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Chapter I

Introduction and Objectives
1.1 Background and Context
The rationale behind Universal Health Coverage
(UHC) for India as outlined by the Ministry of Health,
GoI and 12th Planning Commission document
is to ensure that all citizens have equitable and
affordable access to promotive, preventive, curative
and rehabilitative health care services, and that
they do not suffer financial hardship while accessing
the health services.(1) The basic foundation for UHC
stems from universal entitlement to comprehensive
health services that also takes into consideration
wider social determinants like nutrition, access to
safe drinking water, proper sanitation, education
and occupational and environmental health.
The 12th Planning Commission document provided
a blueprint for implementing UHC in India and
stressed the need of developing a National Essential
Health Package (NEHP) that could be potentially
piloted in various states. Given the diverse state
health priorities and fiscal capacity it was therefore
imperative to develop an Essential Health Package
(EHP) that was both flexible to states needs and
pragmatic in considering existing mechanisms in
delivery. The NEHP outlined in the High Level Expert
Group (HLEG) Report on UHC ensures affordable,
accountable and appropriate quality health services
(Primary, Secondary and Tertiary) to all citizens
(Figure 1).
Globally many countries are increasingly considering
or are in various stages of implementing UHC. EHPs

are often promoted as an effective way to reduce
health inequity while improving health service
delivery by focussing on effective interventions
and levels at which they should be available.
Overall EHPs aim to enhance universality, health
outcomes, equity and access by concentrating
scarce resources on interventions which provide
the best ‘value for money’. EHPs are intended
to be a guaranteed minimum – an EHP in a lowmiddle-income country could consist of a limited
list of public health and clinical interventions which
will be provided at primary and/or secondary level
care. In contrast, in richer countries packages are
often described according to what they exclude. In
addition to the “content or ‘scope’ of the package,
there are also decisions to be made about the level
at which the services under EHP will be delivered,
and the ‘shape’ of the delivery model”.(2) To deliver
the services outlined in an EHP, human resources,
drugs, equipment and other infrastructure required
to deal with interventions within the package
should be available. UHC is defined in the 12th
plan document as “Ensuring equitable access for
all Indians to affordable, accountable and quality
health services from public and private sectors
where the government is the guarantor and
enabler, although not necessarily the only provider,
of health and related services”.(3) The vision for
UHC also addressed the wider social determinants
of health through inter-sectoral co-ordination of
various ministries as an important pre-requisite for
achieving universal coverage.
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Figure 1: Illustrates the Vision of UHC by 2022.

Source: HLEG report on Universal Health Coverage for India: Instituted for the Planning Commission of India, 2011

The EHP is a package of integrated services which
could also be used as a quality assurance tool
designed to ensure that necessary services are
offered in accordance with standardized protocols.
Finally, the package could be used to empower
stakeholders by making them aware of their
entitlements.
The approach to developing an EHP not only
considers disease management but also address
the broader determinants of health. However,
currently there is no global consensus on the
methodology for development of EHPs. Countries
around the world have adopted different
approaches in defining health packages, some
have framed benefit packages as defined set of
healthcare services while others have incorporated
broader determinants of health (water, sanitation,
education, nutrition etc.) as part of basic populationwide health services. Since health is a state
responsibility in India, it was imperative to develop
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an EHP that was flexible enough to address state
health priorities. Thus, the NEHP has been devised
as a generic package that will serve as an indicative
guide for states to eventually formulate their statespecific EHPs based on their pattern of disease
burden, health systems capacity, and availability of
resource and infrastructures.

Objectives
This exercise in designing the National Essential
Health Package had three key objectives:
1. To provide a framework for the development of
an Essential Health Package that is adaptable
and flexible to state health needs.
2. To estimate unit costs for delivering the health
services included in the Essential Health
Package.
3. To design integrated care-pathways mapped for
management of selected common diseases.
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1.2 Methodology
Phase – 1
The first phase of the study consisted of extensive
global review of secondary data from published
literature on essential health packages. The review
included both traditional databases like PubMed
as well as government portals and databases of
multilateral organizations like WHO, the World Bank
and ICMR. Search terms included, “essential health
care/service package”, “basic health care/service
package”, “minimum health care/service package”
and “health care/health service package”,
“essential benefits package”. Since the focus was
on Low and Middle Income Countries (LMICs),
additional search words: “low-income countries”,
“developing countries” and “developed countries”
were also used wherever necessary.
The global synthesis of 14 country experiences
for developing an Essential Health Package was
supplemented by a systematic analysis of national
and regional disease burden data from central
and state governments. A situation analysis of the
current health systems in India was also conducted
listing services provided under various national and
sub-national programs including publicly funded
health insurance schemes like Rashtriya Swasthya
Bima Yojana (RSBY), Rajiv Gandhi Jeevandayi Arogya
Yojana (RGJAY) (Maharashtra), Rajiv Arogyashri (AP),
Central Government Health Scheme (CGHS) and
Employee’s State Insurance Scheme (ESIS). This
was supplemented with a situational analysis of
national health priorities using in-depth secondary
data from sources like the WHO-Global Burden of
Diseases Project and the Ministry of Health and
Family Welfare (MoHFW) followed by a review of
existing health services provided at regional and
national levels in the public sector. Data was sourced
from central and state government resources.
A comprehensive list of services for 34 health
conditions that caused 80% of visits to health
facilities was prepared based on identified burden

of diseases. The list of primary health services
was classified into promotive, preventive, curative,
rehabilitative and palliative services. Taking into
consideration the broad list of EHP services and the
various needs of people who would use the EHP, it
was challenging to decide which services to include
and exclude.

Stakeholder consultations
The results of the systematic evidence synthesis
were presented to multiple stakeholders at central
and state levels in a series of consultation to
develop a framework for state-flexible EHP for
India. Stakeholders and experts who were part of
the review process comprised of public health and
medical professionals, economists, civil society,
allied health and nursing professionals as well
as representatives from the central and state
government.
The objectives of the consultations were – (1) To
review the broad list of health services for the
proposed package that will be delivered at the state
level. (2) To provide technical guidance on a package
that can be best delivered considering the costing
of services and limited funds available to states.
(3) Elicit recommendations from stakeholders and
experts on the layout, content and framework of an
essential health services package.
(Please refer to Annexure 5 for consultation
details)
It was recommended that services with the lowest
cost, and interventions with the highest benefit
should be combined to form a packages for
essential public health and clinical services that
constitutes the EHP. In subsequent consultations,
Essential Health Services to be included or excluded
from proposed package were identified that could
be delivered at the state level. A detailed list of
services were categorized according to a broad
group of health conditions and the discussants were
required to provide their inputs on this package and
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to provide technical guidance on a package that
can be best delivered considering the costing of
services and limited funds available to states. The
outcomes of the consultation were:
1. More than 450 health services were identified
across 34 broad categories of health conditions.
2. Of these 450 health services, 80 services were
further iterated and estimated for cost analysis
based on availability of data across a range of
parameters that included standard treatment
guidelines, burden of disease and availability of
financial data.
(Note: The results and discussion section further
highlights the consultation outcome)

3
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DALYs are based on Global Burden of Disease data repository WHO.

Phase – 2
The second phase involved the following activities:
1. Unit cost estimation was performed for
treatment of 80 health services will be included
in an essential health package. (This included
estimated treatment cost for top 25 health
conditions contributing to 70 per cent of total
DALYs Lost3 )
2. Development of care pathways for population
level management of select health conditions
along with framework for cost estimation.
The detailed methodology for costing exercise and
care pathway is elaborated in Chapter–V, Section 5.2.
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Chapter II

Designing a Framework for a StateAdaptable and Flexible EHP for India
Given the complexity of the Indian health system
and political dichotomy between central and state
governments, the development of a common NEHP
for the entire country may not be feasible. The
health package should be flexible enough to assure
a basic set of health priorities at the national level
as well as be flexible to a states specific needs.
Different countries have used various methods to

arrive at their respective essential benefit package
or basic benefit package.

2.1 Framework for an Essential
Health Package
In developing a conceptual framework for a state
adaptable and flexible EHP that is most appropriate

Box 1: The principles of Essential Health Package are
Equitable Distribution
•

All people, irrespective of area of residence (urban / rural, slum / non- slum), educational status,
economic status, religion and paying capacity should be able to access, share, and avail health
services.

•

Reaching un-reached populations.

Community Participation
•

Involvement of individuals, families, and communities in improvement and promotion of their
own health is an essential aspect of primary health Care.

•

Use of trained dais (Traditional Birth Attendants), Mahila Swasthya Sangh, Village Health
Committee, etc. are examples of community involvement.

Inter-sectorial coordination
•

Departments such as; agriculture, animal husbandry, education, food industry, housing, social
welfare, communication, women and child development and water and sanitation department
should also be involved to achieve desired results of Primary Health Care.

Appropriate Technology
•

Newer technologies used in health care delivery must be simple and easy to use.

Source: Primary Health Care: The basis for Health Systems Strengthening (2010), Available at: http://www.searo.who.int/
entity/primary_health_care/documents/sea_hsd_338.pdf?ua=1
5

Figure 2: Framework for Development of Optimal Essential Health Package for Indian States

The following sections will discuss each of these components in greater detail.

for the Indian health systems-the following four
basic principles of health systems interaction
were considered (Box 1). 1) equitable distribution
of resources 2) Community participation 3)
Inter-sectoral coordination and 4) Appropriate
Technology.(4)
An attempt was made to also draw from
methodologies adopted by countries like South
Africa and Egypt analysed through our review
of published literature. The evidence synthesis
exercise was supplemented with case studies
from developed as well as low and middle income
countries.
The proposed framework for development of EHP
for states is graphically presented in Figure 2.
While the proposed framework conceptualizes an
optimal process for identifying health services to
be included or excluded in a health package, the
cost-effectiveness of health conditions have not
been separately analysed in this exercise (due to
time and resource constraints). Instead a decision
modelling exercise was undertaken for select
health conditions (CVD, Diabetes, Anaemia and TB)
using care pathways for these four major health
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conditions that contribute to highest Disability
Adjusted Life Years Lost (DALYs),
The framework for an EHP summarized in Figure
2 was developed around the following dimensions
three pillars: (1) needs assessment (2) Documenting
the national and state level priority-setting for
health services and (3) Components of EHP. (4)
Establishing linkages between various components
of the health systems.

2.2 Needs Assessment
A country like India with a high degree of
geographical, cultural and social diversity requires
systematic needs assessment for identifying health
services to be included or excluded from an EHP.
Assessment involves examination of regional health
priorities, current and past health policies, national
burden of disease and countrywide morbidity data.
To provide guidelines on health services to be
provided at different level of care, extensive work
has been done in various policy documents such as
the following:
1. HLEG report, 2010(1);
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2. National Commission on Macroeconomics and
Health (NCMH) report, 2005(5);
3. Indian Public Health Standards (IPHS), 2012(6)
National
need
assessment
was
further
complemented with global evidence available as
case studies from high and middle income countries
on development of their EHPs.

Synthesis of Global Evidence
This section broadly discusses Primary Health Care
- focused EHPs as defined in select  OECD and  Low
middle income countries to achieve Universal Health
Coverage. EHPs of 14 countries were reviewed as
part of global evidence on development of EHP for
Indian states. These included:
•

Developed countries like Canada, UK and
Japan;

•

Developing countries like Brazil, Cuba, Mexico,
Egypt and Thailand

•

Low and middle income countries like Ghana
and South Africa.

The United Kingdom, for example, established the
National Institute for Health and Care Excellence
(NICE) in 2009 that provides evidence-based
guidance for health, public health and social care
practitioners to improve health care quality and
delivery of services. It provides technical support
to the Ministry of Health on various ares including
treatments to be included or excluded from a benefit
package, guidance on interventional procedures
and a national formulary for the use of medicines.(7)
Japan, on the other hand has a negative list of
services which are excluded from the benefit
package and everything else is covered. Private
providers in the country are not allowed to provide
those excluded services in their private practices
if they are contracted under the public health
service provisioning. Countries like South Africa
and Egypt have specifically defined list of services
to be provided under primary health package or
basic benefit package based on national priorities
and costing of the same is undertaken to show
financial implications of the benefit package.(8) Even

though services covered by these countries may not
have same priorities in Indian context the kind of
broad categories derived from these countries are
of global importance that can be captured through
this systematic analysis. The details of the analysis
are discussed further.

Synthesis of National and Sub-national
Health Policies
A detailed analysis was conducted of existing
national and sub-national health policies at central
and state levels that provided insight on current
health system in Indian states. This also included
analysis of the revised IPHS (2012)(6) which provided
information on healthcare service standards to
be offered at different levels of care (namely subcentre to PHC, CHC, Sub-Divisional Hospital (SDH)
and District Hospital). The PHC services provided by
the public sector was examined at the level of state
and local governments and gaps were identified for
urban populations.
Various services provided under national health
programs that targeted specific disease were also
studied along with the role of institutions that
provided these services. More recently the National
Rural Health Mission (NRHM) has served as a
platform for integrating some of the larger disease
control programs. Activities covered under existing
vertical programs include preventive and promotive
health services as well as clinical services for
treatment and follow up for patients. However,
the vertical nature of these programs has created
health care silos causing fragmentation within the
health system resulting in a loss of continuity of
care.
Publicly financed health insurance schemes like
Rajiv Aarogyasri (Andhra Pradesh) and Yesashwini
(Karnataka) launch to protect Below Poverty Line
(BPL) populations against catastrophic health
expenditure associated with hospitalization were
also reviewed for the range of services offered.
Autonomous health schemes offered by sectors
like Defence, Railways and large scale Public
Sector Units (PSUs) which had their own health
infrastructure network were also examined in
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relation to the range of services offered as a part
of their schemes and this is described in detail in
Chapter IV Section 4.2.

Burden of Disease
Data on disease prevalence is important in
estimating financial requirement for implementation
of UHC in a state as well as at national level. In this
study, various sources to obtain reliable data about
country specific burden of disease were   referred.
WHO’s Global Burden of Disease data available
for the year 2012(9) was used. Some sources of
secondary data available on burden of disease is
the Integrated Disease Surveillance Programme
(IDSP), that monitors cases of high risk diseases
(mainly communicable diseases) on a regular
basis. The IDSP collects information on nationally
reported cases of specific diseases in public sector
hospitals. While this could provide a reasonable
estimate for a rural health profile it is still not
sufficient for population based estimate for urban
areas since a considerable size of population would
access private sector for health care services.
However, there were limitations to the use of
disease burden estimates of the centre and
state level figures. Health information is currently
managed by various national agencies ranging from
the statistics division in the department of health
and family welfare, the Central Bureau of Health
Intelligence (CBHI) and the National Informatics
Centre (NIC). With no central institution responsible
for amalgamating health data the country’s health
system is faced with a multiplicity of actors, and
reporting processes resulting in duplication and
fragmentation of data indicators and collection
methods. The Centre is often faced with an under or
oversupply of poor quality data frequently coexisting
with large unmet needs for information. There is
some data on (trends) child mortality, maternal
health, health services coverage, and chronic and
infectious disease prevalence, information on health
determinants, adult mortality and cause of death.
There is dearth of accurate data in the country.
Morbidity too is poorly measured, and the coverage
and costs of many interventions (health schemes)
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are poorly evaluated with little standardization
across definitions and methodologies. Most health
information and disease surveillance systems in
India have evolved around public health systems.
The private sector is seldom incorporated into
public health information systems and data sourced
independently is often of poor quality.

Priority setting
Given the federal structure of India and complexity
of the health sector it is a difficult task to assign
priorities to one health condition over another.
While successive governments have promised a
range of healthcare services to the entire population
through the country’s public health infrastructure,
the mortality and morbidity data on a range of
indicators suggest public sector weaknesses and
failing in multiple areas of health service and access.
In the present health system, comprehensive
Health Technology Assessment (HTA) is costly and
it is not possible to do a detailed HTA for all health
sector interventions and investments. For this EHP
framework two major areas were focused (1) CostEffectiveness and (2) Feasibility studies.
The political, economic and administrative feasibility
of including or excluding specific health care services
is also important for successful implementation of
UHC. Different approaches for selection of services
were discussed with governments to attribute the
best possible weightage to each of the selected
health care services. The compatibility of these
health packages with existing health care policies
and public health infrastructure of states was also
explored. In this exercise it was attempted to develop
a separate health systems integration framework to
provide insight on how these EHPs could be better
provided and aligned with state health needs and
to identify potential institutional challenges in
implementing these packages in states.
Some of the key challenges that the public sector
is currently grappling with in delivering healthcare
services includes chronic underfunding, limited
budgetary allocation, poorly managed human
resources and weak health infrastructure.
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2.3 Components of the
Essential Health Package
Based on national, sub-national and, global
evidence, health services were identified and
categorised into 34 categories. There was general
consensus among consultations with experts on
viewing a health care package a holistic set of
intervention rather than a set of services that are
disease or organ specific. The services covered
under these 34 categories range from – preventive
and promotive, primary health, emergency services,
hospitalizations, outpatient care including access
to medicines and diagnostic services to behavioural
health and rehabilitative services. The package
explains the continuum of care across various
levels of health care.
This was further categorized under four broad
categories of disease/health conditions proposed in
Figure 3. The broader list proposed was numerated
under each of these categories are available in
Annexure 1.
The detailed list of services also includes crosscutting areas of intervention such as water and

sanitation, environmental health, occupational
health, education and nutrition, gender, disaster
management and injuries, which have direct or
indirect impact on overall health of the population.
To address overarching goal of UHC in providing
comprehensive health care to the people of India the
package has to be flexible as well as comprehensive,
addressing not only the direct clinical interventions
to treat disease causing highest economic loss
but should also focus on other cross-cutting areas
delivered through department of health or in coordination with other departments. These areas
cause severe economic loss to the nation.

2.4 Enabling Environment for
EHP Implementation
Identification of healthcare services to be included
and/or excluded using scientific methodology is just
a beginning of a good strategy for implementing UHC
in India. The same should be backed by supporting
environment for implementation. Each of these
broader components of health system in light of
WHO Building Block Framework was discussed.(10)
These are broad components which are directly

Figure 3: Proposed List of Services Under EHP
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linked to service delivery mechanism and have an
important role to play in successful implementation
of UHC in any country. These are the six core areas
of health system which needs to be strengthened to
support successful implementation of UHC in India
through identified essential health package. The
health systems components as identified by WHO
were:
•

Infrastructure (including HMIS) and service
delivery

•

Medicine and diagnostics

•

Governance (including M and E)

•

Health workforce

•

Health Financing

•

Innovation and research

Merely the development of an essential health
package cannot achieve the objective of UHC.
It has to be supported through enabling health
systems environment. Various factors influence
the performance of EHP and how the package will
get integrated into the existing health systems. For
successful implementation of UHC the following
areas need to be addressed and strengthened-

2.4.1 Infrastructure (including
Information Technology (IT) and Health
Management Information System
(HMIS)) and service delivery
An EHP will eventually have to be delivered through
a network of health facilities. To enable effective
delivery India's large public health infrastructure
needs to be strengthened to provide the range
of services identified under the EHP. A periodic
situational analysis of state health systems needs
to be undertaken to assess health workforce
requirements, equipment repairs and maintenance
and other operational areas to ensure smooth
functioning of facilities offering EHP services in
various states.
An effective purchasing mechanism should also be
helpful in areas where a dominated private sector
is present. Referral mechanism using IT should be
developed to ensure smooth transfer of patient
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from one level of care to another level. A transport
system to connect emergencies with health
facilities and transfer within health system should
be developed to cater to the needs of population.
The numbers indicate need for huge investment in
health infrastructure. For example: States like Uttar
Pradesh, Bihar, Maharashtra lack adequate health
facilities where as states like Kerala and Tamil Nadu
have more than adequate health facilities.

2.4.2 Medicines and Diagnostics
An EHP should focus on regular supply and access
to medicines and diagnostic services. In India more
than 70 per cent of total out-of-pocket expenditure
is on medicine and diagnostics(11) resulting in
barriers to access-to health services and ultimately
delayed treatment leading to catastrophic health
expenditures. There is evidence from states like
Tamil Nadu, Kerala and Rajasthan that have
established best practices in procurement and
supply of medicines in public health facilities.(12)
Rajasthan government has successfully replicated
Tamil Nadu model of procurement and distribution
and resulted in increased outpatient and inpatient
visits in public hospitals.

2.4.3 Governance – Monitoring and
Evaluation
Investment in health should be monitored
and regularly evaluated through well designed
Monitoring and Evaluation (M and E) mechanism.
A governance framework oriented around
transparency, accountability and ownership is the
basis for efficient health systems management.

2.4.4 Health Workforce
For effective implementation of an EHP health
systems should be prepared with adequate number
of human resources. For effective provisioning
of identified assured range of services the health
systems should be fully equipped with adequate
workforce to treat patients. Without adequate
trained human resources the dream of India to
implement UHC can never become a reality. India
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faces severe shortage of human resources for
health with high level of concentration of health
workforce in urban areas.(13) The problem is further
deepened by a high level of migration of medical
and paramedical (nursing) staff to developed
countries.(13) The vacant posts in public health
facilities at grass-root level of care is very high,
resulting in inequitable distribution of staff and
responsibilities.

2.4.5 Health Financing
Health financing is an important function of health
systems that has to be strengthened in order to
successfully be able to implement EHP in India.
The role of the centre and state governments have
to be clearly identified in implementing an EHP.  
The current public expenditure of 1.18 per cent of
GDP on health is way below developed and other
LMIC countries. Innovative financing mechanisms

such as Public Private Partnerships are therefore
essential in the design and implementation of an
EHP.

2.4.6 Research and Innovation
Capacity building in the area of health systems
research is essential for sustainable implementation
of EHP. The package can be regularly monitored
and should be checked against technological
innovations. A thorough evaluation mechanism
using proven technology assessment tools
should be used for choosing between alternative
procedures and technologies. Scientific research
should be promoted to make the health package
more robust and evidence based rather than
consultative in nature. This will serve as base for
effective utilization of available resources.
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Chapter III

Framework for Governance and
Implementation of an EHP
This chapter discusses the implementation
framework for an EHP. The framework has emerged
from a series of discussions with the group of
experts in the field of health systems and intensely
studying existing health systems of India. The
developed framework is an attempt to address by
whom and where would the services of an EHP be
delivered.
The district health systems is a nucleus for delivery
of the EHP under UHC. The decision on where these
services are to be provided is at the discretion of
state governments but a general suggestion is
given on where it could be delivered.

