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HE VALUE of healthy 
choices  has  been 
known to people living 
in Indian subcontinent 
s i n c e  a n t i q u i t y. 
Ayurveda (science of 

life) is one of the oldest healthcare 
systems that take a holistic view of 
the physical, mental, spiritual and 
social aspects of human life, health 
and disease. While Indian systems 
have been effective in preventive 
healthcare, there are emergency 
situations where one requires 
surgical procedures. Management of 
diseases and patient care may need 
different approach and solutions.

Access to Affordable Healthcare

At the time of the independence, 
very few modern health care 
services were available.  People 
depended on locally available 
traditional knowledge. State of 
public health was very low. All the 
population based health indicators, 
i.e., life expectancy, IMR, MMR, 
morbidity and mortality due to 
infectious and communicable 
diseases were highly unsatisfactory. 
Poor nutrition, unsafe drinking 
water, poor hygiene and living 
conditions contributed to poor 
state of public health. 
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INTERVENTIONS

The health system 
goals of equity 

and accessibility 
necessitate adoption 

of a financing 
strategy that will 
ensure protection 
of the majority of 
individuals from 

catastrophic health 
expenditure 

We present the outcomes of the 
Health Planning in the country in 
two periods (1951-1979) & (1980-
2012) spanning about 28 and 32 
years respectively. 

1st Five Year Plan (1951-56) to 5th 
Five Year Plan (1974–1979) 

The 1st Five Year Plan to 5th 
five year plan were based on the 
recommendations of the Bhore 
Committee (1946), Mudaliar 
Committee (1961) etc .  The 
importance of ‘Health’ as a resource 
was well explained. The First Five 
Year Plan stated: 

“Health is fundamental to 
national progress in any sphere. In 
terms of resources for economic 
development, nothing can be 
considered of higher importance 
than the health of the people. For 
the efficiency of industry and of 
agriculture, the health of the worker 
is an essential consideration. Health 
is a positive state of well-being in 
which the harmonious development 
of physical and mental capacities of 
the individual lead to the enjoyment 
of a rich and full life. All-India 
Institute of Medical Sciences 
(AIIMS), Delhi was established in 
1956 as an institution of national 
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importance by an Act of Parliament 
with the objects to develop patterns 
of teaching in Undergraduate and 
Post-graduate Medical Education in 
all its branches so as to demonstrate a 
high standard of Medical Education 
in India; to bring together in one 
place educational facilities of the 
highest order for the training of 
personnel in all important branches 
of health activity; and to attain 
self-sufficiency in Post-graduate 
Medical Education. 

Some notable achievements 

The life expectancy at birth went 
up from about 32 years as per 1951 
Census to about 52 years during 
1976—81. The infant mortality rate 
came down from 146 during the 
fifties to 110 in 1981. About 50,000 
sub-centres, 5,400 primary health 
centres including 340 upgraded 
primary health centres with 30 
bedded hospitals, 106 medical 
colleges with admission capacity 
of 11,000 per annum and about 5 
lakh hospital beds were established. 
The country was declared free from 
smallpox in April, 1977. 

6th Five Year Plan (1980–1985) to 
11th Five Year Plan (2007-12)

The main focus of the health 
planning during this period 
(1980-2007) was improving the 
availability of ‘Health Human 
resources’ building rural health 
infrastructure, improving the 
availability of medicines and other 
services. 

National Health Policy 1983 & 
2002 

India’s first ‘National Health 
Policy’ was formulated in 1983 and 
second in 2003. The main objective 
of this policy was to achieve an 
acceptable standard of good health.  
The NHP 2002 noted that the 
Central Government will have 
to play a key role in augmenting 
public health investments as 
the State Governments were in 

difficult fiscal situation. This policy 
further envisaged a key role for the 
Central Government in designing 
national programmes with the 
active participation of the State 
Governments.

National Rural Health Mission 
(NRHM): Healthy Villages 

NRHM was  launched  in 
April 2005 with the objective of 
providing accessible, affordable 
and quality healthcare to the 
rural population. Most prominent 
features of NRHM are involvement 
of communities in planning and 
monitoring, provision of untied 
grants to the health facilities and 
the communities annually, placing 
a trained female health activist in 
each village for 1000 population 
known as Accredited Social Health 
Activist (ASHA) to act as a link 
between the public health system 
and the community and bottom-
up planning. The programme is 
continuing in 12th Five Year Plan 
with few changes. 

