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ROLE OF THE STATE IN HEALTH PLANNING AND DELIVERY  – EQUITY 

ISSUES IN INDIA COMPARED TO OECD COUNTRIES 

 

 

ABSTRACT 

 

  

  This paper is concerned primarily with the role of the State in 

health planning, especially in this era of globalization, where the role 

of State in providing services efficiently is being strongly challenged 

by MNCs and the private sector. It goes into the varying 

interpretations of the definition of health and its attributes and how 

these interpretations and political ideologies have an impact on 

formulation of health policies. It argues that health and access to 

health care are basic rights and allocation of resources for health care 

should not be left to market forces to decide and that the State should 

play a dominant role. The role of the State in financing and delivery of 

heath care services from an equity point of view is the dominant theme 

of the paper. This is followed by a detailed study of the National 

Health Service (NHS) of the UK and how it has revolutionized health 

care through State initiative and finally what the lessons are for India 

as a developing country. 
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‘‘The attainment of all peoples of the world by the year 2000 of a level 

of health that will permit them to lead a socially and economically 

productive life’ 

    - Alma-Ata conference 1978 

 

 

 

 

 

Interpretations of the definitions of Health  

 

  Governments have different views about health that is linked to 

their ideologies. No government can subscribe to any particular view. 

Governments while being influenced by ideologies, also take into 

consideration the level of health of its people, the available resources, 

the particular culture of the nation and its assessment of what the basic 

health needs of the people really are.  The State has to provide funds 

not only for health but also for education, agriculture, defence, rural 

development and other sectors. But it only has a limited resource from 

which to allocate. With in the health sector, it has to decide how much 

allocation is to be provided for curative care and how much for 

preventive care. Within curative care it has to allocate resources for 

hospitals, clinics, specialities etc. Within preventive care, it has 

decided how much allocation will be for personal prevention strategies 

as opposed to public health strategies. In this situation, the right mix of 

financing of health related activities would influence the ultimate 

achievement of the national health policy goals. Thus health planning, 

especially the tapping and allocation of resources and proper delivery 

of services is crucial, if its citizens are to achieve the WHO definition 

of health which is  

 

‘A state of physical, mental and social well-being and not merely the 

absence of disease.’ 

 

  This definition shows that the state of health is influenced by a 

number of factors including health care, like poverty, education levels, 

food intake, employment, access to clean drinking water, sanitation 

and housing conditions and personal; practices like sexual behaviour, 

smoking drinking etc, culture of the people etc. This led the nations of 

the world to converge at Alma Ata in Kazakhstan in 1978, which 

came out with the famous Alma Ata declaration of ‘Health for all by 

2000 AD’. Now it is 2004 and though much has been achieved by all 

nations in the interregnum, a lot needs to be done if those goals 

enshrined in the declaration are to be fully met.  
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  Lets take a look at the different interpretations of health and 

how this influence policy making (Andrew Green, 1999 in ‘An 

Introduction to Health Planning in Developing Countries’) 

 

Health as a right: The WHO Constitution states ‘… the enjoyment of 

the highest attainable health is one of the fundamental rights of every 

human being without distinction of race, religion, political belief, 

economic or social condition. ‘ 

 

Health care as a right: Many view that it is not so much the right to 

attainment of equality of health as much as the right to access to health 

care which is more fundamental. The State is seen as having a 

responsibility to ensure the health of its citizens. Socialist’s economies 

may see access to health care as right, with the state having a major 

role to play. Here the interpretation is access to basic health care. Here 

the principles of equity in finance and delivery of health care services 

predominates Government policy.  

 

 

Health as consumption good: State role will be limited to ensuring 

that health care provided is of an adequate quality, in the same way 

commercial goods and services are provided.  Capitalist’s economies 

are likely to see health as an individual responsibility with a minimal 

state role 

 

Health as an investment: Many view health as a means to an end i.e. 

achieving growth in GNP, especially in the productive sectors, where 

employees are given health provisions, so that they remain productive. 

But we do know that GNP growth alone does not lead to health, rather 

it widens inequalities. In that case, there is no need to provide health 

to elderly and unproductive citizens. The other way to look at it is that 

economic growth will lead to better health of the people.  

 

 

  All Governments are concerned with improving the health of 

the poorest sections of the population, whose health needs are the 

greatest. A financing system, which makes the lowest income quintile 

bear a disproportionate brunt of the overall costs, can make them 

vulnerable to all kinds of insecurities like inability to access basic 

human requirements like food, shelter and clothing leading to ill 

health and disease. 

 

  The World Health Assembly and the WHO have hence been 

insisting on all countries ‘ to promote the development and application 

of efficient managerial; information and evaluation systems for the 

planning and operation of health programmes, including the financing 
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of health activities’ (Financing of health services, Report of a WHO 

Study Group –1978). The Study Group in its report has pointed out 

that ‘the patterns of providing health services are extremely sensitive 

to any changes in the methods of financing, and purposive changes in 

the latter can be used as an entry point to overall changes in the health 

services per se’ 

 

  Thus the proper financing of the health care system has to be 

planned to protect the poor.  

 

 

 

 

Role of the State Vs. the Market in Health financing and Delivery 

 

  For a long time, and increasingly in this globalized world, the 

market has been and is being regarded as an efficient way of operating 

the economy (Andrew Green 1999), where the allocation of resources 

and delivery of services can be efficiently done by the mechanism of 

demand and supply. While this concept has succeeded in the 

Capitalists economies, there is a school of thought that this cannot be 

applied to the field of health care and delivery of health care services, 

simply because it would involve individuals paying for health care 

purchased from private individuals and hospitals operating for the 

purpose of maximizing profits. It would mean that individuals unable 

to pay would fail to receive care. Here there is insufficient knowledge 

on the part of the ‘consumer’ as to the costs involved, as it is decided 

by the doctor, as compared to the position of a consumer in a pure 

commercial market where he is King. We know in India, how patients 

are fleeced once they are admitted to a private hospital. Once 

admitted, the patient is quickly put through a battery of expensive 

tests. (Admission is contingent on an advance amount being remitted 

to the hospital) This is justified on the argument by the hospital and 

staff that the foregoing of these tests may threaten the life of the 

patient. This is followed by long periods of stay, all adding to the 

costs. The hapless patient and bystanders stay put when they 

countenance the worser scenario in a Government hospital set up 

where nobody is concerned for the patient. Whether the patient is 

getting value for money is not an issue. Thus the Market discriminates 

according to the ability to pay. 

 

  Again the private sector or the market cannot provide 

community services or preventive service like providing clean air. The 

role of pollution control essentially vests with State, as it regulates 

industries. Much health related services such as information and 

control of contagious diseases are public goods. (World Development 
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Report 1993) It can provide at best curative services to individuals. 

Because private markets also provide too little of the public goods 

crucial for health, Government involvement is necessary to increase 

the supply of these goods.  

 

  As health involves inputs from various other areas like 

education especially for girls, sanitation, Women’s development, 

improving gender disparities, etc only Government is in a vantage 

position to leverage the efforts of various other Governmental and 

Non Governmental agencies. Government should pursue sound macro 

economic policies, as it leads to overall economic growth with 

positive implications for the health of the people. Policies that raise 

the income of the poor are the most efficacious for improving health. 

