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PART-I 

 

WORK FROM HOME REPORT 

 

 

HEALTHCARE AND EQUITY IN 

INDIA 
 

 

 

 

 

 

INTRODUCTION 

 

India holds a significant share of the worldwide freight of illness or disease, accounting 

for About 18% of worldwide demises and then 20% DALY(disability adjusted life 

years).1 53% of deaths (44% part of DALYs) accounts for the rising burden of long-

term(chronic) disease, 36% of demises (42% part of DALYs) accounts to infectious 

diseases, perinatal & maternal state, and nutriment insufficiency suggests a prolonged 

transformation which is epidemiological.2 1/5th of deaths related to mothers(maternal) and 

child deaths accounts one-quarter globally which occurs in the country like 

India.3,4 Expectancy of life at birth was 73.7 years in urban centres & 69 in rural areas for 

females and 71.2 and 66.4 years for males.5 
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While outcomes of the health has been improved with the progress of time, they are 

continuing to be firmly figured along the different aspects or dimensions which include 

caste, gender, geography, education and wealth.6-8 For instance, among the richest and 

poorest quintiles of the wealth the infant death rate was observed to be 29.9 deaths per 

1,000 live births & 31.5 per 1000 live births in 2018 and 2019, discretely.9   

 

 

FIGURE 1-Disparities in Under-five deaths along different dimensions in India 

 

Most of these disparities in health is an effect of a comprehensive set of factors like 

political, economic, and social factors which governs the dispensation of healthcare in 

a specific population. Rectifying any unfairness in healthcare could be contemplated 

as major aim of public healthcare programs and have a special and specific part to 

attain equity with effectiveness, in the health division in the community.14-16  

Equity in healthcare have been long established concepts which are guiding us with 

dedication to serve the requirements of deprived sections of the society which are 

https://www.ncbi.nlm.nih.gov/core/lw/2.0/html/tileshop_pmc/tileshop_pmc_inline.html?title=Click%20on%20image%20to%20zoom&p=PMC3&id=3093249_nihms292456f1.jpg
https://www.ncbi.nlm.nih.gov/core/lw/2.0/html/tileshop_pmc/tileshop_pmc_inline.html?title=Click%20on%20image%20to%20zoom&p=PMC3&id=3093249_nihms292456f1.jpg
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treated as the major and important to documents of health policy. However, carrying 

out commitments of policy to healthcare equity still remains a major challenge seeing 

that India’s implementation and institutional capabilities,21 despite the fact that this is 

a challenge not only unique to India but the whole global health community facing the 

same sort of challenge.  

 

 

OBJECTIVES 

 

1) To study the major challenges to equity in financing and risk protection related to 

this and the service delivery in India. 

 

2) To study other factors which influence the overall equity which help in 

implementing of these propositions, in association with the reinforcement of 

primary healthcare services, providing with an appropriate and trustable process to 

ensure more healthcare which is equitable for Indian community. 

 

 

 

METHODOLOGY 

Data from secondary sources through journals and research papers on healthcare and 

equity in India. 
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RESULTS AND DISCUSSION 

 

 

• INEQUALITIES IN HEALTHCARE 

The contrary care law, by means of which those with the substantial requirement of 

healthcare have the inordinate difficulty to access the healthcare services and have 

slightest chances to meet their healthcare needs,23 is extremely pertinent in country like 

India.24-26 It can be considered accessibility as relatedly the capability to acquire a specific 

facilities, at a quality stage which is specified, subjected to a particularize restriction of 

cost linked with the inconvenience carried out,27 and infliction of chosen services of 

health as a substitute for access. To clearly understand the persevere inequities and 

inequalities in healthcare in India, we’re primarily focusing on the approachability to 

maternal and child healthcare services, as the burden of disease related to communicable 

or infectious diseases, maternal and perinatal conditions are conveyed by accessibility to 

these healthcare services. 

 

• INEQUALITIES IN PREVENTIVE HEALTHCARE 

Administration of preventive healthcare facilities like prenatal care & immunizations 

endures negligible, with significant variability in the administration of such type of 

facilities in terms of geography, gender and socioeconomic status. Years between 2005–

2006, the overall immunisation coverage of India was seen at 44%. Disparities in 

vaccination subsist with the household wealth & education, with definite & comparative 

inequalities shows indication of depletion over the time. Inequalities subsist by caste in 

the year between 2005–2006, immunization coverage amid SCs and STs was 39.7% and 

31.3% consecutively in comparison with 53.8% amongst different social class with 

definite disparities betwixt these social classes escalating over the time-period. Coverage 

is observed exorbitant in urban zones that is 58% in comparison to the rural zones that is 

39%, even though definite and comparative rural & urban dissimilarities have been 

depleting over the time-period. As years passed by, the definite gap between gender has 

escalated with a definite 2.6% gap between gender in 1992–1993 escalating to 3.8%s gap 

seen in the year 2005–2006. 
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FIGURE 2-Trends in disparities in immunization coverage along different proportions 

indicated in rate difference (definite disparities) and rate ratio (comparative disparities) 

Similarly, related specifications in disparities has been observed for coverage of prenatal 

care. Years between 2005–2006, it was seen that 77% of the population of Indian women 

at the time of their gestation period encountered some formation of prenatal care in the 

time period of 3 years preceding to the survey, in spite of the fact that only 52% have 

been going for the suggested three or more than three visits. Altogether, progression in 

the coverage of antenatal has escalating over the time.  