Under the NRHM the following 
interventions have been initiated:
l Janani Suraksha Scheme 

(JSY): Janani Suraksha Yojana 
(JSY) is a conditional cash 
transfer scheme resulted 
in dramatic increases in 
institutional delivery. The JSY 
encourages women to make 
use of public health facilities 
for safe delivery.

l  Janani–Shishu Suraksha 
Karyakram (JSSK): JSSK 
is a new initiative to make 
available better health facilities 
for women and child. All 
pregnant women delivering in 
public health institutions will 
have absolutely free and no 
expense delivery, including 
caesarean section. The scheme 
is estimated to benefit more than 
12 million pregnant women 
who access Government health 
facilities. 

l  ‘Mother and Child Tracking 
System’(MCTS): Tracking 
of Pregnant mothers and 
children has been recognized 
as a priority area for providing 
effective healthcare services. 
Mother and Child Tracking 
system (MCH) is a name 
based pregnant mother and 
child tracking system. It is a 
management tool to reduce 
MMR/IMR/TFR and track 
the health service delivery at 
the individual level. MCTS 
supports health and family 
welfare managers and policy 
makers in measuring and 
monitoring the efficiency of 
the maternal and child health 
services in terms of needs, 
effectiveness and capacity, 
efficiency and evaluating up 
to what extent the increase 
in efficiency in the delivery 
of maternal and child health 
services has contributed to the 
decrease in maternal, infant 
and child mortality. 

l  universal Immunization 
Programme (uIP): Routine 
Immunizat ion:  The UIP 
protects infants against six 
vaccine preventable diseases 
viz., tuberculosis, diphtheria, 
pertussis, tetanus, poliomyelitis 
and measles. The standard 
immuniza t ion  schedu le 
developed for  the chi ld 
immunization programme 
specifies the age at which each 
vaccine is to be administered 
and the number of doses to be 
given. Routine vaccinations 
received by infants  and 
children are recorded on a 
vaccination card issued to 
a child. The establishment 
of a ‘Technology Mission 
on Immunization’ in 1986 
provided extra impetus and 
coverage increased rapidly.

l  At the all-India level, 61 percent 
of children aged 12-23 months 
received full immunization. 
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The coverage of immunization 
was higher in urban areas (67.4 
percent) compared to that in 
rural areas (58.5 percent). 
About  8  percent  of  the 
children did not receive even 
a single vaccine. (UNICEF: 
Coverage Evaluation Survey 
2009). Routine immunization 
contributes significantly to 
reducing under five mortality 
and morbidity. 

Prevention and Control of 
Diseases

India is faced with the triple 
burden of diseases. Communicable 
diseases continue to be a major 
public health problem in India. 
Many communicable diseases are 
endemic. There is always a threat 
of new emerging and re-emerging 
infectious diseases like, avian 
influenza, SARS, H1N1 influenza, 
etc. Local or widespread outbreaks 
of these diseases result in high 
morbidity& mortality. 

India is witnessing a rising 
incidence of non-communicable 
diseases (NCDs), and old age 
d iseases .  Menta l  Heal th  i s 
another area which needs urgent 
intervention. This rise is occurring in 
a setting where health expenditures 
are growing rapidly led by an 
unregulated private sector and 
where health insurance and pension 
coverage are still limited.  Non-
communicable Diseases (NCDs) 
account for nearly half of all 
deaths in India. Among the NCDs, 
Cardiovascular Diseases (CVD) 
account for 52 percent of mortality 
(52 percent) followed by Chronic 
Obstructive Pulmonary Disease 
(COPD), Cancer, Diabetes and 
Injuries. High cost of medicines 
and longer duration of treatment 
NCDs constitute a greater financial 
burden. 

Road t raff ic  injur ies  are 
increasing sharply. Injuries and 
diseases of the musculoskeletal 
system account for more than 20 

percent of patient visits to primary 
care. 