 

 

  Governments should regulate private insurance players in the 

market because they create disincentives to the poor so that they are 

not adequately covered (World Development Report 1993). It is risky 

for the insurer to cover poor people, or they cover at high costs. It is 

seen that the volume of coverage received by families depend on 

wealth rather than health concerns. Thus insofaras the poor are 

concerned, there are uncertainties. The market due to the risk 

associated with health variations will refuse to insure the very people 

who need health insurance – that is those who are sick or are likely to 

become sick. A second case could be that insurance reduces the 

incentives for individuals to avoid risk and expense by prudent 

behavior and can create incentives and opportunities for doctors and 

hospitals to give patients more care than they need. A third has to do 

with the asymmetry in information between the provider and the 

provided concerning the outcomes of the intervention. When the 

provider’s income is linked to the advice it gives to the patients, then 

excessive treatment can result. 

 

  Thus in unregulated insurance markets costs escalate without 

appreciable health gains to the patient. Governments have an 

important role to play in regulating privately provided health 

insurance, or in mandating alternatives such as social insurance, in 

order to ensure widespread coverage and hold down costs. 

 

   

How can Governments get directly involved 

 

  When Governments become directly involved in health 

planning and delivery of services, the major constraint is scarcity of 

resources and allocation of these scarce resources in such a way that it 

achieves the goals laid down by policy. As resources are limited, 
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choice needs to be exercised by any nation i.e. it has to prioritise. This 

applies to market economies too.  Thus the problems faced by a 

developing country like India can only be imagined. 

 

  Taxpayers would like to get maximum benefit out of the taxes 

they pay. Hence it is important for Governments to get into a business 

model (World Development Report 1993) applying cost effectiveness 

analysis to health i.e. cost benefit ratio of health spending and 

interventions have to be analysed by Govt. 

 

  Keeping the constraint of increasing budgetary allocation for 

health in mind, Governments should explore the possibility of tapping 

previously untapped resources such as those in the community or 

redirecting funds in other sectors so that they also serve health 

purposes. Inefficiencies in spending should also be analysed and 

corrected. For e.g. using highly trained manpower, which can other 

wise, be done by less trained personnel. In many countries health 

infrastructure planning is based more on political and/or communal 

considerations than health concerns. Thus there is geographical mal-

distribution of resources leading to a section of the population being 

deprived of health infrastructure nearer to them. It has been recognised 

by one and all that health care and infrastructure in urban areas exceed 

those in rural areas by massive margins. According to the WHO Study 

Group ‘In many developing countries very much over half of the 

national budget is spent on health care in urban areas, the home of no 

more than a fifth of the total population’. Thus massive resources are 

spent by the State to develop elaborate curative centres in urban areas 

at the expense of creating adequate preventive infrastructure in rural 

areas. There is heavy expenditure on secondary and tertiary services 

than on primary care services and even here the emphasis is on 

curative that preventive or promotive services. This is exacerbated by 

management inefficiencies. Mostly the talent and experience of 

doctors trained at great State costs is wasted when they are also asked 

to manage health resources, which is really not their core competence 

with the result that they neither do proper health care nor proper 

management. Hence specialist managers is the need, as we will see in 

our study of the NHS.  A large number of service providers operate in 

the area of health care delivery ranging from Government hospital, 

private hospital, NGO Institutions, traditional healers, etc. There is no 

coordinated effort among these service providers.  But the case is 

worse within the Government set up within different departments. 

With the creation of teams for running certain directed health projects 

for eg, Malaria control or eradication of TB, heavy expenditure is 

incurred on purchase of capital items, which can be sourced on rent, 

rather than purchased, as it will be unutilised and not maintained once 

the project, ends. The amount spent on recurring costs to maintain this 
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depreciating asset is one area where health planners have failed to 

look into. 

 

  Thus there is a need for greater control and supervision of 

health care and service expenditure if we are to achieve optimum 

levels of efficiency. It is also seen that problems of inadequacy of 

health financing cannot be regarded as a case of ‘absolute’ inadequacy 

(WHO study, 1978) which might justify additional resources, rather it 

may well be a case of ‘relative’ inadequacy which can be overcome by 

effective utilization of existing resources. 

 

  Thus far we have considered efficiency as a measure to be 

adopted for effective utilization of resources. But health planners are 

more concerned about the concept and application of equity in health 

financing and delivery of services. Equity has much to do with social 

or distributional issues, as we will see. 

 

  A theoretical knowledge of the concept of equity will be useful 

in our discourse. 

 

Gillon (1986) summarizes the various theories of social justice and 

discusses their applicability to health care.1 

 

Libertarians, emphasize a respect for natural rights, focussing in 

particular on two of Locke’s natural rights – the rights to life (not to be 

unjustly killed) and the right to possessions.  

 

Utilitarians by contrast aim at maximizing the sum of individual 

utilities or welfare, although some utilitarians have incorporated the 

concept of individual autonomy into this. 

 

Rawls (1971) proposes two principle of social justice namely that 

individuals should have maximum liberty compatible with the same 

degree of liberty for everyone and that deliberate inequalities are 

unjust unless they work to the advantage of the least well off. 

 

Marxists emphasize ‘need’ hence the principle according to need, 

often coupled with the principle of ‘from each according to his ability’ 

which Culyer has interpreted the ‘ability to pay’. 

 

Gallon suggests that ‘ allocation of medical resources on the basis of 

non medical merits is widely regarded as repugnant’, but argues that 

the principle of ‘distribution according to need’ commands widespread 

support amongst physicians and others working in the medical field. 

                                                
1.Equity in the Finance and delivery of Health care by Eddy Van Doorslaer, Adam wagstaff & Frans Rutten, 

1993 
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He challenges the extreme Libertarian position, pointing out that if 

Locke’s right to health were to be included in the list of Libertarian 

natural rights, writers like Nozick would be forced to accept the 

legitimacy of taxation to benefit the poor and sick. Gallon also notes 

that utilitarianism with its emphasis on maximizing the sum of welfare 

has much in common with the notion o f efficiency as allocating 

resources according to the likelihood of medical success. 

 

The two most frequently encountered theories of justice in the context 

of medical care are in fact libertarian and Marxist approaches. As 

Gallon notes, however the principle of ‘distribution according to need’ 

is not exclusively Marxist. Indeed it is a key component of 20th 

century egalitarianism. According to egalitarianism, ‘ access to health 

care is every citizens right and this ought not to be influenced by 

income and wealth’  

 

 

  The NHS is a product of this egalitarian point of view, 

according to which the State should predominate health care 

according to ‘need’ and finance according to ‘ability to pay’. The 

libertarian viewpoint, by contrast, points towards mainly private health 

care sector, with health care being rationed according to willingness 

and ability to pay. State involvement should be minimal and limited to 

providing a minimum standard of health care to the poor, Libertarians 

are thus not concerned with equality, but with distributional issues and 

minimum standards. Tobin (1970) suggest that although Americans 

may in principle be concerned about inequality in access to health 

care, in practise the American system aims at bringing the medical 

care received by the poor upto a minimum standard rather than at 

promoting inequality. 