 

• INEQUALITIES IN CURATIVE HEALTHCARE 

Insufficient ingress to pertinent maternal services in health still remains a significant 

determining factor for maternal mortality rate. Even though the charges of delivery which 
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are institutional have escalated over a certain period of time. There subsists a 6-fold 

differentiation between the poorest and richest sections of the society in institutional 

delivery (Figure 2). Even though this comparative deviation in inequity has diminished 

over certain period of time, the definite percentage variation in the prevalence of 

institutional deliveries between the richest and poorest has been observed that it has been 

increased from 38.7% to 78.9% in the span of 10 years till 2015-16, as per National 

Family Health Survey (NFHS-4). 

Even though the impoverished are more expected to be on the lookout for health care in 

the civil section, the advantaged section seize more of the part of the share of civil 

facilities since they are more expected to make use of these kind of facilities, and besides 

be on the lookout for health care in high-level services.29 The advantages sections of the 

society are also more expected to be admitted to the hospital, and have prolonged 

inpatient visits in the civil section.30 Earlier probe of health services in civil section 

exhibited that the preventative healthcare facilities of antenatal and immunisation visits 

reveals a more impartial dispensation than the curative care.29  

Although progression has been observed, disparity go on to persevere in ingress to 

facilities. There is distinctive shift in absolute and relative disparities proposing 

distinctive access and uptake to facilities by divergent sections and recognising these 

modulated sequences which has scheme consequences for finer positioning of facilities to 

disadvantaged sections. 

 

• FACTORS TO ACHIEVE EQUITY IN HEALTHCARE 

 

Attaining fairness in approach to healthcare call for conquering various factors that stand 

against equity in delivery of service, and equity of financing in health. These factors need 

to be inspected through an interlinked demand-supply structure for healthcare facilities 

(Figure 3). With the supply side, the issues which are examined are correlated to attain 

fairness in service delivery which confirms access to a certain level of well-equipped 

services, and on the demand side we are trying to investigate financial equity in health 

and risk-protection financially and contemplate how the prices of looking for healthcare 

may restrict the usage, mainly when expenditure which are out of pocket are 

tremendously high-level. 



11 
 

 

 

FIGURE 3-Definitional model to understand challenges to equity in healthcare 

 

• FACTORS FOR SUPPLY SIDE 

 

Suboptimal and inequitable resource allocation-   The systematic allotment of 

resources between contrasting levels of services and between separate geographical 

sections is evaluative in ensuring the physical accessibility of the pertinent level of 

sufficiently resourced healthcare facilities.15 India’s total expenditure on health was 

estimated at 3.6% of the Gross Domestic Product (GDP) in 2019–20, Private 

dissipation on health have still remains high over the past decade, with India is having 

one of the largest share of household out-of-pocket expenses on healthcare in the 

world, approximated at 65.8% in urban and 68.3% in rural areas. There is also broad 

variation in expenditures of state on healthcare, with a 7-fold distinction between the 
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major states. As for example, public expenditures per capita on healthcare in Bihar is 

estimated at Rs 100 in contrast to Rs 447 per capita on health in Tamil Nadu as in 

2004–2005.31 The private division dominates facility provision of high end curative 

facilities, and reports from national household surveys(NFHS) exhibits the widening 

role of the private division over the past two decades arising as the predominant 

contributor of inpatient care.34  

 

Physical access 

Physical access is a major obstacle to both curative and preventive healthcare 

facilities for India’s substantial rural section population i.e., >70%. The number of 

government hospital beds in urban areas is twice the number or even more than that in 

comparison to rural areas,35 and the prompt development of the private division in 

urban areas has ensued in an unequal and unplanned geographical dispersion of 

facilities.36 As substantial distance to services is a key factor for 

access,37,38 overcoming this through extend or finer roads, transport and 

communication system is mandatory for reaching out to impoverished and physically 

secluded groups, such as SCs and STs. Furthermore, physical access of facilities does 

not necessarily insure practical and effective use since the prices correlated with 

seeking care also hinder uptake, even when facilities are physically accessible. 

 

Human resources for health 

India faces the challenge of bearing suitable level, skillset mix, distribution of human 

resources and quality for healthcare, beyond states and mainly in impoverished rural 

areas. Rural areas are assisted by more than million rural health practitioners, many of 

whom are not even formally given training or have license.40 Since the most 

underprivileged are more expected to receive treatment from less qualified and 

unskilled healthcare providers, India’s human resources for health challenge 

represents a further obstruction for insuring healthcare equity. 

