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The stakes of the current debate around Universal Health Coverage in India are high.! The coming months will decide
whether the government takes a proactive role in ensuring access to healthcare for all, or whether the status quo will
prevail. The debate has polarised positions on a number of fundamental questions. How should healthcare be funded?
What should be the role of public and private providers? How should the latter be regulated? The choices made, could
determine whether healthcare becomes a reality for all, or whether a majority of citizens will continue to pay an unbearable

price for poor quality services.

Summary

All citizens should be provided “affordable, accountable
and appropriate health services of assured quality [...], with
the government being the guarantor and enabler of such
services”.? More specifically, it should ensure access to
a package of essential health services that covers high-
impact, cost-effective treatments for major diseases.®

Since the idea of UHC has gained momentum among decision
makers, the positions of influential stakeholders have
clashed on its implementation. Should the government be
the primary provider of care, or should its role be limited to
managing private providers? Will the country move towards
a tax-funded system of delivery or an insurance model? The
Planning Commission and the High Level Expert Group it set
up, the Ministry of Health and Family Welfare, private lobbies
and civil society groups have taken divergent positions on
these policy arientations. The choices made in the coming
months could determine whether the promise of achieving
quality healthcare for all will materialise.

India’s health indicators show what is at stake. Life
expectancy, at 65 years, is lower than in neighbouring Sri
Lanka, at 75, Bangladesh and Nepal at 69, and further
away from countries with similar economic development.
Health indicators among lower socio-economic groups are
distressing: the life expectancy of Scheduled Tribes who fall
under the poverty line is eight years less than the national
average, and has decreased slightly over the past 20 years.®
Under-five and maternal mortality, at 50 per 1,000 and 212
per 100,000 live births, remains high compared to other
countries,® and the gap between the poorest 20 per cent
and the richest is stark, with infant mortality rates more
than twice as high for the former.

These indicators point at major weaknesses in India’s
health policy. The public system carries the symptoms of its
neglect: health infrastructure is decaying; shortage of staff
is severe; drugs are rarely available. Poorly regulated private
providers have spread in this vacuum, and sell services of
often dubious quality at prices that are unaffordable for the
poor. This scenario plays into patterns of exclusion: groups
that are left behind by the country’s economic development
are not only in poorer health condition, health hazards are
also a major cause of vulnerability for them.

All stakeholders involved in the current debate agree
that a change of policy is needed. Over recent years, the

government initiated a number of schemes aimed at
strengthening its ailing public health system - the National
Rural Health Mission and the recently approved National
Urban Health Mission, as well as subsidised insurance
schemes and cash incentives for the poor. While these
programmes are part of a positive momentum, they fall
short of providing the unified framework required. The
Planning Commission took up the issue by creating a High
Level Expert Group on UHC. The group’s report proposes a
number of far-reaching reforms: it emphasises the central
role of public providers, and recommends strengthening
the public health system accordingly; it calls for tax-based
government funding; recommends abolishing user fees;
and suggests defining a national health package covering
all basic health requirements.

The policy orientation since taken by the government
contrasts with these recommendations. Its model
emphasises partnerships with private providers, with
targeted interventions aimed at improving access for the
poor. It does not abolish user fees. Public spending on
health, which stood at 1 per cent of GDP in 2010-2011,” sets
the government on track to fail its financial commitment
one more time - itis below the 2 per cent pledged in the 111"
Five Year Plan and further away from the 2.5 target for the
12t Five Year Plan. This falls very short of the share needed
for any meaningful improvement of the country’s neglected
public health system.

As the country’s health policy is being debated, Oxfam
India wishes to stress three principles of inclusive health
coverage, which find strong empirical backing from existing
health scenarios in India and worldwide. Only by placing
those at the heart of a coherent system will the promise of
access to healthcare become a reality for all.

Recommendations

1. The government should be the primary provider of
essential healthcare.

2. Public tax-based funding should cover all essential
health expenditure.

3. The social accountability of health providers should be
strengthened by placing patients’ rights at the heart of
comprehensive regulations, associated with systems
of monitoring and grievance redress.

Demanding Rights for All

ACHIEVING HEALTHCARE FOR ALL



1. The government should be the primary

provider of essential healthcare.

