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More than six decades experience of waiting for the policy route to assure respect, protection and fulfillment for healthcare is now behind us. The Bhore Committee recommendations which had the potential for this assurance were assigned to the back-burner due to the failure of the state machinery to commit a mere 2% of the Gross Domestic Product at that point of time for implementation of the Bhore Plan (Bhore, 1946). The experience over the ten plan periods since then in implementing health plans and programs has been that each plan and/or health committee contributed to the dilution of the comprehensive and universal access approach by developing selective schemes or programs, and soon enough the Bhore plan was archived and forgotten about. So our historical experience tells us that we should abandon the policy approach and adopt the human rights route to assuring universal access to all people for healthcare. Policies should be contextualized within the rights framework. The State is today talking of health sector reform and making architectural corrections under the National Rural Health Mission and hence it is the right time to switch gears and move in the direction of right to health and healthcare.

The right to healthcare is primarily a claim to an entitlement, a positive right, not a protective fence.
 As entitlements rights are contrasted with privileges, group ideals, societal obligations, or acts of charity, and once legislated they become claims justified by the laws of the state. (Chapman, 1993) The emphasis thus needs to shift from ‘respect’ and ‘protect’ to focus more on ‘fulfill’. For the right to be effective optimal resources that are needed to fulfill the core obligations have to be made available through the budget and utilized effectively.

Further, using a human rights approach also implies that the entitlement is universal. This means there is no exclusion from the provisions made to assure healthcare on any grounds whether purchasing power, employment status, residence, religion, caste, gender, disability, and any other basis of discrimination.
 But this does not discount the special needs of disadvantaged and vulnerable groups who may need special entitlements through affirmative action to rectify historical or other inequities suffered by them.

Thus establishing universal healthcare through the human rights route is the best way to fulfill the obligations mandated by international law and domestic constitutional provisions. International law, specifically ICESCR, the Alma Ata Declaration, among others, provide the basis for the core content of right to health and healthcare. But country situations are very different and hence there should not be a global core content, it needs to be country specific.
 In India’s case a certain trajectory has been followed through the policy route and we have an existing baggage, which we need to sort out and fit into the new strategy.

Specific features of this historical baggage are:

· a very large and unregulated  private health sector with an attitude that the existing policy is the best one as it gives space for maximizing their interests, a complete absence of professional ethics and absolute disinterest in organizing around issues of self-regulation, improvement of quality and accountability, and need for an organised health care system

· a declining public health care system which provides selective care through a multiplicity of schemes and programs, and discriminates on the basis of residence (rural-urban) in providing for entitlements for healthcare

· existing inequities in access to healthcare based on employment status and purchasing power

· inadequate development of various pre-conditions of health like water supply and sanitation, environmental health and hygiene and access to food

· very large numbers of unqualified and untrained practitioners

· declining investments and expenditure in public health

· adequate resource availability when we account for out-of-pocket expenses

· humanpower and infrastructure reasonably adequate, though inequitably distributed

· wasteful expenditures due to lack of regulation and standard protocols for treatment

Thus the operationalisation of the right to healthcare will have to be developed keeping in mind what we have and how we need to change it.

The rights perspective of health and healthcare derives from Article 12 “The right to the highest attainable standard of health” of the International Covenant on Economic, Social and Cultural Rights to which India has acceded. According to the General Comment 14 the Committee for Economic, Social and Cultural Rights states that the right to health requires availability, accessibility, acceptability, and quality with regard to both health care and underlying preconditions of health. The Committee interprets the right to health, as defined in article 12.1, as an inclusive right extending not only to timely and appropriate health care but also to the underlying determinants of health, such as access to safe and potable water and adequate sanitation, an adequate supply of safe food, nutrition and housing, healthy occupational and environmental conditions, and access to health-related education and information, including on sexual and reproductive health.  This understanding is detailed below:

The right to health in all its forms and at all levels contains the following interrelated and essential elements, the precise application of which will depend on the conditions prevailing in a particular State party: 

(a) Availability. Functioning public health and health-care facilities, goods and services, as well as programmes, have to be available in sufficient quantity within the State party. The precise nature of the facilities, goods and services will vary depending on numerous factors, including the State party's developmental level. They will include, however, the underlying determinants of health, such as safe and potable drinking water and adequate sanitation facilities, hospitals, clinics and other health-related buildings, trained medical and professional personnel receiving domestically competitive salaries, and essential drugs, as defined by the WHO Action Programme on Essential Drugs. 

(b) Accessibility. Health facilities, goods and services have to be accessible to everyone without discrimination, within the jurisdiction of the State party. Accessibility has four overlapping dimensions: 

Non-discrimination: health facilities, goods and services must be accessible to all, especially the most vulnerable or marginalized sections of the population, in law and in fact, without discrimination on any of the prohibited grounds. 

Physical accessibility: health facilities, goods and services must be within safe physical reach for all sections of the population, especially vulnerable or marginalized groups, such as ethnic minorities and indigenous populations, women, children, adolescents, older persons, persons with disabilities and persons with HIV/AIDS. Accessibility also implies that medical services and underlying determinants of health, such as safe and potable water and adequate sanitation facilities, are within safe physical reach, including in rural areas. Accessibility further includes adequate access to buildings for persons with disabilities. 

Economic accessibility (affordability): health facilities, goods and services must be affordable for all. Payment for health-care services, as well as services related to the underlying determinants of health, has to be based on the principle of equity, ensuring that these services, whether privately or publicly provided, are affordable for all, including socially disadvantaged groups. Equity demands that poorer households should not be disproportionately burdened with health expenses as compared to richer households. 

Information accessibility: accessibility includes the right to seek, receive and impart information and ideas concerning health issues. However, accessibility of information should not impair the right to have personal health data treated with confidentiality. 

(c) Acceptability. All health facilities, goods and services must be respectful of medical ethics and culturally appropriate, i.e. respectful of the culture of individuals, minorities, peoples and communities, sensitive to gender and life-cycle requirements, as well as being designed to respect confidentiality and improve the health status of those concerned. 

