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ABSTRACT 

 

There is a gap in the assessment of evidence of changes in disease pattern and disparities in health status 

since barely any research has recently evaluated trends in inequities in the burden of illnesses across India 

and across states. The review identified inconsistencies in the data and methodological limitations, as well 

as gaps and discrepancies in inequity. Although there have been some studies on the demand for outpatient 

care and the factors influencing the choice of healthcare provider in India, these studies have used 

econometric models of discrete choice, which prevents us from understanding the decision regarding the 

quantity of health care consumption. 

 

1. INTRODUCTION 

 

Since India's independence, its health system has advanced significantly. When compared to the 

accomplishments of other developing nations at a similar level of development, the country has achieved 

great progress in improving the health conditions of its people, although these improvements are far from 

satisfactory. Pre-transition communicable and infectious disorders, which account for 42% of all fatalities in 

India, continue to be a significant cause of early mortality. These problems include maternity-related 

ailments and nutritional inadequacies. On the other side, the prevalence of lifestyle-related disorders such 

diabetes, hypertension, heart conditions, and mental illness is increasing as a result of ongoing demographic 

transition and shifting demographic structure. Due to widespread socioeconomic inequalities, the poor, the 

elderly, women, and members of scheduled tribes and castes bear a disproportionately greater burden of 

these illnesses. Due to their poor buying power and restricted access to funding, these disadvantaged 

demographic groups also use relatively little health care, which tends to make the issue worse. Despite this, 

compared to other low-, middle-, and high-income nations, public expenditure on health is on the lower end 

of the spectrum. Most of the public healthcare funding is used to finance tertiary care that is mostly provided 

in metropolitan regions. In addition, as a result of the implementation of policies relating to deregulation, 

liberalization, and integration with the global market, the cost of pharmaceuticals and other health services 

has skyrocketed, making them prohibitively costly for the poor. 

 

Reforms of the healthcare industry have also been attempted. In line with the World Bank's recommendation 

to encourage the privatization of health care service providers and to enhance private finance, the 

government has implemented several policies during the last ten years to reduce public health spending. 

Among these include the commercialization of government hospitals, multiplication of already high prices, 

and the introduction of several additional fees, including those for using ambulances, using lab services, and 

registering for secondary and tertiary hospitals in both rural and urban regions. The quality of public health 

services also declined as a result of the sector's diminishing investment, which had the obvious result of 
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causing an unprecedented rise in unregulated private health services. The cumulative effects of all these 

programs and actions often affect how often people use healthcare services, particularly the impoverished. 

Income-related health disparities will worsen if the poor are comparatively denied access to effective health 

care measures, claim Van Doorslaer and O'Donnell. Numerous health indices in India reveal that the 

country's impoverished people are usually in worse condition and, it seems to reason, need more medical 

attention. An equitable allocation of health care necessitates those resources be focused on the 

underprivileged from a justice and egabtanan standpoint. Studies indicate growing disparities between richer 

and lower income groups on the use of health care sendees, too. Along with this, there are growing claims 

that globalization causes health care use and subsequent health disparities to be even more income-relatedly 

unequal. 

 

Concerns have also been raised concerning the potential effects of market-oriented reforms in the health 

sector, which are implemented via adjustments to finance strategies, medication price regulations, and the 

promotion of private health services. Many people think that these actions may have caused the cost of 

healthcare to skyrocket in both the public and private sectors, having an impact on the equality of health care 

funding. The introduction of user fees and the rise in out-of-pocket costs for private services, according to 