Health-damaging behaviours 
such as  smoking,  dr inking, 
consuming unhealthy diets (rich in 
salt, sugar and fats).

National urban Health Mission:  
Healthy Cities 

A new National Urban Health 
Mission to focus on the health 
challenges of people in towns and 
cities is needed. The NUHM will 
focus on health needs of the urban 
poor, particularly the slum dwellers 
by making available essential 
primary health care services. 

Health Human Resources and 
Tertiary Care Institutions 

Shortage of medical teachers, PG 
specialists and super-specialists is 
acute, which lead to adverse impact 
on the quality of education and 
patient care. The tertiary healthcare 
ins t i tu t ions  have  expanded 
significantly during the last 20-
25 years, mainly through private 
sector. However quality and cost 
of education is a cause of concern. 
The corporate hospitals came into 
existence after the government 
allowed private participation and 
investment in hospitals. The entry 
of corporate sector into the Indian 
healthcare industry has improved 
high-tech infrastructure and raised 
the quality of services. As a flip 
side, it has taken away many high 
performing doctors from public 
health system to private sector 
owing to high remuneration, state 
of art technology and general 
working environment. 

Pradhan Mantri  Swasthya 
Suraksha Yojana (PMSSY) 

PMSSY was launched in 2006 
with the objective of correcting 
the imbalances in availability 
of affordable/reliable tertiary 
level healthcare in the country in 
general and to augment facilities 
for quality medical education 
in the under-served States. The 

PMSSY envisages setting up eight 
AIIMS like institutions (ALIs). 
Each institution will have a 960 
bedded hospital in 39 specialty 
/super-specialty disciplines. 
Medical College has 100 UG 
intakes. PMSSY also envisaged 
up-gradation of existing medical 
institutions. 

States’ Performance in the Health 
Sector

India is a union of 28 states 
and 7 union territories. Within the 
country, there is persistence of 
extreme inequality and disparity 
both in terms of access to care as 
well as health outcomes. There 
are some states like Kerala, Tamil 
Nadu who have been performing 
well whereas in some states, rate of 
improvement is insufficient to catch 
the better performing states in near 
future.  Life expectancy at birth (or 
longevity) is an overall indicator 
of the economic and social well-
being of the people. As a society 
advances, the life expectancy of 
its people also increases. The IMR 
and MMR are a sensitive indicator 
of not only the health status of the 
population but also the level of 
human development.  Kerala’s life-
expectancy at birth is about 10 years 
more than that of Assam. IMRs in 
MP and Orissa are about five times 
that of Kerala. Annual Health 
Survey Bulletin 2010-11 reports 
that, IMR across 284 districts 
ranges between 19 (Rudraprayag; 
Uttarakhand) and 103 (Shrawasti, 
UP) – a variability of 5 times. 
Similarly MMR across 284 districts 
ranges between 11 (Rudraprayag; 
Uttarakhand) and 75 (Balangir, 
Odisha) – a variability of 7 times. 
MMR in UP is more than four times 
that of Kerala. MMR estimates for 
the country for 2007-09 is 212, in 
(EAG) states and Assam 308 and 
among Southern States it is 127, in 
other states it is 149. 

This high degree of variation of 
health indices is a reflection of the 
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high variance in the availability of 
health services in different parts 
of the country. The challenge is to 
provide these areas with access to 
low-cost public health interventions 
and timely treatment. These States 
are also the ones that have acute 
crises of human and financial 
resources. This large disparity 
across India places the burden 
on the poor, especially women, 
scheduled castes, and tribes.

Public Health Expenditure 

Financing healthcare is one of the 
critical determinants that influence 
health outcomes in a country. The 
health system goals of equity and 
accessibility necessitate adoption 
of a financing strategy that will 
ensure protection of the majority 
of individuals from catastrophic 
health expenditure.  

National Health accounts 
(NHa): India 2004-05 shows that 
the health care system in India is 
pre–dominantly catered by the 
private sector. Expenditure in the 
private sector contributes to 78.05 
percent of total health expenditure, 
public sector accounts for 19.67 
percent and external flows 2.28 
percent. Health expenditure formed 
4.25 percent of Gross Domestic 
Product (GDP). By source, Central 
Government accounted for 6.78 
percent while State Governments 
contributed 12 percent. Under 
private expenditure, households 
contribute a significant portion 
at 71.13 percent of total health 
expenditure with social insurance 
funds at 1.13 percent and firms at 
5.73 percent.