 

 

• FACTORS FOR DEMAND SIDE 

 

• Economical constraints 
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Decreased levels of funding coming from public, Absence of a broad risk pooling 

system, and top-level out of pocket expenses in the subject of rising health prices are 

key factors influencing financing in health and risk protection in equity. Evidences 

from national expenses studies indicates that disparities in financing of healthcare 

have augmented over the past two decades.34 Comprehensive insurance accessed the 

Indian market after passing of the bill which was IRDA (Insurance Regulatory and 

Development Authority) Bill in the year 1999. Public-based healthcare insurance 

programs for the unorganised section which persuades risk pooling coverage lower 

than 1% of the whole population.52,57 Therefore out of pocket expenses and the 

integrated disparities dominate. Out of pocket expenses on healthcare, as a portion of 

household expenses, has been rising as the time passes by, in both urban and rural 

areas.34,55 Expenses on both outpatient and inpatient healthcare are constantly inflated 

in public services in comparison to private services; and the expenditure of non-

infectious disorders outdo that of infectious disorders.60 In particular, the portion of 

expenses which is being expended on healthcare has risen incrementally for the 

impoverished households. 
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t  

 

FIGURE 4-Trends in out-of-pocket health expenditures in households per episode, as 

a share of income by income group and residence 
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FIGURE 5-Impact of out-of-pocket payments (OOP) on poverty ratios in India 

 

 

 

 

• Health spending inflation 

 

Health spending inflation is another essential factor restricting ingress to healthcare 

facilities and financial equity. Although prices have been increased in both the private 

and public sector, this rise has been much rapid (above 100%) in the private 

sector.34 Rise in expenses has been rapid for rural inpatient facilities.65  Expenses on 

drugs have been rising with time, and drug prices constitutes a much bigger 

proportion of expenditures which are out-of-pocket for the impoverished as compared 

https://www.ncbi.nlm.nih.gov/core/lw/2.0/html/tileshop_pmc/tileshop_pmc_inline.html?title=Click%20on%20image%20to%20zoom&p=PMC3&id=3093249_nihms292456f6.jpg
https://www.ncbi.nlm.nih.gov/core/lw/2.0/html/tileshop_pmc/tileshop_pmc_inline.html?title=Click%20on%20image%20to%20zoom&p=PMC3&id=3093249_nihms292456f6.jpg


16 
 

to the rich sections. Current drawbacks in the adequacy and effectiveness of drug cost 

control, regulating the pharmaceutical market, and distributions and procurement 

mechanisms aggravate inequitable ingress to economical quality drugs.66,67 The 

portion of drugs under cost control has diminished markedly; whereas in and around 

about 90% of drugs were under cost control in the year 1970s, only about is 10% are 

today.66 Moreover, analysis of modifications in drug costs shows that between the 

years 1996-2006, medicines in a selected basket of drugs increased by 40%; whereas 

the costs of drugs on the essential drugs list increased by 15%, drugs not on the list of 

essential drug and not cost controlled increased by 137%.67 

 

• PRINCIPLES TO ACHIEVE EQUITY IN HEALTHCARE 

 

The obstacles faced by the health care system in its pursuit for healthcare equity in are 

significant. These obstacles are further intricated by the interplay of these obstacles 

which act distinctively at state, local and individual stage, diversity in the scale, which 

call for contextually pertinent solutions. In the past few years India has been making 

substantial improvement, with various examples of innovative programmes and 

initiatives which are operated in the private and public sector with the most notable 

initiative which is government-led being the NRHM (National Rural Health Mission) 

which was started in 2005. This initiative has initiated the rejuvenation and 

repositioning of the public healthcare network. To support and complement and 

support these, here we are proposing the following supportive principles to help attain 

healthcare equity. 

 

• EQUITY METRICS 

 

Equity metrics needs to be consolidated into all healthcare system policies and 

assigning strategies, and at each and every level of any reform procedure. Advised by 

the Commission on Social Determinants and others,14,77 ,78 this involves applying an 

approach which is totally equity focused to the use, collection, and application of data 

on health result or outcomes and means of healthcare, and performance of health 

systems during monitoring and evaluation. This requires a self-regulating system built 
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across the health system nexus, comprising the private and public sector, and non-

allopathic medicine AYUSH (Ayurveda, Yoga and Naturopathy, Unani, Siddha, and 

Homeopathy) and allopathic medicine, placed with international standards and 

principles for health equity metrics.79  

 

• SUSTAINABLE DEVELOPMENT FOR HEALTH SYSTEMS AND HEALTH 

EQUITY RESEARCH 

 

There needs to be a combined effort to boost the base of the knowledge of healthcare 

systems research and healthcare equity research.81 India is in the position to take a 

foremost role in boosting our knowledge of healthcare systems probe at the 

worldwide level. Given that much of the execution and resolutions are made at the 

state and local stage, there is the chance to actively acquire knowledge from the 

multitude of distinct refinement. Although, it is imperious at the conception that 

optimal data management network and research design are put in place, so to 

capitalize on acquiring knowledge from the arbitration and understanding which 

scheme and interventions work and how they influence equity in healthcare. This is 

even more mandatory, given the constant rolling out and scaling up these reforms, 

which is guided by where resources should be most effectively conducted to boost up 

the possibility of success.79 However there have been unconventional and internal 

analysis of the NRHM,74-76 ,82 both of particular programs and in specified states, there 

is the acute need for further unconventional big scale evaluations.75  

 

The NHSRC (National Health Systems Resource Centre) is well in position to provide 

the important framework to facilitate this, and support the ongoing growth of HIS 

(Health Management Information Systems). In this way, India can promote to the 

limited base of knowledge of operative research in healthcare systems in countries 

which are developing and support the ‘knowledge-action’ gap in strengthening of 

healthcare systems.85,86  

 

• Contemplative process to achieve equity in healthcare 
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There is need for more significant determinant and growth of the regulatory approach 

related to achieve healthcare equity. The challenges of mapping out and executing 

pro-equity healthcare schemes when resources are restricted needs a contemplative 

approach. This call for taking into deliberation the repercussions and threats of those 

resolutions, with observing and checking the progress of how such resolutions will 

influence healthcare equity. Additionally, with India’s elderly population call for 

consideration of inter-generational equity in the assigning of finite resources within 

distinct age-groups. 