M. Whitehead, "can, if combined, constitute a major poverty trap in low- and middle-income countries." 

Despite this, the rise in out-of-pocket expenses would have broader effects due to their unfavorable effects 

on families. The primary objectives of India's national health system include protecting the populace from 

the financial risks associated with health issues as well as improving average health outcomes while 

reducing disparities in health outcomes across socioeconomic groups, ensuring equitable access to and use 

of health care services throughout the nation's social and geographic landscape. The National Health Policy 

paper for India said that "planned efforts to provide care and treatment to those entitled to free care... to 

remove existing regional imbalances and to provide services within the reach op all, whether residing in the 

rural or urban areas" (GOI 2002) were being made. It is widely accepted that how health care is organized 

and delivered, as well as how it is financed, may have a big impact on who has access to and uses health 

services fairly. Even while health policy makers give equality a very high-profile relevance, there haven't 

been many systematic empirical attempts to analyze how each state's overall health finance and delivery 

strategies function in terms of equity. Considering this, there is an increasing need to research the disparities 

in the burden of illness, access to and use of health care, changes in the pattern of health care use, and health 

care finance, especially at the time of health sector reforms. 

 

2. HEALTH-FINANCING MECHANISM AND HEALTH-CARE SYSTEM IN INDIA 

 

Public and private actors coexist in the Indian healthcare system. A significant amount of money has been 

spent by the government nationwide to establish a vast and widespread network of public health institutions. 

The nation also has a sizable and booming private health care industry that is still mostly uncontrolled. 

Nearly half of private health firms are not registered under the Medical Practitioners Act, but accounting for 

three-quarters of the medical workforce. Many of them, including quacks, are unofficial providers. Since 

health is primarily a state concern, the state government has primary responsibility for the administration 

and provision of public health care to sendees. The central government's job is to create and oversee national 
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norms and laws as well as sponsor several programs for state governments to carry out. However, due to 

their inclusion in the concurrent list, certam programs are within the jurisdiction of both the federal 

government and state governments. 

 

Publicly supported and administered preventative and curative health care, from primary to tertiary level, are 

offered throughout the nation by the government (state, municipal, or central). However, public spending on 

health has been very low and has remained constant at around 0.9 percent of the GDP (NCMH, 2005). With 

such expenditure, India ranks among the world's least developed nations, only outspending Burundi, 

Myanmar, Pakistan, Sudan, and Cambodia. It goes without saying that such low public health expenditure is 

woefully insufficient to meet the population's needs for essential medical treatment. At the average exchange 

rate (US|), India's per capita government health spending is $7, the Philippines' is $14, and Sri Lanka's is 

$24. According to estimates by Reddy and Sclvaraju (1994), state governments account for around 90% of 

all public expenditure on health. Most of the remaining funds are spent by the federal government, with a 

little amount coming from local governments and different donor organizations. 

 

The allocation of public health expenditure among states, geographies (rural and urban areas), and 

socioeconomic classes is one aspect of the issue. For instance, most of the public health expenditure is 

allocated to metropolitan regions, while only 30% of the population resides. Second, public health 

expenditure varies greatly from state to state. The disparity in public health expenditure across the states is 

widening, even though high- and middle-income states typically spend more on health than low-income 

ones. The discrepancy in health outcomes across the states may become much worse as a result of Brexit. 

Another factor in the public health system's finance in India is the proportion of funds allocated to curative 

treatment. Though not properly targeted to the poor, particularly in rural regions and poorer states, health 

subsidies, notably those for curative treatment, are provided. Surprisingly, the wealthiest quintile benefited 

three times more from public spending on curative than the lowest quintile did from public spending on 

curative 

 

The private sector has expanded dramatically during the last two decades to become the major supplier of 

healthcare, in keeping with trends of declining public health spending, the advent of noncommunicable 

illnesses, and a spiraling surge in the demand for preventative and curative treatment. It is conceivable that 

the macroeconomic reforms implemented in the early 1990s, which pushed for a reduction in government 

spending on social sectors, helped India's private sector expand. In contrast to governmental expenditure, 

India has one of the highest rates of private financing (75%), with out-of-pocket costs estimated to account 

for as much as 94% of private spending. The populace of the nation has few choices for purchasing their 

healthcare. Only 2% of the population is served by the insurance coverage, according to the author's 

calculations based on the raw data from the 60th round of the NSS (WHO-WHS 2006). The most inefficient 

method of paying for healthcare is a preponderance of out-of-pocket expenses, which may exacerbate equity 

issues. The capacity to fulfill the overarching policy goals of financial protection and equity in health 

finance may be impacted by an inefficient health care system. 