(d) Quality. As well as being culturally acceptable, health facilities, goods and services must also be scientifically and medically appropriate and of good quality. This requires, inter alia, skilled medical personnel, scientifically approved and unexpired drugs and hospital equipment, safe and potable water, and adequate sanitation.  (Committee on Economic, Social and Cultural Rights Twenty-second session 25 April-12 May 2000)

Universal access to good quality healthcare equitably is the key element at the core of this understanding of right to health and healthcare. To make this possible the State parties are obligated to respect, protect and fulfill the above in a progressive manner:

The right to health, like all human rights, imposes three types or levels of obligations on State parties: the obligations to respect, protect and fulfill. In turn, the obligation to fulfill contains obligations to facilitate, provide and promote. The obligation to respect requires States to refrain from interfering directly or indirectly with the enjoyment of the right to health. The obligation to protect requires States to take measures that prevent third parties from interfering with article 12 guarantees. Finally, the obligation to fulfill requires States to adopt appropriate legislative, administrative, budgetary, judicial, promotional and other measures towards the full realization of the right to health. (Ibid)

(Further) State parties are referred to the Alma-Ata Declaration, which proclaims that the existing gross inequality in the health status of the people, particularly between developed and developing countries, as well as within countries, is politically, socially and economically unacceptable and is, therefore, of common concern to all countries. State parties have a core obligation to ensure the satisfaction of, at the very least, minimum essential levels of each of the rights enunciated in the Covenant, including essential primary health care. Read in conjunction with more contemporary instruments, such as the Programme of Action of the International Conference on Population and Development, the Alma-Ata Declaration provides compelling guidance on the core obligations arising from Article 12. Accordingly, in the Committee's view, these core obligations include at least the following obligations: 

(a) To ensure the right of access to health facilities, goods and services on a non-discriminatory basis, especially for vulnerable or marginalized groups; 

(b) To ensure access to the minimum essential food which is nutritionally adequate and safe, to ensure freedom from hunger to everyone; 

(c) To ensure access to basic shelter, housing and sanitation, and an adequate supply of safe and potable water; 

(d) To provide essential drugs, as from time to time defined under the WHO Action Programme on Essential Drugs; 

(e) To ensure equitable distribution of all health facilities, goods and services; 

(f) To adopt and implement a national public health strategy and plan of action, on the basis of epidemiological evidence, addressing the health concerns of the whole population; the strategy and plan of action shall be devised, and periodically reviewed, on the basis of a participatory and transparent process; they shall include methods, such as right to health indicators and benchmarks, by which progress can be closely monitored; the process by which the strategy and plan of action are devised, as well as their content, shall give particular attention to all vulnerable or marginalized groups. 

The Committee also confirms that the following are obligations of comparable priority: 

(a) To ensure reproductive, maternal (pre-natal as well as post-natal) and child health care; 

(b) To provide immunization against the major infectious diseases occurring in the community; 

(c) To take measures to prevent, treat and control epidemic and endemic diseases; 

(d) To provide education and access to information concerning the main health problems in the community, including methods of preventing and controlling them; 

(e) To provide appropriate training for health personnel, including education on health and human rights. (Ibid)

The above guidelines from General Comment 14 on Article 12 of ICESCR are critical to the development of the framework for right to health and healthcare. As a reminder it is important to emphasise that in the Bhore Committee report of 1946 we already had these guidelines, though they were not in the 'rights' language. Thus within the country's own policy framework all this has been available as guiding principles for now over 60 years.

First Steps Towards Right to Healthcare

To establish right to healthcare certain first essential steps will be compulsory:

· equating directive principles with fundamental rights through a constitutional amendment

· incorporating a National Health Act (similar to Canada Health Act for example) which will organize the present healthcare system under a common umbrella organization as a public-private mix governed by an autonomous national health authority which will also be responsible for bringing together all resources under a single-payer mechanism

· generating a political commitment through consensus building on right to healthcare in civil society

· development of a strategy for pooling all financial resources deployed in the health sector

· redistribution of existing health resources, public and private, on the basis of standard norms (these would have to be specified) to assure physical (location) equity

As an immediate step, within its own domain, the State should undertake to accomplish the following:

· Allocation of health budgets as block funding, that is on a per capita basis for each population unit of entitlement as per existing norms. This will create redistribution of current expenditures and reduce substantially inequities based on residence.
 Local governments should be given the autonomy to use these resources as per local needs but within a broadly defined policy framework of public health goals

· Strictly implementing the policy of compulsory public service by medical graduates from public medical schools, as also make public service of a limited duration mandatory before seeking admission for post-graduate education. This will increase human resources with the public health system substantially and will have a dramatic impact on the improvement of the credibility of public health services

· Essential drugs as per the WHO list should be brought back under price control (90% of them are off-patent) and/or volumes needed for domestic consumption must be compulsorily produced so that availability of such drugs is assured at affordable prices and within the public health system

· Local governments must adopt location policies for setting up of hospitals and clinics as per standard acceptable ratios, for instance one hospital bed per 500 population and one general practitioner per 1000 persons. To restrict unnecessary concentration of such resources in areas fiscal measures to discourage such concentration should be instituted.
  

· The medical councils must be made accountable to assure that only licensed doctors are practicing what they are trained for.
 Such monitoring is the core responsibility of the council by law which they are not fulfilling, and as a consequence failing to protect the patients who seek care from unqualified and untrained doctors. Further continuing medical education must be implemented strictly by the various medical councils and licenses should not be renewed (as per existing law) if the required hours and certification is not accomplished

· Integrate ESIS, CGHS and other such employee based health schemes with the general public health system so that discrimination based on employment status is removed and such integration will help more efficient use of resources. For instance, ESIS is a cash rich organization sitting on funds collected from employees (which are parked in debentures and shares of companies!), and their hospitals and dispensaries are grossly under-utilised. The latter could be made open to the general public

· Strictly regulate the private health sector as per existing laws, but also an effort to make changes in these laws to make them more effective. This will contribute towards improvement of quality of care in the private sector as well as create some accountability

· Strengthen the health information system and database to facilitate better planning as well as audit and accountability.