 

  Countries typically finance the bulk of their health care 

expenditures from a mixture of systems that have traces of these 

ideologies. They apply one or more of four sources of finance. (Equity 

in the Finance and delivery of Health care by Eddy Van Doorslaer, 

Adam Wagstaff & Frans Rutten, 1993) 1)Taxation 2) Social insurance 

contribution 3) Private insurance premia 4) Out of pocket payments. 

The precise mix varies from country to country. Countries like UK, 

Denmark, Ireland, Portugal etc finance their bulk of their expenditure 

through general taxation. Countries like France, Netherlands and 

Spain mainly finance through Social insurance contributions. In the 

US and Switzerland, it is the private sector that predominates, albeit 

with certain safeguards (Medicare and Medicaid) for the 

underprivileged. But there appears to be a broad agreement amongst 

policy makers in the OECD countries that payments towards health 



 11 

care should be related to ability to pay rather than to use of medical 

facilities. 

 

  A measure of equity in the financing of health is by measuring 

its progressivity2. The UK NHS, systems in Denmark, Ireland, and 

Portugal etc are mildly progressive when compared to the US France, 

Netherlands, Spin and other OECD countries which are regressive. 

(Eddy Van Doorslaer, Adam Wagstaff, Frans Rutten, 1993)   

 

 

Table I : Equity and health policy statements in certain OECD 

Countries3 

 

Country Finance of health care Delivery of health care 

Denmark ‘Expenses are to be 

financed in the same 

way as expenses for 

other public services 

are financed, that is by 

means of taxes and 

duties which are 

adjusted to each 

individual’s ability to 

pay.’ 

‘Access to health care in 

the event of illness ought 

to be open automatically to 

the whole population… 

Equal and free (or almost 

free) access to the various 

health related services for 

all irrespective of 

economic means and social 

status 

France  ‘The nation guarantees to 

everyone, in particular to 

children, mothers and older 

worker, the protection of 

health…Hospitals are open 

to anyone whose health 

requires their services’ 

Ireland ‘…An equitable 

sharing of the cost of 

providing … 

services… individuals 

being asked to pay on 

the basis of their 

financial means’ 

‘…. Distribution of 

available services over the 

population on the basis of 

need’ 

Italy Talk of ‘Solidarity’ in 

financing health care 

‘. Maintaining and 

restoring the mental and 

                                                
2 The progressivity of a health care financing system refers to the extent to which payments for health 

care rise or fall as a proportion of  a person’s income as his or her income rises. A progressive system is 

one in which health care payments rise as a proportion of income as income rises, whereas a regresive 

system is one in which payments fall as a proportion of income as income rises. ((Eddy Van 

Doorslaer, Adam Wagstaff, Frans Rutten, 1993)   

 
3 From Equity in the Finance and delivery of Health care by Eddy Van Doorslaer, Adam wagstaff & Frans Rutten, 1993 
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physical health of all 

persons regardless of their 

individual circumstances’ 

The 

Netherlands 

Talk of ‘Solidarity’ in 

financing health care 

Constitution gives every 

citizen right to health care. 

Portugal Change to tax finance 

in late 1970s motivated 

by desire to promote 

equity in the burden of 

payments 

‘…Access to the NHS is 

guaranteed to all citizens, 

independently of their 

economic or social 

status… all citizens have 

access in equality of 

circumstances.’ 

Spain Recent (1989) change 

to tax finance 

motivated by desire to 

promote equity in the 

burden if payments 

‘Public health care will be 

extended to cover all the 

Spanish populating. 

Access and services will be 

carried out in conditions of 

effective equality.’ 

Switzerland Referendum to be 

voted on proposing 

greater emphasis on 

tax financing 

Cantons require communes 

to guarantee everyone 

access to health care 

UK Continuing 

commitment to linking 

payments towards 

health care to ability to 

pay via general 

taxation 

‘The Government. 

…Wants to ensure that in 

future every man, woman 

and child can rely on 

getting … the best medical 

and other faculties 

available: that their getting 

them shall not depend on 

whether they can pay for 

them or any other factor 

irrelevant to real need.’ 

 

 

 

  While the policy statements provide for access to treatment, Le 

Grand (1982) and Mooney (1983) makes a distinction between access 

to treatment and actual receipt of treatment. While there may be access 

to treatment, there may be wide variations in the receipt of optimum 

treatment, which may depend on the monetary, educational, ethnic 

identities, perception of the patient etc and the incentives facing the 

physician in terms of adequate monetary compensation for his service. 

But planners differ with this argument and the popular meaning of 

access is access to receipt of treatment. 
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  Now let us study the National Health Service of the UK in 

detail, as it is one of the health care systems, where as a matter of 

policy, the citizens are assured of the best medical treatment available,  

 

 

The National Health Service of the UK 

The NHS is based on the principle that health care should be delivered 

according to ‘need’ and financed according to the ‘ability to pay’ 

Here the ‘State does not subsidize private insurance or adopt 

compulsory insurance, using the resources of general taxation, but 

instead assumes direct powers to provide medical care for the entire 

population. Under this arrangement, often in the past called ‘socialized 

medicine’, the State also takes over their ownership of institutions 

where health is provided, as well as employment of health personnel’. 

(Charles Webster, 1998). It has that has come a long way through its 

chequered history since its creation in 1948. The NHS was supposed 

to provide first class and comprehensive health care from the ‘cradle 

to the grave’, as it were. Much water has flown down the Thames 

since the charismatic Aneurin Bevan, the Health Minister unveiled his 

plans for a National Health Service for the whole of UK. From 

Nationalization to developing an internal market structure, to 

rationalization, it has had a roller coaster ride under various reforms 

mooted by various Governments and supported and opposed by the 

medical fraternity led by the BMA. During the late 1950s there was an 

attempt to change the system, with funding being supported by a 

contribution from the National Insurance Fund, thus attempting to 

transfer to an insurance basis of funding (during the tenure of Harold 

Macmillan, 1956). This was politically damaging and then onwards 

there were no further attempts to pursue other measures or to 

reintroduce the idea of basing the funding of the NHS on a 

hypothecated tax raised through the social security system, thus 

coming to the conclusion that there were no alternatives to the existing 

system of funding based on general taxation. In the 1980s there was an 

attempt to explore alternative funding or tax concessions to boost the 

private sector. This resulted in the development of an ‘internal 

market’ system in the form of Purchaser provider relationship in 

the NHS. But once New Labor came to power in 1997, they resolved 

to ‘rescue the NHS from the depredations of the internal market’ 

(Charles Webster, 1998). Thus the NHS has withstood all trials of 

economic and political transformation over the last fifty years and the 

essential principles on which it is based remains the same . The policy 

document of the Labour Government is worth taking a look. hn This 
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document sets out the priorities for the NHS between now and 2008. It 

supports their ongoing commitment to a 10-year process of reform 

first set out in The NHS Plan. Important reforms are  

1. Its budget has grown from £33 billion to £67.4 billion; the average 

spending per head of population has gone up from £680 to £1,345. It 

is likely to go upto £ 90 Billion by 2008. 