It is suggested to review and formalize the procedure of resources assigning resolution 

and planning of service delivery, which includes striking the stability within the three 

tiers centre, state and local financing, and horizontal and vertical assigning 

effectiveness, which is based on the best available proof, and directed by equity 

issues. This could be included in adopting of a system such as ‘BENCHMARKS 

FOR FAIRNESS’ which is seen to be successfully attuned for use in various 

developing countries like Colombia, Pakistan and Thailand.87  

 

• Stakeholder accountabilities & responsibilities 

Multilaterals, civil sector, NGOs, pharmaceutical industry, local government, national, 

research and academic institutions all have distinct roles and responsibilities to play part 

in insuring the successfulness of attaining equity in healthcare and undeniably finer health 

governance.88 This call for importunate transparency, accountability, and finer partnership 

and leadership within the healthcare mechanism, altogether with structured analysis and 

assessment of healthcare governance. Since healthcare scheme and execution clearly is 

operating within the comprehensive political factor, specifying iterative approach for 

major players to preserve legislative primacy for the equity in healthcare plan is 

mandatory to promote this matter. This is specifically necessary because the dormant 

assignee depict a less organised influential groups, who are consequently inadequate to 

impact the refinement.89 It is needed to specifically emphasize the duty of civic society, 

and the necessity to empower, captivate, and capacity building within the community to 

behest equity in healthcare and finer healthcare quality at rational costs. Even though the 

proof to sustain this may be deficient, examples such as experience of China’s where it 

was seen public discontent with the integrity of its healthcare system, exhibits how civic 

society can affect the changes in healthcare refinement.10  
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• Investment in primary care and public health: Backbone for equity in health 

Eventually, prime concern should be to invest in primary care and public healthcare. To 

improve the subsisted disintegrated perspective to public health facilities through creating 

a solid foundation in public health emulated by boosting up of the primary healthcare 

system would go a very long way in insuring a more equitable health care in India.91 To 

build the capacity and capability to design and execute public health facilities from and 

within the MoHFW(Ministry of Health and Family Welfare) will allow for a more 

collaborative strategy to effectively safeguard the community health.91 Plausible 

partnerships and engagement, both within and outside the government, are in need for 

improvement public healthcare framework and it is better to safeguard the most pregnable 

from unfair subjection to unwretched risks. Such kind of financing in public health, in 

link with reinforcement of primary healthcare facilities and specific policies for reaching 

out to those disadvantaged sections is a key course of action towards rectifying the health 

disparities that prevail in India.92 Primary healthcare is conceivably more complicated and 

indecisive in comparison at the time when Alma Ata declaration was made but to build a 

receptive desegregated primary healthcare facility which insures universal health 

coverage is also one way to control prices.93 
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CONCLUSION 

 

There is a compelling social, moral, and economic argument for investment to achieve 

equity in the healthcare of Indian population. Recent prompt economic expansion 

accord for a distinctive opportunity to elevate financial covenant to sustain the public 

healthcare system and healthcare systems research. India can also extract the 

knowledge resource of its flourishing technology section to strengthen and innovate 

the evolution of HIS (health information systems). Moreover, there is the opportunity 

to mobilize the ability of the local pharmaceutical industry by procuring it to take 

bigger responsibility to deliver equity in healthcare. The next course of action is to 

translate these into actual and practical schemes and effectively executing them. Still, 

this prioritizing the role of the healthcare mechanism needs to be put in place within 

the bigger and broader context of the social factors of health, and addressing the root 

inducement of socially disadvantaged sections of the society. In this manner, a 

healthcare mechanism is built on a rock-solid foundation of public healthcare and 

primary healthcare must be cooperated with public schemes that improve intersectoral 

propositions. Better sanitation and water, poverty reduction, food security and 

changes being made to other systematic factors, which is being augmented by a more 

equitable healthcare framework, which will help insure additional equitable health 

care for beyond than a billion number of people all over the country. 

 

 

 

 

 

 



21 
 

 

REFERENCES 

1. World Health Organization. Information DoMaH, editor. Global burden of 

disease. 2009 

2. Srinath Reddy K, Shah B, Varghese C, Ramadoss A. Responding to the threat of 

chronic diseases in India. The Lancet. 2005;366(9498):1744–1749.  

3. UNICEF. New York: Oxford University for UNICEF; 2009. The State of the World’s 

Children 2009: Maternal and New-born Health Oxford.  