Framework for Governance
and Implementation
The need for defining an essential health package
arises from a broader discussion around the
universality of access to health services. This is
based on disease burden, catastrophic health
expenditures, changing health and demographic
profile and state health infrastructure. A list of
services was subsequently identified and grouped
into five broader categories (Figure 4) based on the
nature of the services provided within each of the
identified category or class of services.
In principle promotive, preventive, rehabilitative and
palliative care could be delivered at grass-root levels
of care through a range of allied health workers.
These services would require strong monitoring and
12

governance mechanisms to effectively implement
an EHP across diverse populations and especially
those who are most vulnerable in terms of access
and affordability.
The pathways that have been created suggests
different options for delivery mechanism for four
different disease conditions: Anaemia, Diabetes,
CVD and TB through decision analysis modelling.
The decision tree and costing pathways can be
replicated using state based figures to arrive at an
evidence based decision on disease management
and the cost of care.
Figure 4 below details the why, what, where and
how of an EHP and attempts to explain what
interventions might be required at particular level
of care and could help policy makers in estimating
resource gap and governance mechanisms required
for implementing EHP.
The costing exercise involved in identifying a range
of facilities where the health services need to be
delivered at different levels of care. The costing
exercise was based on state based priorities and
ability of the states to address specific disease
burden along with their capacity to deliver these
specific services. Services and health systems
preparedness have to complement each other and
cannot be viewed in isolation. The costing exercise
given in subsequent chapters provides more
information on service resources gap. Inter-sectoral
linkages have been taken into consideration in the
cross-cutting areas of the EHP.
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Figure 4: Framework for Governance and Implementation
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Chapter IV

Priority Setting
4.1 Review of Global Evidence
Since health priorities differ from country to
country - global disease burden patterns that have
been identified as common across LMICs were
used to identify priority areas. Global evidence
on the development of essential health packages
was reviewed through the systematic review of
published literature, government reports and
online documentation to understand how the
health systems of various countries have been
organized and the services they offer under an
essential health package. The experiences of Brazil
and Thailand highlight the importance of political
leadership and of making the most of economic
and political windows of opportunity.
Despite setbacks in growth and governance in the
previous few years, India finds itself in a promising
economic and political position to achieve or at
least progress towards the goal of UHC. In charting
their respective paths towards universal health,
many developing countries have placed special
emphasis on reaching the rural and urban poor as
part of their larger effort to ensure that coverage is
truly universal for all population sectors.(1) Quality
concerns in service delivery must be addressed.
While financing is necessary, it is not sufficient
to secure progressive pathways towards UHC.
Coordinated reforms across the whole system, and
beyond the health sector, are needed to address
other barriers to demand and supply. As countries
design health system reforms to progress towards
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UHC, it is critical that the poor and vulnerable
benefit first.(14)

4.1.1 Essential Health Services in OECD
Countries
Australia
Primary care in Australia was financed by the
federal government, states and privately; delivered
through public and private entities; and largely
uncoordinated across these players.(15) As of 2011,
the government took over the complete cost of
primary care, covering 100 per cent of outpatient
care and 60 per cent of the care delivered in public
hospitals.(16) In addition, the country is transitioning
to an e-health platform that electronically aggregates
patient health records and allows patients to
regulate who sees specific elements of their
records.(16) General practitioners will continue to act
as gatekeepers, referring patients to specialists as
necessary. The government intends to build upon
the current capitation system and expand pay-forperformance schemes, which now narrowly focus on
immunization targets and diabetes management.(17)
These measures will allow general practitioners
and patients to better manage chronic disease
and monitor health throughout a patient’s lifetime.
Australia is also investing in meso level organizations
called Divisions of Practice and Medicare Locals
that meet local community health needs. These
organizations will coordinate the activities of local
hospitals, providers and allied health professionals,

Designing and Costing of an Adaptable and Flexible
Essential Health Package (EHP) for Indian States

identify and respond to needs missed by national
health policies and engage in other customized
health promotion activities.(17)
United Kingdom
The UK has built its national health system around
primary health care, which is delivered by general
practitioners. The National Health Service defines
primary care as “the care provided by people you
normally see when you first have a health problem,”
and general practitioners serve as gatekeepers
who can refer patients to higher level services if
needed.(18) General practitioners work closely with
about 150 local primary care trusts that coordinate
health and social services for communities. The
system, which is funded through general taxation,
provides primary care for almost no cost to patients
at the point of service. Primary care trust controls
80 per cent of the National Health Service (NHS)’s
budget and have long encouraged community
participation in their governance.(18) Physicians set
up independent practices and contract with trusts;
physicians’ salaries consist mostly of capitation
payments and about 20 per cent comes from
performance compensation. Through a close eye
on cost effectiveness, overseen by the National
Institute for Health Clinical Excellence, and the
elevation of general practitioners as gatekeepers to
the larger central system the UK has succeeded in
making primary care the cornerstone of its health
system and achieving strong health outcomes at
low cost.
Canada
Canada’s government places a strong emphasis
on high quality and accessible primary care as the
foundation of its health system. Health Canada
notes that primary care includes “health promotion,
illness and injury prevention, and the diagnosis and
treatment of illness and injury,” and the mandate
to provide such services is carried out through
provincial and regional delivery systems.(19) The
federal government provides fiscal transfers to the
country’s provinces and regions, which can organize
care in the most effective way for their particular
communities, resulting in a system consisting of 13
smaller publicly financed arms. From the year 2000
to 2006, the federal government instituted an $

800 million Primary Health Care Transition Fund
to provide grants to initiate and sustain reform in
primary health care delivery with an emphasis on
access, quality, and cost.
Japan
Japan is an interesting contrast to Australia, the
UK and Canada as it does not explicitly prioritize
primary health services but has achieved positive
health indicators at low cost. In fact there is not
a clear distinction between specialists and primary
care physicians.(20) Instead Japan has implemented
a universal public insurance system in which
patients do not need referrals to visit any physician.
Patients generally pay 30 per cent of treatment
costs.(20) There are 3,500 insurance programs, but
the package they offer is the same as all insurers
face the same fee schedule from the government.
(20)
Payments generally follow a fee for service model
and there is little emphasis on preventative care.(21)
Although the government does not pay close
attention to primary care, there is a network
of independent health cooperatives that have
sprung up throughout the country. There are
over 100 health coops that follow a strategy of
providing high quality care, avoiding unnecessary
treatment and promoting health literacy among
their membership(22) Members pay a fee to join
cooperatives, and some evidence suggests that
these cooperatives have been successful in
improving health and reducing hospital stays in their
communities(23). Japan’s system places the patient
at the center of their primary care experiences and
entrusts patients to engage with the appropriate
health care provider as needed.
Sweden
In 1993 Sweden chose to appoint a national
committee to analyse issues in priority setting, but
not to define a core package. Its directive was only
to set out principles to guide the process of decisionmaking.(24) The main principles that they came up
with were the following: The principle of human
dignity all human beings have equal dignity and the
same rights; thus, no discrimination is allowed due
to personal characteristics like age, income etc. The
health committee in Sweden has ranked with the
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highest priority “the treatment of life-threatening
acute diseases”, with self-care disorder being the
bottom of the list.(24)

private schemes. This covers in patient care,
outpatient care and preventive and promotive
services.(1)

The fiscal resources available to the countries above
exceed those of India, but the choices that they
have made illustrate important trade-offs for how
primary care is incorporated into a health system.
The UK and Japan take a very centralized approach
and define what is covered nationally. Canada
has instead empowered its regions and provinces
to design effective systems.   Another significant
variation is the role of patient and physician.
Australia, the UK and Canada have all entrusted
general practitioners to make sound choices for
managing patient care; in the UK primary care
trusts even purchase services from higher levels of
the health system. Japan on the other hand leaves
this responsibility with the patient. Perhaps most
importantly, Australia, the UK and Canada have
all elected to instil a culture of primary care into
the health system, investing in community level
outreach and health promotion services. As India
moves ahead with its own reforms the choices it
makes around these issues, especially in terms of
the universality of its primary health package and
financing options, will define how the health system
evolves.

Mexico

4.1.2 Essential health packages: LMIC
experiences
Indonesia
Indonesia has experienced several major health
reforms, including the decentralization reform of
2001, and the National Social Security Law (SJSN)
of 2004 that mandated social health insurance for
the entire population. ASKESKIN emerged as the
mandatory public insurance system for the poor.
ASKESKIN programme expanded into JAMKESMAS,
a public insurance programme for the poor which
is run by the Ministry of Health. Today roughly 46
per cent of the Indonesian population has health
care coverage—up from 10 per cent in 2004—either
through JAMKESMAS and other public programs
for different sectors of the population, or through
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The need to establish an essential package in
Mexico was necessitated by health problems such
as acute respiratory infections, malnutrition, alcohol
abuse and injuries due to road accidents, as well
as a desire to improve access to health care by the
poor. Literature shows that about ten per cent of
the Mexico’s objectives in designing an essential
health care package was:
•

To eliminate the epidemiological gap due to
poverty,

•

To extend coverage to the rural and marginal
populations,

•

To strengthen the quantity and intensity of
health services in two broad disease areas
deemed to be significant contributors to the
national burden of disease, non-infectious
degenerative illnesses and injuries.(24)

The reforms included the phasing in, over seven
years, of the Seguro Popular, a subsidized
insurance scheme offering free access at the
point of delivery to an explicit package of health
care intervention for the uninsured. Inequalities
reduced as Seguro Popular increased coverage
in the poorest states and for the poorest income
groups. By 2006, the essential package, which is
updated annually, included 255 interventions – this
relatively high number reflects Mexico’s status as
a middle-income country. The interventions cover
ambulatory care, plus hospitalization for the basic
specialties. Interventions for the package were
selected by combining burden of disease and costeffectiveness analyses with other criteria, including
affordability, feasibility of implementation and links
with catastrophic household expenditure. 52.6
million people were covered till August 2012. Nearly
50% covered since the effort to achieve UHC began
in 2004. Mexico has a population of approx. 100
million.
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Brazil

•

Family health

In 1988 Brazil initiated an extensive programme
of health reforms with the intention of increasing
the coverage of effective services for the poor and
vulnerable population. Prior to 1988, the year the
Unified Health System (Sistema ÚnicodeSaúdeSUS) came into being, just 30 million Brazilians
had access to health services. Today, 100 % of the
population is able to receive services under Brazil’s
SUS. By boosting access to primary and emergency
care, the SUS has been associated with significant
improvements across a range of health indicators,
notably infant mortality which fell from 46 per 1000
live births in1990 to 17.3 per 1000 live births in
2010. Life expectancy at birth has also improved,
reaching 73 years in 2010 compared to 70 years just
a decade earlier. The reforms also reduced health
inequalities with the life expectancy gap between
the wealthier south of the country and poorer north
falling from 8 years to 5 years between 1990 and
2007.(25) Benefits available include Sickness and
injury benefit, Maternity benefit, Invalidity benefit,
Survivor/death benefit and Unemployment benefit.
(24)
Brazil places heavy emphasis on reducing the
socio economic disparities and this is reflected
in its universal healthcare system, the Unified
Health System. Unified Health System is funded by
three levels of government which is federal, state
and municipal. This establishes the tax revenues
resources to cover the costs associated with public
health.(26)

•

Communicable diseases

•

Basic curative care and treatment of major
chronic conditions

•

Hygiene and environmental health, health
education and communication.(2)

Tanzania
The package is an integrated collection of cost
effective interventions that address main diseases,
injuries and risk factors, plus diagnostic and health
care services to satisfy the demand for common
symptoms and illness of the population to be served.
The number of interventions include in the package
depends on health expenditure per capita available
for the package. The interventions in a package are
clustered together so that they should be delivered
together at a single visit of a patient to the health
facility or other community setting delivery point.
This is done to minimize the total cost of the
package by sharing use of inputs and reducing the
cost to the client of obtaining individual services.
Cost effectiveness is achieved through synergism
between treatment and prevention activities, joint
production costs and improved use of specialised
resources.
Tanzania has exclusion list that includes the
following
•

Services/treatment for self-inflicted diseases/
injuries like alcohol, drug and tobacco abuse

Ethiopia

•

Attempted suicide and criminal abortion

Ethiopia does not have an official definition for  UHC.
However, there are various numerous strategies,
policies, and guidelines that are being implemented
to achieve universal access to primary health
care and reduce impoverishment due to health
spending in Ethiopia. Ethiopia is exploring financing
mechanisms and a social health insurance law was
recently passed and a national health insurance
agency established. Pilot community-based health
insurance schemes have also been initiated.
However, Ethiopia provides services under the
following broad categories.(27) These services
provided at the health post, health centre and
district hospital levels. These are:

•

Echocardiography

•

Angiography

•

Assisted reproduction

•

Organ transplants

•

Heart and brain surgery

•

Expensive specialised procedures like MRI and
DNA typing.(28)

Ghana
Outpatient services are- General and specialist
consultation reviews. General and specialist
diagnostic
testing
including
investigation,
X-rays, ultrasound scanning, medicines on the

17

NHIS medicines list, physiotherapy and surgical
operation such as hernia. The inpatient services
are- diagnostic tests, medications, blood and blood
products surgical operations. Oral health- pain
relief (both tooth extraction, temporary incision
and drainage), dental restoration (simple amalgam
filling, temporary dressing). Maternity benefit
includes- antenatal care, deliveries, C-section, post
natal care. Emergencies include- medical, surgical,
paediatric, obstetric and gynaecological and road
traffic accidents.(29)
Ghana has a list of exclusion services as following:
•

Appliance and prostheses including Optical
aids, Heart aids, Orthopaedic aids, dentures
etc.,

•

Cosmetic surgeries and aesthetic treatment,

•

Assisted Reproduction (e.g. Artificial
Insemination) and gynaecological hormone
replacement therapy

•

Echocardiography

•

Dialysis for chronic renal failure

•

Organ transplantation

•

Diagnosis and treatment abroad

•

Heart and brain surgery

•

Angiography

•

Cancer treatment other than breast and
cervical cancer

•

Medical examinations for purposes other than
treatment in accredited health facilities.

The benefits package covers 95 per cent of all health
problems reported in Ghanaian health facilities.
There is a particular emphasis on maternal and
child health, with benefits including antenatal and
postnatal care. About 12 million people out of
a total population of 21 million (61 per cent) are
covered by the National Health Insurance Scheme
(NHIS). The NHIS is funded primarily through
general tax revenues, the largest source being a
2.5 per cent health insurance levy which has been
added to the national Value Added Tax (VAT). Other
sources of funding include payroll contributions
and direct premium contributions from members.
Exemptions from premium payments are made for
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several population groups, including pensioners,
the elderly, children and indigents; other population
groups pay premiums determined by income level.
The NHIS is interesting in that it has adapted a
social health insurance (SHI) model so that informal
workers can be included into the scheme.(29)
Bangladesh
In Bangladesh, in contrast, the centralized normbased planning and budgeting system did not
changed when the essential service package
was introduced. District and sub-district budget
allocations continued to be determined by norms
related to the number of beds (for food and drugs)
and staff in post (for salaries). The budgeting system
was not designed to respond to the demands of the
EHP, which required resources to be channelled
according to population size and health needs, and
to focus largely on ambulatory care. “Bangladesh
has had an Essential Service Package” (ESP) since
the late 1990s. Progress with implementation has
been faltering for a number of reasons, including
rigidities in the use of the government budget in
the provider facilities; poor oversight on which
elements of the ESP were actually being delivered;
and the fact that some elements of the ESP fell
under the National Directorate of Health Services
while others fell under the Directorate of Family
Planning. Many Ministry of Health and Family
Welfare staff saw the ESP as essentially a donordriven exercise which involved just a few Ministry
personnel. Implementation of the ESP was not a
systematic guiding principle for decisions related
to budgets, the staffing of facilities, or monitoring.
Such joined-up decision-making is crucial for the
successful implementation of an essential health
package.(2)
Afghanistan
In 2003, the Ministry of Public Health in Afghanistan
developed a Basic Package of Health Services
(BPHS). It was complemented by an Essential
Package of Hospital Services for other hospital care.
Much of the delivery of the BPHS was contracted
out to NGOs and financed by international
development partners – contracts covered about
75 per cent of the population in 2005. They were
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then worth about $ 5 per person per year (an
extremely basic package), excluding the transaction
costs of managing and monitoring the contracts. To
monitor implementation, a ‘Balanced Scorecard’
was developed. The scorecard had 29 indicators
organized into six domains:
•

Patients and community

•

Staff

•

Capacity for service provision

•

Service provision

•

Financial systems

•

Overall vision

Indicators addressed measures such as: how
TB treatment was monitored; the functionality of
laboratories; whether salaries were paid on time;
fee exemptions for poor clients; and the percentage
of new out-patients who were female. The Scorecard
was used on a wide scale – every year from 2004 to
2007 it was used in a random sample of more than
600 health facilities, 1,700 health workers and
5,800 patient-provider interactions. Information
provided by such rigorous monitoring allowed
regular adjustments to be made to the way in which
the Package was implemented. In Afghanistan,
both public and private service providers have
been contracted to deliver a specified package of
services. Contracts can describe the services to
be delivered in detail and can explicitly link their
provision to funding.(2) Maternal and new born
health, child health, immunisations, nutrition
services, communicable disease, mental health,
disability and pharmaceutical supply. 57% of the
population have access to basic health care.(30)
Uganda
In the 1990s, Uganda piloted a Minimum Health
Care Package (MHCP). The World Bank funded
district burden of disease and cost-effectiveness
studies, which formed the basis for district plans
and pilots for implementation in eight districts. It
proved politically impossible to continue work with
just eight districts, and the pilots were ultimately
abandoned. Nevertheless, the development of
the MHCP helped the Ministry of Health attract
additional funding from donors and from the

Ministry of Finance, which was impressed by the
MoH’s systematic identification of need. The MHCP
also helped to structure discussions and resource
allocation in the health sector wide approach.
All new funds attracted went to primary level
facilities, while funds to higher-level facilities were
held constant. Introduction of the MHCP involved
dialogue on concept and design, and negotiations
on financing and delivery arrangements. It raised
difficult human resource issues related to taskshifting. For many years, the MHCP remained
centre stage in MoH planning documents but many
programmes found alternative funding from Global
Health Initiatives, which distorted the package’s
overall financing.(2)
Thailand
An independent review report on the first ten years
of Thailand’s Universal Coverage Scheme (UCS)
shows a dramatic reduction in the proportion of outof-pocket health expenditure, and associated falls
in the number of households suffering catastrophic
health expenditures and impoverishment due to
health care costs. Between 1996 and 2008 the
incidence of catastrophic health care expenditure
amongst the poorest quintile of households covered
by the UCS fell from 6.8 per cent to 2.8 per cent.
The incidence of non-poor households falling below
the poverty line because of health care costs fell
from 2.71 per cent in 2000 to 0.49 per cent. This
increase in financial protection was accompanied by
an increase in the use of essential health services
by UCS members in Thailand, with a 31 per cent
increase in outpatient utilization rates and 23 per
cent increase in inpatient utilization between 2003
and 2010. These rates had previously been too
low. The UCS covers critical care, hospitalization,
lifesaving surgeries, health promotion, primary
care, traffic accidents, renal replacement and
treatment of HIV. UCS provides comprehensive
benefit package stipulated in a contract between
purchaser and provider at every level of health
services. Beneficiaries cannot directly go to
secondary and tertiary facilities without referral
from primary services except emergencies and
accident. For UCS primary care provider unit has
been designated as gate keepers to provide care
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for UCS beneficiaries.(31) The Universal Coverage
Scheme is financed solely from general tax revenue
Egypt
In Egypt, the content of the Basic Benefit Package
(BBP) was the result of many discussions held at
the national level in Cairo, and the governorate level
at Alexandria. The Egyptian BBP is being tested as
part of a broader pilot test of the new health care
delivery and financing systems proposed by the
health sector reform program. The new delivery
system consists of three tiers:
•

Family Health Unit (FHU)

•

Family Health Centre (FHC)

•

Referral for inpatient services

The new financing system consists of the creation
of a Family Health Fund that will develop capitated
performance-based contracts with providers
(facilities and physicians). The Fund will build on
the existing Health Insurance Organization. In
addition, minimum facility accreditation standards
will be tested. It covers maternal and child health,
communicable diseases control; environmental
health services; health education; parasitic and
endemic diseases control; school health services;
curative and emergency care (general practitioner
level); family planning; and dental care. Coverage
also includes hospital treatment in public facilities.
The Ministry of Health and Population (MoHP) and
other government agencies function as an “insurer
of last resort” providing free or substantially
subsidized health services to the citizens not
covered under HIO.(32)
Currently, social health insurance coverage, provided
through the Health Insurance Organization (HIO),
covers about 42.3 million person, representing 57
percent of the population (as per the information
provided by HIO official website). The bulk of the
population under HIO coverage (74 percent) is
schoolchildren and infants, and the smallest bulk
(6 per cent percent) is widows and pensioners.
Government funding (ultimately from tax revenues),
MOHP funding currently allocated for clinical care.
This includes the Government of Egypt share of the
social insurance fund, household funding, including
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out-of-pocket payments by consumers. Currently
these payments are significant (except for the very
poor), since most Egyptians who can afford it will
access private providers even if covered by the
Health Insurance Organization.(33)
Turkey: Health Transformation Programme (HTP)
“112 Emergency Health” services are delivered not
only in cities but also in villages. Primary healthcare
services, including preventive healthcare and
mother-child healthcare services, are strengthened;
Family medicine implementation, which is an
element of modern health understanding, has
been launched and spread out. In terms of infant
mortality rate country has managed to achieve
the progress made in 30 years by the developed
countries within the last eight years. Preventing
ill-health and premature deaths related to noncommunicable diseases has constituted the core
of important health programs. National programs
were planned and implemented for certain
diseases such as cardiovascular diseases, cancer,
diabetes, chronic respiratory tract diseases, stroke,
and kidney failures.(24) After the HTP, five health
insurance schemes were consolidated to create
a unified General Health Insurance scheme with
harmonised and expanded benefits. Insurance
coverage for the poorest population groups in
Turkey increased from 2.4 million people in 2003,
to 10.2 million in 2011. Health service access
increased across the country—in particular,
access and use of key maternal and child health
services improved to help to greatly reduce the
maternal mortality ratio, and under-5, infant, and
neonatal mortality, especially in socioeconomically
disadvantaged groups. Several factors helped to
achieve universal health coverage and improve
outcomes. These factors include economic growth,
political stability, a comprehensive transformation
strategy led by a transformation team, rapid policy
translation, flexible implementation with continuous
learning, and simultaneous improvements in
the health system, on both the demand side
(increased health insurance coverage, expanded
benefits, and reduced cost sharing) and the supply
side (expansion of infrastructure, health human
resources, and health services).(34)
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Sri Lanka

South Africa

By relying on tax-financed and government-operated
health services, Sri Lanka achieved universal health
coverage while its per capita GDP was still below
US$500 annually. In offering a full range of services
instead of a more restricted one, Sri Lanka’s health
system has prioritized risk protection over costeffectiveness. Government spending accounts for
46 per cent and private financing mostly household
out-of-pocket payments covers the rest. All inpatient, out-patient, and community health services
are free to all Sri Lankans, with very few exceptions.
Roughly 96 per cent of all childbirths occur in
hospitals, and the country has close to 100 per cent
immunization coverage.(1)

In South Africa, the majority of the population have
access to hospital care through a tax-financed,
public hospital system. The Medical Association
of South Africa (MASA), in its submission to
the NHI committee, made some far reaching
recommendations concerning a core benefit
package. MASA highlights the need to:

Philippines
In 1995, the Philippine Health Corporation, or
PhilHealth, was established to revitalize the push
for universal health coverage PhilHealth covers
inpatient care, ambulatory surgeries, deliveries, and
outpatient treatment for malaria and tuberculosis.
Those identified as indigent and Overseas Filipino
Workers (OFWs) are also entitled to outpatient
primary care. Formal sector: Employer and the
employee pay 50 per cent of premium. Central
and local governments indigents, retiree are fully
subsidize with lifetime free membership for 60
years + who have paid 10 years’ worth of premiums
during employment in the formal sector. Non-poor,
OFWs and others not eligible: Premiums paid by
individuals.(30)
A summarized list of services provided under UHC
in select LMIC is narrated in Table 1. This table
provides information on how UHC has evolved and
what are the major services offered by government
under their so called UHC schemes.
Cuba
The Cuban government operates a national health
system and assumes fiscal and administrative
responsibility for the health care of all its citizens.
There are no private hospitals or clinics as all
health services are government-run. Cuba provides
comprehensive coverage to all its populations. It
covers everything including dental care. There is
universal and free access to health for everyone.
There is 100 percent coverage.(35)

1. recognise the difficulty and complexity of the
process of defining a core benefit package
2. define clearly components of the benefit
package such as, for example, maternal and
child care in order to contain costs
3. establish a flexible system to accommodate
future changes in morbidity, mortality,
technology, and geographical difference
Determining a CHBP for South Africa differs from
the studied examples in two key respects. Firstly,
the NHI report envisages a package that covers
only hospital care. Preventive and promotive
interventions, and primary care would be funded
through tax finance, and be free to all residents.
In this sense, the highest priority interventions
have already been defined and made accessible
to all. Secondly, the South African ‘core package’
differs in that it refers to the nature of insurance
cover that should be taken out by individuals or
companies, and not to what state providers or
public funds should cover. This diffuses some of the
controversy around the package, since individuals
would be paying themselves for everything within
the package, and would thus have incentives to
exclude non-essential care. In addition, therefore,
under the ambit of an employer/employee mandate
the core benefit package will cover less than half
of the population. Some limited work has been
done in setting health care priorities in South
Africa, although its applicability may be limited.
The Needs Norms Project for Primary Health Care
Services undertaken by the Centre for Health
Policy attempted to identify priorities and planning
standards for primary health care services, but
explicitly excluded the definition of a core package of
such services. Instead, normative target utilisation
rates were set for all services currently offered. The
third area of priority setting which has relevance for
core package design in South Africa is the Essential
National Health Research (ENHR) prioritisation
exercise.(26)
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Table 1: Health Services Under UHC in LMIC
Mexico
•

24 public health interventions geared towards detecting and preventing diseases such as diabetes,
hypertension, and tuberculosis.