2 That money has increased the capacity of the NHS to serve patients. 

It has helped give faster and more convenient access to care. Access to 

GPs, accident & emergency care (A&E), operations and treatment is 

improving with every passing year. Quality is also improving, as is the 

range of services available to the public. 

3 These improvements have been made possible by steady increases in 

the number of NHS staff, who are even more focused on the personal 

care of individual patients and better enabled to do so. The growth in 

money and staff numbers has been matched by an unprecedented 

period of growth, expansion and modernization in the buildings, 

equipment and facilities available to care for patients. That in turn has 

enabled the NHS to provide better quality care to patients, with safer 

and more effective treatment, better surroundings and services that 

better suit their lives. The NHS today is fairer as a result. The NHS is 

now ready to ensure that care is much more personal and tailored to 

the individual. 

 4 The next stage in the NHS's journey is to ensure that a drive for 

responsive, convenient and personalized services takes root across the 

whole of the NHS and for all patients. For hospital services, this 

means that there will be a lot more choice for patients about how, 

when and where they are treated and much better information to 

support that. For the millions of people who have illnesses that they 

will live with for the rest of their lives, such as diabetes, heart disease, 

or asthma, it will mean much closer personal attention and support in 

the community and at home. 

5 Complementing that drive for a high-quality personal service for 

individual patients when they are ill, there will be a much stronger 

emphasis on prevention. Death rates from cancers, heart disease and 

stroke are already falling quickly. The NHS will take a greater and 

more effective lead in the fight against these big killer diseases. It will 

lead a coalition to stop people getting sick in the first place and to 

make in-roads into inequalities in health. 

 6 In taking forward these reforms, the NHS will continue to learn 

from other healthcare systems. This will enable the NHS to continue 
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to improve its performance as it aspires to world-class standards, 

where it is not already achieving these. In the next stage, there will be 

a stronger emphasis on quality and safety alongside a continuing focus 

on delivering services efficiently, fairly and in a way that is personal. 

By 2008, the NHS in England will be seen increasingly as a model 

that other countries can learn from. 

Thus it is seen from the policy statement that the recurring theme is 

provision of the best possible helath care available and to maintain 

certain standards of performance.  

IT Initiatives in NHS  

  The main complaint with regard to the NHS is the long waiting 

periods for treatment. This is hoped to be overcome through a new 

computerization initiative by the Government. The 10-year IT 

programme includes plans to give 50 million patients in England an 

electronic health record. This will allow doctors to access information 

about a patient, via their record, whether they are at their local GP 

surgery or at a hospital at the other end of the country. Patients should 

also be able to book appointments and operations using an electronic 

booking system. The final cost of modernising NHS computer systems 

could rise to between £18.6bn and £31bn - three to five times the 

declared figure - it is reported. 

Under the scheme, the first patients will be able to book hospital 

appointments online by next summer. It will be available across 

England by the end of 2005. Electronic booking aims to speed up the 

entire process of booking hospital appointments for NHS patients. 

Instead of writing letters to hospital consultants, GPs should be able to 

discuss and decide on a date with their patient in their surgery. 

Ministers believe the scheme will help to make the NHS more patient-

focused. According to the Health Secretary  "Patient records will be 

available 24 hours a day, seven days a week to ensure that vital 

information about an individual's health and care history can be 

available instantly to health professionals who have authorised access. 

They also hope it will deliver savings, with fewer patients deciding to 

miss their appointments because they are not at times that suit. "This 

technology will make GPs and hospitals more efficient and effective 

and will allow them to give a far better service to patients," Experts in 

a particular region will be able to share their knowledge with a whole 

range of hospitals and care centres the government hopes. 

  There are concerns however, as with any new and sweeping 

initiative. The British Medical Association (BMA) says the 

procurement process was relatively secretive, and many people in the 
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NHS do not know the detail of what is happening, even though it will 

transform their working lives and have a huge impact on patient care. 

Some trusts are warning that money for the programme may eat into 

local budgets that are for direct patient care and meeting government 

targets.  

  The project huge budget has also attracted the attention of the 

Government spending watchdog, the National Audit Office. They will  

investigate the £6.2bn programme to install a computer system at the 

NHS. The study will assess how the system was chosen and whether it 

offers value for money.  

 What ever be the arguments for or against the IT initiative, 

there is no doubt that this will improve the equitable delivery of health 

services. 

 

 

Operational details of NHS 

 

1. The NHS can be accessed by different means by people based on 

their convenience through NHS direct (telephone based), NHS walk in 

centres, General Practitioners, Accident and Emergency  (A&E)/minor 

injuries unit), 999 ambulance calls. There are other health care 

professionals like district nurse, midwifes, etc. 

2. The NHS operates on the basis of minimum standards of care. Most 

conditions are managed by the NICE (National Institute for Clinical 

Excellence) guidelines.  

 

3. Post code prescribing  was a disadvantage in the NHS-- Still present 

(Ref http://news.bbc.co.uk/2/hi/health/1671261.stm). 

 4. Assessing healthcare standards -- star rating of primary care and 

hospitals (assessed by CGI 

(http://www.chi.nhs.uk/Ratings/Trust/Indicator/indicators.asp?trustTyp

e=4) For the first time, details of key target indicators were published 

by the newly appointed Healthcare Commission. During the summer of 

2005, acute, specialist, ambulance, mental health and primary care 

trusts (PCTs) in England will receive performance ratings, assessing 

performance during 2004/05. This assessment will be published by the 

Healthcare Commission, the new independent regulator of healthcare 

performance, in 2005. Government ministers retain responsibility for 

setting overall priorities for the NHS, which in turn determine key 

http://news.bbc.co.uk/2/hi/health/1671261.stm
http://www.chi.nhs.uk/Ratings/Trust/Indicator/indicators.asp?trustType=4
http://www.chi.nhs.uk/Ratings/Trust/Indicator/indicators.asp?trustType=4
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targets and certain performance indicators included in the performance 

ratings. Building on last year’s arrangements, star ratings key target 

indicators for all trust types are now available to the NHS in advance 

of the year to be assessed. The 2005 indicators are a further 

development on those used in 2003 and those published for 2004. 

 

5. System of registering with a GP who holds all your medical records 

(except details of individual hospital admission) GP has to refer even 

for private consultation under normal circumstances. 

 

6. GP surgeries can be run single handed or as a partnership. The NHS 

funds the GP's (currently based on performance) previously based on 

number of patients registered, to run the surgery. It will have a practice 

manager, a practice nurse. and GP's. There may be midwifes and 

healthcare assistants inked to the surgery. Facilities in a GP surgery are 

limited which includes BP monitoring, ECG facilities, pulse oximetry, 

BM stix,  No X-rays or any detailed investigations. Midwifes in the 

community cater to the needs of pregnant ladies (as in our PHC's) who 

have no complications (patient can choose whether she needs to be 

going to hospital or be followed up by midwifes) Patient can opt for 

domiciliary delivery which is done by the midwifes 

 

7. Injections are rarely given. This is gradually changing with the 

coming of GP's with special interest (GPwSI's  or  read commonly 

as Gypsies). They are GP's who have specialised skills who can even 

do endoscopies or any procedures for that matter. This is something 

that is coming up in the new NHS plan. They can act as a sort of 

secondary care as they accept referrals from otherGPs colleagues. 

