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Universal Access to Healthcare:
Threats and Opportunities

ANIL GUPTA AND OTHERS

A close examination of the
ongoing debates on universal
access to healthcare, both in
national and international fora,
reveals a plurality of ideological
perspectives and motivations

on how universal access can be
achieved. This statement, issued
at the end of a recent meeting of
“participant observers”, brings
their insights and concerns about
universal access to healthcare.
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niversal to healthcare

(uaHC) seems to have become the

current slogan for health services
development, both internationally and with-
in India. The Global Symposium on Health
Systems Research organised by the World
Health Organisation (wHo) in November
2010' with 25 other partners that included
five health research networks as core part-
ners and 18 funders such as the Rockefeller
Foundation, Centre for Disease Control and
Prevention (cpc), Atlanta, the United States
and aid agencies of various governments,
was focused on the theme “Science to Accele-
rate Universal Coverage”.

In the past few years, international de-
bates on universal healthcare have found
echoes in academic and policy circles in In-
dia. Several Indian academics, policymak-
ers and activists were involved since 2008
in preparing a special issue of The Lancet
that was released in January 20112 focus-
ing on universal health coverage in India.
This issue was followed in late 2010 by the
Planning Commission setting up a high
level expert group on universal health cov-
erage by 2020. Civil society and health ac-
tivists in India have also been involved for
several years in the right to healthcare
campaign led by the Jan Swasthya Abhiy-
an and its member organisations. The
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Medico Friend Circle’s discussions over
the past two years on designing a model
for uaHc for India culminated in its annu-
al meet at Nagpur in January 2011.3

This evidently widespread concern re-
garding the need for universal access to
health services is not only critical in view of
the Draft National Health Bill 2009, but is
also an opportunity to deal with the inade-
quacies and inequalities in conceptualising,
provisioning and financing as well as with
the irrationalities in practice of healthcare.
The serious implications for the majority of
India’s citizens of these adverse conditions
prevailing in the healthcare system call for
urgent action with a long-term vision. How-
ever, the complexity of issues also demands
carefully thought-out approaches and strate-
gies. A close examination of the ongoing de-
bates, both at the national and international
fora, reveals a plurality of ideological per-
spectives and motivations that inform the
idea of how universal access can be achieved.
The signatories to this statement, all parti-
cipants at a meeting organised by the Centre
of Social Medicine and Community Health,
Jawaharlal Nehru University, on 23 February
2011, express their serious concern about the
tone and tenor of the current discussions on
uaHC. Many of them have been participants
in one or the other of these initiatives and
discussions on uaHc at the above fora. They
bring their insights and concerns to the anal-
ysis as “participant observers” and from their
public health perspective on the issues.

Divergent understandings were evident
at all the fora. Perspectives differed on both
the definition and content of universal access
to healthcare as well as on the optimal
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mechanisms to achieve it. One approach
focuses on achieving universal access by ex-
panding the role of the commercial sector in
financing and provisioning. A second ap-
proach is for universal access through public
financing and private provisioning. A third
approach argues for enhanced public spend-
ing with a central role for the state in provi-
sioning. However, all these three dwell pri-
marily on financing structures, with little by
way of restructuring the over-medicalised
and fragmented healthcare system, irration-
al use of medical technologies in it and the
unethical practices that have become its
bane in the country. A fourth approach pro-
poses a central role on public financing and
provisioning with a regulatory framework on
the content of comprehensive services — de-
fined on the basis of epidemiological priori-
ties — including those of the private sector,
and a vital role for the active agency of com-
munities and civil society in planning, imple-
menting and monitoring of healthcare. Thus,
the outcomes of this debate on universal ac-
cess and how it is to be achieved will depend
a great deal upon the perspective with which
related policy decisions are taken.

In our view, analysis of available evi-
dence demands thinking of health services
development for uanc in India along the
lines of the fourth approach if the ongoing
shaping of the health system is to become
effective in improving the health of the
poor and underserved in the country, and
in fact, to ensure quality healthcare for all.
We articulate some concerns about the on-
going discussions on uaHC and then out-
line elements of a framework for uanc
based on the fourth approach.