The pitiful situation of India’s public health systemis a
ready-made argument for defenders of public-private
partnerships: they claim that the success of private
providers, who account for 82 per cent of patient care,®
proves the failure of the public health system; only
by drawing on the strength of the private sector will
the government solve the country’s health problem
effectively. However, there are at least three powerful
arguments against this claim.

First, private hospitals have focused on geographic
areas and types of treatments that yield high profit.
Investments in health infrastructure have focused on
urban areas. Primary healthcare has been neglected;
instead investments have gone to more costly
secondary and tertiary care. Two figures summarise the
trend: between 1986 and 2006, the estimated ratio of
government doctors to population in rural areas has
fallen from 0.6 for every 10,000 people to 0.3, against
23 for every 10,000 people recommended by the WHO;®
with 0.2 hospital beds per 1,000 people, against 2.5
recommended by the WHO, physical access to hospitals
and doctors has become a major obstacle in rural
India.t®

Second, public health policies work when they are
applied systematically at very large scale.r For
instance, a vaccination programme should cover
a majority of the population to be successful, and
the same will eventually hold for numerous other
communicable diseases such as malaria and
tuberculosis. Fragmenting healthcare services across a
number of private practitioners therefore risks reducing
overall health outcomes.

Third, relying on the private sector in a context where
the government lacks the capacity or will to regulate
it raises obvious issues of accountability, as is
exemplified by the range of malpractices mentioned in
the next section.

By highlighting the limitations of private coverage, the
three arguments above make a clear case for prioritising
the development of public health infrastructure
and staff. The focus of financial engagements and
policy attention should be directed accordingly.
More pragmatically, given available resources and
healthcare needs, the government should focus on
providing a core set of quality preventive, curative and
rehabilitative services that cover common diseases
and high-impact, cost-effective interventions.'?

Procurement too requires special attention. Buying
drugsisamajorburdenforpoorpatientssince medicines
for free are rarely available.® Publicly provided drugs
are scarce to start with, and widespread embezzled by
service providers further exacerbates the problem. This

2.

calls for afocused intervention. The government should
outline a basic package of health services falling under
UHC, and design a procurement policy to curb the costs
of the package: prices should be controlled; the use of
generic drugs made mandatory; and the government’s
international stance defend the country’s generic drug
producing industry.

Public tax-based funding should cover all
essential health expenditure.

At 1 per cent of GDP, India’s public spending on health
is one of the lowest worldwide, comparable only to a
few lower income countries in Sub Saharan Africa, as
well as Afghanistan, Haiti, Azerbaijan and Georgia.*
In contrast, the WHO estimates the average costs of
providing essential healthcare in lower-middle income
countries at around 6 per cent of GDP.** Private funds
complete the country’s total expenditure on health, at
4.5 per cent of GDP. Direct payments during treatment
constitute more than 70 per cent of expenditure, nearly
80 per cent of which are for outpatient treatments,
notably on drugs.®®

The consequences on individual lives are dramatic.
The percentage of India’s population falling below the
poverty line because of health expenditure has been
increasing steadily inrecent years. The latest estimate,
which dates back to 2005, is at 6.2 per cent per year.'’
More than 40 per cent of the population has to borrow
or sell assets for treatments, according to the 2004
National Sample Survey Organisation. Recent research
shows a disturbing link between farmer suicides and
incidence of chronic illness in the family: nearly one in
two farmers who committed suicide had seen cases of
serious illness within the family.!®

The estimated costs of UHC range between 4 and 6
per cent of GDP.!®* Though considerable, this financial
commitment is achievable: India’s public spending on
health is not only one of the lowest worldwide, the
country’s total tax-GDP ratio, at 15.5 per cent, is also
the second lowest among G20 countries, just after
Mexico.? In contrast, the average ration for OECD
countries is at 33.8 per cent.? Revenue foregone, due
to exemptions on direct and indirect tax, account for
an estimated 6 per cent of GDP - 2> enough to cover the
costs of UHC.

Alternative measures of health financing, such as
user fees, need to be assessed critically based on
the country’s social reality. User fees are presented
as an innovative mechanism to generate autonomous
revenue for public service providers, reduce frivolous
demand, and subsidise poor people. However, the
reality is more sobering. Most patients who visit public
health facilities are poor. This significantly reduces
the financial interest of the measure. In a context
where accountability remains a major issue, targeted
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exemptions of the poor pave the way to corruption and
discrimination. Other below poverty line schemes show
that the government does not have the institutional
capacity to keep abuses in check. These observations
make a strong case for abolishing user fees.