Carrying out the above immediate steps, for which we need only political commitment and not any radical transformation, will create the basis to move in the direction of first essential steps indicated above. In order to implement the first-steps the essential core contents of healthcare have to be defined and made legally binding through the processes of the first-steps. The literature and debate on the core contents is quite vast and from that we will attempt to draw out the core content of right to health and healthcare keeping the Indian context discussed above in mind.

The Core Content of Right to Healthcare

Audrey Chapman in discussing the minimum core contents summarises this debate, “Operatively, a basic and adequate standard of healthcare is the minimum level of care, the core entitlement, that should be guaranteed to all members of society: it is the floor below which no one will fall.
 (Chapman, 1993). She further states that the basic package should be fairly generous so that it is widely acceptable by people, it should address special needs of special and vulnerable population groups like under privileged sections (SC and ST in India), women, physically and mentally challenged, elderly etc., it should be based on cost-conscious standards but allocations to provide services should not be determined by budgetary constraints
, and it should be accountable to the community as also demand the latter’s participation and involvement in monitoring and supporting it. All this is very familiar terrain, with the Bhore Committee saying precisely the same things way back in 1946.

We would like to put forth the core content as under:

Primary care services
 should include at least the following:

· General practitioner/family physician services for personal health care.

· First level referral hospital care and basic specialty services (general medicine, general surgery, obstetrics and gynaecology, paediatrics and orthopaedic), including dental and ophthalmic services. 

· Immunisation services against all vaccine preventable diseases.

· Maternity and reproductive health services for safe pregnancy, safe abortion, delivery and postnatal care and safe contraception.

· Pharmaceutical services - supply of only rational and essential drugs as per accepted standards.

· Epidemiological services including laboratory services, surveillance and control of major diseases with the aid of continuous surveys, information management and public health measures. 

· Ambulance services. 

· Health education.

· Rehabilitation services for the physically and mentally challenged and the elderly and other vulnerable groups

· Occupational health services with a clear liability on the employer

· Safe and assured drinking water and sanitation facilities, minimum standards in environmental health and protection from hunger to fulfill obligations of underlying preconditions of health

The above listed components of primary care are the minimum that must be assured, if a universal health care system has to be effective and acceptable. And these have to be within the context of first-steps and not to wait for progressive realisation – these cannot be broken up into stages, as they are the core minimum. The key to equity is the existence of a minimum decent level of provision, a floor that has to be firmly established. However, if this floor has to be stable certain ceilings will have to be maintained toughly, especially on urban health care budgets and hospital use (Abel-Smith,1977). This is important because human needs and demands can be excessive and irrational. Those wanting services beyond the established floor levels will have to seek it outside the system and/or at their own cost.

· Therefore it is essential to specify adequate minimum standards of health care facilities, which should be made available to all people irrespective of their social, geographical and financial position. There has been some amount of debate on standards of personnel requirements [doctor: population ratio, doctor: nurse ratio] and of facility levels [bed: population ratio, PHC: population ratio] but no global standards have as yet been formulated though some ratios are popularly used, like one bed per 500 population, one doctor per 1000 persons, 3 nurses per doctor, health expenditure to the tune of 5% of GDP etc.. Another way of viewing standards is to look at the levels of countries that already have universal systems in place. In such countries one finds that on an average per 1000 population there are 2 doctors, 5 nurses and as many as 10 hospital beds (OECD, 1990, WHO, 1961).  The moot point here is that these ratios have remained more or less constant over the last 30 years indicating that some sort of an optimum level has been reached.  In India with regard to hospital care the Bureau of Indian Standards (BIS) has worked out minimum requirements for personnel, equipment, space, amenities etc.. For doctors they have recommended a ratio of one per 3.3 beds and for nurses one per 2.7 beds for three shifts.  (BIS 1989, and 1992).

The first response from the government and policy makers to the question of using the above norms in India is that they are excessive for a poor country and we do not have the resources to create such a level of health care provision. Such a reaction is invariably not a studied one and needs to be corrected. Let us construct a selected epidemiological profile of the country based on whatever proximate data is available through official statistics and research studies. We have obtained the following profile after reviewing available information:

· Daily morbidity = 2% to 3% of population, that is about 20-30 million patients to be handled everyday (7 - 10 billion per year) 

· Hospitalisation Rate 20 per 1000 population per year with 12 days average stay per case, that is a requirement of 228 million bed-days (that is 20 million hospitalisations as per NSS -1987 survey, an underestimate because smaller studies give estimates of 50/1000/year or 50 million hospitalisations) 

· Prevalence of Tuberculosis 11.4 per 1000 population or a caseload of over 11 million patients 

· Prevalence of Leprosy 4.5 per 1000 population or a caseload of over 4 million patients

· Incidence of Malaria 2.6 per 1000 population yearly or 2.6 million new cases each year 

· Diarrhoeal diseases (under 5) = 7.5% (2-week incidence) or 1.8 episodes/child/year or about 250 million cases annually 

· ARI (under 5) = 18.4% (2-week incidence) or 3.5 episodes per child per year or nearly 500 million cases per year 

· Cancers  = 1.5 per 1000 population per year  (incidence) or 1.5 million new cases every year 

· Blindness =1.4% of population or 14 million blind persons 

· Pregnancies = 21.4% of childbearing age-group women at any point of time or over 40 million pregnant women 

· Deliveries/Births = 25 per 1000 population per year or about 68,500 births every day 

(Estimated from CBHI, WHO, 1988, ICMR, 1990, NICD, 1988, Gupta et.al.,1992,  NSS,1987)

The above is a very select profile, which reflects what is expected out of a health care delivery system. Let us take handling of daily morbidity alone, that is, outpatient care. There are 30 million cases to be tackled every day. Assuming that all will seek care (this usually happens when health care is universally available, in fact the latter increases perception of morbidity) and that each GP can handle about 60 patients in a days work, we would need over 500,000 GPs equitably distributed across the country. This is only an average; the actual requirement will depend on spatial factors (density and distance). This means one GP per about 2500 population, this ratio being three times less favourable than what prevails presently in the developed capitalist and the socialist countries. Today we already have over 1,300,000 doctors of all systems (550,000 allopathic) and if we can integrate all the systems through a CME program and redistribute doctors as per standard requirements we can provide GP services in the ratio of one GP per 700-1000 population.