(http://www.rcplondon.ac.uk/professional/gp/gp_gpsi.htm) 

8.  Medicines are available only on prescription apart from the OTC 

drugs . Patients pay a prescription fee (for each medication in the 

prescription there is a fixed fee) details are available on  this 

http://www.nhsdirect.nhs.uk/innerpage.asp?Area=63&Topic=415&Titl

e=When%20do%20I%20have%20to%20pay%20for%20NHS%20treat

ment? 

9.  In general acute care is reasonably good. The main drawback is the 

waiting time for chronic conditions, to be seen by the consultant and 

for routine operations.  

http://www.rcplondon.ac.uk/professional/gp/gp_gpsi.htm
http://www.nhsdirect.nhs.uk/innerpage.asp?Area=63&Topic=415&Title=When%20do%20I%20have%20to%20pay%20for%20NHS%20treatment
http://www.nhsdirect.nhs.uk/innerpage.asp?Area=63&Topic=415&Title=When%20do%20I%20have%20to%20pay%20for%20NHS%20treatment
http://www.nhsdirect.nhs.uk/innerpage.asp?Area=63&Topic=415&Title=When%20do%20I%20have%20to%20pay%20for%20NHS%20treatment
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10. 999 services is very very efficient (which we lack in India) 

http://www.paramedic.org.uk/Members/bigkev/News_Item.2004-11-

19.1212 

11. Cardiac arrest management is very efficient. All personnel are 

provided with Pagers for instant contact with bleeps to the SHO, HO, 

anaesthetist, porters, nurses and a whole team to manage. 

12.  One hospital in a whole area caters to the needs of the whole 

population with tertiary referral centres in major cities. (eg- liver unit is 

there only in Birmingham, Leeds and London). We have similar 

system with SCTIMST(National institutes in India) 

 

 

 

HEALTH FINANCING AND DELIVERY IN INDIA  

 

A glance at Table II indicates that India has undergone great advances 

in improving the overall health profile of the citizens. The  

 

Table II 

DEMOGRAPHIC 

CHANGES 

INDICATOR 

1951 1981 2000 

Life expectancy 36.7 54 64.6(RGI) 

Crude birth rate 40 33.9 26.1(99 

SRS) 

Crude death rate 25 12.5(SRS) 8.7(99 

SRS) 

IMR 146 110 70(99 

SRS) 

    

EPIDEMIOLOGICAL 

SHIFTS 

   

Malaria (Cases in Million) 75 2.7 2.2 

Leprosy (Cases in 10,000 

population) 

38.1 57.3 3.74 

Small pox (No of cases) 44,887 Eradicated  

Guinea worm (No of 

cases) 

 39,792 Eradicated 

Polio  29,709 265 

INFRASRUCTURE    

SC/PHC/CHC 725 57,363 1,63,181 

(99 RHS) 

Dispensaries & Hospitals 9209 23,555 43,322 

(95-96 

CBHI) 

http://www.paramedic.org.uk/Members/bigkev/News_Item.2004-11-19.1212
http://www.paramedic.org.uk/Members/bigkev/News_Item.2004-11-19.1212
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Beds (Pvt & Public) 117,198 569,495 8,70,161(9

5-96 

CBHI) 

Doctors (Allopathy) 61,800 2,68,700 5,03,900(9

8-99 MCI) 

Nursing Personnel 18,054 1,43,887 7,37,000( 

99-INC) 

 

Source : National Helath Policy 2002 

 

 

 

  But Table III shows how far we compare ourselves with the rest 

of the world. While we can draw some comfort from the poor 

performance of Sub Saharan Africa, we need to go a long way if we 

are to reach anywhere near the standards achieved by the developed 

world. 

 

Tables III & IV - Indicators of health care resource and need: selected 

countries and regions 

Countries Health 

expenditure 

parfait ($) 

Health 

expenditure 

(% of 

GDP) 

Child 

mortality 

rates 

Life 

expectancy 

at birth 

Sub 

Saharan 

Africa 

24 4.5 175 52 

India 21 6.0 127 58 

China 11 3.5 43 69 

Latin 

America 

105 4.0 60 70 

Middle east  77 4.1 111 70 

Former 

socialist 

countries 

142 3.6 22 72 

Established 

market 

economies 

1860 9.6 11 76 

Source - World Bank World Development Report 

1993
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Lok Satta

1151153635Egypt 

111547625Brazil

160579401South Africa 

91758377Russian Federation 

Middle Income Countries 

1341332358India

1241421928Pakistan

1031543043Indonesia

761383530Sri Lanka

Low Income Countries 

Health Level Ranking 

(DALE)

Health Expenditure per capita 

ranking (in $ terms)

GDP per capita  (in 

PPP terms - $)

Country

GDP Per-capita, Health Expenditure DALE Rankings

Sources: The World Health Report – 2000 and UNDP Human Development Report – 2002 (UNDP)

142623509United Kingdom

11326755Japan

22325103Germany

3424223France

24134142United States 

OECD Countries

 

 

 

Table V -: Differentails in Health Status among States 

Sector Population 
BPL (%) 

IMR/ 

Per 
1000 

Live 
Births 
(1999-
SRS) 

<5Mort-
ality 

per 
1000 

(NFHS 
II) 

Weight 
For Age- 

% of 
Children 
Under 3 

years 

(<-2SD) 

MMR/ 

Lakh 
(Annual 
Report 
2000) 

Leprosy 
cases per  

10000 
population  

Malaria 
+ve 
Cases in 
year 
2000 (in 
thousands) 

India 26.1 70 94.9 47 408 3.7 2200 

Rural 27.09 75 103.7 49.6 - - - 

Urban 23.62 44 63.1 38.4 - - - 

Better 
Performing 
States 

              

Kerala 12.72 14 18.8 27 87 0.9 5.1 

Maharashtra 25.02 48 58.1 50 135 3.1 138 

TN 21.12 52 63.3 37 79 4.1 56 

Low 
Performing 
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States 

Orissa 47.15 97 104.4 54 498 7.05 483 

Bihar 42.60 63 105.1 54 707 11.83 132 

Rajasthan 15.28 81 114.9 51 607 0.8 53 

UP 31.15 84 122.5 52 707 4.3 99 

MP 37.43 90 137.6 55 498 3.83 528 

 

 

Source – National Health Policy 2002 

 

  Table V shows certain spectacular advances made by Kerala  in 

achieving almost western standards in human development. At the 

other extreme are the BIMARU states almost competing with Sub 

Saharan Africa.  

