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on three dimensions of coverage, viz., the population (Who is 
covered?), services (Which services are covered?), and cost 
sharing (What proportion of costs are covered?).[2] Much was 
written on what and why UHC and the question of “how” is still 
remained a puzzle to many developing nations like India.  

The 67th UN General Assembly on Global Health and For-
eign Policy recognized the responsibility of the governments to 
urgently and significantly scale up efforts to accelerate the tran-
sition toward universal access to affordable and quality health-
care services.[3] It also recognized that effective and financial-
ly sustainable implementation of UHC is based on a resilient 
and responsive health system that provides comprehensive 
primary health-care services. These services are to be with 
extensive geographical coverage, with a special emphasis on 
access to populations most in need, and with adequate skilled, 
well-trained and motivated workforce, as well as capacities for 
broad public health measures, health protection, and address-
ing determinants of health through policies across sectors, in-
cluding promoting the health literacy of the population.[3] The 
UHC has been mentioned as one of the Sustainable Develop-
ment Goals.[5] Thus, UHC is the common agenda across many 
countries and the governments in principle agreed to achieve 
UHC to their populations. The UHC has been mentioned as 
one of the Sustainable Development Goals.[5] Thus, UHC is the 
common agenda across many countries and the governments 
in principle agreed to achieve UHC to their populations. 

India is also a signatory for achieving UHC. The draft 
National Health Policy-2015 endorsed the goal of UHC, and 
High-Level Expert Group (HLEG) instituted by the Planning 
Commission of India recognized that UHC is possible for 
India, even within the available financial resources.[6,7] The 
present government unveiled plans for universal health care 
in the name of national health assurance mission[8]; however, 
it was delayed on account of budgetary constraints.[9] Thus, 
the Indian scenario exemplifies that saying and doing are not 
the same thing but two very different things. The academi-
cians, policy makers, and visionaries support the ideology of  
UHC with a great concern for the poor, and suggested various 
steps to attain UHC, which often converge on few issues 
such as health system’s resilience/strengthening, improving 
access (in terms of geographical and population coverage), 

For the last 10 years, Universal Health Coverage (UHC) 
gained momentum across countries. In 2005, WHO Member 
States collectively expressed the belief that all people should 
have access to the health services they need without risk of 
financial ruin or impoverishment. This idea underpinned the 
resolution of World Health Assembly (WHA) urging its member 
states to plan the transition to UHC of their citizens so as to 
contribute to meeting the needs of the population for health 
care and improving the quality of care, to reducing the poverty 
and to attaining the internationally agreed development goals.[1] 
In 2008, WHO reiterated the need for strengthening the pri-
mary health care. The World Health Report-2010, focused on 
health systems financing, has set the stage for advancing the 
concept of UHC.[2] And it is obvious that the concept of UHC 
emerged in the context of neo-liberalization, and specifically 
of income growth, burgeoning middle classes, demographic 
and epidemiological transitions, and increasing inequalities 
and inequity in service access. Health is recognized as a pre-
condition and as an outcome indicator for sustainable devel-
opment and thus called for more attention to health as an im-
portant cross-cutting policy issue in the international agenda. 
Thus, UHC as a concept gained momentum and resulted in 
United Nations’ (UN’s) resolution on UHC. On December 12, 
2012, the 67th session of the UN General Assembly passed 
a resolution to promote UHC including social protection and 
sustainable financing.[3] This resolution acknowledges that 
UHC implies that all people have access, without discrimination 
to quality health care and medicines, without exposing people to 
financial hardship. Thus, all people are able to receive need-
ed health services of sufficient quality to be effective without 
fear that the use of those services would expose the user to 
financial hardship.[4] As popularized by WHO, UHC is based 
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expansion of services (inclusion of various services and drugs  
to be given free of cost), improving the quality of care, accoun-
tability, and attaining universality in financial risk protection 
mainly through health insurance schemes. However, in the 
background of the various constraints including financial hard-
ships and lack of political will,[10] we should focus on how we 
should proceed to achieve the goal in a sustainable manner 
and accelerate the travel on the presently laid down path of 
health-care system in India.  