Organising the Universal Healthcare System

The conversion of the existing system into an organised system to meet the requirements of universality and equity and the rights based approach will require certain hard decisions by policy-makers and planners. We first need to spell out the structural requirements or the outline of the model, which will need the support of legislation. More than the model suggested hereunder it is the expose of the idea that is important and needs to be debated for evolving a definitive model.

The most important lesson to learn from the existing model is how not to provide curative services. We have seen above that curative care is provided mostly by the private sector, uncontrolled and unregulated. The system operates more on the principles of irrationality than medical science. The pharmaceutical industry is in a large measure responsible for this irrationality in medical care. Twenty thousand drug companies and over 60,000 formulations characterise the over Rs. 400 billion drug industry in India.
 The WHO recommends less than 300 drugs as essential for provision of any decent level of health care. If good health care at a reasonable cost has to be provided then a mechanism of assuring rationality must be built into the system. Family medical practice, which is adequately regulated, along with referral support, is the best and the most economic means for providing good health care. What follows is an illustration of a mechanism to operationalise the right to healthcare, it should not be seen as a well defined model but only as an example to facilitate a debate on creating a healthcare system based on a right to healthcare approach. This is based on learnings from experiences in other countries which have organized healthcare systems which provide near universal health care coverage to its citizens. 

Family Practice
Each family medical practitioner (FMP) will on an average enroll 400 to 500 families; in highly dense areas this number may go upto 800 to 1000 families and in very sparse areas it may be as less as 100 to 200 families. For each family/person enrolled the FMP will get a fixed amount from the local health authority, irrespective of whether care was sought or no. He/she will examine patients, make diagnosis, give advise, prescribe drugs, provide contraceptive services, make referrals, make home-visits when necessary and give specific services within his/her framework of skills. Apart from the capitation amount, he/she will be paid separately for specific services (like minor surgeries, deliveries, home-visits, pathology tests etc..) he /she renders, and also for administrative costs and overheads. The FMP can have the choice of either being a salaried employee of the health services (in which case he/she gets a salary and other benefits) or an independent practitioner receiving a capitation fee and other service charges. The FMP will also maintain family and patient records which will facilitate both epidemiological assessment as well as evidence based planning and allocation of resources.
Epidemiological Services
The FMP will receive support and work in close collaboration with the epidemiological station (ES) of his/her area. The present PHC setup will be converted into an epidemiological station. This ES will have one doctor who has some training in public health (one FMP, preferably salaried, of the ES area can occupy this post) and a health team comprising of a public health nurse and health workers and supervisors will assist him. Each ES would cover a population between 10,000 to 50,000 in rural areas depending on density and distance factors and even upto 100,000 population in urban areas. On an average for every 2000 population there will be a health worker and for every four health workers there will be a supervisor. Epidemiological surveillance, monitoring, taking public health measures, laboratory services, and information management will be the main tasks of the ES. The health workers will form the survey team and also carry out tasks related to all the preventive and promotive programs (disease programs, MCH, immunisation etc..)  They will work in close collaboration with the FMP and each health worker's family list will coincide with the concerned FMPs list. The health team, including FMPs, will also be responsible for maintaining a minimum information system, which will be necessary for planning, research, monitoring, and auditing. They will also facilitate health education. Ofcourse, there will be other supportive staff to facilitate the work of the health team.

First Level Referral
The FMP and ES will be backed by referral support from a basic hospital at the 50,000 population level. This hospital will provide basic specialist consultation and inpatient care purely on referral from the FMP or ES, except of course in case of emergencies. General medicine, general surgery, paediatrics, obstetrics and gynaecology, orthopaedics, ophthalmology, dental services, radiological and other basic diagnostic services and ambulance services should be available at this basic hospital. This hospital will have 50 beds, the above mentioned specialists, 6 general duty doctors and 18 nurses (for 3 shifts) and other requisite technical (pharmacists, radiographers, laboratory technicians etc..) and support (administrative, statistical etc..) staff, equipment, supplies etc. as per recommended standards. There should be two ambulances available at each such hospital. The hospital too will maintain a minimum information system and a standard set of records.

Pharmaceutical Services
Under the recommended health care system only the essential drugs required for basic care as mentioned in standard textbooks and/or the WHO essential drug list should be made available through pharmacies contracted by the local health authority. Where pharmacy stores are not available within a 2 km. radial distance from the health facility the FMP should have the assistance of a pharmacist with stocks of all required medicines. Drugs should be dispensed strictly against prescriptions only.

Rehabilitation and Occupational Health Services
Every health district must have a centre for rehabilitation services for the physically and mentally challenged and also services for treating occupational diseases, including occupational and physical therapy

Managing the Health Care System

For every 3 to 5 units of 50,000 population, that is 150,000 to 250,000 population, a health district will be constituted (Taluka or Block level). This will be under a local health authority that will comprise of a committee including political leaders, health bureaucracy, and representatives of consumer/social action groups, ordinary citizens and providers. The health authority will have its secretariat whose job will be to administer the health care system of its area under the supervision of the committee. It will monitor the general working of the system, disburse funds, generate local fund commitments, attend to grievances, provide licensing and registration services to doctors and other health workers, accredit health facilities, implement CME programs in collaboration with professional associations, assure that minimum standards of medical practice and hospital services are maintained, facilitate regulation and social audit etc... The health authority will be an autonomous body under the oversight of the State Health Department. The FMP appointments and their family lists will be the responsibility of the local health authority. The FMPs may either be employed on a salary or be contracted in on a capitation fee basis to provide specified services to the persons on their list. Similarly, the first level hospitals, either state owned or contracted private hospitals, will function under the supervision of the local health authority with global budgets. The overall coordination, monitoring and canalisation of funds will be vested in a National Health Authority. The NHA will function in effect as a monopoly buyer of health services and a national regulation coordination agency. It will negotiate fee schedules with doctors' associations, determine standards and norms for medical practice and hospital care, and maintain and supervise an audit and monitoring system. It will also have the responsibility and authority to pool resources for the organized healthcare system using various mechanisms of tax revenues, pay roll deductions, social and national insurance funds, health cess etc..