 

  What could be the reasons for such a poor and lopsided 

performance despite spending huge resources over the last 10 plan 

periods, despite the fact that the Indian Constitution vests the health of 

its people on the State ?. Lets try to analyse some of the possible 

reasons 

 

  Health is the  byproduct of the complementarity of the policies 

and schemes of all developmental departments and of Government 

and Non Governmental agencies. Many a time these agencies do not 

work in tandem or at times work at cross purposes leading to wastage 

and resultant lack of focus. A good PDS (Public distribution system) 

network  exists in all parts of the country,. The best functioning are in 

Kerala and Tamil Nadu. But the story of the PDS is one of corruption, 

inefficiency, pilferage etc with the result that even when the country 

had bumper crops and record production of food grains, in many parts 

people were dying ostensibly of starvation, as in Orison, Maharashtra  

etc.  The food grains meant for the poor given at highly subsidized 

rates are pilfered by the politician-bureaucrat-contractor mafia and 

sold in the market. Access to a well oiled PDS is a sin qua non for the 

health of the poorest sections of the population. 

 

  Sanitation though a public health issue comes under the 

prerogative of the Department of Rural Development as they are 

vested with the creation of infrastructure like public and private toilets. 

RD is concerned only with completion of the work and not in ensuring 

that these toilets are put to use by the populace. Neither does the 
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Health Department know that such constructions are happening. The 

end result is these structures stand as mute monuments (They may be 

structurally unstable!) to the inefficient and inept development 

initiatives   

 

  Nutrition is vested with the Department of Social Welfare. 

Though coordination meetings are held periodically by senior 

Officers, it seldom percolates down to the field workers of the 

respective departments.  

 

  Another example of lack of coordination is in the conduct of 

household surveys by various Government Departments. At any point 

of time, one or the other survey is being carried out. While the RD 

Department does the BPL survey, the Social Welfare Dept will be 

doing a survey to collect information on usage of Anganwadis, the  

Labour dept will be doing yet another survey on  child labour, and so 

on. While focused surveys might be necessary, many a time it is mere 

repetition, with the people being put to difficulties and no correct 

statistics available to prioritize decision-making. The reason for this is 

that each programme has a complement of funding for survey and this 

fund has to be spent.   

 

  Lack of funding is one of the main reasons cited for lack of 

performance. If it can be ensured that improved housing, nutrition, 

safe drinking water and sanitation facilities are provided, then 

automatically the health status of the society improves. A literate 

population especially where the woman in the family is literate is a 

better recipient of ideas.  

 

While increasing budgetary allocation may be difficult, there 

may be possibilities of mobilizing resources from other untapped 

sources like the community.  

 

  Another problem is the presence of parallel programmes. A 

case in example is that of the existence of two organizations in Tamil 

Nadu for dealing with AIDS. While TANSACS (Tamil Nadu AIDS 

Control Society)  looks after the entire Tamil Nadu excepting the 

capital city of Chennai, CAPACS (Chennai AIDS Prevention & 

Control Society) a society under the Chennai Municipal Corporation 

caters to the city needs. Both are funded by NACO (National AIDS 

Control Organization) Agreed that there is need to focus in Chennai 

where the incidence of AIDS is high, but the fact is both these 

societies do their field work through NGOs, sometimes through the 

same NGOS. The two societies have similar organizational structure at 

the head office both of which are located in Chennai a few kilometers 

apart. A huge bureaucracy has been created in both societies at great 
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administrative costs. This wastage of public resources could have been 

avoided had TANSACS been authorized by the Chennai Corporation 

to undertake its AIDS control activities. The funds could have been 

used by Chennai Corporation for other citizen centric purposes. 

Numerous similar examples of parallel organizations in Government 

can be had. Similarly NGOs vie with each other to get a portion of the 

pie. 

 

  One of the most serious problems ailing the Indian Health 

System is the lopsided priorities between rural and urban areas and 

curative vs. Preventive measures. Huge funds, more than 70% is spent 

on creation of secondary and tertiary curative infrastructure, whereas 

only the balance is spent on the more important preventive and 

promotive services in the rural areas. This is a major drain of resources 

in the wrong direction. While the NHP 2002 admits inter state 

disparities and disparities in the benefits with a bias against the poorer 

sections, it does not quantify rural-urban or Curative-Preventive or 

Gender disparities. 

 

Table VI –Differentials in Health Status among socio-economic groups 

Indicator Infant 
Mortality/1000 

Under 5 
Mortality/1000 

% Children 
Underweight 

India  70 94.9 47 

Social Inequity       

Scheduled Castes  83 119.3 53.5 

Scheduled Tribes 84.2 126.6 55.9 

Other 
Disadvantaged  

76 103.1 47.3 

Others 61.8 82.6 41.1 

Source NHP 2002 

 

 

State of affairs in Government health institutions – issue of access 

to delivery of services 

 

  India has multiple systems of medicine like Allopathy, 

Ayurveda, Homeopathy, Unani , Siddha etc. Added to this  are the 

informal practioners like faith healers, Swamijis and LTFQ (Less than 

fully qualified) practitioners. Even though they are illegal, people 
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approach them because they are accessible, they have convenient 

timings, they aware relatively less costly etc. People especially in rural 

areas flock to the private hospital because of the inefficiency and 

apathy of Government run hospitals which might be located far away, 

the doctor might not be available, they may have to wait long periods 

and there is a perceived loss of wage (opportunity cost), and the 

transactions costs involved in bribing the compounder or peon. The 

money spent by poor people even to visit a free Government hospital 

works out very high compared to their average earnings. Thus for the 

poor, the next-door private hospital gives a better experience and 

‘value for money’.  For the poor the burden on health costs as a 

proportion of their income is high and debilitating, so much so that 

they may not complete a course of treatment or fall back into poverty. 

Table VIII and IX illustrates this phenomenon. 

 

 

 

 

Tables  VII & VIII 

Lok Satta

Pro Proportion of Public Expenditures on Curative 

Care, by Income Quintile, All India, 1995-96 

portion of Public Expenditures on Curative Care, 

by Income Quintile, All India, 1995-96
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Lok Satta

Ou Out-of-Pocket Payments for Health and 

Household Income, All India, 1995-96 t-of-Pocket 

Payments for Health and Household Income, All 

India, 1995-96
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Table IX – Percent of hospitalised Indians falling into poverty 

Lok Satta

Percent of Hospitalized Indians falling into 

Poverty
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Table X 

Lok Satta

Source: David.H.Peters, Abdo.S.Yazbeck, Rashmi R. Sharma, G.N.V. Ramana, Lant H. 

Pritchett, Adam Wagstaff, Better Health System For India’s Poor: Findings Analysis and 

Options, The World Bank, 2002, Washington. p.5

54.7

45.2

80.0

19.0

1995 – 96

56.939.740.3Share of private sector

43.160.359.5Share of public sector

Inpatient care

81.072.974.5Private Sector

19.027.225.6Public Sector

Outpatient care

1995 – 961986 – 871986 – 87

UrbanRural

Public – Private sector use for patient care – All 

India (percentage distribution) blic – Private 

sector use for patient care – All India

(percentage distribution)

 

Table X shows that people in both urban and rural areas are ready to 

spend money for their health needs, even if it means going to private 

hospitals. Thus if conditions in Government hospitals were at least 

nearly as similar in Government hospitals, people will visit only 

Government hospitals. It is not a question of injecting more money, 

rather effecting a change in the mindset of the Government personnel 

at better service delivery. 

 

These show that within the scarce resources there is an imperative to 

prioritise decisions and consequently rationing of resources has to be 

made by planners. 

