 1097).

the variabilty in providers’ quelifications, physical stindards,
cost and technical quality of care. The primary level that forms.

the period of beralisation and structural adjustment through the
el sctorreform iiiatives g the 19901, These reforms
inmoduced

12001 K;
: Nand

The problems are similar for the secondary level, but there are a

few iniiatives for regulating clinical establishments and efforts

54

were introdueed through the health sector reform inidative as &

art of the Structural Adjustment Programme of the World Bank
during the 1905, A range of measures, such s theintroduction of
userfees, contracting out of clnical and ancillry services 1 the
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sector, decentralisation and publc-private parmecships
‘were introduced (Dugga! 2005). The evidence on the experience

‘somewhat mixed in terms of impact on levels of ualisation. In
ple

= SPECIALARTICLE

3 ity amenities. Several
the variable quality of public services due to lack of adequate
infrastructure, human resources and indifferent behaviour of
public employees (Rao et al 2005; Gor 2006). The recent plan

sector has improved after health sector iniiatives were put in

the qual-
ity of eare proviced by the public sector (60t 2006).

‘place (Shariff and Singh 2002), However,the

peop

the poorest, despite
fforts to ensure that those below the poventy line are exempt
from paying user charges (Garg and Karan 2005). Inserational
‘experience also corroborates the findings from Lndia and shows
the poor from tils-

ing health services (Hola and Kremer 2009)

the Wor

Bank

Suppties Corporation (1vwsc) that has been successful in

sueamlining drug procuremen, distribution and controlling
The

ture and indifferent and rude behaviour of personnel 2s impor-
o

p e
500 in both rural and ueban ateas. This is followed by *lack of
availability of services” in rural, and “long waiting” in urban ares.
Similarly, che fatest Nrits shows that the perception of “poor
quality of care” is the most important reason across selected
states. The survey itself does not provide insight into what the
determinants of quality are in health services. A recent study
shawed that deserminants of quality include clinical and inter
and

supply of drugs i the public services. In 1995, the Tami Nadu
‘overnment adopted a kit of essential drugs to be provided
ehrough the s

‘Tusc, designed and funded entirely by the state government

the choice and utlisa
tion of axc (Rani et al 2007),

The assumption that privatc scrvices offr superior quality of
services i ot acequately supperted by any hard evidence, While
seme private sector fciliies offes good quality services, this

services.

faclites,
personel nd theie racrices. Evidenes from ik sudi &

for cxampl, in Delh

able in the wealthier areas in comparison €0 the poorer area

drugs, It consists of professors of medicine, clinicians in various
‘medical felds, pharmacologists,a representative from the World

bl dieaes e malars, diarhes, ubercloss and feves

of Thssc. Al government healthcare insiturions and pharma-
cists are given the lst of essential drugs. Thereafter, loca health

with their local needs. The drugs allocated to PHes are limited 10
54 essential drugs, THMSC invites tenders by advertising in the
print medi, including Sharmacesc] ade foenas i s
own web st wih ler guidelies for supp

s are sl evidens i nerilty e ervies nn] munmnn

tioners in western Uniar Pradesh shows inappropriate use of
1@ speed up labour in women during home deliveries
Jeffexy et al 2007). These practices are not only inappropriate,

cotrl and b, The commisee peys th spier omy
afn,mwnsmpmmmmymmumm em of
warehousing the drugs and accounting by the health centre e a
‘part of the procurement policy (Laltha 2005 30d 2007).

‘complaiats against public care cied in the recent Ksso (2006)
and 81 (99899 208 2005.0) include “Not sisfed with

morbidies.

, astudy
vevealed tha this secto has grown without any norms forinfra-
seructure, with a strong tendency o aver-provide care, degending
on the patiens” abilty to pay (Marleedharan 1999). Another
study in ruralin Mabarsbira revealed chat only 559 of private
sector instiruions had regisration, only 38% maiatained any
kind of records, and that 3 remarkably high proporton cked
b e Thi sy hovnd o e 1308 s beig

" “long wait-
ing times”, mrquﬂ.:yarme and poor interpersonalinterac-
tions. Addionally, assessment o the publc secors underscore

medicine.
Thtv were being run without adequate faciliies snd human-
‘power, with only 2% employing trained nurses. Only 10% of

chnical competence, , inade-
‘quacy of drugs and supplies, poor staff availability, and poor  cylinder (Nandraj and Duggal 1997). Yet another study found
‘qualizy and smenities (Rao et al 2005) that caesarean sections were performed three times more in

‘The quality of health services is d-pend:m o0 0 number of

Pmm Hospials than public ones (oman and Thankappen

factors related
i

Fememic el wirnty MR o1 e vl 1N 38

uodm have obsesved in infrastructure, basic facilities, haman
s

resources and medical equipment point to poor quality in the

private sector as well.
Problems in the formal private sector include the folowing:
physicians fend 1o over-prescribe care according to patients ability
5 a

and regional inequiies. The evidence shows that the poor, a ma-

2007; Peters et al 2002; Hart 2000; Gupta and Dasgupta 2007;
Mahal et al 2002). Several micro studies have shown fi

and cultural barriers to wilisation of health services faced by
mnulnl]lkd o ‘The national level a0 data also shows

they often i i

that untreat higher for the following groups:
Rural versus m..n, females versus males; scs and 75 versus

scribing medicines for the treatment of common linesses.