Licensing, Registration and CME

The local health authority will have the power to issue licenses to open a medical practice or a hospital. Any doctor wanting to set up a medical practice or anybody wishing to set up a hospital, whether within the universal health care system or outside it will have to seek the permission of the health authority.  The licenses will be issued as per norms that will be laid down for geographical distribution of doctors. The local health authority will also register the doctors on behalf of the medical council. Renewal of registration will be linked with continuing medical education (CME) programs which doctors will have to undertake periodically in order to update their medical knowledge and skills. It will be the responsibility of the local health authority, through a mandate form the medical councils, to assure that nobody without a license and a valid registration practices medicine and that minimum standards laid down are strictly maintained.

Financing the Health Care System

We again reemphasise that if a universal health care system has to assure equity in access and quality then there should be no direct payment by the patient to the provider for services availed. This means that the provider must be paid for by an indirect method so that he/she cannot take undue advantage of the vulnerability of the patient. An indirect single payer mechanism has numerous advantages, the main being keeping costs down and facilitating regulation, control and audit of services.  
Tax revenues will continue to remain a major source of finance for the universal health care system. In fact, efforts will be needed to push for a larger share of funds for health care from the state exchequer. However, in addition alternative sources will have to be tapped to generate more resources. Employers and employees of the organised sector will be another major source (ESIS, CGHS and other such health schemes should be merged with general health services) for payroll deductions. The agricultural sector is the largest sector in terms of employment and population and at least one-fourth to one-third of this population has the means to contribute to a health scheme. Some mechanism, either linked to land revenue or land ownership, will have to be evolved to facilitate receiving their contributions. Similarly self-employed persons like professionals, traders, shopkeepers, etc. who can afford to contribute can pay out in a similar manner to the payment of profession tax in some states. Further, resources could be generated through other innovative methods - health cess collected by local governments as part of the municipal/house taxes, proportion of sales turnover and/or excise duties of health degrading products like alcohol, cigarettes, paan-masalas, guthkas etc.. should be earmarked for the health sector, voluntary collection through collection boxes at hospitals or health centres or through community collections by panchayats , municipalities etc... Given the increasing domination of the service sector economy, especially financial services, Tobin tax must be used more extensively to generate revenues from all financial transactions in trade, stock markets, banking, credit card etc. 
It is not very difficult to raise additional resources if the government has some commitment to the social sectors. A health cess of 2% on sales turnover of health degrading products like alcohol, tobacco products like cigarettes, guthka, beedis, pan masalas etc. which together have a turnover estimated at Rs.2000 billion would itself generate Rs. 40 billion which is 10% addition to the existing health budgets of central and state governments combined. Similarly, the financial transaction tax (Tobin Tax) introduced in the 2005-06 budget needs to be expanded and earmarked for social sector expenditures only (this should be an additional allocation and should not entail reductions from existing allocations out of present tax revenues). India is a rapidly growing financial sector economy and daily transactions in securities (Government and stock market and forex) alone are estimated at Rs. 600 billion per day and other cheque and financial instruments another Rs. 350 billion daily and a 0.1% Tobin tax on this would generate Rs. 95 crores daily for social sector budgets. And this would not hurt those transacting as it would be merely Re. 1 per Rs. 1000 transacted. Apart from this there are other transactions like credit card transactions, commodities trading etc. which can contribute substantially. There are also other avenues for raising resources for the health sector, for example a health tax similar to profession tax, a health cess on land revenues and agricultural trade so that the rural economy can also contribute to revenues for public health, health cess on personal vehicles using fossil fuels, on luxury goods like air conditioners, on house rents and property taxes above a certain value or size etc. The bottom line is that these additional resources should be strictly earmarked for the health sector and should not find their way into the general pool – with this caveat and evidence of its use for strengthening social sectors like health and education people will not protest against such levies. Further any attempts to raise revenues through user fees should be resisted as they are regressive and anti-poor.

All these methods are used in different countries to enhance health sector finances. Many more methods appropriate to the local situation can be evolved for raising resources. The effort should be directed at assuring that at least 50% of the families are covered under some statutory contribution scheme. Since there will be no user-charges people will be willing to contribute as per their capacity to social security funding pools. All these resources would be pooled under a single body, the National Health Authority, and this body would also make payments to providers of services. In order to do this, standardized protocols of treatment and charges will have to be evolved and this itself will have a major impact on both quality of care as well as on efficient use of resources. 

Further, we need to advocate with both ministries of health and finance for making structural changes in the way in which both resources are allocated as well as how the health system is organized and structured. The present mechanism of allocating resources to health facilities is very inefficient and also ineffective. Resources must be provided to health facilities whether hospitals or health centres on a block funding or per capita basis. Thus hospitals, for instance, should get funds @ Rs. 500,000 per bed because that is  what it requires to run a reasonable district or rural hospital, and a health centre  and its subcentres providing comprehensive healthcare should get Rs. 200 - 250 per capita for the 30,000 or 20,000 population it serves to provide a reasonable level of primary healthcare. This mechanism of financing will factor in rationality and efficiency in allocation of resources for public health. Further, on a longer term basis (3 – 5 years down the line) the healthcare system both public and private needs to be restructured into a regulated system – this would involve creating a multi-stakeholder national health authority which pools together all health resources public and private, makes payments to healthcare providers on the basis of defined and structured costs and monitors and regulates such a healthcare system. This reorganization must be done within the framework of universal access and equity using the right to health approach. 