Some Concerns

The discourse has been ahistorical, taking no
lessons from the experience either of earlier
initiatives at building a health service system
that was meant to cater to all, “irrespective of
their capacity to pay” and “with the tiller of
the soil” as the centre point (Bhore Commit-
tee Report 1946), of why the primary health
care approach of the 1970s was not seriously
implemented and the obstacles to achieving
Health for All by 2000, or the more recent
initiatives at public health service streng-
thening (National Rural Health Mission
2005). The kind of strategies, systems design
and measures for universal access being
suggested at present in India and elsewhere
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are evidence of not drawing upon the analy-
ses of past experience.

Led by “international health” perspec-
tives emerging from the First World, even if
the persons involved are of Third World ori-
gin, it has also avoided any examination of
the political dimensions of health services
development, both national and inter-
national. The ascendancy and domination
of neo-liberal thinking that sees markets as
bringing efficiency and promoting consum-
er choice and insurance as the mechanism
for financing of healthcare seem to be domi-
nating the discussion. This is without con-
sideration of any comparative input-output
analysis between the public and private sec-
tor services, or the differences in govern-
ance structures and user profiles. Financing
and monitory efficiency has become the
central issue to shape the services rather
than people’s health needs and the inequali-
ties they face in accessing healthcare and
achieving a reasonable health status. The
approach is institution-focused as well as
unquestioning of modern medicine and the
contemporary  over-medicalisation  of
health. Due to this conflation of health with
medicine the social determinants of health
are hardly addressed. Internationally-driv-
en standards for quality of services impose a
commodification of healthcare, ensuring a
market for inessentials that get quickly ra-
tionalised without adequate examination
for a specific social and economic context
and their epidemiological advantage.

The perspectives of the poor and unders-
erved, the people that “universal access” is
meant to benefit, are conspicuous by their
almost complete absence. Approaches that
view people as the sheet anchor of health-
care, as was envisaged by the Sokhey Com-
mittee of 1946, the community health work-
ers (caw) scheme launched by the 1977 Ja-
nata Party government, the Alma Ata Decla-
ration, and Ivan Illich’s ideas on the negative
fallouts of medicalisation of societies (iatro-
genesis) in the classic book, Medical Nemesis,
find no place in most discussions. Similarly;
marginalised have been other forms of
knowledge about health, illness, prevention
of disease and treatment; in the Indian con-
text this includes the codified systems
(Ayurvedic, Yoga, Unani, Siddha and
Homeopathy — AvusH), traditional health
practitioners, traditional birth attendants, as
well as home remedies and other folk
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practices. The impact of the medical indus-
trial complex and the insurance industry that
appears to be steering this initiative has been
entirely ignored. Is this then a case of creat-
ing an “effective demand” with assured
funds from the public exchequer for the pri-
vate financial institutions through social in-
surance and the medical industry with its
corporate interests? Insurance-based health-
care provisioning is known to add layers of
expenditure and consume 15%-20% of the
healthcare costs merely to run the insurance
mechanism. Conditional cash transfers, even
if they reach all those eligible to benefit from
them, cannot cater to differential healthcare
needs of families with varied morbidity rates
and patterns, specifically in the context of
the techno-centric healthcare provisioning.
Therefore, even the financing mechanisms
being offered to cover the poor and margina-
lised do not seem suited to the requirements
of universal access and equity.

The experience of several middle and low
income countries with social insurance
mechanisms for ensuring universal access,
such as in Brazil and Thailand, has demon-
strated that it does not meet the objectives of
universal access. These countries have, there-
fore, moved to direct tax-based financing of
provisioning of services. The us experience of
private insurance with targeted, publicly-
funded social insurance and private provi-
sioning shows how it drives up costs of care,
raises issues of moral hazard, does not lead to
comprehensive care and is exclusionary.