•

104 interventions within family medicine and specialist care

•

25 interventions for urgent care and

•

69 interventions for general surgery

•

45 hospitalization interventions

•

Odontology interventions

•

Vaccination

•

255 interventions and their respective drugs are included in Mexico's Universal List of Essential
Service.(36)
Unified Health System, Brazil
• Package divided into Basic, specialised and high complex categories of health(37)
•

Priority Areas are women’s health, child health, hypertension, diabetes, tuberculosis, leprosy, HIV, oral
health, and health promotion (37)

•

Sickness and injury benefits

•

Maternity benefits

•

All inclusive public sector care – including outpatient, inpatient, and dental.

• No Co-payments.(38)
Ethiopia
•

Family Health – Ante-natal care, delivery and new born care, post-natal care, family planning, child
health: Integrated Management of Childhood Illness, growth monitoring, nutrition, immunisation and
adolescent reproductive health

•

Communicable diseases – TB, Leprosy, HIV/AIDS, STDs, epidemic diseases

•

Basic curative services and treatment of major chronic conditions

•

Hygiene and environmental health

• Health education and communication (2)
National Health Insurance Scheme, Ghana
• 95 per cent of the health problems are covered by NHIS
•

Maternal care, ante-natal care, post-natal care

• Dental services, Maternal and Child Health (39)
Thailand (Universal Coverage Scheme)
• Health promotion, primary care, hospitalisation, traffic accidents, renal replacements, HIV all are
covered
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•

99 per cent of the population covered

•

Beneficiaries cannot directly go to secondary and tertiary facilities without referral from primary
services except emergencies and accidents

•

Critical care, hospitalisation

•

Chronic illness

•

Lifesaving surgeries(31)
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Turkey, Health Transformation Programme (HTP)

•

Primary and preventive services have been strengthened. Example- Maternal and Child Health

•

Family medicine

•

Emergency health services were established since 2003. There were 112 services in cities and
villages

• 112 emergency services established (24)
Egypt
• Child health services- immunisation, family planning, growth monitoring, vitamin-A and iron
supplements, chronic compensated RHD, ARI. Diarrhoeal diseases, delivery
•

Services for all age groups- communicable diseases, hypertension, first aid, diabetes, fever,
conjunctivitis

• Maternal and child health - ante-natal care, post-natal care, family planning (33)
South Africa
• Health promotion and preventive care focussing on non-communicable diseases, MCH, HIV, TB
•

Referrals from PHC nurses, ward based PHC agents and school health teams

• Chronic disease management
Cuba
• Majority of the heath care is provided by the neighbourhood clinics, called consultorios
•

Emphasis on family health rather than individuals

•

One doctor covers 120-160 families

•

Encouraged and increased the use of complementary and alternative medicine like acupuncture,
massage and heat therapy(35)

4.2 National and Sub-National
Situational Analysis (Health
System)
Despite inheriting a hierarchical statist approach to
public health as part of its colonial legacy, India’s
nationalist and social reform movements that
prioritized public health as a basic human right
continue to influence ambitions for health sector
reform to this day. The Bhore committee under the
chairmanship of Sir Joseph Bhore laid out one of
the most comprehensive health plans presented as
the ‘Health Survey and Development Report’64 as
early as 1946, at the cusp of independence. The
report forms the basis of the current health service
structure in India and was an early proponent of
providing population wide universal health coverage

delivered free of cost through a network of state
based services.65 The Bhore committee envisaged
a vision for publicly financed health system by
focusing on primary health and set an example for
subsequent committees on health policy reform to
build on the recommendations laid down by Bhore
committee.  India’s first health policy was adopted
only in 1983. This largely aspirational document
focused on the provision of primary health services
and was influenced by the various health targets
declared in Alma Ata. The health policy set the
goal of “health for all” by 2000 and emphasized
decentralization and community participation,
but despite expansion of primary care facilities
its key goal of providing comprehensive primary
health services to rural populations remains largely
unachieved. This was followed by the second
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National Health Policy in 2002 which advocated
increasing health expenditure by government
from 0.9 percent to 2.0 percent of India’s GDP by
2010, and to increase the overall share of Central
grants to constitute at least 25 percent of total
health spending by 2010. The health plan also
recommended regulation of the private sector,
expansion of public health infrastructure and the
establishment of private insurance mechanisms
for secondary and tertiary care. Nonetheless,
this policy remained mostly prescriptive and was
criticized for lacking a progressive execution
strategy and remaining largely silent on the need
for comprehensive primary care seeing the “health
for all” goal shift to the more modest aspiration to
an “acceptable standard of good health for Indian
population”
Growing urbanization and overall neglect of
health sector at national and sub-national level
was exemplified in the late 80’s and 90’s where
public spending on health as percentage of GDP
has declined to a mere 0.9 per cent in 2005.(40)
This and the subsequent liberalisation of health
care sector in the 1990’s, resulted in a boost for
the growing private sector. The overall lack of
regulatory mechanisms has further resulted in the
private health sector becoming largely fragmented
and mixed in nature.  A further fillip to the private
sector was provided through the National Health

Figure 5: Public Health Infrastructure in India
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Policy in 2002 where the government committed to
providing free health services to below poverty line
populations leaving the large middle class to (more
than 70 per cent of the population) to private sector
provision through insurances mechanism or Out-ofPocket payments.(41) The chronic under funding of
public health systems has produced a weak public
health sector characterised by poor quality of care,
lack of essential medicines in health facilities and a
scarcity of medical doctors at public health facilities.
Although reform strategies like National Rural
Health Mission (NRHM) and other national and
sub-national level initiatives post 2005 has brought
back the health sector on the development track
there is a long way to go.

4.2.1 Public Health Infrastructure
The present public health infrastructure as per
revised Indian Public Health Standard, 2012 can
be explained through Figure 5.
Major services offered through a sub-centre
includes
•

Facilitation of maternal and child care through
assistance

•

Emergency first aid and referral

•

Immunization
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•

Indian public health systems is designed in such
a way that most of the cases can be managed at
primary level through sub-centre and PHC to reduce
patient load at higher level of health facilities. It was
observed that higher level of facilities like CHC and
district hospital are flooded with patients because
of poor infrastructure, unavailability of medicines,
and lack of manpower (doctors) at lower level of
care. Uneven distribution of human resources for
health causes underutilization of lower level of
health facilities and over utilization of higher level
of care (Evidence through system cost estimation
exercise in Kerala).

Other basic primary treatment including referral
to PHC.

The role of the ANM is more towards community
health monitoring and awareness in coordination
with ASHA and the anganwadi worker.
PHCs are primarily designed for providing 24 x
7 healthcare facilities including medical OPD,
emergency, referral and inpatient services. PHC
are designed to promote comprehensive maternal,
new born and child care and also provide services
under all national health programs. The role of PHC
is also important for screening, identification and
referral of chronic and non-communicable disease.

Figure 5 above provides schematic of rural public
health infrastructure available for primary and
secondary health services in Indian states. The
Sub-Divisional Hospital (SDH) is an important link
between Community Health Centre (CHC) and
district hospital in states like Tamil Nadu, Kerala
and Uttar Pradesh where districts are large in size
and places are far. Besides the basic speciality
services, due importance has been given to new

Community Health Centre, the First Referral Unit
(FRU), provides speciality healthcare services
including routine and emergency care in surgery,
medicine, Obstetrics & Gynaecology and Paediatrics
in addition to all the national health programs. It
also includes fully functional biological laboratory,
radiology department and other support services to
cater to the need of the line medical treatment.

Table 2: Summary of Manpower and Bed Capacity at Different levels of Care
Category

Sub-Centre

PHC

CHC

Type A

Type B

Type A

Type B

Bed Capacity

-

-

6

10

Managerial Staff

-

-

-

SDH
Type A

Type B

30

31-50

51-100

-

2

2

2

Clinical Staff

-

-

2

2

12

20

22

Paramedical Staff

1

3

5

6

23

45

80

Support Staff

2

2

7

7

13

16

20

Total Strength

3

5

14

15

50

83

124

Source: IPHS, 2012

Table 3: Human Resource Requirement at District Hospital
Bed Strength

100

200

300

400

500

Doctors

29

34

50

58

68

Staff Nurse

45

90

135

180

225

Paramedical & Others

31

42

66

81

100

105

166

251

319

393

Total Strength
Source: IPHS, 2012
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born care (New born Care Corner and New born
Stabilization Unit), family planning, psychiatric
services, physical medicine and rehabilitation
services, geriatric services, accident and trauma
services and integrated counselling and testing
centre.
Human resources required for each level of care
in public sector facilities is summarized in Table 2
and Table 3. It was observed that requirement of
human resources at different level of care varies
significantly.   The first point of contact of clinical
doctor is at PHC level and most of the states are
facing difficulties in posting doctors at PHC level.  
Policy to incentivize doctors for working in rural and
hard to reach area has also failed. District hospitals
are heavily staffed with more that 30 percent of the
doctors and 45 percent of the nursing staff working
at at these centres.

4.2.2 National Health Programs
The constitution of India has defined roles for
federal and state governments in the provision of
health services. As per list – III (Concurrent List)
of the seventh schedule of constitution of India
federal government has an important role to play
in prevention of infectious or contagious diseases
from one state to another. There are many programs
addressing different aspects of healthcare through
primary, secondary and tertiary level interventions.
Some of the major health schemes related to
rural populations are covered under the NRHM,
while secondary and tertiary health care services
are coverred under the schemes like the PMSSY
scheme that focuses on the establishment of new
hi-tech hospitals at eight centres along with upgradation of many existing hospitals in phased
manner. The national government has developed
various disease/condition specific national health
programs (now under the umbrella of NHM).
Some important national initiatives are:
•

Janani Suraksha Yojana (now extended to

Janani Shishu Suraksha Karyakram) which
is a conditional cash transfer mechanism
(introduced in 2005) to encourage women to
give birth in a health facility.
•

National Rural Health Mission was introduced
in 2006 to expand public spending on health
and to decentralize health-care delivery to
where it is needed most—in rural areas,

•

Rashtriya Swasthya Bima Yojna which is a
health benefits program to cover hospitalization
for those living below the poverty line.

4.2.3 National level Health Insurance
schemes
The Employees’ State Insurance Scheme (ESIS)
and the Central Government Health Scheme
(CGHS) were two mandatory insurance schemes
that were first launched as pilot projects in 1952
and 1954, respectively. Subsequent to these social
insurance schemes the penetration of health
insurance in India has been historically low. It was
estimated that only about 10 percent of Indians
were covered under any form of health insurance
which is mainly offered through government
schemes for selected employment groups in the
organized sector like CGHS, ESIC until 2010. Private
insurance companies account for 6.1 percent of
total expenditure on insurance whereas community
based health insurance schemes and schemes for
informal sector to encourage risk pooling provide
for less than 1 per cent of total population.(42) Apart
from these major initiatives the Government of
India has also implemented various vertical disease
control programs across the country to control
disease of national priority. Currently there are 15
National Health Programs (NHPs) in the country
13 of which are under the purview of the National
Health Mission (NHM).
Table 4 provides information on various nationally
initiated health insurance programs. The Central
Government Health Scheme (CGHS) covers
hospitalization expenditure of central government

6
Population coverage = (No. Of Insured person family units as on 31.03.2010 from http://esic.nic.in/coverage.htm ) /(Total No. Of Household in 2009 by
NCAER i.e. 222 million from http://en.wikipedia.org/wiki/Poverty_in_india ) * 100
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employees and parliamentarians and other exofficio members working for Indian Government.
Similarly the Employee's State Insurance Scheme
(ESIS) through the Employee's State Insurance
Act, (1948) provides comprehensive healthcare
expenditure to formal sector employees in small to
large scale industries earning less than INR 15,000
per month (with effect from 01.05.2010)(43). This
scheme involves contributions from employee (1.75
percent of wage), the employer (4.75 per cent of
wage) as well as state government (12.5 per cent
of expenditure of medical benefit).  The employee’s
state insurance corporation governing the scheme
is having it's own as well as empanelled healthcare
facilities and covers roughly 6.44 per cent of total
population. The details of these schemes are
summarized in Table 4.
The Rashtriya Swasthya Bima Yojana (RSBY) is
another large scale initiative by Ministry of Labour
aimed at protecting informal sector workers
(specifically below poverty line) against financial
catastrophe due to healthcare expenditures.
A family of five is financially protected for the
hospitalization expenses up to Rs. 30,000 per
annum against payment of one time registration
fees of Rs. 30/-. The services offered under RSBY
includes inpatient services and 22 identified
day care services which doesn’t require
hospitalization.(44)
Apart from these health insurance schemes the
departments of Railways, Defence and other large
scale public sector enterprises have their own
set up of hospitals and insurance schemes for
providing comprehensive healthcare services to
their employee. The services are mainly provided
through network of own as well as empanelled
private hospitals.

4.2.4 State Level Initiatives
Apart from central government health initiatives,
state governments also have their own schemes.
The multitude of state health insurance schemes
demonstrates the increasing interest among state
governments in providing affordable health services
to vulnerable populations. The Yeshasvini Scheme
was promoted by the Karnataka government in
2003 to protect co-operative farmers of the state
from financial risk associated with hospitalization.
This was followed by Rajiv Aarogyasri that targeted
populations below poverty line, launched by the
Andhra Pradesh government in 2004. Other such
initiatives taken by state government includes the
Chief Minister’s/Kalaignar’s Insurance Scheme
for life saving treatment (Tamil Nadu), Vajpayee
Arogyasri (Karnataka) and Amrutam (Gujarat). a
summary of these schemes can be found in Table
5 below.
In addition to publicly financed health insurance
schemes state governments are also adopting
different policies to protect poor and vulnerable
population from financial catastrophe due to
healthcare expenditure. There may be other
departments involved in providing health related
services to specific group of population like Ministry
of Labour and Employment, Ministry of Tribal
Welfare, Ministry of Women and Child Development,
Ministry of social welfare etc. state level school
health program and nutrition program also shown
significant importance in improvement of public
health in India.
Private sector partnerships have resulted in
schemes like the Chiranjeevi scheme and Bal
Sakha Yojana in Gujarat. This has shown some
positive impacts on IMR and under five mortality
rate in Gujarat. Management of emergency cases
through uniform number (108) is also adopted by
states like Andhra Pradesh, Gujarat, Rajasthan and
Madhya Pradesh. The combination of information
technology and network of hospital can provide
quick and reliable health services in Indian public
health system.
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2.5 Crore
Families
holding
active RSBY
Card

1.85 Crore
Families
(As on 31st
March
2013)

3 million

300 million
below poverty
line population in
unorganized sector
and workers in
identified industries

Employees of any
firm having more
than 10 employees
and earning up to
Rs. 15,000/- per
month

Central government
employees and
pensioners, MPs
and Ex-MPs, Judges
of supreme court
and high courts,
president, vicepresident, freedom
fighters and staff of
autonomous bodies
of central govt.

Rashtriya
Secondary and
Swasthya
Tertiary care
Bima Yojana
(Hospitalization)
(2008)

Comprehensive
(Primary/
secondary and
tertiary care/
Hospitalization
and wage
protection)

Comprehensive
care (primary,
secondary and
tertiary)

Employees'
state
Insurance
Scheme
(ESIS,
1952)

Central
Government
Health
Insurance
Scheme
(CGHS,
1954)

Services Covered

Target Population

Scheme

Approx.
Population
Covered
Rs 30,000/- (for
family of 5) (Family
Floater Plan)

Financial Coverage
(in INR)

Depending upon the
salary a deduction of
Rs. 50–500 per month

17 Dental Units

73 Laboratories and

3 Yoga Centres,

85 AYUSH units,

19 polyclinics,

273 dispensaries,

Fully covered for all
treatment including
OPD, hospitalization,
medicines and
diagnostics through

(ii) Employers’
Contribution 4.75 percent Fully covered for all
treatment and also
The state government
receive a portion of
bears 1/8th share of
wage loss.
expenditure on medical
benefit with per capita
ceiling of Rs. 1200/- per
annum

(i) Employees’
Contribution 1.75 percent

Central government 75%
and state government
25% of premium amount.
Beneficiaries pay Rs 30/as registration charges.

Source of funding

Table 4: National Level Publicly Financed Health Insurance and Health Financing Schemes in India

1447
generic
and 622
branded
medicines
as per
schedule

Yes

No

Medicines
covered

Yes

Yes

No

Contd...

Outpatient
care

Retired
Employees
Liberalized
Health
Scheme
(Indian
Railway
employees)
(2008)

Primary,
secondary and
tertiary care/
Hospitalization

ECHS (ExServicemen
Contributory
Health
Scheme
2003)

Benefits include
ambulance,
medical passes,
homevisitsand
treatment of first
two pregnancies
of married
daughters at
concessional
rates.

Primary,
Secondary and
Tertiary care

Services Covered

Scheme

Not
available

Target Population

Ex-servicemen who
have served army,
navy, air force,
special frontier
force. Also for their
dependents

Retired employees
of the Indian
Railways can avail
Not
medical facilities
Available
by joining RECHS at
a nominal monthly
contribution

Approx.
Population
Covered
One time contribution by
employee from Rs. 1500
to 60,000 depending on
salary scale

Source of funding

(The Indian Railways
has extensive network
of 150 recognized
private hospitals)

Reimbursement of
claims for treatment
in empanelled
hospital (public
or private) either
with the Central
Government Health
Scheme or with
Railways

Fully coved through
empanelled hospitals
and dispensaries.
(public and private)

Financial Coverage
(in INR)

Yes

Yes

Medicines
covered

Yes

Yes

Outpatient
care
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Andhra
Pradesh

Gujarat

Karnataka

Mukhya mantri
Amrutam
Insurance
Scheme (2012)

Yeshasvini
Cooperative
Farmers Health
Insurance
Scheme (2003)

State

Rajiv
Aarogyashri
(2007)

Scheme

From 2006-07 medical
benefits have included:
emergencies like
dog bite, snake bite,
drowning, and accidents
occurred while operating
agricultural implements,
Neo natal care and
Angioplasty procedure)

Surgical care (tertiary)
/ Hospitalization (823
procedures)

Tertiary surgical care/
Hospitalization

Tertiary Care /
Hospitalization (942
procedures)

Services Covered

Population
Covered

Rural farmers and
peasants in Karnataka
state, India. To
avail benefits of the
Approx. 3
Yeshasvini Scheme,
million
a person should be
a member of a Rural
Co-operative Society of
the state.

70 million - BPL
Families, State
20.4 million
government employees
people
and Informal workers
of specified group
150,000
4.2 million. Below
insurance
Poverty Line (BPL)
cards
Population in 26
distributed to
districts of Gujarat
beneficiaries

Target Population

Table 5: State Level Insurance Based Health Financing Schemes in India
Medicines
covered

100,000 for
Single Surgery &
200,000 for
multiple surgery

Each beneficiary
is required to
pay a prescribed
annual
contribution of
Rs.210/[2013-14]

2,00,000/per
year (per family
of 5)

Only as
part of
surgical
package

Yes

Up to Rs 200,000
per family/ per
Yes
year

(in INR)

Financial
Coverage

Contd...

Covers
doctor fees
only at
participating
hospitals

No

No

Outpatient
care

Karnataka

Kerala

Kerala

Cancer
Suraksha
Scheme (2008)

Thaalolam
(2010)

State

Vajpayee
Aarogyashree
Scheme (2009)

Scheme

1.6 million

Children below 18
years. Poor patients
irrespective of BPL/
APL limit.

Patients can be
registered only after
confirmation to have a
fatality /Malignancy.

Diseases involving
renal, cardiovascular,
orthopaedic and neural
systems requiring
major surgery and
prolonged treatment
like haemophilia,
thalassemia, sickle cell
anaemia, gillianbarrie
syndrome, accidents
and dialysis are covered.

No

The ceiling of
expenditure
per child would
be initially Rs.
50,000.

Yes

Yes

No

Medicines
covered

Up to Rs.
200,000

(in INR)

Financial
Coverage

Initial assistance
of Rs. 50,000/
20 children
have benefited
from April
2011 till March
2012.

Open to
populations
in the state of
Kerala.

1,307 children
Children under 18
benefited from
years who have been
April 2010 till
diagnosed with Cancer
March 2012.

Below-poverty-line
(BPL) populations
Urban + Rural

Target Population

Tertiary care/
Hospitalization

Cancer: Tertiary Care/
Hospitalization

Tertiary Care/
Hospitalization

Services Covered

Population
Covered

No

No

No

Contd...

Outpatient
care
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Himachal
Pradesh

Tertiary care/Surgical
care and oncology

Secondary and Tertiary
care/Hospitalization
(940 procedures)

RSBY Plus
(2010)

Maharashtra

Rajiv Gandhi
Jeevandayee
Arogya Yojana
(RGJAY) (2012)

Tertiary Care/
Hospitalization

Tertiary care/
Hospitalization

Delhi

Aapka Swasthya
Bima Yojana
(ASBY) (2012)

Target Population

All beneficiaries
enrolled under
Rashtriya Swasthya
Bima Yojana

(in INR)

Financial
Coverage
Medicines
covered

5.2 million

Not Available

0.24 million
families
(0.8 million
individuals)

1,75,000

1,50,000 per
family

1,50,000

Up to Rs.
1,50,000

No

No

No

No

No

Yes

No

No

Outpatient
care

No

Yes

No

69 tribes
benefited since
Up to Rs. 50,000 No
April 2011 to
March 2012

Aimed at
Families with
benefitting    
combined income less
13. 4 million
than Rs. 72,000 a year
people

Including above
poverty line Families

Proposed for 0.65
million population

Secondary and Tertiary
All Tribals who have
care/ Hospitalization free treatment, including SC certificate from the
village officer.
food and travelling
expenses for patient

Services Covered

Chief Minister’s
comprehensive
Tamil Nadu
health insurance
scheme (2005)

Kerala

State

Comprehensive
Health Care
Programme
for Scheduled
Tribes

Scheme

Population
Covered
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4.3 Burden of Disease
The Indian health system is highly fragmented in
nature with more than 60 per cent of the population
receiving care by a largely unregulated private
sector. Health services integration faces significant
challenges when implemented in the context of
weak health systems which has consequently led
to under-reporting of data on disease burdens.
Some sources of secondary data available on
burden of disease is through the Integrated Disease
Surveillance Programme (IDSP), that monitors
cases of high risk diseases (mainly communicable
diseases) on a regular basis. The IDSP collects
information on nationally reported cases of specific
diseases in public sector hospitals. While this could
provide a reasonable estimate for a rural health
profile it is still not sufficient for population based
estimate that include urban areas.
Most health information and disease surveillance
systems in India have evolved around public health
systems. Health information is currently managed
by various national agencies ranging from the
statistics division in the department of health
and family welfare, the Central Bureau of Health
Intelligence (CBHI) and the National Informatics
Centre (NIC). With no central institution responsible
for amalgamating health data, the country’s health
systems is faced with a multiplicity of actors, and
reporting processes resulting in duplication and
fragmentation of data indicators and collection
methods. The Centre is often faced with an under
or oversupply of poor quality data frequently coexisting with large unmet needs for information.
The private sector is seldom incorporated into
public health information systems and data sourced
independently is often of poor quality
Disparate data sources available include
government reports, individual studies, WHO
data repository and other large scale surveys
like National Sample Survey Office (NSSO). Many
of these studies and health matrices differ in
methodological assessments. While disease burden

estimates at national level may still be possible for
certain specific disease conditions (like Malaria,
HIV, H1N1) but the same data may not be available
at state, district or the block level for addressing
state specific health agendas.  
There are different approaches to measuring
disease burden:
•

Prevalence (No. of Cases)

•

Mortality (No. of Death)

•

Years of Life Lost (YLL)

•

Disability Adjusted Life Years7 (DALYs)
(combination of disability, Mortality and
Morbidity)

•

Age Weighting

•

Discounting

There is some data on (trends) child mortality,
maternal health, health services coverage, and
chronic and infectious disease prevalence,
information on health determinants, adult mortality
and cause of death is generally poor. Morbidity
too is poorly measured, and the coverage and
costs of many interventions (health schemes)
are poorly evaluated with little standardization
across definitions and methodologies. DALYs are
considered as widely acceptable measurement of
burden of disease in recent years as it takes into
account mortality as well as morbidity. For the
purpose of this exercise various data sources on
disease burden have been analysed.