 

2.1 India's health sector reforms 
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Market-oriented health sector changes have gained significant attention on the policy agenda during the last 

20 years, particularly in developing countries, largely as a result of the World Bank's strong lobbying. The 

World Bank has recommended some significant changes to national health policies, such as a larger role for 

the private sector in the delivery of healthcare while reducing the role of government in the sector, an 

increase in private financing of public providers through user fees, and a decrease in public spending on 

health, even though there is no clear-cut definition of what constitutes health sector reform. These actions 

are meant to improve the health sector's efficiency, equality, and effectiveness. Additionally, it is anticipated 

that the cost-recovery procedures would help achieve sustainable funding of public health care. The 

macroeconomic stabilization program that was initiated in India in the early 1990s has had an influence on 

the health sector just as much as it has had on other sectors. Since 1991, a variety of health sector reform 

measures have been implemented in line with World Bank recommendations. First, different initiatives to 

increase the range of health finance choices were developed. The idea of free healthcare was abandoned in 

the 1990s, and user fees for a variety of services, including the use of hospital beds, laboratory services, 

ambulances, and registration at secondary and tertiary hospitals in rural and metropolitan regions, were 

established for persons earning more than the federal poverty level. The user fees were expected to be 

waived for the underprivileged. User fees were steadily raised in public healthcare facilities in the states that 

participated in World Bank-sponsored health system development programs from the late 1990s to the early 

2000s. steadily, additional governments followed suit. 

 

The goal of the efforts to reform the health care system is to make it more effective and efficient while also 

reducing disparities in access to healthcare. In addition to charging user fees, several forms of community 

funding have been promoted to broaden the range of available financing. Additionally, the government has 

started subsidizing health insurance plans for those who fall below the poverty level, albeit the program 

hasn't done much to improve coverage. The insurance industry has also recently been made available to 

private and international businesses. Second, even though the need for healthcare has increased significantly 

over the past 20 years due to population growth, changes in disease patterns, and an increase in healthcare 

awareness, the public health sector has not grown to meet the demand, primarily due to decreases in 

investments and expenditures by both the federal and state governments. However, in order to fill the gap 

and take advantage of the market opportunity, the participation of voluntary, private organizations and self- 

help groups in the provision of health care was vigorously promoted. 

 

3. INDIA'S HEALTH CARE AND EQUITY 

 
India considerably contributes to the world burden of disease, accounting for 20% of DALYs and 18% of 

global deaths.1 While infectious illnesses, maternal and perinatal disorders, and nutritional deficiencies 

account for 36% of deaths (42% of DALYs), the burden of chronic illness is growing and accounts for 53% 

of fatalities (44% of DALYs). a long-term shift in the epidemiology.2 One-fifth of all maternal and one- 

fourth of all pediatric fatalities globally occur in India.3,4 The average life expectancy at birth is 63 years for 

males and 66 years for women, although India has a higher under-5 mortality rate than the rest of South-East 

Asia, with 69 deaths per 1000 births. 
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3.1 DISCRIMINATION IN HEALTH CARE 

 

The inverse care rule, which states that those who require medical attention the most struggle to get care and 

are least likely to have their needs satisfied, is highly applicable in India. In our understanding of access as 

the ability to obtain a given set of services at a certain level of quality, utilization of particular health care is 

utilized as a stand-in for access, subject to a certain limitation on inconvenience and cost. We focus on 

access to maternity and child health services as an illustration of the continued disparities and injustices in 

health care in India since the sickness burden associated with communicable, maternal, and perinatal 

illnesses is largely addressed by access to these therapies. 