Proposed Paradigm

(1) Begin from the epidemiological needs of
different regions and socio-economic sub-
groups, with priority to the needs of the most
deprived. The current reality of the heavy
burden of infectious diseases should be seen
along with an emerging trend of non-com-
municable and chronic diseases, accidents,
injuries and ageing of the population. The
dominant biomedical model is widely recog-
nised to have failed to cater adequately to the
ill-health profile and even the developed
countries are exploring alternative systems
of medicine. Rampant and irrational use of
medical technologies, with implications in
the form of declining sex ratio, an epidemic
of caesarean sections and hysterectomies,
rising drug resistance for antibiotics, all pose
the challenge of evolving innovative ways of
prevention and treatment.
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(2) Contextualise the healthcare needs
in the real life conditions, such as related
to employment, incomes, food security,
environmental hazards, work conditions
and housing, water and sanitation. These
pertain to not only undertaking non-med-
ical preventive health action, but also for
their implications on the medical preven-
tive and treatment regimens that would
optimally work under such conditions.

(3) Take cognisance of the health-seeking
behaviour and perceptions of people as rele-
vant to planning for healthcare suited to their
context. The prime concern should be remov-
ing the constraints faced by the marginalised
majority to take actions for improving health,
rather than relying on strategies of mass
screening and compulsion or monetary
incentives to accept medicalised solutions.

(4) With 90% of workers being in the in-
formal sector and over 75% living at or below
Rs 20 per day, epidemiologically rational
comprehensive services must be provided
free of charge in the entire public system in
all states across the country. Not only the
consultations, but also diagnostics and medi-
cines must be provided free of charge.

(5) Expansion of infrastructure to im-
prove population coverage by healthcare
institutions in the public system is essen-
tial if universal access is to be assured.
The responsibility of the State in the pro-
vision of quality services must be speci-
fied. The cost of this, as estimated by
various public health experts is about
Rs 2,000 per capita per year and totals to
about 5-6% of gross domestic product.

(6) There is a need to rethink and aug-
ment the existing model and network of
sub-centre, PHC, cHC and district hospital.
Building upon the team approach envis-
aged in the pHC approach, we need to ex-
pand the team to ensure the appropriate
skill mix for institutional and outreach
services. The new model, while taking into
consideration the existing structures,
should not be bound to reproduce them
with little or no variation. While getting in-
formed by existing realities, it should plan
for what is needed and ideal. The way to
achieve the ideal would be to break it into
objectives  with
change planned in a phased manner within
a realistic timeframe. A strong political
commitment is a necessary precondition
for any of the efforts to succeed.

feasible incremental
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(7) The pHC approach of a primary level
of services supported by secondary and
tertiary levels has to form the framework
for provisioning, where the primary level
acts as a gatekeeper for the higher levels.
The focus of expansion must, therefore,
be from the primary to the tertiary and
not in the reverse order of priority. How-
ever, PHC is not the primary level care and
includes access to appropriate, quality,
secondary and tertiary care.

(8) We believe that, in a system for uni-
versal access to rational and quality health-
care, there is no scope for public-private part-
nerships (ppps) without a clear definition of
shared objectives, priorities and an effective
regulatory mechanism in place. Otherwise, it
only represents a siphoning off of public
funds to the private sector with no commen-
surate benefit to the users. The private sector
is known to escalate costs and engage in
more irrational practice. We are of the firm
view that the primary task is to strengthen
the public service system. Putting in regula-
tory systems is a prerequisite to any form of
ppp. The ppps may be used in the short term
and in a limited way where there is evidence
that they will strengthen the public system’s
objectives. In the long term, what is rational
to be included in secondary and tertiary care
must inform both public and private services.

Human Resources

(9) Human resources for health cannot
merely be governed by universal norms of
population coverage, but need to be
planned based on local epidemiological
needs, on the optimal levels of healthcare
required for them, and on the cost-
effectiveness and safety of the measures
to be taken. Their numbers, education and
skill development must be commensurate
with the tasks required of them. This will
depend on the requirement for services as
epidemiologically assessed, taking into
account the optimal role of all levels of
healthcare of all systems of health know-
ledge and practice — from home and com-
munity level care to institutional primary,
secondary and tertiary levels.

(10) Population norms for institutional
coverage must take into account the
distance, time and expenditure required to
reach them in different settings of terrain
and development of transport and commu-
nication in different parts of the country.
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(11) The use of indigenous systems of
medicine and homeopathy must receive
much greater attention, with documentation
and research-based identification of their
role in the overall healthcare system.