H e a l t h  e x p e n d i t u r e  a s 
percentage of GDP and public 
spending as percentage of total 
health Expenditure is low when 
compared to developed countries. 
The total public expenditure on 
health as a percent of GDP stands at 
around 1.1 percent in 2009-10. The 
state share of public expenditure 

on health 0.70 percent, whereas 
the central share 0.39 percent. 
Total Health Expenditure (both 
public and private combined) as 
percentage of GDP in India is 
higher than– China, Malaysia, 
Sri Lanka, Thailand, Pakistan 
and Bangladesh though public 
spending as percentage of total 
health expenditure is significantly 
lower than all these countries.

After the launch of NRHM there 
has been increase in state health 
expenditure. Most of this is in the 
non-plan. States are required to 
contribute 15 percent of the cost 
of the NRHM. Most states spend 
around 4 to 5  percent of the state 
budgetary outlay on health and 
less than 1 percent of the GSDP on 
health-which is insufficient to meet 
the NRHM goals. 

Financial Protection and Health 
Insurance 

India ranks very low in terms 
of financial protection. The high 
Out of Pocket (OOP) expenditure 
on health care forms a barrier 
to accessing care and can cause 
households to incur catastrophic 
expenditures, which in turn can 
push them into indebtedness and 
poverty.  A consequence of the low 
public spending on health is the 
extremely high burden of private 
out-of pocket expenditures. India’s 
medical insurance sector remains 
weak and fragmented even though 
there is a plethora of medical 
insurance schemes operated by 
the Central (RSBY) and state 
governments (Arogyasri) , public 
and private insurance companies 
and several community-based 
organizations.

Ayush 

AYUSH has presence in all 
parts of the country. It has near 
universal acceptance, available 
practitioners and infrastructure. 
The strength of AYUSH system lies 
in preventive & promotive health 

care, diseases and health conditions 
relating to women and children, 
non-communicable diseases, 
stress management, palliative care, 
rehabilitation etc. AYUSH has 
very little side effect, has a soft 
environmental footprint and is 
engrained in local temperament. 
It can play an important role in 
achieving the National Health 
Outcome Goals. Its huge resource 
of hospitals beds (62,000), and 
health workers (7.85 lakhs) need 
to be efficiently utilized to meet the 
National Health outcome Goals. 
AYUSH and Allopathic, both 
systems, often provide solutions to 
a common set of problems. Many 
times both systems complement 
each other also. Our endeavor 
during the 12th Five Plan period 
should be that both systems expand 
and progress together, based on their 
core competencies and inherent 
strengths. We must ensure that the 
Health care delivery system in the 
country is designed and developed 
in such a way that, both, AYUSH 
and allopathic systems are available 
to every patient and the choice of 
system of treatment is the patient’s 
choice. 

Achievements and Areas of 
Concern 

During 1980-2012 (about 
32 years) ,  India  regis tered 
significant progress in improving 
life expectancy at birth, reducing 
mortality due to communicable 
diseases, as well as reducing infant 
and material mortality. One of the 
major achievements during this 
period is non-reporting of polio 
cases from any part of the country 
for more than 12 months.

However, a high proportion 
of the population, continue to 
suffer and die from preventable 
diseases, pregnancy and child birth 
related complications as well as 
malnutrition. The rural and urban 
both public health care system 
in many States and regions is in 
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an unsatisfactory state leading to 
pauperization of poor households 
due to expensive private sector 
health care.  

IMR and MMR are showing 
downward trend, yet the rate of 
improvement has to be two to 
three times that in the past so as 
to attain the monitorable goals. 
We have not been able to address 
social and family health issues 
such as Malnutrition of woman and 
children, declining child sex ratio 
(CSR), adolescent health, care of 
older persons etc.  

Health is a state subject. All 
stakeholders need to co-operate 
and communicate for efficient 
and effective management of the 
programme. Managerial capacity 
of the Health programme managers 
needs to be strengthened, upgraded, 
and modernized. 