 

3.1.1 Healthcare disparities in curative services 

 
Insufficient access to proper care for maternal health continues to have a substantial impact on maternal 

mortality. Even if the percentages of institutional deliveries have increased over time, just 40% of Indian 

women claim to have given birth to their most recent kid between 2015 and 2016 at a medical facility. There 

is a six-fold difference between the richest and poorest quintiles in institutional delivery. While the absolute 

percentage point difference between the poorest and wealthiest in institutional delivery predominance has 

increased from 65% in 2002-2003 to 70% in 2015-2016, even though the relative difference in inequality 

has decreased over time. Institutional delivery among scheduled tribes was 17.1% in 2008–2009 and hardly 

improved to 17.9% in 2015–2016. 

 

Similar differences may be seen in general hospitalization rates according to factors including gender, 

income, and urban vs rural domicile. There is evidence of gender disparities in untreated morbidity, with the 

likelihood that women underreport their illnesses contributing to some of this disparity in real and perceived 

need and health seeking behavior. 

 

4. CASTE, CLASS, AND REGION-BASED INEQUALITIES IN ACCESS TO HEALTH 

SERVICES IN INDIA 

 

Over the past 20 years, India's economy has expanded quickly, but its performance on the health and human 

development indices has been dismal. When compared to south and east Asian countries with comparable 

income levels and rates of economic growth, indicators of population health status, such as infant mortality 

and maternal mortality, continue to be excessively high in the United States. The low population level 

indicators are caused by unsettling inequities that are associated with the many axes of caste, class, gender, 

and regional differences. In practically every aspect of well-being in India, caste plays a crucial role in 

determining socioeconomic inequality. The four caste groups that are recognized by law are Scheduled 

Castes (SCs), Scheduled Tribes (STs), Other Backward Classes (OBCs), and Others. Around 16% of Indians 

are SCs, who are at the bottom of the social ladder. Many of them work as agricultural laborers without 

access to land and live in rural areas. The STs, sometimes known as adivasis, frequently deal with economic 

and social difficulties. They make up around 8% of India's total population. According to RGI 2001, 76% of 

Indians fall within the OBC or advanced caste classification. We use the under-five-death rate (U5MR), or 

the mortality rate among children under the age of five, as an indicator to explain health status differences. 
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The National Family Health Survey (NFHS 2005–2006) reveals significant regional and socioeconomic 

differences in health outcomes disproportionately burdened by mortality are lower castes, the impoverished, 

and less developed nations. Infant mortality and U5MR rates are often inversely correlated with affluence. 

These injustices are also accompanied by significant caste and gender disparities. In Uttar Pradesh (UP), one 

of the poorest states in India, women are more likely than boys to die young, and rural areas have higher 

rates of early mortality than Kerala's metropolitan areas, Comparing OBCs, SCs, and STs to other groups. 

Evidence from Kerala's metropolitan regions and from women with at least a 12-year education has 

demonstrated that India is capable of having low rates of under-five mortality. The highest income quintile 

has a U5MR that is three times lower than the lowest quintile. 

 

5. INEQUALITIES IN HEALTH CARE USE AND SPENDING IN INDIA 

 
Equity in access and usage has been a key component of the development agenda in the health sector; 

although it is essential to the pursuit of Universal Health Coverage, it does not follow naturally from it.1Due 

to supply and demand issues, health systems often contribute to fairness in the distribution of health benefits. 

An extensive network of governmental, private-for-profit, philanthropic, and NGO institutions provide 

healthcare in India. In contrast to those who depend on the commercial sector, persons who seek treatment 

in public healthcare institutions often pay less out-of-pocket (OOP) for utilizing the facilities. Therefore, 

private providers are either inaccessible to economically and socially disadvantaged people or the use of 

private medical care leads to 'impoverishment' because of very high healthcare expenditures. Numerous 

supply-side issues are produced as a result of the presence of a diverse provider mix and a disjointed 

healthcare system, which often worsen inequality. On the demand side, there are huge differences in 

socioeconomic groups' health-seeking behaviors. This is largely due to different "health ideals" resulting 

from disparities in literacy and health knowledge, which are further exacerbated by geographic and financial 

barriers to accessing treatment. The pace of the country's states' demographic and health transitions, as well 

as the degree of regional disparity in economic growth, are also significant. Healthcare reforms must take 

into consideration the fact that India's demographic and epidemiological shift is marked by the uneven 

development throughout the area. 