 

Health Financing 

Ub 
Tabel XITa 

 1990 1999 

Public health 

expenditure 

1.3% GDP 0.9% GDP 

Union budgetary 

allocation 

1.3% 1.3& 

State’s budgetary 

allocation 

7% 5.5% 
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Total per-capita 

public helath 

expenditure 

Rs.200 (15% Union, 85% States) 

 

 

The National Health Policy 2002 document admits that ‘The public 

health investment in the country over the years has been comparitively 

low …..The Central budgetary allocation for health as over this period 

as a percentage of the total Central Budget has been stagnant at 1.3% 

while that in the States has declined from 7.0% to 5.5%’. These 

statistics does not augur well for the health of the people of a nation 

Constitutionally obligated to serve the health of its people. 

 

Consider these facts: 

   

 Only 10% Indians have some form of health insurance, mostly inadequate 

 Hospitalized Indians spend 58% of their total annual expenditure on health care 

 Over 40% of hospitalized Indians borrow heavily or sell assets to cover expenses 

 Over 25% of hospitalized Indians fall below poverty line 

because of hospital expenses 

 

  According to the X Five year Plan document on health, ‘the 

existing health system suffers from inequitable distribution of 

institutions and manpower. Even though the country produces every 

year over 17,000 doctors in modern system of medicine and similar 

number of ISM&H practitioners and paraprofessionals, there are huge 

gaps in critical manpower in institutions providing primary healthcare, 

especially in the remote rural and tribal areas where health care needs 

are the greatest. Some of the factors responsible for the poor 

functional status of the system are: _ mismatch between personnel and 

infrastructure; _ lack of Continuing Medical Education (CME) 

programmes for orientation and skill up gradation of the personnel; _ 

lack of appropriate functional referral system; _ absence of well 

established linkages between different components of the system. 

 

  Policy makers and programme managers realize that in order to 

address the increasingly complex situation regarding access to good 

quality care at affordable costs, it is essential to build up an integrated 

health system with appropriate screening, regulating access at 

different levels and efficient referral linkages. Another problem is the 

popular perception that curative and preventive care competes for 

available resources, with the former getting preference in funding. 

Efforts to convince the public that preventive and curative care are 

both part of the entire spectrum of health care ranging from health 

promotion, specific protection, early diagnosis and prompt treatment, 

disability limitation and rehabilitation and that to improve the health 
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status of the population both are equally essential have not been very 

successful. Traditionally health service (both government and private) 

was perceived as a social responsibility albeit a paid one. Growing 

cmmercialisation of health care and medical education over the last 

two decades has eroded this commitment, adversely affecting the 

quality of care, trust and the rapport between health care seekers and 

providers. 

 

 

The Constitution of India devolves more powers and funds to the 

States even though health is a concurrent subject.  As the States’ 

resources are inelastic, the allocation for health has been declining in 

the State Budgets. The NHP 2002 therefore calls for higher allocation 

to the health sector. It also takes into account all the factors that are 

standing as impediments to a great improvement in the scenario.  

Equity  

 

  The NHP 2002 while admitting to serious lack of equity both in 

the financing of health as well as delivery of health services to the 

citizen, states that ‘…. for vulnerable sections of society in several 

states, access to public health services is nominal and health standards 

are grossly inadequate’. A study by  Ms.Charu C.Garg, a Takemi 

Fellow in International Health, Harvard School of Public Health , 

1997 has put in perspective equity of health sector financing and 

delivery in India. She has used extensive data sources, basically 

secondary data from documents of the Ministry of Finance GOI (for 

data on tax and non tax sources), a study by P.Agarwal(1997(for data 

relating to 1988-89, State budget documents, NCAER Household 

survey report 1993-94, Published paper by Sharif (1995), National 

Family helath survey conduced by the international Institute for 

Population Studies Bombay for 1992-93, Helath Information India, 

Annual reports of the Employee State Insurance Corporation, Annuals 

reports of the Central Government Health Scheme (CGHS) , GIC etc. 

I quote her conclusions verbatim 

 

 

  ‘’Government agencies like central ministry of health, state 

departments of health, and municipal governments finance health care 

through funds arising from tax and non tax revenues, fees, 

contributions from employees and assistance from international 

agencies. Since receipts from these sources are put in the consolidated 

funds and are used for several activities of the government, it is 

difficult to say how much from each of these sources is channeled into 

health care. The mix of health care taxes can be taken to mirror the 

mix of general tax revenues’’ 
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‘’Even though India spends 6 percent of its GDP on health care, more 

than 70 percent of it comes from private sources out of which most of 

it is out of pocket expenditures spent by the people in rural areas. 

From the viewpoint of public expenditure it has been found that even 

though both direct and indirect taxes are progressive in nature but in 

terms of government allocation of resources, rural areas have been 

neglected as most of the government expenditures have flowed to non- 

rural areas. Further the government expenditure between the 

preventive and curative services again tend to favor the urban and the 

richer groups. The allocation of government expenditure and provision 

between the center and the state tend to be biased in favor of better off 

states, which affects the poor in the poorer states adversely. Health 

care delivery has also been biased against the unorganized sector and 

particularly the urban poor. 

 

It has been found that even though the government has been making 

concerted efforts to improve the health infrastructure in rural areas, the 

extent, level and quality of services are still very poor. Even though 

more people live in rural areas, more hospitals and health personnel 

serve the urban areas. Even in terms of utilization of services, one 

finds that though there is higher prevalence of morbidity in rural areas 

and for females as compared to urban areas for same income 

categories, the quality and access to treatment is much poorer in rural 

areas. Higher percentage of episodes remains untreated in rural areas 

as compared to urban areas. There is higher immunization of children 

in urban areas and more urban women get antenatal care. Rural 

women rely more on traditional health workers. Further, there is 

higher utilization of in-patient facilities in higher income quintiles. 

Larger numbers of people in rural areas and among lower income 

quintiles utilize public providers especially for out patient treatment. 

Use of public facilities declines with the increase in incomes 

especially for in-patient treatment. However, rural patients spend more 

on medicines than urban patients in the same income quintiles. Further 

lower income quintiles have higher average expenditure on medicine 

than those do in higher income quintiles. Average household 

expenditure increases with the increase in household income in both 

rural and urban areas, but in terms of percentage of their income spent 

on health care there is a higher burden on poor and those in rural 

areas. 