4.3.1 Selection of Database for Disease
Burden Estimation
After systematic review of all available data sources
and multiple rounds of expert consultations, a
consensus was built on using disease burden
data from Global Burden of Disease (GBD) done
by WHO for priority setting. The study provides
DALYs estimate for 2012 attributed to 160
specific disease/health conditions. It also provides
information on prevalence of various disease
conditions in India. India has fairly robust data on

7
DALYs are the sum of two components: (1) years of life lost due to premature mortality (YLLs) and (2) years lived with disability (YLDs). DALYs are an absolute
measure of health loss; they count how many years of healthy life are lost due to death and non-fatal illness or impairment. They reflect the number of
individuals who are ill or die in each age-sex group and location. Population size and composition influences the number of DALYs in a population. One DALY
represents the loss of one healthy year of life.
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reported cases of communicable diseases through
Integrated Disease Surveillance Program (IDSP)
which captures data on diseases of national priority.

4.3.2 Priority Setting
India’s epidemiologic transition is marked by two
major challenges in disease control, both of which
need to be managed concurrently.
•

The first challenge is to address the unfinished
agenda of reducing maternal and infant
mortality. Thins includes, tackling current and
emergent threats of communicable diseases
that range from tuberculosis, to vector-borne
diseases like malaria and filaria and dengue
water-borne infections like cholera.

•

The second challenge is to contend with the
rising epidemic on non-communicable diseases
that include cancers, diabetes, cardiovascular
diseases, chronic obstructive pulmonary
diseases, and injuries.(45) The majority of
NCD deaths (36 million) were attributed to
cardiovascular diseases (48 per cent), cancers
(21 per cent), chronic respiratory diseases (12
per cent) and diabetes (3 per cent). The global
burden of NCDs is increasing and is a major
barrier to development and achievement of
Millennium Development Goals (MDGs).(46)
Considering the rising burden of NCDs the GOI
initiated an integrated national programme for
cancers, diabetes, cardiovascular diseases and
stroke. The focus of the programme is on health
promotion and prevention, strengthening of
infrastructure including human resources, early
diagnosis and management and integration
with primary health care system through NCD
cells at difference levels for optimal operational
synergies.(47)

Data on disease prevalence is important in estimating
financial requirements for implementation of UHC
in state as well as the national level. In this study we
have tried to use various sources to obtain reliable
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data about country specific burden of diseases.
WHO’s Global Burden of Disease (GBD) data
available online for the year 2010 was used.
Table 6 summarises the disability-adjusted life-year
(DALY) estimates for the year 2012. In this GBD
study, the age-weighting and time discounting are
dropped, and the years lost due to disability (YLDs)
are calculated from prevalence estimates rather
than incidence estimates. YLDs are also adjusted
for independent comorbidity. The top 25 diseases
attribute to 69 per cent of total DALYs lost. This calls
for immediate attention and action. It is worth noting
here that preterm birth complication attributes to
highest DALYs. The second highest DALY is due to
Ischemic Heart Disease (Cardio Vascular Disease)
attributing to 6.25 per cent of total DALYs lost
in India. Other disease/health conditions to be
prioritized should include respiratory disease,
stroke and diarrhoeal diseases as are listed in Table
number 6.
Data Limitations: However, there are limitations to
the use of GBD data. The burden of communicable
disease in India such as leprosy, Kala Azar
(Leshmaniasis), malaria and dengue are clubbed
together under one category of parasitic and vector
borne diseases in the GBD data in Table 6. When
different diseases are clubbed together under one
category, the actual magnitude and evidence of
any particular disease is lost. Moreover, the state
specific burden of disease would be difficult to
estimate from GBD data.  Therefore actual figures
for generating evidence for each disease is crucial
while providing essential health services in different
states of India.
The incidence, prevalence and deaths due to
malaria is huge in India. Malaria currently accounts
for 1.5 million cases annually as reported in just the
public health system where 100 millions cases of
fever are examined annually. However, the burden
could be much more. The actual figures could be
under-reported because some people use private
facilities for treatment and there is no data from
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Table 6: Ranking of Health Conditions Based on Dalys Lost in 2012 in India
Top 25 Disease/Health Conditions contributing to 68 per cent DALYs lost in 2012
(All figures in ‘000)
Rank

Cause/Disease / Health Conditions

1

Preterm birth complications

5,589.80

6.60

2

Ischaemic heart disease

3,719.20

6.25

3

Chronic obstructive pulmonary disease

3,170.20

6.15

4

Diarrhoeal diseases

9,771.10

5.52

5

Lower respiratory infections

6,310.60

4.88

6

Stroke

1,580.50

4.00

7

Birth asphyxia and birth trauma

5,922.80

2.95

8

Self-harm

5,000.40

2.78

9

Iron-deficiency anaemia

14,758.70

2.74

10

Road injury

14,413.10

2.67

11

Unipolar depressive disorders

12,183.00

2.26

12

Tuberculosis

11,497.60

2.13

13

Other unintentional injuries

11,200.60

2.08

14

Neonatal sepsis and infections

10,661.40

1.98

15

Falls

10,217.90

1.89

16

Other infectious diseases

8,514.00

1.58

17

Back and neck pain

8,147.70

1.51

18

HIV/AIDS

8,041.30

1.49

19

Cirrhosis of the liver

7,910.10

1.47

20

Kidney diseases

7,308.70

1.36

21

Other digestive diseases

6,909.80

1.28

22

Asthma

6,319.80

1.17

23

Parasitic and vector diseases (Malaria, Leprosy,
Dengue Trachoma, Rabies etc.)

6,202.40

1.15

24

Drowning

6,008.20

1.11

25

Childhood-cluster diseases
Diptheria, Measles, Tetanus)

5,945.10

1.10

(Whooping

TOTAL
Population Estimate for the year 2012
DALYs All Causes

DALYs (2012)

Cough,

3,67,304.00

% of Total DALYs

68.12

12,36,687.00
5,39,230.90

Source: Global Burden of Disease Online Data Repository Accessed on 19/07/2014http://www.who.int/healthinfo/global
burden_disease/GHE_DALY_2012_country.xls
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the private sector. Chikungunya re-emerged in
India in 2006 and 16 states reported about 1.39
million cases. In 2010, 18 states reported 48,176
clinically suspected cases of Chikungunya. Dengue
is endemic in 31 states. In 2010, a total of 28,292
cases and 110 deaths were reported from 27
states (403 districts to be precise). Japanese
Encephalitis (JE), burden was 5149 cases and
677 deaths from 15 states. Kala Azar is endemic
in 53 districts of states of Bihar, Jharkhand, West
Bengal and UP. About 129 million people are at risk
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of Kala Azar. There were about 28, 941 cases in
2010. In India, Kala Azar is endemic in 15 states
and 5 Union Territories with 600 million people at
risk.(48) Therefore, in states such as Bihar, Jharkhand,
Uttar Pradesh and West Bengal it is fundamental
to provide essential services for Kala Azar. To set
the priorities for providing services in any state, it
is crucial to obtain the state level disease burden
data. Therefore, the GBD data could be of limited
use.
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Chapter V

Framework for Financing and Costing
Estimates for Components of Essential
Health Package
The HLEG report specifically calls for significant upgradation of India’s health system for manpower
training, quality assurance, regulation and
contracting to fully meet the needs of UHC. Central
and state governments have implemented major
reforms in the form of NRHM, JSSK and other
national and state level programs to improve health
systems in India. While there were improvements
and positive experiences in empowering states
to design and develop schemes that were suited
to their populations, there were also noticeable
cases of operational inefficiency and India still
experiences high out-of-pocket expenditure and
lack of accountability. The HLEG report calls for a
significant scaling up of resources to roughly 2.5
per cent of GDP by 2017 and to at least 3 per cent
of GDP by 2022.(49) The planning commission has
also committed to increase public spending on
healthcare to 1.87 per cent of GDP (from a present
level of 1.04 per cent in 2011-12) by end of 12th
Five Year plan.
As an outcome of the first phase of research it
was envisaged to have care pathways for disease
management at a population level encompassing
clinical care pathways and tracking mechanism
in place for management of disease. This chapter
discusses in detail how a care pathway approach
could be used to allocate scarce resources in the
most efficient way. A detailed costing exercise was

carried out to estimate the treatment costs of 80
health services and some of the preventive services
to be used for estimating financial burden of the
disease management at population level. Due to
paucity of time and resources, care pathways for
four conditions, namely anemia, Cardio-Vascular
Diseases, diabetes, and tuberculosis were
developed.

5.1 Care Pathways for
Management of Diseases/
Health Conditions
A care pathway for a disease can be defined as the
delineation of all of the possible ways that a disease
can manifest itself in a population along with the
method of diagnosis, prevention, and treatment
of the disease. The aim of a care pathway is to
enhance the quality of care across the continuum
by
•

Providing treatment

•

Promoting patient safety

•

Increasing patient satisfaction

•

Optimizing the use of resources

The care pathway is the basic step towards achieving
health care by integrating preventive, promotive
and curative services across the pathway.
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A well-defined care pathway needs two inputs:
1. The precise definition of a disease or a
treatment related condition that could occur in
a population.
2. The conditional probability associated with that
condition, since it could manifest itself along
any one of the pathways that the disease or the
treatment strategy could take.
With these two inputs clearly defined, care pathways
can be used to answer a number of very important
health systems related questions:
1. What would be the cost of managing a specific
disease in a given population at national or
sub-national level?
2. What kind of health infrastructure is required
for management of a specific disease?
3. Requirement of human resources to handle the
burden of a disease?
This exercise attempted to develop care pathways
for the following four disease conditions
•

Anaemia

•

Cardio vascular disease (CVD)

•

Diabetes

•

Tuberculosis

An attempt was also made to estimate cost of
managing CVD and associated co-morbidities at
population level in India using preventive focused
approach of management of disease.

5.1.1 Management of Cardio Vascular
Disease (CVD) and Diabetes
Given the high level of overlap between the risk
factors for diabetes and CVD, the screening of
these two disease conditions have been combined
into one pathway to ensure that population level
screening is done for both diabetes and CVD at one
go and that the need for confirmatory laboratory
tests is minimised.
A detailed review on published literature on
treatment guideline of Cardio Vascular Diseases
(CVD) along with co-morbidities management was
done along with analysis of age specific prevalence
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of CVD in India. A detail exercise on CVD risk
assessment as depicted in the report of “National
Commission on Macroeconomics and Health”
(NCMH) was used to estimate disease burden for
the year 2015. The NCMH report has provided age
specific prevalence of CVD in India. The clinical
pathway for management of CVD developed by
NICE was also reviewed along with standard
treatment guidelines developed by Armed Forces
Medical College, Pune in collaboration with Ministry
of Health and Family Welfare to prepare draft care
pathway for management of CVD and associated comorbidities in India. The draft pathway was shared
with group of clinical experts for their reviews and
comments. The final care pathway after intensive
review process by a team of clinical and public
health experts was then plotted graphically and can
be explained in Figure 6.
The HLEG report recommends that disease
management strategies focussed on prevention
should be used for the managing chronic diseases
like CVD, Diabetes and other Non-communicable
diseases at population level. This would help
identify the high risk populations at the earliest to
enable corrective measures that could be taken
to manage the diseases. From the review of age
specific prevalence of CVD it was observed that the
risk of acquiring CVDs increases after the age of 35
years. The population was divided into three groups:
•

Children below 20 years

•

Adult between 21 – 35 Years

•

Adult above 35 Years

The rationale behind this distribution was that
before the age of 20 years the occurrence of CVD
was usually very low to negligible. However, by age
20 and the onset of adulthood, growth is stabilized
and risk factors like tobacco consumption, diabetes,
Body Mass Index (BMI) and other mitigating health
indicators can be measured. Figure 6 provides
more detailed information on how the patients
could potentially move through the health system
during their life cycle along with various clinical and
non-clinical interventions that could be applied for
different age groups to efficiently manage CVD in
India.
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Figure 6: Proposed Care Pathway for Management of CVD

The care pathway was plotted on a decision tree
framework to estimate the per capita cost of
managing CVD and associated co-morbidities in
India. The pathway also includes management
of diabetes as one of the major co-morbidities
along with sub-care pathway for management of
diabetes. This approach will eliminate duplication

in expenses incurred in screening exercise. The
conditional probabilities and costing estimates
used in this pathway are completely arbitrary
and can be replaced with state specific figures to
estimate state specific costing estimates for CVD (in
financial terms).
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Figure 7: Pathway for Management of CVD and Diabetes

Figure 8: Pathway for Management of Diabetes
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Table 7: Conditional Probabilities for Diabetes and CVD
Condition

Conditional
Probability
(per cent)

Part B1
(Gestational Diabetes Treatment Pathway)
Ketoacidosis + Insulin Deficiency
0.25
Treatment
Treatment of Ketoacidosis
0.75
Insulin Therapy
99.00
Antenatal Care Pathway
100.00
Lab Test for Capillary Blood
100.00
Glucose and Diabetes
Part B2 (Type 2 Diabetes Treatment Pathway)
No Hypoglycaemia
99.00
Marked Hypoglycaemia: Insulin
1.00
Treatment
Oral Monotherapy + Combo
100.00
Therapy
Monitor HbA1c
100.00
Part B3 (Type 1 Diabetes Treatment Pathway)
Combination Therapy

100.00

Part B (Diabetes Treatment Pathway)
Gestational Diabetes (Part B1)
1.00
Type 2 Diabetes (Part B2)
98.00
Type 1 Diabetes (Part B3)
1.00
Part A1 (CVD + Diabetes Treatment Pathway)
No Co-Morbidity: Treat for CVD at
80.00
DH / CHC
Stroke: Stroke Management
2.50
Pathway
Chronic Kidney Disease: CKD
2.50
Pathway
Diabetes: Diabetes Treatment
15.00
Pathway

In order to understand this pathway it has to be
read from the bottom-up of Table 7. Part A is the
full pathway, while Part B is the Diabetes Treatment
Protocol, which is a sub-pathway of the overall CVD
+ Diabetes Pathway.

Condition

Conditional
Probability
(per cent)

Part A2 (High Risk Pathway)
CVD and / or Diabetes Confirmed:
50.00
Treatment (Part A1)
No CVD or Diabetes: Monitoring
50.00
Every 3 years
Laboratory Testing for High Risk
100.00
Patients
Part A3 (Medium Risk Pathway)
If Hypertensive treat for
30.00
Hypertension
Regular Check-up every 5 years
70.00
Part A4 (Low Risk Pathway)
Diet and Lifestyle Counselling
100.00
Part A5 (21 years < Adult < 35 years) Pathway
High Risk: Treatment at DH/CHC
5.00
Low Risk: Comprehensive Diet
95.00
and Lifestyle Counselling
Opportunistic Screening
100.00
Part A6 (Adult > 35 Pathway)
High Risk Pathway (Part A2)
10.00
Medium Risk Pathway (Part A3)
60.00
Low Risk Pathway (Part A4)

30.00

Left out of Risk Scoring
10.00
Population based Risk Scoring
90.00
Part A7 (Child < 21 years Pathway)
School based Education Campaign
100.00
Part A (CVD + Diabetes Care Pathway)
21 years < Adult < 35 years
20.00
Pathway (Part A5)
Adult > 35 Pathway (Part A6)
40.00
Child < 21 years Pathway (Part A7)
40.00

5.1.2 Cost of the CVD + Diabetes Pathway
In order to arrive at the cost associated with the
entire Pathway, the conditional probability data
in Table 7 (CONDITIONAL PROBABILITIES FOR
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Table 8: Conditional Probabilities and Cost of Treatment for CVD and Diabetes Pathway
Condition
Part B1 (Gestational Diabetes Treatment Pathway)
Ketoacidosis + Insulin Deficiency Treatment
Treatment of Ketoacidosis
Insulin Therapy
Antenatal Care Pathway
Lab Test for Capillary Blood Glucose and Diabetes
Part B2 (Type 2 Diabetes Treatment Pathway)
No Hypoglycaemia
Marked Hypoglycaemia: Insulin Treatment
Oral Monotherapy + Combo Therapy
Monitor HbA1c
Part B3 (Type 1 Diabetes Treatment Pathway)
Combination Therapy
Part B (Diabetes Treatment Pathway)
Gestational Diabetes (Part B1)
Type 2 Diabetes (Part B2)
Type 1 Diabetes (Part B3)
Part A1 (CVD + Diabetes Treatment Pathway)
No Co-Morbidity: Treat for CVD at DH / CHC
Stroke: Stroke Management Pathway
Chronic Kidney Disease: CKD Pathway
Diabetes: Diabetes Treatment Pathway
Part A2 (High Risk Pathway)
CVD and / or Diabetes Confirmed: Treatment (Part A1)
No CVD or Diabetes: Monitoring Every 3 years
Laboratory Testing for High Risk Patients
Part A3 (Medium Risk Pathway)
If Hypertensive treat for Hypertension
Regular Check-up every 5 years
Part A4 (Low Risk Pathway)
Diet and Lifestyle Counselling
Part A5 (21 years < Adult < 35 years) Pathway
High Risk: Treatment at DH / CHC
Low Risk: Comprehensive Diet and Lifestyle Counselling
Opportunistic Screening
Part A6 (Adult > 35 Pathway)
High Risk Pathway (Part A2)
Medium Risk Pathway (Part A3)
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Conditional
Probability
(per cent)

Cost of
Treatment (INR)

0.25
0.75
99.00
100.00
100.00

15,000.00
10,000.00
5,000.00
0.00
5,000.00

99.00
1.00
100.00
100.00

0.00
5,000.00
900.00
100.00

100.00

5,000.00

1.00
98.00
1.00

5,000.00
0.00
0.00

80.00
2.50
2.50
15.00

5,000.000
10,000.000
10,000.000
0.00

50.00
50.00
100.00

0.00
500.00
500.00

30.00
70.00

100.00
500.00

100.00

20.00

5.00
95.00
100.00

5,000.00
200.00
500.00

10.00
60.00

0.00
0.00
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Condition
Low Risk Pathway (Part A4)
Left out of Risk Scoring
Population based Risk Scoring
Part A7 (Child < 21 years Pathway)
School based Education Campaign
Part A (CVD + Diabetes Care Pathway)
21 years < Adult < 35 years Pathway (Part A5)
Adult > 35 Pathway (Part A6)
Child < 21 years Pathway (Part A7)

DIABETES AND CVD), needs to be supplemented
with the following costing data.
The conditional probabilities taken together with
the associated costs produce a cost of Rs. 609.17
(rounded Rs. 609.20) for entire population as
shown in Figure 7. It is important to note here that
population level (non-invasive) screening plays a
key role. It has a high cost of as much as Rs.50
per adult older than 35 years but allows care to be
focussed only on high risk individuals so that the
high cost laboratory test of Rs.500 can be deployed
in parsimonious manner. And, since the screening
can be carried out by local village youth, it also ends
up minimising the need for scarce manpower (such
as trained lab technicians).
The school based education campaign for children
below the age of 21 accounts for almost a third
of the total cost of Rs. 609.20. The need for this
expenditure would need to be examined very
carefully if there are resource limitations. Laboratory
based opportunistic screening for individuals
between the ages of 21 and 35 and comprehensive

Conditional
Probability
(per cent)

Cost of
Treatment (INR)

30.00
10.00
90.00

0.00
1,000.00
50.00

100.00

500.00

20.00
40.00
40.00

0.00
0.00
0.00

diet counselling adds almost Rs. 150. Once again
the need for these approaches may need to be reexamined if there are budgetary constraints.
If these education campaigns and opportunistic
screening for younger adults are eliminated entirely
then the average cost of addressing the total burden
of CVD + diabetes falls to Rs. 300.

5.1.3 Management of Tuberculosis (TB)
The TB pathway represents the preventive, promotive
and curative services for treating pulmonary
tuberculosis. “The management and treatment
guidelines: Indian guideline” commissioned by
Government of India was broadly used for creating
the TB pathway.(50)
Figure 8 provides detailed pathway for management
of Tuberculosis in India. A framework will help
in estimating per capita cost of treatment for
Tuberculosis in India. For the purpose of this study
arbitrary numbers were inserted.
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Figure 9: Pathway for Management of Tuberculosis

Figure 10: Treatment Pathway for Tuberculosis
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Table 9 given below lays out a version of the TB Care Pathway:
Table 9: Conditional Probablity for TB
Condition

Conditional Probability (per cent)

PART B (TB Treatment Pathway)
Patient Develops MDR after DOTS

0.50

Patient is Cured after DOTS

99.50

Hospitalisation at the District Hospital in an Emergency
ASHA Completes Routine Follow-up after DOTS

99.75

Sputum Test after 2nd and 4th Months

100

Inform Patient of Diagnosis and Initiate DOTS
PART A (Overall Pathway)
Symptomatic Treatment by Physician for 2-3 Weeks
TB Treatment Pathway (Part B)
TB Negative
TB Positive
Classify as TB if at least one Smear is Positive
Suggest CXR if all are negative
Collect another 3 Sputum Samples
Symptomatic Treatment by Physician for 2-3 Weeks
TB Treatment Pathway (Part B)

100
100
100
90
10
99
1
100
100
100

All 3 Smears Negative
1 Smear Positive
2-3 Smears Positive

95
1
4

3 Smear Test at Health Facility
ASHA / ANM Collect 3 Sputum Sample

100
100

Patient has persistent cough of family history of TB
No family history of TB or persistent Cough
Vaccination for Children

5
75
20

TB Pathway
In order to understand this pathway it has to be
read from the bottom of Table 9: CONDITIONAL
PROBABLITY FOR TB. Part A is the full pathway
while Part B is the TB Treatment Pathway, which
is a sub-pathway of the overall TB Management
Pathway.