4. UNICEF. New York: United Nations Children's Fund; 2008. The State of the World’s 

Children 2008: Child Survival. 

5. World Health Organization. Geneva: World Health Organization; 2010. World health 

statistics.  

6. Joe W, Mishra US, Navaneetham K. Socio-economic inequalities in child health: 

Recent evidence from India. Glob Public Health. 2009:1–16.  

7. Balarajan Y, Villamor E. Nationally representative surveys show recent increases in 

the prevalence of overweight and obesity among women of reproductive age in 

Bangladesh, Nepal, and India. J Nutr. 2009;139(11):2139–2144.  

8. Sen G, George A, Ã–stlin P. Engendering international health: the challenge of 

equity. Cambridge, Mass.: MIT Press; 2002.  

9. International Institute for Population Sciences. Mumbai, India: International Institute 

for Population Sciences; 2007. National Family Health Survey (NFHS-3), 2005–06: 

India.  

10. Tang S, Meng Q, Chen L, Bekedam H, Evans T, Whitehead M. Tackling the 

challenges to health equity in China. The Lancet. 2008;372(9648):1493–1501.  

11. HDR U. United States Human Development Report 

12. Rawls J. A theory of justice. Cambridge, Mass.: Belknap Press of Harvard University 

Press; 1999.  



22 
 

13. Daniels N. Just health: meeting health needs fairly. Cambridge; New York: 

Cambridge University Press; 2008.  

14. Evans T, Whitehead M, Diderichsen F, Bhuiya A, Wirth M, editors. Challenging 

inequities in health: from ethics to action. Oxford; New York: Oxford University Press; 

2001.  

15. Roberts MJ. Getting health reform right: a guide to improving performance and 

equity. Oxford; New York: Oxford University Press; 2008. 

16. World Health Organization. Geneva: World Health Organization; 2000. The world 

health report 2000: Health Systems: Improving Performance.  

17. J Bhore RA, Banerjee AC. In: Report of the Health Survey and Development 

Committee. Division P, editor. Delhi: Government of India; 1946.  

18. MoHFW. Delhi: Ministry of Health and Family Welfare, Government of India; 1983. 

National Health Policy.  

19. MoHFW. Delhi: Ministry of Health and Family Welfare, Government of India; 2002. 

National Health Policy.  

20. The National Health Bill: Ministry of Health and Family Welfare, Government of 

India. 2009 

21. Pritchett L. Is India a Flailing State? Detours on the Four Lane Highway to 

Modernization. SSRN eLibrary. 2009  

22. Gwatkin DR. Health inequalities and the health of the poor: what do we know? What 

can we do? Bull World Health Organ. 2000;78(1):3–18.  

23. Hart JTep. Commentary: Three decades of the inverse care 

law. BMJ. 2000;320(7226):18–19.  

24. Sen G, Iyer A, George A. Structural Reforms and Health Equity: A Comparison of 

NSS Surveys, 1986–87 and 1995–96. Economic and Political 

Weekly. 2002;37(14):1342–1352.  

25. Singh CH, Ladusingh L. Correlates of inpatient healthcare seeking behaviour in 

India. Indian J Public Health. 2009;53(1):6–12. 



23 
 

26. Gaudin S, Yazbeck AS. Immunization in India 1993–1999: wealth, gender, and 

regional inequalities revisited. Soc Sci Med. 2006;62(3):694–706.  

27. Goddard M, Smith P. Equity of access to health care services: theory and evidence 

from the UK. Soc Sci Med. 2001;53(9):1149–1162.  

28. NSSO. Morbidity and Health Care and Condition of the Aged: National Sample 

Survey Organisation, Ministry of Statistics and Programme Implementation, Government 

of India. 2006 

29. Mahal AYA, Peters DH, Ramana GNV. HNP Discussion Paper. Washington, DC: 

The World Bank; 2001. The poor and health service use in India.  

30. Peters DH. Better health systems for India's poor: findings, analysis, and 

options. Washington, D.C: World Bank; 2002. Human Development N.  

31. India Go. New Delhi: Ministry of Health and Family Welfare; 2009. Sep, National 

Health Accounts India, 2004–5.  

32. WHO. National Health Accounts. 2009 

33. Peters DH, Rao KS, Fryatt R. Lumping and splitting: the health policy agenda in 

India. Health Policy Plan. 2003;18(3):249–260.  

34. Selvaraj S, Karan A. Deepening Health Insecurity in India: Evidence from National 

Sample Surveys since 1980s. Economic and Political Weekly. 2009;44(40):55–60.  

35. CBHI. Health Infrastructure, National Health Profile (NHP) of India - 2008. 2008 

36. De Costa A, Al-Muniri A, Diwan VK, Eriksson B. Where are healthcare providers? 

Exploring relationships between context and human resources for health Madhya Pradesh 

province, India. Health Policy. 2009;93(1):41–47.  

37. Lavy V, Germain JM World Bank. Washington, D.C: World Bank; 1994. Quality and 

cost in health care choice in developing countries.  

38. Acharya LB, Cleland J. Maternal and child health services in rural Nepal: does access 

or quality matter more? Health Policy Plan. 2000;15(2):223–229.  