Lack of Accountability in Public and Private Sectors: The

‘ones. Women belonging to the scs and sts have much poorer

10 the other castes and classes (w350 2006; Iyer et al 2007;
b )

ah\lny 10 consumers of healh srvices areexiremely weak in

the public:
sector that lack mnmhﬂny are absenteedsm of providers, in-
diffrent behaviour ofservice providers and corrupeion. The private

The Health Poliey of 2002 and the 10th Plan documents have
expressed concern about the persistence of inequities in provi-

sector is prone misuse of gy and un.
ethical practices and there is very y. Studies by the vih
i i thelik beween poerty and il ek the sysemic g
The
rates are much higher in poorer areas, more among  ing
doctors than health sector; concern i cgative impact on the
¥  levels (C poo i
fised secti
Patients'
for admis decudes through several campaigns. Examples of these are the

institutions. Corruption is also rife in recruitment, promotion

education; procurement of drugs and technology (Sakthivel

ductive technologies, acces to basic services for women; ban.
ning irtationsl and unsafe technoiogies. Similary,the AllTndia

The

private sector also has its share of eorruption I the form of un-

ethical practices. There is o well-worked out system of paying.
par

Drug Acti The
broad

of the Jan Swasthya Abhiyan mobilised health activiss, non-
‘governmental organisations (os) and scademics around the

their representatives offer a variery of incentives to doctors for
presribing specifc brands of medicines (Bbat 1993 end 1999;
1998, 2002). With

in public subsidies o the private sector o the tertiary sectors,

qualit, g Iralso

campaigned for the need to recognise heaith 2 right (Shukla

2008). Under the framewark of right to healtheare, the National

iman Rights Commission (xwRc) iniiated a series of public

hearings, called Jan Surwais
chya Abhiyan. The.

by corporate hospitals.

‘While the lack of accountability of the public sector is well
Known, the private sector is not any differen. If anything, there
are fewer

private health services. it brought together medical profession-
s, academmics, xGos, consumer groups, and health activists 1o

limited. An example of an efective: campaign by consumer
t0ups was when they drew attention (0 the rse in reported
cases of medical negligence in the private sector, A few cases

The pro.
ceedings of the regional hearings were communicated 1o the
ministers and senior bureaucrats of the newly elected coalition
‘government.led by the Congress Party, with suppart from the

inist and several regional parties. These initiatives man-

dual pub.
e and private practices are permitted, the public secior scts, at

1 the multiple
ases o inequies: cast,cas, gede and regin, i arces
health services. The United Progressive Alliance governmen,

Juded s

ed nto
‘Common Minimum Programme (Narayan 2008; Shukiz 2008).
Thisled 10 Health M

in the Indian health have perpecuated

(min), aunched in April
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ment which has tred (0 address some of the key incquities like
underinvestment in. financing, human resources, infrastructure

—————————SPEOnLARTIGE
) Given the mumber of programmes that are focusing on the
poor and socially marginalised, the need arises for enhanced

ated 5
and bal ing (Dasgupta

of the publ ™

‘and Qadeer 2005; Shukla 2005).
Masy o the stscgis focus anly o the ublcsetor, while:
the role of

“This i aitical for conrolling costs and improving qualy and

s o Furl areas and s

wards bridging rural-urban and inter. and intra-state inequitics

L ing
ities and cheir representaives. For the | pnvﬂe sector,accountabil-

wnHM has
shown that there are interstate variations in the uptake of the
iy, deploy-

ilation, involvement of
pmimsmalolgimnrkxu oo sy M

In response t the high outof-pocket expendiure on health
services and the increasing burden on the poor and socially
S o .

incentives and disincentives ta induce greater sensitivity and ac-
ity level.

Rashtriya Swasthya Bima Yojana (asev). This is a hospital insur-
nce scheme for familles below the poverty line as a protection

@ d
evaluating progress towards equitable health outcomes need to
be introduced. E would be worthwhile, for nstance, 0 adopt the

protective

idea of a heakth equity gauge, that helps 1o
track inequities, similar (o that initated in South Africa and

population.

6 TheWayForward
Tn order to address the persistence of inequities in health and
y

require urgent attention and actions.
Most o the equity enhancin, programmes are centraly spon-
4

statelevels, Another innovative initative is seen I the case
ofHealth Councils in Brazil that have institutionalised health is-

sues as a primary policy concern both at the local znd narional
levels a3 a citicen' right (Equity Guage 1099). The present gov-
‘ermment can buikl furcher on the steps they have scarted, and
address inequaliies n availability, wilisation and affordabiley
with greater seriousness, as well as a courtship of democratic
voices and the rules of delibeative democracy (Gutman and

i R
e alone synergies between programmes. There has been a ten-
i nal-

Then
@ Heaith mumymmmmdx 10 becomeaa urgen aconal

marg
ised and those below poverty line, Our analysis of burden of x-
penditure shows that while the poorest are worss affected, the
burden is substantial even for the middle quintles. This hoids
true for outpatient and [npatient care in rural and urban areas.
“This raises concerns regarding targeted approaches that focus

duced levels of human deprivation. Focusing on health equity wil
be eritical to enhancing human capabilities and advancing the
S .
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