0.25

100
Cost of the TB Pathway
To arrive at the cost, data from the above table i.e.
Table 9: needs to be supplemented with the costing
data Table 10:
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Table 10: Conditional Probability and Cost of Treatment for TB
Conditional
Probability (per
cent)

Condition
PART B (TB Treatment Pathway for a TB Patient)
Patient Develops MDR after DOTS
Patient is Cured after DOTS
Hospitalisation at the District Hospital in an Emergency
ASHA Completes Routine Follow-up after DOTS
Sputum Test after 2nd and 4th Months
Inform Patient of Diagnosis and Initiate Dots
PART A (Overall Pathway)
Symptomatic Treatment by Physician for 2-3 Weeks
TB Treatment Pathway (Part B)
TB Negative
TB Positive
Classify as TB if at least one Smear is Positive
Suggest CXR if all are negative
Collect another 3 Sputum Samples
Symptomatic Treatment by Physician for 2-3 Weeks
TB Treatment Pathway (Part B)
All 3 Smears Negative
1 Smear Positive
2-3 Smears Positive
3 Smear Test at Health Facility
ASHA/ANM Collect 3 Sputum Sample
Patient has persistent cough of family history of TB
No family history of TB or persistent Cough
Vaccination for Children
TB Pathway

The entire TB awareness pathway produces an
average cost of Rs. 10.96 per individual (including
healthy and unhealthy individual; adult and child;
and male and female).
Arbitrary numbers were used for the cost of
vaccination as Rs. 20/- and 20 per cent (hypothetical
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Cost of
Treatment
(INR)

0.50
99.50
0.25
99.75
100
100

10,000.00
0.00
50,000.00
0.00
10.00
100.00

100
100
90
10
99
1
100
100
100

5.00
0.00
0.00
0.00
0.00
500.00
10.00
5.00
0.00

95
1
4

0.00
0.00
0.00

100
100

10.00
10.00

5
75
20

0.00
0.00
20.00

100

5.00

proportion as of now) of the children are required to
be immunised. For adults vaccination, about 75 per
cent of the population would require vaccination
and X amount of Rs would be required. The actual
number would be entered once we get the cost
from the facilities. ASHAs would visit the families
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who have family history of TB or someone who has
cough for more than three weeks. Currently, we
have taken an arbitrary cost based on the public
sector costs and, we have calculated the formula
that would give us the actual cost of the awareness
pathway once the actual figures are plugged in.
The cost of the treatment pathway was arrived at
Rs. 284.87 (rounded Rs. 284.90). There is a cost
associated with each box and a probable per cent of
population who would need treatment. For example
- ASHA to check for adherence of medicines- We
expect that 99.75 per cent of the population on
medication would need to be checked for adherence
and the cost for this would be Rs. 50/-. If 100 per
cent of this population recovers then there is no
cost for the treatment. There could be chances
of patients developing MDR TB. 0.5 per cent of
the 99.75 per cent population would then develop
MDR TB and the cost of that treatment would be
Rs. 10,000. The total cost of the TB pathway would
be multiplied by the number of population suffering
from TB and this way we would get the actual cost
for the pathway. This produces an average cost of
Rs. 10.956 per individual in the entire population
and includes the cost of treatment of a TB patient,
which is estimated at Rs. 284.90 per TB patient.

Conclusion
This approach is possible for any disease but,
as pointed out earlier, each condition and the
associated conditional probability needs to be
precisely defined for each disease to build the
entire pathway. Once the pathway is well defined
then the costs, human resource requirements,
and space requirements can be extracted from it.
What is provided in this document is illustrative
and extensively summarised. It would need to be
detailed out much more and “costed” much more
precisely to provide an accurate estimate. This
would be best done in association with physicians
and officials that are based within the local
geography.

5.1.4 Management of Anaemia
As in the case of the TB Pathway discussed earlier,
the Anaemia Pathway also has two components:
i.

Part A: The overall Anaemia Pathway (this
includes Part B) (Figure 11)

ii.

Part B: Anaemia Treatment Protocol for those
that have presumed to be at risk for or actually
have diagnosed Anaemia. (Figure 12)

Figure 11: Care Pathway for Management of Anaemia
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Figure 12: Treatment Pathway for Anaemia

The Table 11 detailed below lays out an initial version of the Anaemia Pathway:
Table 11: Condition Probability for Anaemia
Condition
PART B (Anaemia Treatment Protocol)
Check for Chronic Diseases like Rheumatoid arthritis, Chronic
Inflammatory Diseases, and Gastro Intestinal Diseases
Blood transfusion
Iron Supplementation + Deworming
Facility based treatment
Severely Anaemic
Not Severely Anaemic: Iron Supplementation+Deworming
Appears Severely Anaemic: Blood Test
Does not appear Severely Anaemic: Iron Supplementation+Deworming
Physical examination
PART A (Overall Pathway)
Appears Severely Anaemic: Anaemia Treatment Protocol (Part B)
Does not Appear Severely Anaemic: Nutritional Counselling
Opportunistic Physical Screening
Children >2 years, All Males, All Adult Women
Pregnant Women: Anaemia Treatment Protocol
Children < 2 years: Anaemia Treatment Protocol
Adolescent Girls: Anaemia Treatment Protocol
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Conditional Probability
(per cent)
1.00
99.00
100.00
40.00
60.00
2.00
98.00
100.00
1.00
99.00
100.00
84.00
2.00
4.00
10.00
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Table 12: Conditional Probability and Cost of Treatment for Anaemia
Conditional
Probability
(per cent)

Condition
PART B (Anaemia Treatment Protocol)
Check for Chronic Diseases like Rheumatoid arthritis, Chronic
Inflammatory Diseases, and Gastro Intestinal Diseases
Blood transfusion
Iron Supplementation + Deworming
Facility based treatment
Severely Anaemic
Not Severely Anaemic: Iron Supplementation+Deworming
Appears Severely Anaemic: Blood Test
Does not appear Severely Anaemic: Iron Supplementation+Deworming
Physical examination
PART A (Overall Pathway)
Appears Severely Anaemic: Anaemia Treatment Protocol (Part B)
Does not Appear Severely Anaemic: Nutritional Counselling
Opportunistic Physical Screening
Children >2 years, All Males, All Adult Women
Pregnant Women: Anaemia Treatment Protocol (Part B)
Children < 2 years: Anaemia Treatment Protocol (Part B)
Adolescent Girls: Anaemia Treatment Protocol (Part B)

To understand this pathway, it has to be read from
the bottom-up of Table 11. Part A is the complete
pathway, while Part B is the Anaemia Treatment
Protocol, which is a sub-pathway of the overall
Anaemia Management Pathway.
Cost of the Anaemia Management Pathway
To arrive at the cost associated with the entire
Pathway, the conditional probability data in the
above Table 11, needs to be supplemented with the
following costing data:
The conditional probabilities, taken together with
the associated costs, produce an average cost of
Rs.15.17 per individual, for the entire population.
As is clear from all sub-segments of the population,

Cost of
Treatment

1.00

2,500.00

99.00

2,000.00

100.00
40.00
60.00
2.00
98.00
100.00

0.00
0.00
7.00
25.00
7.00
7.00

1.00
99.00
100.00
84.00
2.00
4.00
10.00

0.00
5.00
7.00
0.00
0.00
0.00
0.00

other than children who are older than two years
of age, adult women who are not pregnant, and
all adult males, are directly put into the Anaemia
Treatment Protocol and an attempt is made to reach
all of them even if they do not reach the facility. For
the others an approach of opportunistic screening
is followed, i.e., they are examined at a clinical
facility when they come in for any condition and
then put on the Anaemia Treatment Protocol only if
they appear to be Anaemic but otherwise are simply
given nutritional counselling. It is interesting to
note that, at Rs. 12.25, the cost of counselling and
opportunistic screening, accounts for over 80 per
cent of the total cost of the Anaemia Management
Pathway of Rs. 15.17 (rounded Rs. 15.20).
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5.2 Costing of Healthcare
Services under EHP
5.2.1 Methodology and Approach for
Costing
One objective of this costing exercise was to support
National as well as state governments in identifying
their strategies to attain UHC in India.
Specific objectives of the exercise were:
•

To develop a comprehensive framework for
estimation of financial resources at national
and sub-national level.

•

To support government agencies in making
purchasing decision for health services through
insurance agencies via national and subnational health insurance schemes or allocating
resources based on framework identified in the
previous chapters.

•

To estimate system cost at each level of care
and allocation of the same to estimate per
patient OPD, IPD, Operation Theatre and Labour
Room cost.

•

To estimate the cost of treatment per episode
for given health conditions in the essential
health package, including cost of OPD and IPD
services.

Methodology
For the purpose of this study, various methodologies
that were adopted at national as well as
international level for costing healthcare services
to be covered under essential health package were
reviewed.(51)(52)(53)(54) Estimation of financial resources
for implementation of UHC through essential health
package is a very complex and continuous process.
It requires time series data to be generated for costs
of treatment and allied services along with system
cost of implementation including governance,
monitoring and evaluation. There are efforts made
by National Commission on Macroeconomics and
Health (2005) and AFMC, Pune (2007) to calculate
estimate cost for treatment.
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In this, study mixed method approach was adopted.
It was considered to use the accounting cost for
the purpose of this study and not the economic
cost which also accounts for opportunity cost. The
detailed methodology adopted is described below.

The approach
This study enabled costing experts along
with technical experts from hospitals to come
together on the same platform for the purpose of
ascertaining the costing of government hospitals
for need assessment. Micro level data and the zeal
for exhaustive exercise were required for effective
costing of organizations of such a diverse nature.
The Costing Exercise was undertaken at two levels:
1. At macro level where bottom-up approach was
used to estimate direct cost of manpower,
medicines, diagnostic and equipment
2. At micro level top down approach was used
to calculate system cost at each level of care
namely; PHC, CHC, Taluk Hospital (SDH) and
District Hospital
Merging of bottom Up and Top down approach
for working out treatment cost per episode of 80
clinical conditions and/or diseases identified under
essential health package through rigorous research
and multiple consultation with subject experts.

5.2.2 Unit level Costing Framework –
(Mallapuram District, Kerala State)
Unit cost estimations through bottom-up costing
have been used for list of health conditions and
diseases identified by a group of experts after
multiple rounds of iteration to be part of a national
and/or sub-national essential health package for
implementing UHC. A template was created using
each of these health conditions. Clinical experts
were consulted and standard treatment protocol
was reviewed to identify resources required for
treatment of one episode of each health conditions.
The team members interviewed health specialists
and filled up the formats for the various health
conditions except the system cost. There are
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various issues and challenges in costing healthcare
services in India which are discussed in later part
of the report.
A detailed exercise was undertaken to estimate
systems cost which is one of the most complex
component of the exercise. Given the fact that
availability of comprehensive data about financing
at facility level is a big challenge as hospitals are
receiving funds from various sources, each of these
have separate books of accounts. Expenditure
is also booked under different books of accounts
and needs to be consolidated and appropriated
in a proper manner to come up with the best
possible estimates of the system cost. The detailed
methodology followed for estimation of system cost
is outlined here below:
Identification of health facilities at different levels

A detailed list of financial and non-financial
documents were prepared and shared with health
facilities prior to facility visit. A team of costing
experts visited each of these health facilities to
collect information in a standardized format. The
major steps involved in costing exercise are as
follow:
A. Identification of cost centres
A department was considered as the lowest unit
for the purpose of determining the cost, the same
was also referred as the cost-centre (Table 13: List
of Cost Centres). The cost centres were created in
such a manner that data could either be collected
for the cost centres directly or some basis for
apportionment of expenses was available.
The cost centres were segregated in three
categories;

Kerala was identified as one of the better
performing states (in terms of health indicators)
for the purpose of system cost estimation. Kerala
has also volunteered to pilot implementation of
UHC in the districts of Malappuram and Palakkad.
Malappuram district was selected as sample
district for estimating system cost. Various levels
of public hospitals were identified in Kerala based
on the performance of the hospital (Indicators
were number of patients treated, bed occupancy
and availability of manpower). The hospitals were
briefed about the costing study and its purpose.
The details of the required documents were shared
with health facilities. However, willingness of the
hospitals was a challenge which was overcome by
sharing views and purpose of the costing. Similarly,
settling various initial queries and fear of data
sharing by the hospitals posed a major challenge.

1. Clinical Care

In Kerala, we have selected four hospitals/health
centres at different levels of care:

Cost drivers were identified for each of the cost
centres in consultation with the health facility
authorities. Expenses in the financials were
segregated in cost centres based on actual
resource utilization e.g. Fixed Assets Register
(FAR): The depreciation on assets were allocated
to the respective cost centres based on the various
equipment utilized directly by them. Also, in cases
where allocation was not feasible, the expenses

1. Primary Health Centre (PHC)
2. Community Health Centre (CHC)
3. Taluka hospital (SDH)
4. District hospital

2. Para-clinical
3. Support/Auxiliary Services
B. Allocation of cost
Direct cost is incurred and identifiable directly to a
particular department whereas indirect cost is the
cost which is incurred for common purpose of more
than one department. The data of expenses were
collected, grouped as direct or indirect cost and then
allocated/apportioned to the specific cost centres.
The costs identified directly to the cost centres
were apportioned to that particular department.
However, the indirect costs were apportioned to the
concerned department based on relevant costing
parameters.
C. Identification of Cost-drivers

51

Table 13: List of Cost Centres
Sl.
No.
1

Name of Cost Centre
ICU

Clinical Cost

2

Day Care

Clinical Cost

3

Casualty

Clinical Cost

4

OPD

Clinical Cost

5

IPD

Clinical Cost

6

Labour room / Gynaecology

Clinical Cost

7

OT Minor

Clinical Cost

8

General OT

Clinical Cost

9

Pathology

Para Clinical Cost

10

Radiology

Para Clinical Cost

11

Laboratory

Para Clinical Cost

12

Sterilization department

Para Clinical Cost

13

Pharmacy clinical

Para Clinical Cost

14

Pharmacy consumables

Para Clinical Cost

15

Hospital operations

Support Cost

16

Canteen

Support Cost

17

Administration

Support Cost

18

Selling & distribution

Support Cost

19

Outreach activities

Non-Cost (for hospital)

•

Fixed Asset Register

•

Area occupied by each of the cost centres

as the expenses were received from various sources
by the government health facilities. So, to assess
the actual expenditure was a major challenge.
However, after the detailed discussions, the details
of the expenditure incurred for the normal hospital
operations were finalized and used for the costing
exercise. Financial documents were analysed for
the effective costing of the hospitals. It helped in
reconciliation of the costing study with the actual
costs as per their financial documents.

•

Manpower deployed at different cost centres

E. Apportionment of Indirect Cost

•

Number of tests conducted by each of the
clinical cost centres

•

Number of patients treated

Indirect costs were then apportioned to cost
centres based on various cost drivers identified.
The costs pooled in the common cost centres were
apportioned on the basis of technical estimates to
the clinical cost centres. Hospital Operation cost
(support cost), was apportioned to clinical and Paraclinical cost centres based on the floor area. As an

were apportioned on different cost centres based
on relevant costing parameters in consultation with
health facility authorities. As far as possible the
actual expenditure incurrence were taken from the
issue registers of medicines or consumables etc.
The basis used for apportionment of expenses to
different cost centres were:

D. Analysis of financial documents
It was very difficult to pool the total expenditure
incurred in running any government health facility
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Category of Cost Centres
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exception, in a hospital where floor area was not
available, the hospital operations were apportioned
based on ratio of salaries for each department.
Administration cost was apportioned to para-clinical
and clinical cost centres based on the immediate
total cost of those centres. Sterilization cost was
apportioned to clinical departments based on
the sum of expenses of the departments before
apportionment of sterilization cost. Similarly, admin
cost was also apportioned based on the floor area.
The cost of all outreach activities was consolidated
at separate cost centre and was treated as noncost for the purpose of costing study.
F. Identification of cost free resources
The resources (manpower, equipment, medicines,
consumables) received by the hospitals free of cost
were identified and then pooled for working out
the correct cost with the help of the health facility
officials   
G. Exclusion of costs not relevant for costing
The expenses incurred on activities not related to
hospital operations were excluded from the costing
even if these were part of financials.
H. Exclusion of costs already considered in the
bottom up templates
The expenses which were considered in bottom
up approach for estimation of treatment cost were
excluded from computation of system costs to avoid
duplication.

all health facilities except District Hospital (where
data for 2013-14 was collected) as the facility was
in transition phase in the year 2012-13 from SDH to
District Hospital.

5.2.3 Calculations for Unit Cost
Estimates for Identified Health
Conditions of EHP
Unit cost per episode of selected 80 health
conditions were calculated using equation
below. Since Government of Kerala has not yet
implemented the recommendation of Sixth National
Pay Commission - for the purpose of our calculations
we have used salaries of doctors and nursing staff
at the rate of Sixth National Pay Commission.
Equipment rates were taken from the rate contract
of Kerala Medical Supplies Corporation (KMSCL)
wherever not available other sources like Rajasthan
Medical Supplies Corporation (RMSC), Ahmedabad
Municipal Corporation (AMC) and open market
rate was used. Purchasing rates of CGHS was
used for diagnostics. Medicines rates were taken
from RMSC, TNMSC, KMSCL and DGS&D rates for
medicines of national programs.
Unit cost per episode:
∑(Ht*Hc) +∑(Ec/Eu) +∑D+∑M+S……………..…….(1)
Where,
•

Ht = Time of human resources (Doctors and
Nurses)

•

Hc = Cost per minute of HR (Mean salary as per
6th Pay Commission)

•

Ec = Cost of equipment derived from
procurement rate of government and distributed
across life years of equipment.

•

Eu = Annual usage of the equipment

•

D = Price of Diagnostics taken from CGHS
purchase rate which is a result of public
procurement mechanism.

I. Period for data collection

•

The financial and statistical figures of 2012-13 were
used for calculation of system cost estimates for
OPD/IPD/OT, i.e. data for 2012-13 was collected for

M = Cost of medicines taken from RMSC,
TNMSC, KMSCL based on availability of rates.

•

S = System cost calculated using number of
OPD, IPD, Operation Hours and Deliveries.

The entire costing exercise was done adopting
the top down approach with the exception of the
medicines cost and diagnostic cost which were
calculated using bottoms up approach. Wherein the
actual expenditure was apportioned to various cost
centres and the indirect cost accumulated in the
cost centres were loaded on the cost objects based
on the relevant parameters in consultation with the
departmental heads.
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Calculation of system cost per OPD, IPD, OT and
Delivery:

9. Manpower deployed at the different cost
centres

Cost per OPD (Outpatients):

10. Number of tests got conducted by each of the
clinical cost centre

(Total Cost of OPD (Clinical Cost Centre))
(Total number of OPD Patients)

Cost per IPD (Inpatients):
(Total Cost of IPD (Clinical Cost Centre))
(Total number of IPD Patients)

Cost per OT Hour:
(Total Cost of OT (Clinical Cost Centre))
(Total number of OT Patients*Average
Time required per operation)

Cost per Delivery:
(Total Cost of Labour Room (Clinical Cost Centre))
(Total number of Delivery Patients)
5.2.3.2 Steps for estimation of Unit Cost:
1. Review of the information available at health
facility.
2. Analysis of trial-balance and other financial
statements of the health facility
3. Identification of cost-centres as identified
under Table 13 (broadly Clinical, Para-clinical
and support/auxiliary; OPD, IPD and OT)
4. Expenses in the financials were segregated
to respective cost centres based on actual
resource utilization. Identification of cost drivers
for each of the cost centre or cost objects after
discussion with the Health Facility authorities
5. As far as possible the actual expenditure
incurrence would be considered from the issue
registers of medicines or consumables etc.
6. The basis on which allocation of expenses to
different cost centre have been made includes :
7. Fixed Asset Register
8. Area occupied by each of the cost centre
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11. Number of patients treated
12. The resources (manpower, equipment,
medicines, consumables) received free of
cost were identified with the help of the health
facility officials and pooled up for working out
the correct costs
13. In case of issue of consumables to other Health
Facilities or not for consumption in the Health
Facility etc. other than to Clinical department,
the same were taken care of.
14. Detailed movement chart of all types of implants
were obtained and identified with each of the
relevant departments.
Unit cost estimates for 80 select health services
are summarized in Annexure 2. These cost
estimates are only treatment cost for management
of one episode of infectious disease and one year’s
treatment cost for chronic disease. The estimate
doesn’t include general administrative cost at
district and/or state level. The cost on preventive,
promotive and rehabilitation was also excluded in
the cost of treatment. The cost estimates along with
estimates for preventive and promotive services will
be helpful in estimating the cost of management of
identified diseases or health conditions.  
The cost estimation tool is state flexible and can
be used by plugging in state specific figures for
estimating resources required for inclusion or
exclusion of specific health condition in their benefit
package. Even though the costing of preventive
and promotive services involves other science
to evaluate impact of an activity on community
requiring a separate study, it was attempted to cost
some of the services like population level screening
and counselling activities under section 5.3 on
estimation of per capita cost of management of
cardio vascular diseases and co-morbidities.
Note: Refer Annexure–2 for list of cost estimate
for select health conditions.
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5.2.4 Challenges in costing certain
Social Determinants of Health:
It is argued that social determinants of health
(SDH) are central to achieve health and therefore,
should be incorporated into the framework for
monitoring UHC. Achieving UHC is set within a
broader policy context of redressing the structural
inequities that define the social hierarchy and
determine differential health needs, resources, and
capabilities for navigating the health system.(55)
It is crucial that the various ministries (including –
women and child, labour, agriculture, employment,
water, health etc.) co-ordinate with each other to
achieve UHC. The following services are essential
while providing treatment and care for UHC.
These include addressing and investing in other
determinants of health that includes poverty,
social services, food security, and efficient public
distribution systems. Other systems cost includeProviding education, equal rights in wages,
socialisation programmes for aged populations,
increase income generation activities for women,
provision of well-constructed toilets, doctor live
close to the communities to handle emergencies,
monitoring and evaluation, and home based care
for terminally ill patients.

5.3 Estimation of Financial
Burden for Management of CVD
To estimate financial burden for management of
CVD and associated co-morbidities, a decision tree
approach was taken using disease management
care pathway described in Chapter 5.1. The pathway
is graphically represented in Figure 13: Costing
estimate for Management of CVD in India below.
This complex pathway in Figure 13 provides a
guideline on management of CVD at population
level.   The pathway is flexible enough to cater to
state specific need and resource availability.  
•

•

The figures in grey box indicate the probability
of occurrence of each event

•

The green box indicates calculated value using
conditional probabilities.

The total cost of management of CVD in India is
Rs. 320.14 (rounded Rs 320.10) which includes
management of CVD using preventive focused
health system. The cost of preventive and promotive
services is estimated based on calculations
provided in Annexure–3.
Assumptions:
1. Census 2011 figures were used for population
distribution.
2. Assumed 90 per cent of adult population more
than 35 yrs can be covered for preliminary nonlaboratory based screening and 10 per cent left
out due to operational reasons.
3. Distribution of risk profile is based on age
specific disease estimates from Burden of
Disease Estimates from National Commission
on Macroeconomics and Health 2015
projections.
4. 70 per cent of medium risk population continue
to do regular check-up every 5 year
5. 90 per cent of population detected in nonlaboratory based screening are confirmed by
laboratory diagnostics.
6. Of those confirmed with CVD through
diagnostics, 80 per cent have no co-morbidities,
15 per cent have diabetes, 1 per cent have
Chronic Renal Disease and 1 per cent with
Hypertensive Stroke.
7. Treatment cost of CVD includes cost of
treatment of Coronary Artery Disease,
Hypertension, Acute Hypertensive Stroke and
Congestive Heart Failure.

The figures in pink indicate input variables that
are direct costs.
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The amount Rs. 320.10 per capita can be
interpreted as total cost of management of Cardio
Vascular Disease in India including public and
private sectors. For the purpose of cost estimation
the treatment cost of CVD (Including various
diseases under CVD) and other co-morbidities is
used from Annexure 2 which is calculated based on
system cost estimation of public sector hospitals. The
policy has flexibility to adjust resources depending
on availability of resources. The per capita cost of

Rs. 320.10 is regressive in nature as earlier detection
of the disease will lead to more focused care and
reduced incidence of emergency management of
CVD costing high on health system.
This pathway also provides information on how much
additional resources are required for management
of CVD at population level using preventive focused
approach.

Figure 13: Costing Estimate for Management of CVD in India
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Chapter VI

Results & Discussion
6.1 Health Financing for Central
and State Governments in India
Under India’s present fiscal structure, revenue
generation capacity is concentrated at the national
level while the state governments are responsible
for providing health services. The major national
health programmes in India are designed at the
central government level while the states are
constitutionally mandated to deliver the services
at all levels of care. State and central governments
share the cost of public expenditure on health in a
2:1 ratio. Hence, it becomes extremely important
for the Central government to financially and
technically support improved health services at a
pan India level. India spends around 4 per cent of
GDP on healthcare of which around 70 per cent is
private spending leaving only 1.2 per cent of GDP to
be spend through public finances.(56) There are two
major channels of public finances:
1. Central government direct financing through
various vertical disease control programs,
medical education and research
2. State government spending on primary,
secondary and tertiary healthcare services
through the public sector which also included
various promotional and preventive healthcare
services. Health is predominantly a states
subject and the state is responsible for
8

provisioning of healthcare services. The central
government spends around 31 per cent of total
public spending amounting to Rs. 373.30 billion
whereas state governments spend around 69
per cent amounting to Rs. 830.2 billion8 (As per
2013-14 Budget Estimates)
Historically, state governments have been major
contributors to total public spending on health.
Given the fact that state governments have limited
revenue generating capacities prioritizing health
as part of state development agendas becomes
difficult for policy makers without consistent
support from the central government. The trend
in public sector healthcare financing as explained
in Figure 13 clearly indicates dominance of states
over central government spends -despite the fact
that state government has very limited revenue
generating capacity prioritizing health sector over
other priorities without continuous support from the
central government doesn’t seem to be sustainable
solution for the Indian health system.
Further disparity is also observed among states
in terms of per capita spending on healthcare as
well as prioritization of health sector in budgetary
allocation ranging from Rs. 1611/- per capita in the
state of Mizoram to Rs. 173/- in the state of Bihar.
(Refer Annexure – 4– Statewise per capita health
expenditure)

The figure no. 14 doesn’t include spending on water supply and sanitation.