 

From the above findings one can conclude that although there is 

progressivity in public sources of finance, but in terms of government 

expenditures there is a bias in terms of allocation against the poor, the 

rural areas, and urban organized sector. The private sources are found 

to be regressive with lower income people spending higher proportion 

of their incomes on health care and medicines. Finally we can say that 
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the health care system as a whole is not effective especially in terms of 

nations resources devoted to health care vis-à-vis its impact on the 

health status or provision of health care services and facilities 

equitably ‘’  

 

 

Table XII - Allocations in Public Health Expenditure 

 

Consumption exp 97% 

Capital exp 3% 

  

Salaries 60% 

Materials & Supplies 35% 

  

Curative Services 60% 

Public helath &family welfare 26%` 

Miscellaneous & Admn 14% 

 

Table XII shows how funds allocations  are misproratized 

 

IMPACT OF ECONOMIC GLOBALISATION ON THE 

HEALTH SECTOR 

 

  The NHP 2002 addresses this issue which has great 

implications for equity in financing and delivery of services. ‘’… 

Pharmaceutical drugs and other health services have always been 

available in the country at extremely inexpensive prices. India has 

established a reputation around the globe for the innovative 

development of original process patents for the manufacture of a wide-

range of drugs and vaccines within the ambit of the existing patent 

laws. With the adoption of Trade Related Intellectual Property Rights 

(TRIPS), and the subsequent alignment of domestic patent laws 

consistent with the commitments under TRIPS, there will be a 

significant shift in the scope of the parameters regulating the 

manufacture of new drugs/vaccines. Global experience has shown that 

the introduction of a TRIPS-consistent patent regime for drugs in a 

developing country results in an across-the-board increase in the cost 

of drugs and medical services. NHP-2002 will address itself to the 

future imperatives of health security in the country, in the post-TRIPS 

era.’’ 

 

  This means it the poor will be the most affected and hence the 

need for the Indian Government to negotiate the best possible deal for 

its people. 
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Lessons for India 

 

1. We need to provide the best facilities and services that are 

available and not ‘an acceptable standard of good health’ as 

mentioned in the NHP 2002. But there are not definitions in the 

policy as to the standards that are to be adopted and maintained as 

in the NHS. There are clear measurable standards in the NHS like 

a patient brought to hospital, as an emergency case should be 

served within 4 hours. Etc. We have to build into our Government 

system measurable standards of performance in each activity. Such 

measurable standards of performance in the delivery of health care 

only will go a long way in instilling in the minds of the people the 

confidence to approach the Government hospital. Government 

should regulate the working of Private hospitals also who resort to 

unethical practises for profit maximization. Of cours3ethe 

consumer now has recourse to the Consumer Protection Act. 

 

2. There are fixed no regimens for prescriptions or treatment 

schedules. Treatment varies from hospital to hospital. This is one 

of the reasons for development of drug resistance. Mostly Doctors 

prescribe medicines of companies that patronize them most. Only 

generic medicines should be prescribed rather than branded ones. 

The NHS has very stringent prescription standards that are 

observed with great discipline by the doctors. 

 

3. Another malady that afflicts the Government health system is the 

system of private practise by Government doctors. While some 

State Governments have banned, in most of the States this is 

thriving black market. While there will be stiff opposition to a ban, 

it is imperative that in the interests of the Citizens that they profess 

to serve, this is an absolute requirement. (Even in the UK, there 

was a huge opposition to the introduction of the NHS, as it was 

seen to be against the commercial interests of doctors, but 

Mr.Aneurin Bevan went ahead with it nevertheless. We need 

statesmen like him today) Doctors are seen canvassing patients in 

hospitals to visit them at home. Surgeries are put off on flimsy 

grounds because the bystander has not ‘seen’ the doctor at home 

adequately. It is mostly the poor who suffer from this, because of 

lack of disposable income. Doctors and other health personnel also 

should be given decent security of tenure, as it takes some time 

for the doctor and the patient to establish a relationship. The 

treatment of discipline and control should not be as for the other 

Government servants, as this is an essential service. 
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4. The NHP 2002 states that ‘ the effort to deploy medical personnel 

in such underserved areas has usually been a losing battle. In 

such a situation, the possibility needs to be examined of entrusting 

some limited public health functions to nurses, paramedics and 

other personnel from the extended health sector after imparting 

adequate training to them’. If this is implemented, then it can be 

disastrous for the health of the poor of this country. In one breath it 

takes away the concept of equity that it eloquently explains, this is 

because of the same old feudalisitc personal attitudes of planners 

which bequesths different standard of service for different sections 

of people. Why should the State fight a; losing battle at all? The 

State spends lakes of Rupees in bringing out a doctor, only for 

serving its larger State interests and not for giving a high life style 

for the doctor. Pandering to the collective blackmailing capacity of 

the larger numbers of doctors can only widen disparities. The State 

is the ultimate power. It can implement policies if it wants to. Why 

not make it a compulsory requirement for all Government doctors 

to serve in rural areas as a prerequisite for confirmation in the 

service rather than the good things written in the Confidential 

Report? This can be done if Bureacrats and Officers at the helm of 

implementation were protected from political interference. The 

arbitrary transfers of health personnel also affect performance. 

That these are done for non-medical reasons is well known to 

everybody.  Why not consider a fee for payment approach with a 

private practitioner outside the health service to provide the same 

standard of treatment that the Government doctor gives? Why not 

institute incentives for doctors willing to serve in unserved areas 

for a particular duration?  

 

5. Doctors as Managers: One of the main reasons for the inefficient 

management of the public helath services in the country has been 

because we have made Managers out of doctors. A doctor is made 

a Addl. Director or Jt. Director or Director overnight without 

training. While thus far they were probably doing a good job as a 

clinician or surgeon, now they are placed as Managers. Not only 

are we losing their service in their core competency i.e. being a 

doctor, but also the poor untrained doctor becomes a poor manger, 

because he has not been trained in Mangement. We should lessons 

from the NHS where management is vested with speciality 

managers, so that doctors can be allowed to function properly. 
 

6. Decentralization : The southern state of  Kerala is the best 

example of a decentralized medical set up, where the health 

personnel are directly responsible to the Panchayat. While this may 

be desirable, conditions in other States of the country do not permit 

these States to plunge into this. This set up ensures better equity in 

delivery of helath services. A Ggovernment order of 1995 has 
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transferred the health care institutions at various levels to the local 

self-government institutions (LSGI). As per the government order 

dated September 18, 1995, following the Panchayatiraj Act, the 

Primary Health Centres and Government Dispensaries have been 

transferred to the Village Panchayats; Block PHCs, Community 

Health Centres, Taluk Headquarters Hospitals and Government 

Hospitals to Block Panchayats; and CHCs, Government Hospitals 

and Taluk Headquarters Hospitals in Corporation and Municipal 

areas to the Corporation Councils and Municipal Councils. While 

the officials are under the supervision and disciplinary authority of 

the local bodies during their tenure with them, their cadre 

conditions remain undisturbed. Further, the government shall 

continue to pay the salary, allowances and other dues to the 

employees and officers transferred to the local bodies from 

government. Thus, the new system envisages dual control over the 

staff. Decentralization if properly implemented will have great 

plusses for equity in delivery of services. 

 

 

 

7. Ombudsman: There is an urgent requirement for setting up a 

medical Ombudsman to look into complaints and to ascertain 

whether prescribed standards of performance are being made by 

the helath services, much on the lines of the Independent Health 

Care Commission to oversee the NHS. 

 

 

 

  Thus India needs to do a lot in terms of rationalizing the 

financing of the health care sector, make the Government institutions 

attract most people especially the poor so that their already meagre 

income is not wasted on paying private hospitals, the regulation of the 

private sector in terms of maintaining certain standards of treatment 

and ethical medical practice, and create an independent body to review 

the system periodically 

 

(9926 words) 
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