39. Vissandjee B, Barlow R, Fraser DW. Utilization of health services among rural 

women in Gujarat, India. Public Health. 1997;111(3):135–148.  



24 
 

40. Rohde J, Viswanathan H. The rural private practitioner. Health 

Millions. 1994;2(1):13–16.  

41. Das J, Hammer JS World Bank. Development Research Group. Public Services. 

Washington, D.C: World Bank, Development Research Group, Public Services; 2004. 

Strained mercy: the quality of medical care in Delhi.  

42. Peters DH, Muraleedharan VR. Regulating India's health services: To what end? 

What future? Social Science & Medicine. 2008;66(10):2133–2144.  

43. Das Gupta M, Rani M World Bank. Development Research Group. Public Services. 

Washington, D.C: World Bank, Development Research Group, Public Services Team; 

2004. India's public health system: how well does it function at the national level?  

44. Banerjee A, Duflo ADE. Health Care Delivery in rural Rajasthan: Poverty Action Lab 

Paper. 2003 February;(No. 4)  

45. Banerjee A, Duflo E. Addressing Absence. The Journal of Economic 

Perspectives. 2006; 20:117–132.  

46. Chaudhury N, Hammer J, Kremer M, Muralidharan K, Rogers FH. Missing in Action: 

Teacher and Health Worker Absence in Developing Countries. The Journal of Economic 

Perspectives. 2006; 20:91–116.  

47. Das J, Hammer J. Location, Location, Location: Residence, Wealth, And the Quality 

of Medical Care in Delhi, India. Health Aff. 2007;26(3): w338–w351.  

48. Das J, Hammer J. Money for nothing: The dire straits of medical practice in Delhi, 

India. Journal of Development Economics. 2007;83(1):1–36.  

49. Sreevidya S, Sathiyasekaran BWC. High caesarean rates in Madras (India): a 

population-based cross-sectional study. BJOG: An International Journal of Obstetrics & 

Gynaecology. 2003;110(2):106–111.  

50. Kent Ranson M, John KR. Quality of Hysterectomy Care in Rural Gujarat: The Role 

of Community-Based Health Insurance. Reproductive Health Matters. 2002;10(20):70–

81.  



25 
 

51. Gupta I, Dasgupta P. Demand for curative health care in rural India: choosing 

between private, public and no care. Institute of Economic Growth. Discussion Paper 

Series. 2000;(No. 14/2000):1–35.  

52. India Go. Eleventh Five Year Plan. Planning Commission. 2007 

53. BHAT R. Regulating the private health care sector: the case of the Indian Consumer 

Protection Act. Health Policy Plan. 1996;11(3):265–279.  

54. Baru RV. Private Health Sector in India - Raising Inequities. In: Gangolli LV, Duggal 

R, Shukla A, editors. Review of Healthcare in India. Mumbai: Centre for Enquiry into 

Health and Allied Themes; 2005.  

55. Yip W, Mahal A. The Health Care Systems of China and India: Performance and 

Future Challenges. Health Aff. 2008;27(4):921–932.  

56. India Go. National Health Accounts India, 2001–2. New Delhi: Ministry of Health 

and Family Welfare; 2005. Dec,  

57. Devadasan N, Ranson K, Van Damme W, Acharya A, Criel B. The landscape of 

community health insurance in India: An overview based on 10 case studies. Health 

Policy. 2006;78(2–3):224–234.  

58. O'Donnell O. Access to health care in developing countries: breaking down demand 

side barriers. Cadernos de Saúde Pública. 2007; 23:2820–2834.  

59. Bonu S, Bhushan I, Rani M, Anderson I. Incidence and correlates of 'catastrophic' 

maternal health care expenditure in India. Health Policy Plan. 2009;24(6):445–456.  

60. Ajay Mahal AK, Engelgau Michael. Health, Nutrition and Population (HNP) 

Discussion Paper. Washington, DC, USA: World Bank; 2010. The Economic 

Implications of Non-Communicable Disease for India. 

61. Garg CC, Karan AK. Reducing out-of-pocket expenditures to reduce poverty: a 

disaggregated analysis at rural-urban and state level in India. Health Policy 

Plan. 2009;24(2):116–128.  

62. van Doorslaer E, O'Donnell O, Rannan-Eliya RP, et al. Effect of payments for health 

care on poverty estimates in 11 countries in Asia: an analysis of household survey 

data. The Lancet. 2006;368(9544):1357–1364.  



26 
 

63. Krishna A. Escaping poverty and becoming poor: Who gains, who loses, and 

why? World Development. 2004;32(1):121–136.  

64. NSSO. National Sample Survey Organisation (NSSO) 2009 

65. Health CoMa. Financing of Health in India. In: Rao S, editor. Background Papers - 

Financing and Delivery of Health Care Services in India. New Delhi: Ministry of Health 

& Family Welfare, Government of India; 2005. Aug,  

66. Selvaraj SaVN. Access to Medicines in India: Issues, Challenges and Response. In: 

India Health Report - 2010, editor. Business Standard Pub.; 2010.  