Making Budgetary Provisions 
Budget allocations for the above organized system is well within reach provided there is a political will. The requirements for organizing and financing such a comprehensive and universal access healthcare system is within the commitment of the present UPA governments manifest statement wherein they commit that 2% to 3% of GDP should be spent on public health care services. The budgetary requirements worked out below are very much within the reach of this target, and given the presently high rate of economic growth, the proportion of GDP that may be required finally may actually be even lower. However it must be noted that what is worked out below is the minimum and not optimum and once we can provide for this minimum then the pressure would be to move towards the optimum and this may actually be closer to the WHO recommendation of 5% of GDP.
Calculation for Comprehensive Healthcare in India

1. Primary healthcare (Family Medical Practitioner + Epidemiological Station-PHC) with following features:

· Staff composition for each PHC-FMP unit to include 4 doctors, 1 PHN, 2 nurse midwives, 8 ANMs (females), 4 MPWs (males), 1 pharmacist, 1 clerk/stat asst., 1 office assistant, 1 lab technician, 1 driver, 1 sweeper – this adds up to salaries and benefits/capitation of Rs. 6 million (salary structures across states may be different and hence this could vary). Doctors and nurses may either be salaried or contracted in on a capitation basis as in the NHS of UK. The curative care component should work as a family medical practice with families (500 – 2000, depending on density) being assigned to each such provider.

· 10 beds per PHC 

· Average rural unit to cover 20,000 population (range 10-30 thousand depending on density); average urban unit to cover 50,000 population (range 30-70 thousand population depending on density)

· Non-salary costs separately for rural and urban units per unit cost as per table below:

	Line item
	Rate
	Rural (20000 popn. per unit)
	Urban (50000 popn. per unit)

	Medicine and other clinical consumables
	Rs. 40 per capita per year
	Rs. 800,000
	Rs. 2,000,000

	Travel, POL etc.
	Rs. 10000 pm rural; and Rs. 5000 pm urban
	Rs. 120,000
	Rs. 60,000

	Office expenses, electricity, water etc..
	Rs.10 and 12 thousand pm for rural and urban, respectively
	Rs. 120,000
	Rs. 200,000

	Maintenance of building and equipment etc.
	
	Rs. 150,000
	Rs. 250,000

	Rent and/or amortization
	
	Rs. 200,000
	Rs. 300,000

	CHW honorarium
	Rural 1 CHW per 500 population @Rs. 1000 pm per CHW; Urban 1 CHW per 1500 population @ Rs. 1250 pm per CHW
	Rs. 480,000
	Rs. 495,000

	Other Costs
	
	Rs. 130,000
	Rs. 195,000

	Total Non-salary
	
	Rs.2,000,000
	Rs.3,500,000

	Total Primary care Cost per unit
	
	Rs. 8,000,000

(Rs. 400 per capita)
	Rs.9,500,000

(Rs. 190 per capita)

	Total Primary care cost for country
	Rural: 750 million population needing 37,500 PHCs; and urban 350 million population needing 7000 PHCs
	Rs. 300 billion
	Rs. 66.5 billion


2. First level Referral Care

In rural areas for every 5 PHCs there would be one 50 bedded hospital and this would cost Rs. 400,000 per bed per annum or Rs. 20 million per such hospital. As per this ratio we would need 7500 rural hospitals and this would translate into Rs. 150 billion for the country as a whole.

In urban areas for each 10 PHCs one 200 bedded hospital would be needed and this would cost Rs. 500,000 per bed per year or Rs. 100 million per hospital. As per this ratio 700 such hospitals would be needed and this would translate into Rs. 70 billion for the country as a whole.

3. Secondary and Tertiary care / Teaching Hospitals

One such hospital per 2.5 million population, that is 440 hospitals of 500 bed each at a cost of Rs. 500,000 per bed per year translating into Rs. 250 million per hospital or Rs. 110 billion for the country as a whole.
 Primary + First Referral + Secondary/Tertiary = Rs. 696.50 billion

4. Other costs
Capital @ 10% or Rs. 69.65 billion

Research and Data systems @ 4% or Rs. 27.86 billion

Admin costs @ 4% or Rs 27.86 billion

Audit costs @ 2% or Rs 13.93 billion

Grand Total would be Rs. 835.80 billion or Rs. 760 per capita and this works out to 1.9% of GDP. This calculation excludes medical education and medical research, which would be 15% and 10% of the total healthcare cost, respectively, amounting to an additional Rs.209 billion.

Summary Table

	Type of Cost
	Amount in Rupees billion

	1. Primary care
	366.50

	2.First Referral Rural
	150.00

	3. First Referral Urban
	70.00

	4. Secondary/Tertiary care
	110.00

	SUBTOTAL
	696.50

	5. Capital @ 10%
	69.65

	6. Research and data systems @ 4%
	27.86

	7. Admin @ 4%
	27.86

	8. Audit @ 2%
	13.93

	TOTAL Healthcare Cost
	835.80 or 1.9% of GDP

	Medical Education and Research
	208.95

	Grand Total (Rs. 950 per capita)
	1044.75 or 2.4% of GDP


Distribution of Costs
The above costs from the point of view of the public exchequer might seem excessive to commit to the health sector given current level of public health spending. But this is less than 3% of GDP at Rs.950 per capita annually, including capital costs. The public exchequer's share, that is from tax and related revenues, would be about Rs.800 billion or three-fourths of the cost.  This is well within the reach of current resources of the governments and local governments put together. The remaining would come from other sources discussed earlier, mostly from employers and employees in the organised sector (social insurance), and other innovative mechanisms of financing. As things progress the share of governments should stabilise at 50% and the balance half coming from other sources. Raising further resources will not be too difficult. Part of the organized sector today contributes to the ESIS 6.75% of the salary/wage bill. If the entire organized sector contributes even 5% of the employee compensation (2% by employee and 3% by employer) then that itself will raise close to Rs.350 billion. Infact the employer share could be higher at 5%. The present initiative of expanding social insurance through a national legislation for the entire unorganized sector can help boost the social insurance contributions to the health budget. Further resources through other mechanisms suggested above will add substantially to this, which infact may actually reduce the burden on the state exchequer and increase contributory share from those who can afford to pay. Given below is a rough projection of the share of burden by different sources:

Projected Sharing of Health Care Costs (2007 Rs. in millions)







Type of Source
     Central
State/   Social    Other

      Govt.
Muncp. Insur’ce  Sources
1. Primary Care

 
     120,000
140,000  80,000    26,500
1.  Basic Hospitals 

                 20,000   100,000  85,000    15,000

2.  Secondary/Tertiary Hospitals         30,000
  50,000  25,000 
 5,000  

3.  Medical Educ/Research 
     150,000
  50,000    7,000
 1,950
    

4.  Audit/ Info. Mgt./ Soc.Research     20,000
  15,000    6,790          --

5.  Administrative Costs

       10,000     10,000    7,860          -- 

6.  Capital Costs


       40,000     20,000    9,650          --
ALL COSTS                          390,000  385,000 221,300
48,450   







Rs.1,044,750 million

Percentages

    

37
  37
       21
       5



Conclusions
We are at a stage in history where political will to do something progressive is conspicuous by its absence. We may have constitutional commitments and backing of international law but without political will nothing will happen. To reach the goals of right to health and healthcare discussed above civil society will have to be involved in a very large way and in different ways.

The initiative to bring healthcare on the political agenda will have to be a multi-pronged one and fought on different levels. The idea here is not to develop a plan of action but to indicate the various steps and involvements that will be needed to build a consensus and struggle for right to healthcare. We make the following suggestions:

· Policy level advocacy for creation of an organized system for universal healthcare

· Research to develop the detailed framework of the organized system

· Lobbying with the medical profession to build support for universal healthcare and regulation of medical practice

· Filing a public interest litigation on right to healthcare to create a basis for constitutional amendment

· Lobbying with parliamentarians to demand justiciability of directive principles

· Holding national and regional consultations on right to healthcare with involvement of a wide array of civil society groups

· Running campaigns on right to healthcare with networks of peoples organizations at the national and regional level

· Bringing right to healthcare on the agenda of political parties to incorporate it in their manifestoes

· Pressurizing international bodies like WHO, Committee of ESCR, UNCHR, as well as national bodies like NHRC, NCW to do effective monitoring of India’s state obligations and demand accountability

· Preparing and circulating widely shadow reports on right to healthcare to create international pressure

The above is not an exhaustive list. The basic idea is that there should be widespread dialogue, awareness raising, research, documentation and legal/constitutional discourse across the board with various agencies of civil society involved like NGOs, trade unions, peoples movements, academia etc... 

It is thus evident that the neglect of the public health system is an issue larger than government policy making.  The latter is the function of the overall political economy.  Under capitalism only a well-developed welfare state can meet the basic needs of its population.  Given the backwardness of India the demand of public resources for the productive sectors of the economy (which directly benefit capital accumulation) is more urgent (from the business perspective) than the social sectors, hence the latter get only a residual attention by the state.  The policy route to comprehensive and universal healthcare has failed miserably. It is now time to change gears towards a rights-based approach. The opportunity exists in the form of constitutional provisions and discourse, international laws to which India is a party, and the potential of mobilizing civil society and creating a socio-political consensus on right to healthcare. There are a lot of small efforts towards this end all over the country, for instance the People’s Health Movement or the Jan Swasthya Abhiyan. Synergies have to be created for these efforts to multiply so that people of India can enjoy right to healthcare. On the government front the UPA government of Manmohan Singh promises to restructure the public health system via one of its flagship programs, the National Rural Health Mission (NRHM).
The preamble of the NRHM document states, “Recognizing the importance of Health in the process of economic and social development and improving the quality of life of our citizens, the Government of India has resolved to launch the National Rural Health Mission to carry out necessary architectural correction in the basic health care delivery system.… The Goal of the Mission is to improve the availability of and access to quality health care by people, especially for those residing in rural areas, the poor, women and children.” (MoHFW 2005)  This goal will be achieved by strengthening the three levels of rural healthcare – the subcentre, PHC and CHC. At the village/hamlet level a health worker called ASHA (Accredited Social Health Activist) will be appointed who will be the link worker for rest of the public health system in rural areas. Additional resource alllocation and upgradation of the facilities at each level has been planned under the Mission. However the budget heads for NRHM do not address the missing link in rural healthcare – medical care. They have mainly subsumed the erstwhile family welfare, RCH and national Disease Program heads under the NRHM umbrella. In that sense the integration into comprehensive healthcare which the Mission document talks about is atleast not reflected in the budget. Linked to this is the fact that allocations to rural health would become restricted to NRHM – and any other source of funds for rural health may get blocked. This is the usual consequence of verticalisation of any program. And herein is the danger that NRHM may become an amalgamated vertical health program for rural areas!