57

Figure 14: Healthcare Spending as Per Cent of GDP in India

A strong commitment from state governments and
support from the central government is inevitably
important for successful implementation of UHC
in India. For designing essential health package
for pan-India level this uneven distribution of
public spending can be a major challenge. The
provisioning of health services in states with lower
per capita spending on healthcare is eventually substandard due to unavailability of human resources
and a lack of proper public health infrastructure.
This results in a lot of fragmentation around the the
performance of health systems at the national level.
State geography also impacts health expenditure
with smaller states with difficult and hard-to reach
spending more on healthcare. Among larger states,
the southern states of Kerala, Karnataka, Andhra
Pradesh and Tamil Nadu have traditionally invested
more on healthcare, spending in the range of
Rs. 454 – 410 per person as compared to states
like Odisha, West Bengal, Madhya Pradesh and
Bihar that spend around Rs. 263 – 173 per capita
on healthcare.
While designing an essential health package and
estimating the cost of implementing UHC the
national level we have to take into consideration
this variation. The cost of implementing UHC may
therefore vary significantly from state to state
based on the availability of a strong public health
system, manpower, infrastructure and political will.
on present condition of public health system in
respective states. Additional funding is available as
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equalization grants from the central government to
certain states declared as high focus states under
the NRHM. These equalization grants also need
to be taken into consideration while designing an
essential health package. However, at present
most of the funds routed through this channel are
project specific funding targeting specific health
system problem and states have limited flexibility
for utilization of these funds for their state level
priorities. The distribution of equalization funds for
the 12th five year plan indicates small states like
Sikkim, Meghalaya and Tripura are getting bigger
share of central pooled funding as compared to
larger states.(3)
From the above discussion one can conclude, that
availability of funds at the state level is largely
dependent on health care being a state based
priority area and the central government’s existing
policy to strengthen weaker states through fiscal
support. While developing an EHP for a state
we need to consider the capacity of the state
government to invest in health sector and the
expected support from the federal government.
Based on these two arguments, state governments
can prioritize the services and implement UHC in
a phased manner targeting conditions that attract
the highest collateral damage to the state in terms
of life years lost including morbidity, wage loss and
disabilities. This report discusses this in detail in
the section on costing.
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6.2 Key Outputs
1. Developed a draft framework for a state-flexible Essential Health
Package for 34 prioritized health categories.
2. 492 health care services across promotive, preventive, curative,
rehabilitative and palliative care were identified under four broad
categories: 1) Women’s and Child Health, 2) Communicable diseases,
3) Non- Communicable diseases and 4) Selected broad determinants of
health.
3. System costs framework was created and estimated at different levels
of care at selected health facilities for the district of Mallapuram in
Kerala.
4. Based on the care pathway, the burden of Cardiovascular Diseases can
be managed by Indian States at Rs. 320/- per capita that includes the
public and private sectors using the proposed UHC Care pathway-as
against Rs. 350/- per capita estimated using the current conventional
treatment-based pathway.9
5. The unit costs for the treatment of 80 select health conditions were
calculated which could be used with the care pathways for State level
estimates. (This included estimated treatment cost for 25 conditions
contributing to 70 per cent of DALYs).10

9
Costing on Conventional pathway is based on following assumptions:
(1) Risk of CVD is negligible in < 20 Yrs. (2) Prevalence of CVD is 9.86% in person >20 Yrs; (3) 20 % of total population does regular preventive check-up
of which 90% of high risk population follow regular treatment protocol. (4) cost of managing emergency is Rs. 6077 which is treatment cost of managing
hypertensive stroke.
10

1. India will need to spend Rs. 1195.78 (rounded Rs. 1196/-) per capita to treat 25 priority health conditions that contribute to 70% of DALYs lost (As per 		
GBD-WHO (2012) estimates), assuming 70% of total population access public health facility.

2. Estimated cost for provisioning of 80 select conditions assuming that 70% of total population will access public health facilities will be that of Rs. 1626.38
(rounded Rs. 1626/-) per capita.
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6.3 Discussion and Policy
Recommendations
Weak health systems hampered by fragmentation,
poor quality, low health spending, and an over
reliance on market-based competition among
health insurers and providers; have resulted in
increasing proportions of populations being unable
to access effective and affordable drugs and health
care leading to   inequity, inefficiency and   inferior
clinical outcomes.
Low government spending on health has resulted
in India having one of the highest shares of out-ofpocket payments on health in the world (around
3.3 percent of GDP).58,59 Out-of-pocket health
care payments constituted 4.8 per cent of the
total household consumption expenditure in the
country60 and 60 percent of all households in
India made OOP payments for health care. This
increased overall poverty by 3.5 percent especially
among rural household.61 It is thus estimated that
60 million Indian sank below the poverty line in
2011, due to OOP expenses for health services.62 A
question that many LMIC countries increasingly face
is how the health financing systems can achieve the
financial protection required as an integral part of
providing UHC. However, Universal Health Coverage
incorporates two other dimensions to financial risk
protection which are:
•

The extent of population coverage (e.g. who is
covered)

•

The extent of health service coverage (e.g. what
is covered).(57)

Thus, EHPs are crucial, in that they serve as an
important tool or protocol to evaluate resources
needed to strengthen the health system for the
delivery of the services. The package also serves
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to enable and empowers the communities to
demand services and to be aware of their basic
rights to entitlement. Insurance schemes are
models developed to cover cost of treatment/
disease conditions but EHP is useful and should
be promoted as a package since it addresses
holistic services ranging from disease prevention
to treatment of the same. For accurate evidence
based data on disease burdens, India needs
more robust HMIS systems for priority setting.
Inter-sectoral coordination is key to successful
implementation of UHC in India. A national level
costing exercise with more representative sample is
needed for developing efficient resource allocation
in the health sector.
There is a danger that packages may incorporate
a slew of basic services seen desirable by health
professionals, without paying adequate attention
to what might be affordable, given existing and
foreseeable resource constraints, Yet, packages
without a cost attached are unusable and those
costed beyond a state health systems capacity to
deliver are misleading. It is therefore important to
consider conditions on the field available for the
delivery of packages to avoid underestimation of
true costs, often brought on by political pressures.
It is also important to note that EHPs are heavily
influenced by a number of factors and actors and
is a continuous process that needs constant recalibration. Patient pressure often forces health
workers to pay attention to conditions not included
in the package. Professional preferences provide
support to complex conditions and sophisticated
treatments, regardless of their importance
and effectiveness. And capacity constraints
are inadequately taken into account during the
formulation of the package and jeopardise its
delivery.63 According to WHO, - “Package formulation
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exercises often fail to consider the variety of
settings that exist within a country, particularly a
large one. The single package eventually chosen
may be appropriate only to a sub-set of situations.
Additionally, disease patterns may vary within a
country to such an extent, that they impose the
formulation of multiple packages or the neglect
of the standard one”. The exercise of increasing
number of public health facilities may not lead
to efficient allocation of resources unless this is
clubbed with assuring health services at each level
of care through availability of human resources
and other equipment and consumables required to
make the facility functional on a regular basis.
Available primary health services are unevenly
used which results in large sections of populations
concentrating in secondary and tertiary care centers
that are on proximity and easily accessible. This
has led to overcrowding of facilities with patients
suffering from common ailments that could be
treated at a primary care level. Conversely, many
peripheral PHC facilities are underused, because
of the poor services they provide, lack of access,
competition by alternative providers (perhaps
backed by NGOs or charities).A national level
costing exercise with more representative sample is
needed for developing efficient resource allocation
in the Health Sector.
The focus on primary health care is paramount
for an initial package formulation exercise to
be considered at the state level with a minimal
exclusion list for this level of care. The private sector
participation can also be co-opted for primary care
especially in urban areas with General Practitioners
playing the role as gate-keepers. The unorganised
care sector can be eventually contracted in the
provision of services with adequate training and upgradation of skills. Within the framework of universal

coverage and access, it is important to prioritize
vulnerable population groups and health risks to
ensure equity. Positioning of Traditional Systems of
Medicine should be overarching and more inclusive
and referral mechanisms should be reflected in the
UHC framework to show rational use of secondary
and tertiary care. The private sector should be
included in treatment and management of diseases
and complications but they should be appropriately
regulated along with public sector provision. An
integrated health system delivery model that
interfaces with range of health determinants such
as nutrition, water, and sanitation with health care
would be the most effective platform to deliver an
EHP.
Finally, despite challenges - for packages to stand
a genuine chance of sustaining and evolving
over varying governmental, economic and
epidemiological circumstances, efforts should
focus on fostering an environment conducive to
the delivery of equitable, standardised essential
services of acceptable quality. Investment in health
system infrastructure should include competent
technical and management training for the eventual
providers of essential services, adequate financing,
consistent allocative decisions and effective use of
health technology made available across services
(information, relevant guidelines for action, realistic
targets and functioning monitoring mechanisms).
In the absence of favourable political, systemic and
economic conditions (all of which seldom occur at
the same time), a heavy investment in developing
service packages may fail to return proportional
gains. Interim packages therefore; which are
developed quickly and at low cost, taking advantage
of local expert opinions and of what is already done
in the field, might turn out as a sensible alternative.
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Annexure 1
Women and Child Health
Promotive Services
Identification of Pregnant
Women and facilitating
institutional deliveries
IEC Activities for health
awareness- Information
about Various Government
schemes related to
Women's Health like JSSK,
Chiranjeevi etc.

Women’s Health
Preventive
Curative Services
Services
(Primary level)
Immunisation of
Ante- Natal Care
Mother

Secondary/Tertiary
Services
Management of HIV in
pregnant women

Screening of RTI/
STI Cases

Early Registration of all
Pregnancies (before 12 week
of Pregnancy)

Management of
complications during
pregnancy

Counselling on Tobacco
Cessation, Rest, Nutrition,
Pre-birth preparedness,
Postnatal care and
Hygiene, Care of New Born,
Registration of Birth, Breast
Feeding, Supplementary
Feeding,

Prevention and
management of
malaria with bed
nets

Minimum 4 ANC visits

Information about Various
Government schemes
related to Women's Health
like JSSK, Chiranjeevi etc.
Supplementary feeding
programme for maternal
nutrition
Free diet for pregnant
women for 3 days in case
of normal delivery and for 7
days in case of C-section

Counselling and
Referral for HIV/
AIDS

1st Visit @ before 12 weeks

Treatment of Rheumatoid
arthritis, renal disease,
chronic malignancy,
inflammaory diseases (if
anaemia and abnormal
bleeding persists for
longer duration), Breast
and Cervical Cancer,
Gestational Diabetes
Screening and treatment
of Neurological disorders,
heart diseases

Counselling of
Post-partum
depression
Provision of
delivery kit, gloves
for safety during
treatments

2nd Visit @ 14 - 16 weeks

Treating menopause
related medical problems

3rd Visit @ 28 - 34 weeks

Abortion services

4th Visit @ after 36 weeks
Iron and folic acid tablets
General Examination
Height
Weight
BP
Anaemia
Abdominal Examination
Breast
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Promotive Services

Women’s Health
Preventive
Curative Services
Services
(Primary level)
Laboratory
Urine Test for Pregnancy
Confimation
Haemoglobin Estimation
Urine Test for Albumin &
Sugar
RPR test for Syphilis
Blood Grouping & RH Typing
Ultrasound Sonography (3
during pregnancy)
Intra-Natal Care
Referral and transport of
complications during delivery
Management of Labour using
Partograph
Malaria Prophylaxis for
pregnant women
Post-Natal care
Post-Natal visits @ 0, 3, 7 &
42 day of delivery for Mother
& Child
Additional visit for low birth
weight baby
Management and referral for
complication for mother and
child
Management of Menopause
related medical problems
Supplies & Treatment
Folic Acid Supplement ( First
Trimester)
Iron & Folic Acid Supplement (
12 week onwards)
Tetanus Toxoid Injection
Treatment of anaemia
Treatments for domestic
violence and sexual violence
Medical abortion services
Free transport facilities in
case of referrals
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Secondary/Tertiary
Services
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New Born and Child Health
Preventive
Curative Services
Promotive Services
Services
(Primary level)
IEC Activities for Health
Immunisation
Treatment of Pneumonia, pre
Awareness
mature birth babies, LBW,
Diarrhoea, Birth Asphyxia,
Neonatal Sepsis, Congenital
Anomalies, Measles, ARI,
Promoting personal hygiene School health
Neo natal care- Assessment
– washing hands before
check-up
and Identificationof cases of
food, after food and after
(screening for
Jaundice, Infections, Sepsis,
use of toilets
Medical and Oral
Asphyxia or congenital
Health)
abnormalities, early detection
of dander signs, baby not
responding for example
Helping the mother to
Post Birth
Management of infants (0 to
initiate breastfeeding,
Screening &
2 months) - serious bacterial
Promoting exclusive
Referral for:
infections, early detection of
breastfeeding for six
- Neural tube
congenital anomalies
months, Discouraging
defect, Down
bottle feeding, Encouraging Syndrome, Cleft
mothers to feed colostrum
lip palate, Club
to the new born and not
foot, Congenital
discard
tract, Congenital
deafness.
Early detection of congenital
Counselling regarding Child Screening for
anomalies
nutrition, child health
Medical and Oral
Health in urban
slums, schools,
communities.
Screening of pneumonia,
Screening for
Promoting psychosocial
scabies, diarrhoea and other
low birth weight
stimulation during early
childhood diseases
and malnutrition,
development. (Community
health workers counsels the follow up by ASHAs
and ANMs.
mother on this)
Hospitalisation and
Administration of deworming Screening for
administration of IV Fluids for
tablets combined with
development
severe dehydration
delays- hearing,
Vitamin A supplements
autism, ADHD
Nutrition supplements/
Post-Natal visits @ Management of Childhood
0, 3, 7 & 42 day of Illness: Assessment,
nutrition for children at
delivery for Mother Classification & reatment
Aanganwadi
of… (2 Month - 5 Years)& Child for home
ARI, Wheezing, Diarrhoea,
based new born
malnutrition, ear/eye
care
problem, fever, common cold,
throat infection, Meningitis

Secondary/Tertiary
Services
Paediatric Surgery

Treatment of referred
cases of new born and
childhood complications.

Skin Diseases (fungal
infections, scabies)

Treatment of Oral health
(dental caries, paediatric
dental disorders)

Mental Health Disorders

convulsive disorders

Management of children
with malnutrition
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Promotive Services
Transport from Home to
Facility & drop off

New Born and Child Health
Preventive
Curative Services
Services
(Primary level)
Treatment of ARI / Wheezing,
sepsis

Secondary/Tertiary
Services
Management of - Down
Syndrome, Congenital
deafness, cerebral palsy
and developmental delays
Follow up of Rheumatoid fever Early detection of
hypothyroidism (Blood
Test)
Referral and treatment of
Management of
severe malnourished child
rheumatic fever and
complications
Treatment and care of
children with learning
disability
Worm Infestation

Follow up of LBW babies by
ASHAs and ANM

Adolescent Health
Promotive Services
Preventive
Curative Services
Services
IEC Activities for Health
Adolescent
Abortion services
Awareness
Education
Life skill education (Focused Adolescent
Treatment of mental health
on physical, psychological,
Nutrition: iron, folic problems and substance use
emotional development and acid supplement
disorders
menstrual hygiene), diet
counselling
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Adolescent Health
Promotion (Community
Interventions
Counselling on substance
abuse

Screening for
vision and referral

Treatment for Juvenile
Diabetes

Screening and
management
for sexual and
reproductive
health

Treatment related to
menstrual disorders

Counselling for boys on
growing up, respecting
and treating women with
equality etc.

Screening for
Juvenile Diabetes

Managing adolescent
pregnancy

Distribution of
sanitary pads

Treatment of Anaemia

Secondary/Tertiary
Services
Treatment for - alcoholism
and drug addiction
Treatment of Rheumatoid
arthritis, renal failure,
chronic malignancy,
inflammaory diseases (if
anaemia and abnormal
bleeding persists for
longer duration)
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Promotive Services
IEC Activities for Health
Awareness
Counselling during pregnancy

Promoting contraceptive use

Reproductive Health
Preventive Services Curative Services
Distribution of
Contraceptive Pills,
condoms.
Providing emergency
contraception
IUD Insertion and
removal

Infertility Counselling

Secondary/Tertiary Services
Vasectomy (Male Sterilization)
(This should be voluntary)
Tubectomy (Female
Sterilization) (This should be
voluntary)
Treatment of infertility
Treatment of endometriosis,
PID, menstrual disorders

Education of Adolescents on
reproductive health
Counsel on birth spacing and
limiting

Infectious Diseases
Promotive Services
IEC Activities for Health
Awareness
Health Promotion around STIs
and HIV/AIDS, parent to child
transmission etc.
School health education
programs
Condom promotion &
distribution

Awareness generation at work
places, schools, colleges,
communities
Promotion of voluntary blood
donation

HIV/AIDS & STDs
Preventive
Curative Services
Secondary
Services
Services
Voluntary screening Provision of Testing Management of
of HIV/AIDS
Kits at PHC
complications
due to HIV/AIDS
Counselling
Treatment with
Laboratory
services
ARV Therapy
testing services

Palliative
Services
Pain
Management
Home based
nursing care

Supervision of ARV
Therapy including
home based care
Targeted screening Care of mother
Treatment of
of persons with
and child affected Complications:
high risk behaviour with HIV/AIDS
(Herpes,
Gonorrhoea,
Candiasis)
Screening for
Treatment of
RTI/STI, Clinical
opportunistic
diagnosis of RTI/STI infections
Home Based
Screening of HIV/
AIDS through rapid
test kit

Capacity building of
Research on
counsellors, doctors and nurses trends, patterns,
treating HIV/AIDS patients
success and
challenges
VCTC Clinics to provide various
counselling services like
pre-test counselling, post-test
counselling.
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Promotive Services

IEC Activities for Health
Awareness
Community Education on
Tuberculosis, Symptoms,
Spread, Treatment, Regular
Medication, Vaccination,
Non-discrimination

Awareness campaign on
TB at slums/ crowded
places

Tuberculosis
Preventive Services

Curative Services

Referral to symptomatic
Provision of DOTS
cases to FRU
Testing for HIV/AIDS for all TB
Positive cases
BCG Vaccination

Treatment & Followup for medicine &
Nutrition after provision
of DOTS

Screening for respiratory
diseases (differential
diagnosis for TB)

Testing of Sputum at
PHC Level

Counselling services for TB

Referral to TB Hospital

Medicines & Supplies

Masks, gloves for
health care workers
Medicines for TB and
allied respiratory
diseases
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Secondary/Tertiary
Services

Treatment and
management of
complications related
to TB
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Malaria and Vector Borne
Promotive Services
IEC Activities for Health
Education
Camps for malaria
awareness and blood
testing
Mass media campaign on
Malaria

Behavioural change
communication
Pesticide management
Education of farmers for
integrated pest and vector
management

Preventive Services

Curative

Prevention through
containment of breeding
places for vectors
Fogging

Testing of Blood
Sample of Fever
Patients
Diagnosis & Treatment
of Malaria

Distribution of Insecticidal
treated bed nets

Treatment of Japanese
Encephalitis and
Dengue, Kala-azar,
Microfilaria
Morbidity Management
of Lymphedema Cases

Screening for Lymphedema/
Elephantiasis and Hydrocele
in endemic area
Annual Mass Drug
Administration with DED
to all eligible population
at risk of lymphatic (No
Suggestions)
Screening of symptomatic
cases of malaria
Developing hatcheries for
carnivorous fish
School health activities
incorporating vector control

Reporting and monitoring of
vector born disease
Spraying insecticides

Tertiary Services
Management of
complicated cases

Diagnostic

Blood Smear
Examination for Malaria
Rapid Diagnostic Kit for
Pf Malaria (in endemic
Districts)
Capacity building
for laboratories in
Government and
private sector (through
empanelment)
Medicines
Referral of complicated
cases to hospitals
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Leprosy
Promotive Services
Health Education to
Community about…
Signs & Symptoms,
Complication,
Curability and
Treatment availability

Training of healthcare
providers about early
detection of Leprosy
cases

Preventive Services

Curative Services

Training of Leprosy
patient for self-care of
ulcers
Prevention of
deformity

Referral of
Suspected cases of
Leprosy to PHC
Provision of Dose of
MDT and Follow-Up

Distribution of MCR
Footwear

Diagnose &
Treatment of
Leprosy

Secondary /
Tertiary Services
Management of
complications
Physical deformities
in leprosy through
reconstructive
surgery

Counselling
for Treatment
adherence and
prevention of
disabilities

Rehabilitation
Medical
rehabilitation
Medical
and social
rehabilitation
support for
patients to
improve quality
of life
Shelter or home
care services for
rehabilitation
Physiotherapy
exercises for
patients to
prevent further
damage
Counselling of
family members
of patient

Diagnostics
Initial diagnosis, slit
skin-smear testing.
Water Borne Disease
Secondary / Tertiary
Services
IEC Activities and awareness
Assured supply of
Collection of Blood
Management of
clean drinking water
Slides for testing
complicated cases of
Cholera
Camps for awareness and blood Distribution of Chlorine Diagnosis of Cases for
Management of
testing
Tablets
water born disease,
complicated cases of
Microscopic confirmation Jaundice
& Treatment
School health check-up, washing Annual Mass Drug
Management of
hands, basic hygiene behaviours Administration with
Epidemic/Outbreak at
DED to all eligible
local level
population at risk
Increase clinical diagnostic
skills through skill / need based
capacity building at all levels
Promotive Services
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Preventive Services

Curative
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Jaundice
Promotive

Preventive

Health awareness ASHA to look for symptoms
for jaundice and refer to the
patient to hospital
Provision of clean Hep B vaccine
water supply

Curative
Primary treatment and
referral to hospital

Secondary/
Tertiary
Management of
complicated cases
of Jaundice

Tertiary

Diagnostics
Blood tests, scans
and endoscopy- Liver
function tests
Medicines

Management of
complicated cases
of liver failure

Hepatitis B
Promotive
Health Education

Preventive
ASHAs to do regular
home visits and
monitor for symptoms

Raising awareness,
Hep B vaccine
promoting partnerships
and mobilizing
resources

Secondary/
Tertiary
Screening for Hep Blood
B with symptoms transfusion
Curative

Tertiary
Managing
complications of
hepatitis B like
cirrhosis of the liver or
liver cancer.

Diagnostics

Blood test for
Hep B
Cholera
Promotive
IEC Activities
Health awareness on
Cholera
Oral Cholera Vaccine
should always be used
as an additional public
health tool
Use latrines or other
sanitation systems,
like chemical toilets, to
dispose of faces.

Preventive

Curative

Secondary

Providing clean water and Provision of ORS for
sanitation
cholera cases
School health check up
Provision of antibiotics

Management of
complications for cholera
Treatment of Low blood
sugar (hypoglycaemia)

Basic hygienic
behaviours- washing
hands

Treatment of Low potassium
levels (hypokalaemia)

Supplementary
administration of zinc
for children to control
diarrhoea episodes

Safe preparation and
conservation of food

Screening for cholera
symptoms by ASHA

Treatment of Kidney (renal)
failure

Diagnostics
Stool testing
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Typhoid fever
Promotive
Promoting safe practices in
food handling and drinking
filter water
Awareness on frequent hand
washing/ IEC/ Hygiene/
Awareness.