67. Sengupta A, Joseph Reji K, Modi Shilpa, Syam Nirmalya. Studies SfEaS, with 

aCfTaDic, Organization. tWH, editor. ‘Economic Constraints to Access to Essential 

Medicines in India’ 2008  

68. Ensor T, Cooper S. Overcoming barriers to health service access: influencing the 

demand side. Health Policy Plan. 2004;19(2):69–79.  

69. Lewis M. Governance and Corruption in Public Health Care Systems: Center for 

Global Development. 2006  

70. Thampi GK. Corruption in South Asia: Insights and Benchmarks from Citizen 

Feedback Surveys in Five Countries. In: International T, editor. 2002.  

71. Cleland JG, van Ginneken JK. Maternal education and child survival in developing 

countries: The search for pathways of influence. Social Science & 

Medicine. 1988;27(12):1357–1368.  

72. Griffiths P, Stephenson R. Understanding Users: Perspectives of barriers to maternal 

health care use in Maharashtra, India. Journal of Biosocial Science. 2001;33(03):339–

359.  

73. Nutbeam D. Health literacy as a public health goal: a challenge for contemporary 

health education and communication strategies into the 21st century. Health Promote. 

Int. 2000;15(3):259–267.  

74. National Rural Health Mission, Meeting People's Health Needs in Partnerships with 

States. Thr Journey So Far, 2005–2010: Ministry of Health and Family Welfare, 

Government of India 



27 
 

75. Gill K. A Primary Evaluation of Service Delivery under the National Rural Health 

Mission (NRHM): Findings from a Study in Andhra Pradesh, Uttar Pradesh, Bihar and 

Rajasthan Working Paper 1/2009 - PEO: Planning Commission of India. 2009 May  

76. Nirupam Bajpai JDS, Ravindra H. Dholakia Improving access, service delivery and 

efficiency of the public health system in rural India Mid-term evaluation of the National 

Rural Health Mission the Earth Institute at Columbia University. 2009 October  

77. Commission on Social Determinants of Health. Geneva: World Health Organization; 

2008. Closing the gap in a generation: health equity through action on the social 

determinants of health: final report of the commission on social determinants of health.  

78. Gwatkin DR, Bhuiya A, Victora CG. Making health systems more 

equitable. Lancet. 2004;364(9441):1273–1280.  

79. Chan M, Kazatchkine M, Lob-Levyt J, et al. Meeting the demand for results and 

accountability: a call for action on health data from eight global health agencies. PLoS 

Med. 7(1) e1000223.  

80. Tangcharoensathien V, Limwattananon S, Prakongsai P. Improving Health-Related 

Information Systems to Monitor Equity in Health: Lessons from Thailand. The 

Economics of Health Equity, Forthcoming. 1905  

81. Frenk J, Horton R. Evidence for health-system reform: a call to action. The 

Lancet. 2006;368(9529):3–4.  

82. Lim SS, Dandona L, Hoisington JA, James SL, Hogan MC, Gakidou E. India's Janani 

Suraksha Yojana, a conditional cash transfer programme to increase births in health 

facilities: an impact evaluation. The Lancet. 375(9730):2009–2023 

83. Frenk J, Sepúlveda J, Gómez-Dantés O, Knaul F. Evidence-based health policy: three 

generations of reform in Mexico. The Lancet. 2003;362(9396):1667–1671 

84. Fryatt R, Mills A, Nordstrom A. Financing of health systems to achieve the health 

Millennium Development Goals in low-income countries. Lancet. 375(9712):419–426.  

85. Frenk J. The Global Health System: Strengthening National Health Systems as the 

Next Step for Global Progress. PLoS Med. 7(1) e1000089.  



28 
 

86. Reich MR, Takemi K, Roberts MJ, Hsiao WC. Global action on health systems: a 

proposal for the Toyako G8 summit. Lancet. 2008;371(9615):865–869.  

87. Daniels N, Light D, Caplan RL. Benchmarks of fairness for health care reform. New 

York: Oxford University Press; 1996.  

88. Siddiqi S, Masud TI, Nishtar S, et al. Framework for assessing governance of the 

health system in developing countries: Gateway to good governance. Health 

Policy. 2009;90(1):13–25.  

89. Olson M. The logic of collective action: public goods and the theory of 

groups. Cambridge, Mass: Harvard University Press; 1971.  

90. Health WCoSDo. CHALLENGING INEQUITY THROUGH HEALTH SYSTEMS: 

Final Report. In: Lucy Gilson JD, Rene Loewenson, Victoria Francis, editors. Knowledge 

Network on Health Systems. Geneva: World Health Organization; 2007. 

91. Das Gupta M, Shukla R, Somanathan TV, Datta KK. How might India's public health 

systems be strengthened? The World Bank. 2009 

92. World Health Organization. Geneva: World Health Organization; 2008. The world 

health report 2008: primary health care now more than ever: introduction and overview. 

 

 

93. Lawn JE, Rohde J, Rifkin S, Were M, Paul VK, Chopra M. Alma-Ata 30 years on: 

revolutionary, relevant, and time to revitalise. Lancet. 2008;372(9642):917–927.  

94. NRHM. National Rural Health Mission 

 

 

95. India Registrar G, Census C. New Delhi: Office of the Registrar General & Census 

Commissioner, India, Ministry of Home Affairs; 2008. Census atlas of India, 2001. 