Thus the key issue in access to healthcare which even the NRHM fails to address is the mechanism for allocating resources. Resources are presently distributed on the basis of what is available, what can be procured and where they can be parked in terms of infrastructure, human resources etc.. and this is often done on an adhoc basis. Thus if the PHC is mandated to provide a package of services for which the requirements are defined and the funds needed for that are determined, the actual allocation of  resources does not happen in terms of those requirements. What happens in reality is that the state for instance has existing a certain number of PHCs and for that it starts procuring the human resources and other inputs needed and these have to be worked out on the basis of the available budget and rationing of resources across the board rather than in terms of what the PHC as a unit requires to function optimally. The consequence of such a mechanism is allocative inefficiency in the use of resources because the PHC may have a doctor but no nurse or inadequate allocation for drugs etc.. and this leads to the poor performance of the public health facility. Therefore to address this deficiency the mechanism of allocation of resources has to change to a system which meets the objective of the specific healthcare facility as discussed above. There should be no compromise on this. Unless this kind of a radical change is put in place all efforts, even enhanced budgets, would stop at mere tinkering with what exists. The discussions on NRHM strategizing continue, especially on financial management and autonomy in decision making at the unit/program level, and hence options are till open for influencing change.
To conclude, the NRHM should be used as an opportunity to work out a new health financing strategy, which devolves financial resources to local governments and uses a social audit framework to monitor its implementation. Only this will lead to structural changes and improvements in the health of the Indian people. But the government will not do this until healthcare becomes a political agenda and drives elections. Thus the civil society has to exert pressure from below. The initiatives of the Jan Swasthya Abhiyan, which has set in motion a campaign on Right to Healthcare, is one such move in this direction. The JSA has formulated a Peoples Health Charter, has mobilized groups in 18 states to support the campaign on right to healthcare, has collaborated with the National Human Rights Commission to conduct public hearings on denial of healthcare across the length and breadth of the country and is now actively engaging with the NRHM initiative to not only monitor its progress through community involvement but also use it as an opportunity to restructure health and healthcare in India.
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� In the 18th century rights were interpreted as fences or protection for the individual from the unfettered authoritarian governments that were considered the greatest threat to human welfare. Today democratic governments do not pose the same kind of problems and there are many new kinds of threats to the right to life and well being. (Chapman, 1993) Hence in today’s environment reliance on mechanisms that provide for collective rights is a more appropriate and workable option. Social democrats all over Europe, in Canada, Australia have adequately demonstrated this in the domain of healthcare.


� A human rights approach would not necessitate that all healthcare resources be distributed according to strict quantitative equality or that society attempt to provide equality in medical outcomes, neither of which would in any case be feasible. Instead the universality of the right to healthcare requires the definition of a specific entitlement be guaranteed to all members of our society without any discrimination. (Chapman, 1993) 


� Country specific thresholds should be developed by indicators measuring nutrition, infant mortality, disease frequency, life expectancy, income, unemployment and underemployment, and by indicators relating to adequate food consumption. States should have an immediate obligation to ensure the fulfillment of this minimum threshold. (Andreassen et.al., 1988 as quoted by Toebes,1998)


� Efforts to prevent hunger have been there through the Integrated Child Development Services program and mid-day meals. Analysis of data on malnutrition clearly indicates that where enrollment under ICDS is optimal malnutrition amongst children is absent, but where it is deficient one sees malnutrition. Another issue is that we have overflowing food-stocks in godowns but yet each year there are multiple occasions of mass starvation in various pockets of the country.


�To illustrate this, taking the Community Health Centre (CHC) area of 150,000 population as a “health district” at current budgetary levels under block funding this “health district” would get Rs. 55 million (current resources of state and central govt. combined is over Rs.400 billion, that is Rs. 360 per capita). This could be distributed across this health district as follows : Rs 500,000 per bed for the 30 bedded CHC or Rs. 15 million (Rs.10 million for salaries and Rs. 5 million for consumables, maintenance, POL etc..) and Rs. 8 million per PHC (5 PHCs in this area), including its sub-centres and CHVs (Rs. 6 million as salaries and Rs. 2 million for consumables etc..). This would mean that each PHC would get Rs. 267 per capita as against less than Rs. 70 per capita currently. In contrast a district headquarter town with average 300,000 population would get Rs. 108 million. To support health administration, monitoring, audit, statistics etc, each unit would have to contribute 5% of its budget. Ofcourse, these figures have been worked out with existing budgetary levels and excluding local government spending which is quite high in larger urban areas. (updated from Duggal, 2002) 


� Such locational restrictions in setting up practice may be viewed as violation of the fundamental right to practice one’s profession anywhere. It must be remembered that this right is not absolute and restrictions can be placed in concern for the public good. The suggestion here is not to have compulsion but to restrict through fiscal measures. In fact in the UK under NHS, the local health authorities have the right to prevent setting up of clinics if their area is saturated.


� For instance the Delhi Medical Council has taken first steps in improving the registration and information system within the council and some mechanism of public information has been created.


� This implies that the health status of the people should be such that they can atleast work productively and participate actively in the social life of the community in which they live. It also means that essential healthcare sufficient to satisfy basic human needs will be accessible to all, in an acceptable and affordable way, and with their full involvement. (WHO, 1993)


� General Comment 3 of ICESCR reiterates this that the minimum core obligations by definition apply irrespective of the availability of resources or any other factors and difficulties. Hence it calls for international cooperation in helping developing countries who lack resources to fulfil obligations under international law.


� Most of atleast the curative services will of necessity have to be a public-private mix because of the existing baggage of the health system we have but this has to be under an organized, regulated and accountable health care system.


� These services need not be part of the health department or the national health authority that may be created and may continue to be part of the urban and rural development departments as of present.


� The following discussion is an updated version based on work done by the author earlier at the Ministry of Health New Delhi as a fulltime WHO National Consultant in the Planning Division of the Ministry. An earlier version was published as Duggal 2000: “The Private Health Sector in India – Nature, Trends and a Critique”,  VHAI, New Delhi, 2000 


� In addition to this there is a fairly large and expanding ayurvedic and homoeopathy drug industry estimated to be over one-third of mainstream pharmaceuticals


� The discussion in this paper is restricted to primary care services but they are not the only component of the core content; higher levels of care are needed as support and these already exist to a fair extent though they need to be reorganized. Thus district level hospitals and metropolitan and teaching hospitals are also part of the core content.


� This is updated to 2007 prices from calculations originally done for a Jan Swasthya Abhiyan discussion on the National Rural Health Mission


� All higher level care would be on basis of referral from primary care providers, except in the case of emergencies. This should help rationalize higher levels of care as well as make it more efficient and cost-effective
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