 

Regardless of financial means, social standing, or economic level, everyone should have access to high- 

quality healthcare services. However, there is significant inequality in health systems all around the world. 

Therefore, it is crucial to comprehend equity and equality characteristics while examining the accessibility 

and use of care services for everyone. Although they have distinct connotations, the words "equity" and 

"equality" are sometimes used interchangeably. Equitable distribution or division of the entity to be 

distributed (distribuend) is referred to as equality, while fairness relates to how the distribuend is dispersed. 

Horizontal and vertical inequality are two important factors that have been mentioned in the literature for 

assessing health inequalities. This two-fold typology now includes a third dimension of "redistribution," 

which establishes who receives subsidies and to what amount. A well-known method for measuring 

disparities in health status, use of healthcare services, and cost of treatment across various socioeconomic 

groups is benefit incidence analysis (BIA). Benefit incidence analysis also looks at how effectively the 
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benefits flow to the poorest populations relative to the affluent and which socioeconomic strata carry an 

extraordinary financial burden of families' health expenditures. 

 

5.1 BEING AWARE OF HEALTH INEQUALITY AND EQUALITY 

 

There is health equality when everyone has the opportunity to live as well as they can. Regardless of how 

such groups are classified socially, economically, geographically, or demographically, equity is the lack of 

differences between groups of people that may be avoided or remedied. The term "health equity" refers to 

those disparities that are seen to be unfair or unjust since they are the product of socially produced 

processes. It is a normative notion. Even though there have been demonstrable improvements in health over 

the last several decades, there is evidence that these gains have not been fairly distributed and have mainly 

failed to benefit the poor and other socially and economically marginalized groups. Health disparities across 

socioeconomic groups may be attributed to several sorts of disadvantages including poverty, discrimination, 

and a lack of services or products. In our discussions and efforts to comprehend and achieve health equality, 

we should focus on at least two ideas: assuring access and social determinants of health (SDH). Ensuring 

that people have access to the resources they need to be healthy and treating SDH are necessary for 

achieving health equality. These help to lessen unequal, preventable, and reversible inequalities in health 

outcomes across groups classified according to social, economic, demographic, geographic, and political 

factors. 

 

Social determinants of health (SDH) are the non-medical factors that influence health outcomes. They are 

made up of a bigger collection of variables and frameworks that affect the conditions of daily living as well 

as the contexts in which individuals are born, grow, develop, live, and age. The SDH has a big influence on 

health disparities, or the unfair and avoidable differences in health status seen within and between nations. In 

countries of all income levels, disease and health show a social gradient: the lower one's socioeconomic 

status, the worse one's health. According to the research, SDH are responsible for between one third and 

fifty percent of health outcomes. SDH must be properly addressed in order to improve health and lessen 

enduring health disparities, which calls for effort from all sectors and civil society. Health equality has long 

been a well-known notion. Julian Tudor Hart introduced the idea of "inverse care law" in 1971, arguing that 

competent medical and social care is often accessible in low and middle-income nations in an inverse 

relationship to the demands of the population. Five decades later, a Lancet study stated that, although the 

inverse care law is relevant in low and LMICs, the disproportionate care law is more appropriate in high- 

income nations, where socially disadvantaged individuals get more treatment, but of worse quality and 

insufficient quantity to address their healthcare requirements. Protection of one's health throughout one's 

life: Throughout their lives, people of all ages—infants, kids, teenagers, adults (men, women, and others), 

and seniors—need health care services. Everyone is susceptible to unfavorable health occurrences, which 

may happen to anybody without warning or as a consequence of their living arrangements and habits. Health 

protection and fair access to health services are always crucial, but especially during periods of illness, such 

as those caused by catastrophic illnesses, impairments, or accidents. 

 

5.1.1 Not only wealth disparities 
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In the past, economic status and wealth-related imbalances have received the greatest attention when 

discussing health equality. Observing that health differs between the wealthy and the poor is insufficient. 