Preventive

Curative

Improve the sanitation
conditions

Secondary/Tertiary

Screening and referral
for Typhoid Fever cases

Management of
complications due to
typhoid

Treatment of Typhoid
Fever with antibiotics
Diagnostics

Non-Communicable Diseases and Mental Health
Cancer
Promotive
services
IEC Activities for
Health Education

Promoting selfinspection of
symptoms of
cancer
Awareness
campaign at
community level
Commission
policy research
to support rapid,
sustained and
innovative actions
Educate people
about the key risk
factors of cancer
Awareness about
Importance of
cancer check-ups
at an early stage

Preventive
services
Comprehensive
cancer
Screening
service (Breast,
Cervical,
Prostate, Oral,
Skin & Blood)
Self-Screening
of symptoms of
Cancer

Curative
Services
Early
detection of
Cancer cases
& Referral to
Hospital

Secondary / Tertiary
Services
Treatment and
management of
cancer cases (using
Chemotherapy /
Radiotherapy)

Management Complete ENT
of pre cancer Examination including
conditions
Indirect Laryngoscopy
by the ENT surgeon
Diagnostics
Routine
Blood test of
Haemoglobin
and WBC
Colposcopy
Patient's
emergency
transport
system
Radiography
Services
(X-Rays)
Free food
and nutritive
supplements

Biopsy

pap
smear for
investigation

Prostate Examination
by Surgeon

Laryngoscopy

Gynaecological
Examination including
Breast check-up
and Pap smear by
a Gynaecologist (for
Women)
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Rehabilitative

Palliative

Daily
livelihood/
assistance
to Cancer
Patients/
Survivors and
Dependants

Life support
and home
based care
for terminally
ill patient

Pain
Management
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CVD and Hypertensive stroke
Promotive services

Preventive

Curative

IEC Activities and Health
Education

Screening for CVD
and hypertension

Health education on
causes and prevention of
Hypertensive Stroke
Promote Healthy Leaving,
Exercise and diet

Follow up for
compliance

Behaviour change such
as reduced smoking,
alcohol and salt
consumption patterns

Secondary

Management
Preliminary Stabilization
and Referral to Secondary of complicated
hospitals at earliest
cases

Rehabilitative
Rehabilitative
services

Provision of emergency
supportive care (ABCs of
resuscitation)
Opportunistic
Monitoring of BP, MAP,
screening of
RR, Temperature and
persons above the Administer stroke scale
age of 30 years
Provision of IV Fluid at
primary health centres

Physical examination of
stroke patient
Diagnostics
ECG
Referral for Angiogram
Medicines
Copd and Ashtma
Promotive Services
IEC Activities for Health
Education
Enhance the collaboration
between tobacco control
programs and COPD-related
programs at national, state,
and local levels
Use of mass media for
creating awareness about
health hazards of smoking

Preventive Services
Quit Smoking
Reduce occupational
exposure of dust and
chemicals

Screening for COPD and
Asthma

Smoking Cessation
Campaign

Dust free Roads

Improving your exercise
tolerance

Early treatment and
control of Asthma
Pneumococcal Vaccine

Curative Service
Management of
Pulmonary Conditions
Referral to CHC for
Spirometry Assessment

Pharmacological
treatment with
bronchodilators and
corticosteroids

Secondary / Tertiary
Services
Spirometry assessment
of lung function
Supplemental oxygen
therapy

Surgery for advanced
COPD

Managing
complications through
surgery or medicines
Pulmonary
rehabilitation
Clinical management of
ASTHAMA
Management of FECNA
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Diabetes
Promotion

Preventive Services

Curative Services

IEC Activities and Health
Awareness
Counselling on Hygiene,
Diet and Exercise, foot
care, regular check ups.
Diabetic Forums at
Community Level

Diagnosis and treatment of
uncomplicated cases
Monthly sugar check ups
for diabetic patients at all
level of care
Retina Screening for
diabetes
Diabetes screening
camps in community
Counselling on lifestyle

Detection of Complications
& Referral to CHC
Management of Insulin

Diagnostic:
Blood Glucose
Urine Test
Medicine
Availability of insulin and
medicines at all level of care

Secondary / Tertiary
Services
Management of
Uncontrolled &
Complicated Cases
Ketosis, persistent
hyperglycaemia,
undercurrent illness
Management of
retinopathy
Management of
nephropathy
Management of
cholesterol levels
Dialysis

Oto rhino laryngyological Disease (Ear, Nose, Throat)
Promotive
Services
IEC Activities for
Health Education

Preventive
Services
ENT camps in
community

Curative Services

Secondary Services

Early detection of otitis media Surgery

Provision of
hearing aid

Referral to Hospital

Speech Therapist

Foreign Body in Ear/Nose

Medical management
of Disease
Otiosis Media
Otiosis External

Ear Wax
Testing for hearing Loss
Acute Rhinitis
Chronic Rhinitis

Rehabilitative

Chronic Renal Disease (CRD)
Promotive
Counselling on Nutrition
Smoking Cessation
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Preventive Services
Screening for ailment
by GP
Monitoring disease
progression

Curative Services
Identification and Referral
Services
Availability of basic medicines
for continuous treatment
Supply of Vitamin-D
Supplementation
Diagnostics
Creatinine

Secondary / Tertiary
Services
Management of Complex
Disease
Dialysis
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Skin
Promotive
Mass Media
Communication
Display of IEC Material
at health facilities

Preventive Services
Screening for skin
infections
School health check-up

Curative Services
Cure of basic fungal
infection
Diagnosis of skin
disease and Referral to
appropriate hospital
Availability of basic skin
ointments
Stabilization and
transfer of burns patient

Secondary Services
Management of Burns
Management of Complex
Disease
Scabies
Superficial mycoses
Pyoderma
Pediculosis
Eczema or dermatitis
HIV related skin disease
Skin Cancer
Acne
Ulcers
Psoriasis

Mental Health
Promotive Services
IEC Activities

Training and
Capacity building
and motivation for
health care workers

counselling at
school, college,
workplace for
stress management
& suicide prevention
Awareness
campaign on
symptoms, care and
support available

Preventive
Services
Screening and Early
detection of mental
illness
Psychosomatic
Symptoms: Identify,
Counsel and
Referral

Curative Services
Management of
Anxiety or Depression
Diagnosis &
Treatment of common
Mental disorder
such as Psychosis,
depression, anxiety,
epilepsy etc.
Counselling for
Psychosocial or
Trauma Cases

Continuous
medication for mental
health condition or
epilepsy

Secondary/Tertiary
Rehabilitative
Services
Services
Providing psychiatric Medical
first aid
Rehabilitation
Treatment of cases
like schizophrenia,
epilepsy,
hallucinations,
Parkinson's
Syndrome,
Alzheimer etc.
Long term medical
management

RehabilitationCommunity
Resource centre

Ongoing
counselling
services for
families of
patients
Support and care
for the quality of
life of the patient

- Supply of Medicine
- Supervision
Counsel Substance
Abuse Cases
Short term medical
management
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Oral Heatlh
Promotive Services
IEC Activities and Oral
Health Education
Create awareness on
tobacco consumption
as root cause of oral
cancer.
Promote Tooth
Brushing Habits at
Community Level
antenatal and
lactating mothers,
school and adolescent
children

Preventive Services

Curative Services

Dental check-up in
schools, communities
Application of Dental
Sealants in children

Providing first aid services
to oral health problems
Scaling of teeth

Secondary/Tertiary
Services
Traumatic restorative
treatment
Orthodontic fixed
appliances and partial
dentures

Children mouth rinses with Treatment of dental caries Surgical procedures &
sodium fluoride
(tooth filling, extraction and Extraction
referral)
Oral Screening for dental
fluorosis

Screening for (Oral
Infections - tooth abases,
gum disease, bleeding),
Pre-cancerous lesion, oral
cancer

Prosthodontics treatment
- Crones & Bridges,
Dentures (Removable and
Permanent)

Mobile Dental Vans for
Screening & Referral

Treatment of Aphthous
Ulcers
Oral Radiograph

Root canal treatment
Orthopantomograph

Other Health Conditions and Cross-Cutting Areas
Drug Abuse
Promotive
IEC Activities for Health
awareness

Preventive
Prioritizing drug
abuse on public
policy agenda

Awareness campaign against Life skills training
drug abuse
Community level meetings
Community based
intervention
Facilitate sharing of best
practices and dissemination
of knowledge
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Curative
Management of
drug withdrawal
symptoms
Counselling
services

Secondary
Treatment of
drug overdose

Rehabilitative
Sustainable
livelihoods for
reintegration and
rehabilitation
Rehabilitation
services
Community based
rehabilitation
services
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Blindness
Promotive

Preventive

IEC Activities
and Community
Awareness
About

Detection
of cases of
impaired or
decreased
vision

Eye Problem

Proper dietvitamin A

Early detection
of decreased
vision

Screening
of eye
problems at
community

Curative Services
Screening for
cataract and
refractive errors
by Paramedical
Ophthalmic
Assistant
Basic treatment
of common
eye disease
(Conjunctivitis)

Secondary
Eye Injury

Glaucoma

Rehabilitative
Services
Rehabilitation
training
of visually
impaired

Follow up of
operated cases
of cataract (to
prevent any
problem)

Detection of
Childhood Blindness
(Measles, Febrile
Convulsion,
Neonatal
Conjunctivitis, Vit.A
Deficiency, Other
Causes)

Available
Routine
Treatments and screening
Referral
for refractive
errors in
schooling
children

Onchocerciasis

Establishing
eye banks and
making them
functional

Thorough ocular
examination
including
vision of school
children for early
detection of eye
diseases and
promoting ocular
health
Medical
and surgical
treatment for
the prevention
and control of
common eye
diseases
Definitive
management of
common blinding
conditions such
as- cataract,
glaucoma,
trichiasis,
entropion and
ocular trauma.

Need for eye
Referral of
care, Symptoms a child with
and treatment
refractive
errors to the
PHC

Promoting eye
donation in the
community

Tertiary Services

Ocular disorders,
corneal grafting
and other
complex forms
of management
not available in
secondary eye
care centres

Community
Eye CheckUp Camps

Distribution of
Vitamin-A Tablets

House hold
survey for
prevalence
of various
eye diseases

Measurement of
Visual Acuity

Operating for
cataracts,
Glaucoma

Providing
spectacles
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Nutrition
Promotive Services
IEC Activities and Community
Awareness About

Nutritious diet for mother and children
Healthy diet and lifestyle for all

Involve various stakeholders in
planning and designing of strategies
Develop need based, geographical
and socio cultural specific and gender
sensitive strategies for health and
nutrition education

Preventive Services

Diagnosis and advise to
Identification and
malnourished children,
management of
pregnant women and others Anaemia & Vitamin
A deficiency
Medicines
Identification of cases of low
birth weight, malnutrition
among infant and young
child and referral to PHC
Universal use of Iodized Salt Blood Test
Provision of healthy meal in
schools and Anganwadi

Growth Monitoring of
children (height, weight,
BMI)
Health and nutrition education in
curriculum of the schools
Ensure community participationinvolve family members, local
stakeholders, CBOs, local NGOs, youth
clubs, teachers, adolescents girls
Strengthen ICDS in poor-performing
states based on experiences from
other successful models, e.g., Tamil
Nadu (upgrading kitchens with LPG
connection, stove and pressure cooker
and electrification; use of iron-fortified
salt to address the burden of anaemia.
Micronutrient deficiency control
measures like dietary diversification,
horticultural intervention,
food fortification, nutritional
supplementation and other public
health measures need intersectoral
coordination with various departments,
e.g., Women and Child Development,
Health, Agriculture, Rural and Urban
development.
Supplementary nutrition to poor
people
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Curative

Secondary
Services
Treatment of
malnourished
children- SAM,
Kwashiorkor,
Marasmus
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Obesity
Promotive

Preventive

IEC Activities & Health Promotion for
Breastfeeding
Physical Activity at School
Consumption of Fruits & Vegetables
Decrease Television Viewing
Decrease Consumption of Sugar-sweetened
Beverages
Decrease Consumption of Energy-dense Food
Community coalition & partnership to address
obesity

Increase availability of affordable healthier food & beverages
Restrict availability of less healthy food & beverages
Limit advertisement of less healthy food & beverages
Increase access to Sports/Recreational activities for
Children
Infrastructure supporting bicycle & walking
Improve access to public transport

Emergency / Injuries
Promotive
Services

Health
Education

Parent's
Education on
prevention of
Household
Child
Accidents
Awareness
Campaign
for Do's and
Don’ts in
Emergency
Training of
more doctors
in trauma care

Preventive
Services
Compliance with
safety norms at
Industries

Curative
Management of
Emergencies (First Aid
treatment, Stabilization
of Fracture, anti-shock
treatment etc.)
Trauma/Accident

Injuries
Training of the
health care workers
on pulmonary
resuscitation, first
aid and all life
saving techniques
Keep Traffic signals Haemorrhage
functional

Poisoning / Rabies /
Animal Bites/ Snake Bites

Shock
Referral for Cardiac Arrest,
Burns, Head Injury
Burns
Acute Pain
Acute Renal Shock

Rehabilitative
Psychiatric
care for
suicidal cases

Medical
rehabilitation
(including
Physiotherapy)

Secondary / Tertiary
Services
Assessment of the
airway and manual
manoeuvre

Application of external
pressure and elevation
of the affected part
Stabilisation and
mobilisation of simple
fractures

Scraping the skin
surface

Immobilising the limb
below the level of the
heart in the neutral
position

Prevention and control
of anaphylactic
reactions to ant venom
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Emergency / Injuries
Promotive
Services

Preventive
Services

Curative

Rehabilitative

Convulsion
Suicide Attempts

Occupational Hazards
Controlling bleeding with
occlusive dressing
Identification of the type
of snake bite and wound
management
Flushing animal bite wound
with running water
Management of Mass
Casualty (Natural or
Manmade Disasters)
Emergency Patient
Transport
Transfer of Patient to
appropriate referral
hospital

Secondary / Tertiary
Services
Cricothyroidotomy and
surgical interventions
Orthopaedic and
Neurosurgical
management
Endotracheal intubation

Occupational Health
Promotive Services
Promotion and maintenance
of highest degree of physical,
mental and social well-being
of workers
Community participation to
improve health of workers,
their families and other
members of community
Behavioural change in
workers for regular medical
check-up
Create awareness about
occupational diseases &
safety
Regular updating of Notified
disease under Factories Act
1948
Monitoring of high standards
of safety in Industry
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Preventive Services
Regular Medical Check-up
at factory for own as well as
contracted workers.
Make necessary lab tests for
detecting occupational health
related diseases available at
the PHCs in industrialized area
Screening for fatal diseases
like Silicosis and Asbestosis in
industrialized areas.
Protection of workers engaged
in high risk employment
Provision of Safety gloves,
shoes, helmets, gowns etc.

Secondary/
Tertiary Care
Provision of medicines
Make hospital
related to occupational
prepared to
disease in health centres manage industrial
near industrial area
injuries
Detection & Reporting of Management
occupational disease
of Chemical
Poisoning
Curative Service
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Environmental Health
Promotive Services

Preventive Service

Creating awareness about environmental
issues and related health hazards.
Behavioural change seminars and workshops
for Industries
Environmental Health Awareness Program

Strengthen monitoring and implementation of pollution
control norms.
Best practices in solid waste management by ULBs & villages

Door-to-door campaigns, spot home visits,
peer education/motivation, child to adult
education and group meetings.

Evidence based policies in Environmental health

Focus on control of most dangerous pollution compounds like
Dioxin, Soren, SOx , NO x etc.

Sustainability of clean water, sanitation, and hygiene
Development of waste management program
Improving environmental health capacity to respond to
current and emerging health threats
Environmental Health Surveys for water borne illnesses, air
pollutants, toxic wastes, noise effect etc.
Proper toilet and disposal facilities
Effective motivational tool for mobilising and energising the
Village Development Committees to keep their surroundings
clean
Air quality, noise pollution, Land care (physical and chemical
properties of soil)
Controlled use of pesticides
West Disposal of toxic chemicals
Monitoring of different pollution control standards
GENDER Sensitivity and Equality
Promotive services
Gender sensitisation in communities
Counselling against early age at marriage
Nutrition services for women from BPL
communities
Presence of female attendants in Sub centres,
CHC, PHC and community level
Awareness on gender discrimination, eradication
of sex selective abortions
Awareness on Gender equality
Women friendly clinics in communities
safety and health of women health workers
Crèches for babies and children
Disabled friendly ramps and toilets

Preventive service
Increase women's safety at workplace, home, on roads
Train the health care workers on gender, and treating
women patients.
Identification, Counselling and  treatments for domestic
violence and sexual violence
Counselling and treatment for reproductive and sexual
health
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GENDER Sensitivity and Equality
Promotive services

Preventive service

Increase income generation activities for women
Equal rights in education
Equal wages in work
Removing caste and class barriers for accessing
health facilities
Separate toilets for girls in schools and for women
at work place
Disabled People
Address the medical needs of the person, not just the disability problem.
Health care providers to be attentive to concerns of pain, depression, job pressures, smoking and alcohol use
as you are with all patients.
Train the health care providers on disability competence for health professionals
Putting families in control of the design and delivery of their care package and services
Awareness on diet and exercises
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Annexure 2
Unit Cost estimations for select health conditions
List of Diseases /
Health Conditions

Proposed
Level of Manpower Equipment Diagnostic Medicine
Delivery

Others

System
Cost

Unit
Cost*

1.

Childhood diseases / health conditions

a.

Birth asphyxia

SDH

948

228

-

127

323

1,626

b.

Neonatal sepsis

SDH

10,680

-

101

270

1,087

12,137

c.

Low birth weight
(Bwt 1500-1800g)

DH

2,259

131

101

242

458

3,190

Low birth weight
(Bwt 1800-2500g)

SDH

2,259

131

-

-

492

2,882

d.

Acute Respiratory
Infections :
Pneumonia

PHC

76

-

-

3

135

214

e.

Acute Respiratory
Infections: Severe
pneumonia

CHC

1,704

-

125

314

475

2,618

f.

Diarrhoea
: With
PHC
some dehydration

303

-

-

15

135

454

g.

Diarrhoea
: With
CHC
Severe dehydration

1,208

-

40

95

315

1,659

h

Dysentery

PHC

38

-

-

3

68

109

I

Malnutrition

SDH

1,856

-

150

27

1,087

3,119

j

worm infestation

PHC

25

-

-

4

-

68

97

2.

Maternal diseases / health conditions

a.

Puerperal sepsis

SDH

1,348

-

90

231

490

475

2,635

b.

Septic abortion

SDH

1,348

-

60

231

210

475

2,325

c.

Antepartum
haemorrhage

DH

8,791

378

30

44

490

1,005

10,738

d.

Postpartum
haemorrhage

DH

6,985

4,021

354

68

490

1,005

12,923

e.

Eclampsia

SDH

5,988

371

1,706

254

490

934

9,743

f.

Premature rupture
of membranes

SDH

700

1

80

151

490

934

2,356

g.

Obstructed labour

DH

2,988

208

110

151

490

1,745

5,692

a.

Menstrual disorder

SDH

198

-

-

225

-

17

440

b.

Treatment of
anaemia

PHC

160

-

30

25

-

68

283

h.

Normal Delivery

SDH

607

128

-

-

210

892

1,837

3.

COPD
SDH

517

-

1,858

255

-

170

2,800

Chronic Obstructive
Pulmonary Disease
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List of Diseases /
Health Conditions
4.

Asthma

a.

Acute asthma

5.

Diabetes mellitus

a

Others

System
Cost

Unit
Cost*

SDH

700

-

1,475

21

-

170

2,366

Without insulin

CHC

416

-

919

394

-

55

1,784

b

With insulin

CHC

416

-

1,579

16,383

-

55

18,434

c

Diabetes
Complication

DH

1,039

-

2,219

1,695

-

582

5,534

6.

Acute Hypertensive stroke
2,679

-

4,641

1,424

-

775

9,519

775

60,780

Acute Hypertensive
stroke
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Proposed
Level of Manpower Equipment Diagnostic Medicine
Delivery

DH

7.

Cardiovascular diseases

a.

Coronary Artery
Disease

DH

Incident cases

DH

14,507

28

3,286

2,185

Prevalent cases

DH

752

-

3,286

1,388

-

69

5,495

b.

Rheumatic Heart
Disease

DH

1,075

28

2,256

134

-

86

3,579

c.

Hypertension

CHC

With diet & exercise

CHC

274

-

615

-

-

203

1,092

With one drug

CHC

274

-

615

569

-

41

1,500

With two drugs

CHC

274

-

615

682

-

41

1,612

Cardiovascular
diseases:
Hypertension

CHC

274

-

2,882

682

-

41

3,879

d.

Congestive Heart
Failure

DH

1,075

28

3,129

625

-

1,221

6,077

8.

Cancers

a.

Breast cancer

DH

4,738

-

1,326

192

950

27,206

b.

Cancer of cervix

DH

4,832

-

766

1,797

950

28,346

c.

Lung cancer

DH

4,832

-

125

362

950

26,269

d.

Stomach cancer

DH

4,832

-

766

970

475

27,043

9.

Blindness

a.

Cataract blindness

SDH

1,078

1,178

40

62

-

840

3,198

b.

Blindness due to
refractive errors &
Low Vision

CHC

346

3

-

67

-

28

443

10

ENT

a.

Chronic otitis media

SDH

198

12

-

38

-

34

282

40,000

20,000
20,000
20,000
20,000
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List of Diseases /
Health Conditions

Proposed
Level of Manpower Equipment Diagnostic Medicine
Delivery

Others

System
Cost

Unit
Cost*

b.

Tonsils, sinus, And
Nasal Fractures
(Initial Medical
Management)

CHC

46

13

-

11

-

14

83

c.

i) Hearing Aid,
Neurologic

DH

175

2

-

-

-

17

194

ii) Hearing Aid,
Neurologic in 25%
cases required Ear
mould

DH

226

12

-

-

-

17

255

Surgical
Management Of
ENT Conditions

DH

1,644

112

2,400

242

-

1,886

6,284

d.

11 Leprosy
a.

Paucibacillary

CHC

259

-

-

255

-

83

596

b.

Multibacillary

CHC

837

-

-

1,558

-

110

2,506

c

Leprosy with
deformities

DH

7,621

-

1,616

1,558

-

1,993

12,788

12 Tuberculosis
a.

New sputum
positive

CHC

689

-

101

734

-

110

1,634

b.

New sputum
negative

CHC

1,480

-

101

680

-

55

2,316

c.

Treatment
after default /
Retreatment /
Failure

CHC

828

-

-

1,209

-

811

2,847

d.

Extrapulmonary

CHC

689

-

-

680

-

540

1,909

CHC

71

-

40

37

-

41

189

Malaria
:
Complicated

SDH

1,004

-

404

207

-

475

2,090

b

Malaria
: P.
vivax and P. ovale

PHC

71

-

40

36

-

14

160

c

Dengue
Dengue Fever

DH

91

-

147

5

-

17

260

Dengue
Hemorrhagic Fever

DH

1,004

-

147

619

-

441

2,211

d

Kala azar

CHC

1,828

-

162

-

-

275

2,265

e

Japanese
encephalitis

CHC

274

-

162

28

-

919

1,384

f

Lymphatic filariasis

CHC

1,097

-

162

14

-

165

1,438

DH

1,905

-

1,764

1

-

2,168

5,839

13 Vector borne diseases
a

Malaria
:
falciparum

P.

14 Hepatitis B
a

Hepatitis B
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List of Diseases /
Health Conditions

Others

System
Cost

Unit
Cost*

15

HIV infection / AIDS

a

Costing of HIV
infection / AIDS

DH

808

-

7,934

3,194

-

207

12,143

b

HIV COMPLICATIONS DH

175

-

7,934

588

-

299

8,996

c

COSTING OF HIV
DH
PREVENTIVE(PPTCT)

875

-

200

7,793

-

864

9,732

16

Mental diseases / health conditions

a.