Evidence also warns against a model that primarily
relies on insurances. Private providers risk inflating
costs, by favouring expensive treatments or claiming
reimbursement for fictive treatments. The popularity
of the Rashtriya Swasthya Bima Yojana for example,
a subsidised health insurance for the poor, should
not cover the fact that abuses have spread with the
scheme.?® The high percentage of out-of-pocket
expenditure for out-patient care also means that
insurance covering hospital expenditure cannot
replace a system that delivers free basic health
services across the country. In the short term, an
insurance based model may be easier to implement,
but the long term advantages of an accountable,
functioning system of public delivery should rule
against this quick-fix.

Despite these limitations, government-managed
social insurances for the poor have a role to play in
the shift towards UHC. Strengthening the public health
system will take time and the struggle to spur political
will at central and state level has a long way to go:
social insurances will help accompany the transition
and ensure that the poor access healthcare without
delay. The final aim, however, should remain a tax-
based publicly provided UHC, and social insurances be
integrated with this system.

The increasing emphasis on cash incentives and
cash transfers is another problematic trend. The
experience of the Janani Suraksha Yojana, which
provides cash to all women who give birth in health
facilities, shows the ambivalence of such schemes:
while delivery in health facilities has increased,
positive impacts on pre- and ante-natal mortality
rates are harder to establish.2* At the same time,
cases of malpractice associated with the scheme
are widespread. In a context where accountability is
weak, cash incentives and transfers need to be used
cautiously. More insidiously, they risk moving attention
away from the more meaningful task of strengthening
public delivery across the country.

The social accountability of health providers
should be strengthened by placing patients’
rights at the heart of comprehensive
regulations, associated with systems of
monitoring and grievance redress.

India’s health system is notoriously unaccountable.
Excessive and irrational use of medication is
widespread. The ratio of hospitals with at least one

qualified practitioner is less than one in two.? In
rural areas, where the scarcity of medical staff is
particularly severe, unqualified practitioners provide an
overwhelming majority of services.

Regulation of the private sector is de facto inexistent:
16 out of 29 states do not have laws that make
it mandatory for private clinics to register with
authorities.® Resistance against the central Clinical
Establishment Act 2010 or state-wise nursing homes
regulations have been such that these laws have not
been ratified in many states and are rarely applied
even where they are ratified. Despite various public
subventions, through tax deduction, transfers of
funds, and attribution of heavily subsidised land,
private hospitals rarely respect their obligations
towards society — mandatory quotas of free beds for
poor patients, for example, are commonly violated.?’
Public providers themselves lack accountability:
doctor absenteeism, embezzlement of drugs, undue
charges and discrimination against certain social
groups are not exceptional practices.

Collusions of interest amongst health providers, drug
producers and sellers are another source of widespread
malpractices: hospitals - both private and public -
tend to favour expensive patented drugs, despite
guidelines by the Ministry of Health and Family Welfare
prescribing the use of generic drugs in government
hospitals.?® This shift towards patented drugs comes
at atime when numerous generic producing companies
have merged with multinational corporations focusing
on patented drugs. Private providers of services and
drugs have become powerful lobbies. Their impact on
policy decisions is also visible in economic policies
that are progressively undermining India’s generic drug
industry. These different factors have resulted in a
dramatic increase of prices.

The sensitivity of the sector and the unavoidable
information  asymmetry between patient and
practitioner require a carefully designed set of
measures. Regulations should be strengthened: clear
guidelines should define standards of quality and
rationality for government and private providers, as well
as costs of treatments for the latter; existing laws, such
as the Clinical Regulation Act, need to be implemented
without delay.

Patients’ rights should be at the heart of reliable
mechanisms of accountability. Grievance redress
procedures should be structured around such rights,
rather than relying merely on consumers’ rights.
Community audits and monitaring have proven to be
efficient tools to improve the quality and perception
of services among patients:?® they should be made an
integral part of the effort to develop a health system
that provides quality services for all.
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