(12) The issues of rational and ethical
healthcare practice by healthcare profession-
als need foregrounding and cannot be dealt
with as mere side-issues relegated to some
later point of time. In fact, any initiatives at
ppPs must come only after effective measures
have been taken to bring about this transfor-
mation of the professional providers.

(13) Attracting more doctors into the
public system is possible through im-
proved conditions of work, adequate facil-
ities for rational care, and intake into
medical college with consideration to
social background of the doctors that is
conducive to their entry and retention in
the rural and public services. Monetary in-
centives and increasing the number of
medical colleges will not be enough to get
more doctors into the public system.

(14) There must be context-specific plan-
ning of health services development, with
due consideration to social science insights
about social inequalities, their impact on
health, local needs and people’s aspirations.

(15) Policy, planning and administrative
structures such as of the Ministry of Health
and Family Welfare and the Director Gen-
eral of Health Services need a detailed re-
view so as to strengthen their capacities.

(16) The barriers to absorption of funds
by the health services in the states must be
examined and removed. Such barriers are
not inherent characteristics of state sys-
tems and thereby do not justify the pro-
motion of private sector services.

Cadre Structure

(17) There ought to be a fundamental
reconstruction of the cadre structure for
public health workers, with managerial
physicians playing a pivotal role. The dis-
trict health administration being the focal
point of rural health services, may be
headed by a managerial physician as the
chief medical officer, with the superin-
tendent of the district hospital under her/
his charge. The current system of specialist
-dominated cHcs at the block level needs
review, possibly with a managerial physi-
cian being in charge of the entire health
services in the block.
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(18) Public health education and medical
undergraduate education need to be revised
in keeping with this perspective. The teach-
ing of preventive and social medicine/com-
munity medicine within medical colleges
needs to be rejuvenated rather than leaving
it in isolation, while the emerging temples of
public health garner support and resources.

(19) Decentralised planning and grievance
mechanisms must be actively built and nur-
tured in order that this perspective is opera-
tionalised. Mechanisms for active participa-
tion of local elected bodies, democratically
elected civil society members and direct de-
liberative involvement of communities will be
required for a locally rooted health service.

(20) Rejuvenation of the key technical
support institutions such as the All-India In-
stitute of Hygiene and Public Health, Nation-
al Institute of Health and Family Welfare, In-
dian Council of Medical Research and Na-
tional Centre of Disease Control will provide
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an endogenous base for health policy and
planning, relying upon the vast technical
competence available in the country. As sci-
entific bodies, there must be a complete
transparency in their deliberative processes,
regarding decision-making about health pol-
icies and programmes. Requirements of peo-
ple’s health within this perspective should
determine whatever international collabora-
tions are developed, and not some vested
commercial or professional interests.

(21) An institution should be charged
and capacitated specifically for setting up
an endogenous mechanism of evaluation of
health technologies for recommending
their role in the country’s healthcare, based
on epidemiological rationality and appro-
priateness to context.

(22) A National Health Information and
Evaluation System, starting from the vil-
lage onwards, ought to become the nerve
centre of the uanHc system. This will be
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necessary for our first three propositions,
that of setting priorities based on the local
epidemiological and health services context
as well as people’s perceptions. Thus, we
come full circle in outlining the elements of
the health system for universal access.

It is evident that the efforts underway fall
short of these essential requirements. We
hope a more grounded and contextually
rooted approach to healthcare systems deve-
lopment will become possible in the near
future as we engage in transparent public
discussion on the issue.

NOTES

1 First Global Symposium on Health Systems Research:
Science to Accelerate Universal Coverage, Montreux,
Switzerland - http://www. hsr-symposium.org/.

2 The Lancet series (Vol 377, Issue 9765, 2010) - http://
www.thelancet.com/series/india-towards -universal-
health-coverage.

3 The MFC meet background papers — http://www.
mfcindia. org/main/bgpapers/ bgpapers 2011/am/
bgpapers2o11am.html.
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