Schizophrenia
Without
Hospitalisation_
Schizophrenia

DH

1,006

-

-

107

-

104

1,216

With
Hospitalisation of
10 Days in 5%_
Cases

DH

3,519

-

1,232

152

-

1,515

6,418

Mood / Bipolar
disorders

DH

Without
Hospitalisation_
Mood

DH

1,319

-

1,402

816

-

104

3,641

With
Hospitalisation of
10 Days in 5%_
Cases

DH

2,381

-

1,402

847

-

1,515

6,144

c.

Common Mental
disorders

DH

1,006

-

-

201

-

83

1,289

d.

Alcohol and drug
abuse

DH

Without
Hospitalisation_
Alchohol

DH

1,091

-

-

92

-

104

1,287

With
Hospitalisation of
10 Days in 50%_
Cases

DH

4,494

-

601

92

-

1,515

6,701

e.

Child and
adolescent
psychiatric
disorders

DH

1,955

-

-

5,877

-

121

7,952

f.

Mental Retardation

DH

Without
Hospitalisation_MR

DH

905

-

5,909

-

-

69

6,883

With
Hospitalisation of
10 Days in 5%_
Cases

DH

5,527

-

5,909

-

-

1,993

13,429

g.

Geriatric problems
including Dementia

DH

1,465

-

5,101

6,396

-

121

13,083

h.

Epilepsy

DH

1,091

-

5,909

736

-

121

7,857

b.
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Proposed
Level of Manpower Equipment Diagnostic Medicine
Delivery
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List of Diseases /
Health Conditions

Proposed
Level of Manpower Equipment Diagnostic Medicine
Delivery

17

Dental diseases / health conditions

a.

Dental caries

Others

System
Cost

Unit
Cost*

DH

548

145

300

84

-

35

1,112

5,242

-

-

242

-

723

6,207

18 Injuries
a.

Road traffic injuries

DH

b.

Poisoning

CHC

284

-

-

158

-

302

743

c.

Snake bites

CHC

1,136

-

383

382

-

55

1,956

c.

Identification,
Counselling and
treatments for
domestic Violence
and sexual Violence

CHC

640

-

-

-

-

919

1,559

d

Burns

SDH

1,593

675

439

328

-

1,087

4,122

19

Others

d.

Cholera + Jaundice
+ Typhoid

SDH

899

-

282

432

-

340

1,952

* Unit cost in case of communicable disease is per episode and in case of chronic disease is annual cost of treatment.
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(1)

Disease / Health Condition

(1)

Disease / Health Condition

(14)

Items

(2)

Level of
Care

(15)

(16)

Medicines
Unit Rate
(In Rs.)

(3)

(5)

(6 =
4*5)

(17 =
15*16)

(18)

(8)

(9)

(19)

(20)

(21)

(22 =
20*21)

Cost (In
Rs.)

(13)

(12)

(11)

Rate
(In
Rs.)

(14 =
12*13)

Cost (In
Rs.)

(22)

Total Cost

Diagnostics

Items No. of
Tests

Days / Hours

(10 = 8
/ 9)

Cost
no. of Cost (In
(In Rs.) cases Rs.) per
case

Equipment

System Costs
System
Rate (In
Cost
Rs.)

(7)

Cost
Items
(In Rs.)

Cost
Total Ex- System
(In Rs.) Cost (In Rs.)

(4)

Human Resources
Type of
Minutes Rate
Human
(In Rs.)
Resources

Template for calculation of unit cost per episode
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Annexure 3
Costing estimates for Management of Cardio Vascular
Disease in India
Calculation of associated probabilities
The population data from census 2011 was used for distributing population into different age group.
Associated probabilities of a person falling in any of the three broad categories are 44%, 31% and 25%
respectively for Children <21 years, Adults>35 Years and Adults between 21- 35 Years.
Children < 21 Years:
•

Assuming 100% of children are covered under school health program.

Adult > 35 Years:
•

90% population coved for non-laboratory based screening.

•

Non-laboratory based preliminary screening identifies 13% at high risk, 38% at medium risk and 49%
at low risk.

•

Low risk population: 100% of low risk population undergo counselling through ANM/Health worker.

•

Medium risk population:

•

▪▪

70% of medium risk population undergo regular check-up every 5 year

▪▪

30% of medium risk population might have hypertension and be treated for hypertension

High risk population:
▪▪

Undergo laboratory based screening for confirmation of CVD and other co-morbidities

▪▪

90% of high risk population were confirmed for CVD and associated co-morbidities

▪▪
•

»»

Assuming 15% of high risk population have diabetes, 2.5% have chronic renal disease and
2.5% had hypertensive stroke and 80% have no co-morbidities

»»

Composition for 80% of CVD patients includes:


80% hypertension,



10% coronary artery disease and



10% rheumatic heart disease

10% of high risk population not diagnosed with CVD will undergo regular check-up every 3 year.

Low risk population:
▪▪

Counselling for healthy living and preventive measures will be provided for all.
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Age between 21 – 35 Years
•

25% of the total patients visiting health facilities were assumed to be selected for opportunistic
screening.
▪▪

Assuming 5% of people screened are diagnosed with CVD and receive facility based treatment for
CVD.

▪▪

95% of patients not diagnosed with CVD will receive counselling services for preventive measures.

Disease burden of CVD as NCMH projection for 2015
Expected number of cases of major cardio vascular disease i.e. coronary heart disease for the year 2015
is summarized in Table 1.  The same is used for estimating age specific burden of disease for CVD in India
for the year 2015 (Table 2).
Table 1: Expected cases of coronary heart disease in India for 2015
Age Group
/Area
Urban

20–29 years

30–39 years

40–49 years

50–59 years

60–69 years

81,67,924

79,27,846

84,93,463

61,56,089

53,46,975

Rural

23,24,087

45,23,697

58,16,588

68,52,050

59,13,624 254,30,046

Total

104,92,011

124,51,542

143,10,051

130,08,140

112,60,599

Total
360,92,297
615,22,343

Table 2: Projected prevalence of CVD in 2015 in India
Age Group

Prevalence

20–29

4.40%

30–39

6.54%

40–49

9.57%

50–59

11.91%

60–69

16.79%

Cost estimates used in CVD care pathway
The cost estimates for treatment of various cardio vascular disease were taken from unit cost estimates of
the report as per Annexure 2. For the purpose of cardio vascular disease we have also calculated cost for
preventive screening and promotional activities like counselling and school based health programs. The
detailed calculation of the services is explained in Table 3.
Treatment cost for various CVD and co-morbidities are taken from author’s calculation in Chapter 5.3 and
enumerated in annexure 3 of the report. The cost of treatment for the calculation is as follows.
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Unit Cost
Diabetes without Insulin
Diabetes with Insulin
Diabetes Complications

% of Total

Total Cost

1784

80%

1427.57

18434

15%

2765.05

5534

5%

276.71

Diabetes

4469.33
9,519

80%

7614.83

Incident cases

60780

20%

12155.99

Prevalent cases

5495

80%

4396.20

Acute Hyptertensive Stroke
Coronary Artery Disease

16552.19
3579

80%

2863.56

With diet & exercise

1092

50%

545.94

With one drug

1500

30%

449.98

With two drugs

1612

20%

322.47

Rheumatic Heart Disease
Hypertension

Hypertension
Congestive Heart Failure

1318.38
6077

100%

6077.44
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Counsellor

Medical
Officer

Counselling

Opportunistic
Screening

Purchase rate of CGHS from NABH accredited Laboratories

Diagnostics

-

99.20

Assuming printing and distribution cost of 10 per flyer

-

-

-

Material

-

-

-

85.00
- Kidney
222.00
function tests
- -

- Lipid Profile

108.00

33.00

21.00

Cholesterol
- Blood Sugar
Urine Analysis

54.00

- Blood

-

33.00

-

-

Urine Analysis

21.00

- Blood Sugar

-

-

-

-

-

54.00

20.00

20.00

-

-

Rate

- Blood
Cholesterol

-

-

Diagnostic

Diagnostic

-

-

20.00

20.00

50.00

50.00

per minute cost as per 6th Pay Commission

99.20

-

91.40
-

-

91.40

5.00

-

25.30
50.60

-

20.00

12.65
25.30

20.00

12.65

Total

HR Cost:

9.92

9.14

2.53

2.53

2.53

Unit
Cost

Transport Consumable

Medical
Specialist

10

10

20

10

5

Time
(Minute)

Material

Screening for CoMorbidity

Routine Check-Up

ANM

Non Laboratory
Screening

School Based
Counsellor
Education Campaign

HR

HR

Table 3: Calculations for preventive and promotive services under CVD management pathway

1

1

1

1

1

1

1

1

-

-

Unit

407.00

222.00

185.00

33.00

21.00

54.00

108.00

33.00

21.00

54.00

-

-

-

-

-

Total

506.20

108.00

199.40

55.60

65.30

82.65

Grand Total
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Annexure 4
State-wise Per Capita Health Expenditure for the year 2008-09
Sr.No.

States / UTs

Per Capita Health Expenditure
2008-09 (Rs.) (#)

Reference Period*

1

Mizoram

1611

01-01-2008

2

Sikkim

1446

01-01-2009

3

Andaman & Nicobar (UT)

1347

01-01-2009

4

Puducherry (UT)

1333

01-01-2009

5

Lakshadweep (UT)

1315

01-01-2008

6

Goa

1149

01-01-2009

7

Himachal Pradesh

884

01-01-2009

8

Jammu & Kashmir

845

01-01-2008

9

Delhi (UT)

840

01-01-2009

10

Chandigarh (UT)

798

01-01-2008

11

Nagaland

794

01-01-2009

12

Arunachal Pradesh

771

01-01-2008

13

Tripura

740

01-01-2008

14

Manipur

695

01-01-2008

15

Meghalaya

690

01-01-2007

16

Uttarakhand

630

01-01-2009

17

Assam

471

01-01-2004

18

Kerala

454

01-01-2008

19

Dadra & Nagar Haveli (UT)

430

01-01-2009

20

Karnataka

419

01-01-2009

21

Andhra Pradesh

410

01-01-2007

22

Tamil Nadu

410

01-01-2008

23

Daman & Diu (UT)

405

01-01-2004

24

Chhattisgarh

378

01-01-2008

25

Punjab

360

01-01-2008

26

Jharkhand

328

01-01-2008

27

Uttar Pradesh

293

01-01-2007

28

Rajasthan

287

01-01-2008

29

Harayana

280

01-01-2009

30

Maharashtra

278

01-01-2009

31

Gujarat

270

01-01-2009

32

Orissa

263

01-01-2009

33

West Bengal

262

01-01-2008

34

Madhya Pradesh

235

01-01-2008

35

Bihar

173

01-01-2008

All India

503**

Source: Ministry of Health and Family Welfare, PTI, dtd 18/12/2009, accessed on 01/07/2014 http://pib.nic.in/newsite/erelease.aspx?relid=56240
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Select Participants
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•

Prof.Sinath Reddy, PHFI

•

Vinod Paul, Professor and Head of Paediatrics Department, AIIMS, New Delhi

•

Nachiket Mor, Member HLEG and Member Reserve Bank of India Board

•

Sunil Nandraj, Advisor, Public Health Foundation of India, New Delhi

•

Avtar Singh Dua, Additional Director Medical Education, Govt of Rajasthan

•

JosepheneLittleflower, Nursing Advisor, Government of India

•

Sailesh Mohan, PHFI, New Delhi

•

Garima, PHFI, New Delhi

•

Kavita Narayan, PHFI, New Delhi

•

Sanghita Bhattacharya, PHFI, New Delhi

•

Mathew Varghese, Chair of Psychiatry, NIMHANS, Bangalore

•

Yamini Trivedi, MHL Medical College, Ahmedabad

•

Thelma Naryana, Center for Public Health Equity Society for Community Awareness, Bangalore

•

Sudarshan, Founder and Trustee, Karuna Trust, Bangalore

•

Yogesh Jain, Jan Swasthya Abhiyaan, Bilaspur

•

ManjuVatsa, Principal, College of Nursing, AIIMS

•

Leila Caleb Varkey, Independent Researcher-Institute of Nursing and Elderly care

•

V. Renganathan, Alliance Vatsalya Healthcare Solutions

•

Zeena Johar Sughavazhu Health care, Chennai

•

SantanuChattopadhyay, Nationwide Family Doctors, Bangalore

•

Prabhakaran, CCDC, New Delhi

•

Subhash Hira, PHFI

•

Nikhil Tandon, Professor of Endocrinology & Metabolism, AIIMS

•

Manisha Chopra, Ministry of Health and Family Welfare

•

SakthivelSelvaraj, PHFI

•

Navneet Singh, Headstreams
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•

Jitender, Headstreams

•

Sakeena, Executive Director, Kerala State Health Resource Center

•

Rajesh Kumar, PGI, Chandigarh

EXPERT CONSULTATIONS - Objectives and major outcomes
During the project tenure, multiple consultations were conducted with stakeholders and experts from
various backgrounds including policy makers,nursing, independent researchers, Non Communicable
Disease, Communicable diseases, representatives from Government and Ministry of Health and Family
Welfare,clinical and public health specialists. Some highlights form the key consultations are outlined
below:
First consultation was conducted on 29th November 13, 2013. A detailed list of services for EHP was
developed by the research team at PHFI which was categorized according to a broad group of health
conditions.
The objective of this first consultation was to:
1. To review the objectives of the study and provide inputs on the initial reviews and global synthesis of
evidence.
2. To discuss a broad list of services/benefits to be included/excluded from a proposed broad list “Essential
Primary Health Package Services” presented
3. Define ‘’Primary Care’’
4. Ensure the developed package conforms to a continuum of care ranging from primary through to
secondary and more advanced tertiary curative levels. ( Primary care in this case will have preventive,
curative and promotive components)
5. Share perspectives after reviewing shared documents and providing inputs on i) gaps in the list ii)
improvements to developing the essential health package. (i.e.What services could be added, what can
be left for states to decide?)
The expected outcome of this consultation was to:
1. Seek suggestions from the experts on gaps such that the EHP can be improved and furtherdeveloped.
(i.e. What could be added)
2. Key points and suggestions of this deliberation were incorporated into a second round of iteration
supplemented by a preliminary costing analysis.
3. Discuss the delivery frame-work Figure 1
Major points of consideration were:
•

It was unanimously agreed that the package should be limited up to first level of care (PHC level)

•

Dental Hygienist post should be created at PHC level.

•

Individual health record should be maintained at PHC level.

•

Supply Chain Management should be included.

•

Involvement of community in management of funds for primary care.
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Figure 1: Service Covered in Broad Bundle
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•

Continuous education for doctors

•

Costing exercise should be undertaken at Field level (General Practitioners should be involved)
▪▪

Reduction of catastrophic expenditure

▪▪

Reduction in Out of pocket expenditure

•

What to do/where to go should be clear to the patients?

•

Long term care should be included

•

It was also strongly suggested that EHP has to be defined periodically by an expert group and can have
state-specific variations. We need to focus on the weaknesses in the health delivery systems, which
includes inadequate focus on public health, both preventive and promotive;

•

The lack of public health regulation (including standard guidelines and their enforcement); shortfalls in
human resources and infrastructure, especially for rural areas; poor use of data and poor performance
monitoring; inadequate attention to quality in health services; poor personnel management; weak
management of logistics and supply chains; overly centralised financial management; and poor
accountability to patients and communities.

•

Individual health records should be maintained at PHC level, HMIS should be strengthened in India.

•

Involvement of community is critical in management of funds for providing services especially
those related to primary care. Continuous education and training for doctors is mandatory. General
Practitioners should be involved in costing exercise and these should be undertaken at the field level.
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•

Private sector should be included in treatment and management of diseases and complications but
they should be regulated. There should efforts to reduce the catastrophic expenditure and out of pocket
expenditures.

•

Patients should have clarity as to where they should approach for care,long term care, and there should
be more emphasis on gender.

•

Gender issues at work force and Women friendly PHCs.

•

It was also strongly emphasized that ongoing research studies need to be carried out to get the sense
of trends and patterns of diseases, learn the challenges and document the success stories of the
packages implemented.

•

At single window of delivery, covering of a wide range of issues including nutrition, sanitation, and
hygiene would be beneficial for patients and they do not have to run around for services. We cannot rule
out the origin and benefits of traditional medicines in the Indian system therefore their positioning in
the health systems for delivering EHP should be overarching and more inclusive

The objectives of this consultation were:
1.

To review the broad list of essential health services to be included/excluded from proposed package 		
that will be delivered at the State Levels

2.

To provide technical guidance on a package that can be best delivered considering the costing of 		
services and limited funds available to states

3.

To generate recommendations from an expert group on how to further develop work towards finalizing
the services package

4.

Cost-effectiveness
▪▪

What do various interventions cost?

▪▪

How effective are these interventions – what is their impact on the burden of disease?

▪▪

Feasibility

▪▪

Is a package based on cost-effectiveness politically feasible?

▪▪

Are there contentious inclusions or exclusions?

▪▪

Affordability: Having listed interventions in order of cost-effectiveness, how many can be afforded?

▪▪

Have the practicalities of implementation been taken into account?

Expected outcome of the consultation:
▪▪

Possible modifications in the package that are a challenge in costing;

▪▪

Seek suggestions towards finalising the package;

▪▪

Explore possible ways of taking the UHC-EHP forward.
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It was highlighted that prevention and health promotion is the keystone in building UHC. One of the major
points that emerged out of the discussion was that the states would probably do a budgetary allocation
of resources that is based on approach of curative model and this would have limited outcomes. In this
consultation the goal was to get a specialised advice on each condition and their services, therefore
participants will be divided in three groupsbased on their expertise in the particular field of practice. The
groups were divided into Communicable Diseases, Non Communicable Diseases, Women and Child Health
(RMNCH+A). The groups did the brainstorming on some of the emerging questions like on what level these
services should be provided and at what level we stop primary health care and when would secondary care
and tertiary care be required. Since the government has placed importance on AYSUH, it was suggested
to look into aspects of AYUSH doctors at health centres. National Integrated Health Mission (NIHM) helps
the doctors to practice their own profession. This includes local health healers who provide care to the
community. This is extremely useful in the areas where there are no doctors. AYUSH is widely recognised
in NRHM and in NIHM. AYUSH should find a place in mainstream. This was strongly supported be all the
experts.
It was reiterated by experts that social determinants of health is crucial while developing Essential Health
Package as it is the keystone in health sector reform process. Social determinants of health play an important
role in improving overall health and well-being of the people and community at large. It was also observed
that costing of some of preventive, promotive and rehabilitative services are challenging. It was emphasized
that if preventive services are provided very well, the burden of cost on secondary and tertiary care will be
reduced. Brazil, Cuba have set excellent examples by tackling primary care as essential services. The Indian
government is willing to provide 2.5% of budget for health and if we have an aspirational list, UHC would be
achieved in no time. It is mandatory to set a model for others to implement. Some believed that this is the
only opportunity for India to bring back preventive and promotive services back to the health systems. It was
emphasized to look at burden of disease to set priority for services. In the discussions within the group it
was mentioned that primary health care is underutilised. There are services like gender, disability, geriatric
care, occupational health, environmental health and, water and sanitation which are cross cutting areas
and we must work with different sectors (inter sectoral co-ordination) to achieve universal health. There
are also challenges with respect to money that states have to commit to all the services. But, this can be
left to the states to decide. Preventive and promotive services should not be underfunded. We can look at
evidence based primary care- preventive and promotive. There are some organisations who have studied
these services and done the costing of health services that are of preventive and promotive in nature.
Speaking on human resource, some experts had concerns on how is the package going be delivered in states
and district. Capacity of health workers should be considered in the UHC. If the services will be increased
then we need to also increase the Human Resources for health. For UHC, we have to go beyond what health
systems is currently providing. Some of the experts from nursing background voiced that the community
involvement should go hand in hand. Professional nurses should also be included to achieve UHC. Public
health should not be looked from the biomedical domain. Home based care should be emphasised, the
doctors and nurses (Professional nurse) in the community can be used for providing preventive, promotive
and, curative services. They can also play a role of supervisor, care and support.
It was recommended that pilot of UHC is a sequencing phase. It is important to see what works and keep
moving accordingly. Non physicians give good care in communities. We need MBBS but NON MBBS also do
good jobs in community. Gatekeeping functions are effective and the general practitioners should do that.
This point was welcomed by all.

100

Designing and Costing of an Adaptable and Flexible
Essential Health Package (EHP) for Indian States

There should be non MBBS workers guidelines to go beyond health care and look at other social determinants
that are affecting the health and well-being of communities. Medico legal cases should be advocated
and treatment for sexual abuse should be provided at PHC. Our referral systems have to be functional.
Screening at hospitals is critical. There is a client load in some hospitals. HMIS should be well developed for
capturing accurate data. It was emphasised not be constrained by what we already have in IPHS services.
We have resources. The funds from the government can be used for ongoing learning of the models, Quality
implementation research, Comprehensive reporting.
Some other significant suggestions raised by the participants was that the role of women in the family who
mainly takes care in cases of chronic diseases shall be discussed. It was proposed that not only women
should be targeted optimally through this package but they should be seen as agents of change. It was also
proposed that the health of the women health workers should also be emphasised.

Proceedings of the Meeting Post Breakout Session
After the breakout sessions the groups reconvened
WG 1: Non Communicable Disease group
The group had a consensus on medicalization of the health care should not be the approach. However, they
emphasised that the package has to be disease based with special population marking. Risk factors will
have to be marked differently than the diseases. It will be useful to talk about diseases. The group shared
that it is critical to have all the population covered through this package.
WG 2: Infectious Diseases Group/Communicable disease group
Promotional health activities (personal – community), testing for vulnerable groups (Diabetics/Women
groups) were added. Suggestions were made to include the clean water supply, chlorine tablet in promotive,
and to include the vulnerable high risk groups (Bisexual/transgender/Drug users). It was also decided that
we can aim to cover 80 per cent of infectious diseases (common cold, upper respiratory, measles).
WG 3: Women and Child Health Group
The points added were promoting institutional deliveries; birth kits for home deliveries, Referrals for mother
and child, Nutrition right from adolescent to pregnant women to child (across continuum of care of mother
and child), Boys’ adolescent health need to be focused on, Hazards of women health providers (safety and
health issues of women health providers)and Crèches for babies and children. There has to be a continuum
of care from birth till old age. Some mentioned that awareness and treatment on gender violence, disability,
poverty, yoga, physiotherapy, meditation is missing as important indicator of health in and we should
include in the EHP. There was also consensus the group stating that we can have different schemes for
different population. Few mentioned that there should be care across life cycle and not just provide care
when any disease occurs. UHC has to be a list of comprehensive services. Home and family centered
healthcare dimension should be highlighted in the package (for e.g. old people, people with disability etc.).
The President of PHFI reiterated that the spectrum of people that need to be covered; life cycle approach
is necessary and finally cross indexing will have to be done while making the package. In this regard, an
attempt was made to map health services needed for a woman across her life cycle.
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The above schematic shows the life cycle approach
of a woman. The services in pink box depicts the
curative care and those in green colour depict
preventive and promotive care. An attempt was made
to list services for Neo natal health, child health,
adolescent health, women’s health and geriatric
health. This graphic representation highlights the
services as recommended in the consultations.
These services range from vaccination, nutrition
services in schools, awareness programmes,
screening for anaemia (from adolescence till
geriatric age), regular check-ups, mental health,
abortion, life skill training and other services. All the

services across the life cycle of woman cover care
for communicable diseases, non-communicable
diseases and other cross cutting areas like gender.
This schematic template would help further develop
and strengthen the life cycle approach method and
pathways for providing services to woman.
The consultation ended with a vote of thanks. Lastly,
the session was concluded by reminding ourselves
that, “We must raise voice”. We should advocate
broader list of services, don’t keep the package
‘under nourished.’
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