Fully functional health care 
facility at a reasonable distance 
and location is a dream for most 
of the population. All the three 
connectivity i.e. Road, Mobile and 
Internet are essential for efficient 
functioning. To address issue 
of large inter-district variations, 
decentralized district-based health 
planning is essential. 

It may be noted that ‘Only 
Hea l thy  peop le  wi l l  en joy 
Demographic Dividend’.

12th Five Year Plan: (2012-2017):  
Towards Comprehensive Health 
Care

As per census 2011, total 
population of the country is 1210.2 
million. Out of which, Rural 
population is 833.1 million (68.84 
percent) and Urban 377.1 million 
(31.16 percent). During 2001 – 
2011, population of the country 
has increased by 181.4 million. 
Population increase in rural areas 
is 90.4 million and in urban is 91.0 
million. Number of Rural Units (or 
Villages) in India are 6, 40,867, an 
increase of 2,279. The number of 

Urban Units is 7,935, an increase 
of 2,774. Out of which Statutory 
Towns are 4,041 an increase of 
242 and Census Towns 3,894 an 
increase of 2,532. 

There are large differences 
between Rural and Urban Health 
indicators and also between Male 
and Female indicators. As per SRS 
Bulletin, December 2011, IMR in 
2010 was 47 (total), 46 (male) and 
49 (female) respectively. In rural 
areas corresponding numbers were 
51 (T), 50 (M) and 53 (F) and in 
urban areas 31 (T), 30 (M) and 33 
(F). The gap between urban male 
and rural female is 23 points. AHS 
Bulletin 2010-11 observes that 
IMR in rural area is significantly 
higher than that of urban area. In 
UP, rural IMR is 74 compared to 
54 in urban. More female infants 
die as compared to males. In UP, 
female IMR is 72 compared to 69 
for males.

P l a n n i n g  C o m m i s s i o n 
constituted the High Level Expert 
Group (HLEG) on Universal 
Health Coverage (UHC) under 
the Chairmanship of Dr K. Srinath 
Reddy in October 2010 to draw and 
design a comprehensive strategy for 
health for the Twelfth Five Plan. 
Some of the Recommendations of 
HLEG are as follows:
l Ensuring equitable access 

to affordable, accountable, 
appropriate health services of 
assured quality  as well as public 
health services addressing the 
wider determinants of health 
delivered to individuals and 
populations;

l  Universal entitlement to 
c o m p r e h e n s i v e  h e a l t h 
security;

l  G o v e r n m e n t  ( C e n t r a l 
g o v e r n m e n t  a n d  s t a t e s 
combined) should increase 
public expenditures on health 
from the current level of 1.2 
percent of GDP to at least 2.5 
percent by the end of the 12th 

plan, and to at least 3 percent 
of GDP by 2022;

l  Ensure availability of free 
e s sen t i a l  med ic ines  by 
increasing public spending on 
drug procurement;

l  Use general taxation as the 
principal source of funding 
health care; 

l Three Year Bachelor’s Degrees 
for Rural Health; 

l  Emphasize Public Health: 
Investing in public health is 
the cheapest way of promoting 
the health well-being of the 
population; 

l  Highly uneven distribution 
of medical colleges resulted 
in the skewed production and 
unequal availability of doctors 
across the country. Setting up 
of 187 new medical colleges 
and 382 new nursing schools 
over the next 10 years in 
underserved districts;

l  Regulation of the public and 
the private sectors to ensure 
provision of assured quality 
and rational pricing of health 
care services.

The Twelfth Five Year Plan 
adopts a broad approach to health, 
including as ‘key determinants of 
health’, a range of resources like 
food supply chains and nutrition, 
drinking water and sanitation. It takes 
the view that health would entail a 
‘continuum of care’ across sectors. 
Accordingly, the health policy 
and programmes will encourage a 
multi-sectoral approach to health. It 
also recommends strategic changes 
to the existing health programmes 
and schemes, such that they work 
in conjunction with each other 
and collectively contribute to 
building a comprehensive health 
system. Thus it brings into focus 
a systemic approach to health,  
while recognizing the importance of 
the individual programmes.    q
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