However, other factors also have a role in health inequality. Additionally, there are notable disparities 

between urban and rural populations, males and females, highly educated or less educated individuals. The 

word PROGRESS is often used to characterize them. In addition to PROGRESS, age, lack of civil 

registration, migration and refugee status are additional strata that may have an impact on health disparities. 

Considering these elements was essential during the COVID-19 epidemic. 

 

5.1.2 Health disparities research 

 

Identifying the difficulties is one of the first stages in taking remedial action. To achieve health equality, it is 

crucial to pinpoint health inequities and their causes both globally and within individual nations. Monitoring 

health disparity yields data that may be used to develop policies, initiatives, and behaviors that lessen health 

inequity. It is impossible to quantify or monitor health precisely because it is a normative notion. Inequality, 

on the other hand, can be quantified and tracked since it refers to the discernible distinctions between 

subgroups within a community. To achieve health equality, it is crucial to recognize health inequities and the 

factors that contribute to them. Monitoring of health inequalities identifies quantifiable variations and 

changes in health indicators among subgroups of populations. The monitoring of health inequality involves 

extra intersecting data streams relating to a dimension of inequality such as wealth, education, etc., while 

health monitoring merely considers data related to health indicators. 

 

Since health disparity has several dimensions, monitoring calls for two sets of data. two sets of data, one on 

the population's health state and the other on the dimensions of inequality (the stratifies). It would be 

necessary to develop data sources that provide fast, dependable, and high-quality information in order to 

create an efficient monitoring system. There are three possible categories of data sources: 

 

• Population-based methods include home surveys, the vital statistics system, and census 

• Institution-based: Administrative reports on the number of healthcare facilities and vaccinations 

administered; Individual dossiers 

• A surveillance system with a particular objective 

 

Different metrics may be used to quantify health inequalities. Absolute inequality and relative inequality (in 

health) are two often used strategies. The rate difference between the two groups is shown by absolute 

inequalities, which are often represented by subtracting the worst-performing grouping from the best- 

performing segment. For instance, the absolute disparity would be 40% if institutional delivery were 80% in 

the richest quintile and 40% in the lowest. A ratio represents relative inequality. The relative inequalities 

would thus be the lowest quintiles / wealthiest quintiles, which would equal 0.5 for the identical case as 

earlier. In addition to these methods, it is necessary to evaluate the trend across demographic subgroups. 

 

6. CONCLUSION 
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India is a nation with exceptional geographic, linguistic, demographic, social, and economic diversity; as a 

result of these diversity, it is sometimes referred to as a subcontinent. India is also a nation with long-lasting 

disparities. Over the last several years, there has been a significant increase in the disparities across states in 

terms of wealth and human development. In the 1990s and the early 21st century, the globalization of the 

Indian economy encouraged the GDP to rise at an unprecedented rate, almost doubling per capita income 

from the time before reform. Due to this, the fruits of development have also been distributed unequitably, 

worsening the income gaps since 2003–2004 in the process. 

 

New data suggests a connection between socioeconomic inequality and disparities in health outcomes, 

access to treatment, and funding of care. The growing economic disparities sometimes lead to even greater 

disparities in health, access to treatment, and finance for healthcare. Evidence from across the globe reveals 

that the poor, ignorant, and lower social class population are more prone than the wealthier, educated, and 

higher social class population to endure a disproportionate burden of ill health. The poor, especially the most 

vulnerable and deprived among them, may be unable to earn a living due to persistent illness and underuse 

of health care, which can worsen their already precarious economic situation and further trap them in 

poverty. Any health care system should strive to promote population health, provide equal access to 

treatment, and shield the populace from the financial costs associated with poor health. Gross social and 

economic group disparities in health have been identified in India by national surveys including the NSSO, 

WHO-WMS, and NFHS. To examine health disparities in a larger context of illness burden, access to and 

use of health care, and health care funding, evidence-based research has, however, been sparse in India. 
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