 

 



29 
 

96. Kawachi I, Subramanian SV, Almeida-Filho N. A glossary for health 

inequalities. Journal of Epidemiology and Community Health. 2002;56(9):647–652. 

 

 

97. Harper S, King NB, Meersman SC, Reichman ME, Breen N, Lynch J. Implicit value 

judgments in the measurement of health inequalities. Milbank Q. 88(1):4–29.  

 

 

98. Whitehead M. Concepts and principles of equity in health. Copenhagen: WHO 

Regional Office for Europe; 1990.  

 

 

 

 

 

 

 

 

 

 

 



30 
 

PART-II 

 

REPORT ON ONLINE COURSE 

 

 

 

 

NAME OF THE COURSE 

ESSENTIALS OF GLOBAL HEALTH 

 

COURSE DESCRIPTION 

 

Essentials of Global Health is a comprehensive introduction to global health. It is meant 

to introduce to this topic in well-structured, clear and easy to understand ways. Much of 

this course is focused on five questions: What do people get sick, disabled and die from; 

Why do they suffer from these conditions? Which people are most affected? Why should 

we care about such concerns? What can be done to address key health issue, hopefully at 

least cost, as fast as possible, and in sustainable ways? The course is global in coverage 

but with a focus on low and middle income countrymate health of the poor, and health 

disparities. Particular attention is paid throughout the course to health systems issue, the 

linkages between health and development, and health matters related to global 

interdependence. The course will cover key concepts and frameworks but be practical in 

orientation. 
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COURSE OBJECTIVES 

 

1) Articulate key public health concepts related to global health 

2) Analyse the key issues in global health from a number of perspectives 

3) Discuss with confidence the burden of disease in various regions of the world; how it 

varies by sex, age and location; key risk factors for this burden; how the disease burden 

can be addressed in cost-effective ways 

4) Assess key health disparities, especially as they relate to the health of low-income and 

marginalised people in low- and middle-income countries 

5) Outline they key factors and organisations in global health and the manner in which they 

cooperate to address critical global health concerns 

6) Review key global health challenges that are likely to arise in the coming decades, 
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COURSE CONTENTS 

 

MODULE 1 

INTRODUCTION 

• Course overview and getting started  

• Key perspectives on Global Health 

• The global health context and who plays 

 

MODULE 2 

THE BURDEN OF DISEASE 

• The state of World’s health 

• Demography and Global Health 

• The burden of disease-The DALY 

• What do people get Sick, Disabled, and Die from? 

• Key risk Factors for deaths and DALYs 

 

 

MODULE 3 

HEALTH SYSTEMS AND VALUE FOR MONEY IN HEALTH 

• Value for money in global health 

• The organisation and aims of Health Systems 

• Health Expenditure, the Quest for UHC and Pharmaceuticals 

 

MODULE 4 

CROSS-CUTTING THEMES IN GLOBAL HEALTH-PART I 

 

• Health Disparities 

• The environment and health and climate change and health 

• Nutrition and Global health 
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MODULE 5 

CROSS-CUTTING THEMES IN GLOBAL HEALTH-PART II 

 

• Women’s health 

• Child health 

• Childhood Immunisation 

 

MODULE 6 

CROSS-CUTTING THEMES IN GLOBAL HEALTH-PART III 

 

• Adolescent health 

• Complex Humanitarian Emergencies 

 

MODULE 7 

CRITICAL CAUSES OF ILLNESS AND DEATH-PART I 

 

• Emerging and Remerging ID and Anti-microbial Resistance 

• HIV 

• Tuberculosis (TB) 

• Malaria 

 

MODULE-8 

CRITICAL CAUSES OF ILLNESS AND DEATH-PART II 

 

• Neglected Tropical diseases 

• Overview of Non-communicable, Cardiovascular diseases 

• Cancer and Diabetes 
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MODULE 9  

CRITICAL CAUSES OF ILLNESS AND DEATH-PART III 

 

• Tobacco and Alcohol 

• Mental Health 

• Injuries 

 

MODULE 10  

LOOKING FORWARD 

 

• Intersectoral approaches to enabling better health 

• Science and Technology for Global Health 

• Key challenges for the future 

 

 

 

 

 

LEARNING METHODOLOGY 

 

VIDEO LECTURES 

READING MATERIAL 
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KEY LEARNINGS 

 

1) Learned about basic concepts of global health, and a number of key perspectives for 

considering global health issues. 

2) Examined what people get sick, disabled and die from and what risk factors and 

determinants these conditions can be attributed. 

3) Reviewed how health systems in different parts of the world are organised, issues they 

face in effectively and efficiently providing appropriate services of acceptable quality. 

4) Studied the relationship between the environment and health, complex humanitarian 

emergencies and natural disasters and health, nutrition. 

5) Assessment of health of women, children and adolescents and childhood immunisation. 

6) Examined communicable diseases, such as emerging infectious diseases, HIV, TB, 

Malaria. 

7) Key issues in non communicable diseases such as heart disease, stroke, cancer and 

diabetes. 

8) How science and technology can be harnessed through collective action, to address those 

challenges. 

 

 

 

 

 