As a concept, UHC sounds so appealing; however, the 
path to achieve is not quite smooth and short but to be  
achieved through a steady, long walk through uneven terrain. 
It is obvious that UHC cannot just be attained through a 
compartmentalized approach and simultaneously urges for  
reforms outside the health sector. Addressing social determi-
nants is crucial to ensure health of the people thereby reducing 
illness burden at individual as well as at societal level and 
thereby reduce the costs to the government. In this context, 
the governments should think comprehensively to achieve 
the UHC and simultaneously should invest in other sectors  
for steady and sustainable development. Reviewing the reforms 
and models followed in several Latin American countries and 
Asian countries such as Sri Lanka will be helpful to progress  
toward UHC.[11,12] The model followed by the Latin American 
countries, which started their reforms in the social sector and  
put efforts for strengthening the health systems and provided 
financial risk protection particularly to the poor are helpful  
in preparing India-specific interventions and policies toward 
UHC. It is clear that lesser extent of disparities is key to  
achieve overall development in any country and thus the chal-
lenge is how should a nation try to reduce the disparities and 
achieve equity. The health systems in coordination with and 
other sectors should focus on safe water supply and sanitary  
measures to control infections; should invest in quality educa-
tion with due importance to value-based education for imparting  
societal values; food security with nutritional quality (which 
implies investing in agricultural sector with an impetus on  
production of food grains and pulses rather than on commercial 
crops, wide production of indigenous fruits and vegetables).  
Societal changes and social responsibility into the value systems,  
through social/mass media and books and through student 
forums and progressive writers are to be imbibed.

Good quality health care is unreachable grape not only 
to the poor but also to the middle class, particularly the lower 
middle classes in India. The present criteria of poverty lines 
can rightly be called as starvation lines. Those households 
who were just and even a bit far above these lines are not  
able to afford quality health care and in the event(s) of illnesses/ 
hospitalization, the health-care expenditures remain catastr-
ophic and push them down in the economic ladder, as they 
mainly rely on the private sector. The improved government 
health systems with a range of services and other provisions 
such as drugs and low-cost diagnostics (as referred to as 
National Health Package [NHP] by the HLEG) would attract 
a large section of population to utilize the public services. 
Strengthening the monitoring and evaluation to address the 

problems that the health-care centers face would be useful to 
improve the system from time to time. A sense of responsibility 
and accountability of the health-care staff, as well as the civil  
society with societal values, are important to make the systems 
work for the people.

Improving the existing government health system is far 
less complex than expanding insurance schemes.[13] Within 
the health sector; we have an existing platform of well-thought 
health-care system and what we need is to expand the system  
(to include health promotion, disease prevention, diagnostic  
services, and drugs in addition to the maternal and child 
health, which is the present focus of the primary health care 
in India) to make it comprehensive with good quality of care 
leading to people’s satisfaction and trust in the system. While 
people have credibility in the government health system that 
they were not over treated with unnecessary procedures and 
drugs on one hand, on the other hand, satisfaction and trust in 
the system were lacking and the reasons were quite known for 
the same. While under-provision of service has been thought  
to influence access negatively, it is not always the case.  
Particularly in the urban context, despite high concentration 
of health services, the poor often utilize the service to a lesser 
extent,[14–16] hence improving the quality (which contributes to  
satisfaction of the clients/utilizers) and efforts to improve  
outreach of services are crucial to improve access to govern-
ment health-care services and thereby extending the coverage 
of population. This will also have a bearing in reducing the  
out-of-pocket expenditure. Another issue is that while the  
primary level health-care facilities and services are under- 
utilized, the secondary and tertiary care facilities are choked. 
Presently, the main focus of the primary health-care services  
is maternal and child health care (mainly immunization), though  
they do provide general health-care services to an extent.  
In order to improve access, the primary health centers should 
be upgraded to provide comprehensive health-care services 
by including the general health-care and diagnostic services 
(for which generally the patients are referred to next-level  
hospital) and by improving the quality of services, which  
contribute to satisfaction and improve the access. Upgrading 
the primary health-care facilities to provide treatment, diag-
nostics, and drugs to common illnesses would reduce the 
burden on the households to travel long distances to higher- 
level hospitals as well as the pressure on the secondary and 
tertiary hospitals. Many scholars have highlighted the insuffi-
ciency of health-care staff and urged for recruiting various 
cadres of health-care providers, and for improving their living 
and working conditions.[13] Improving the physical quality of 
the health-care premises and people-friendly attitude of the 
health-care providers are essential. The governments should 
ensure relatively good infrastructure in its facilities.[17] Hence, 
it is important to make reforms in the primary health-care sys-
tem to make it comprehensive with public health interventions, 
with improved quality of care, including the free drugs supply 
and diagnostics. Also, it is known that a great proportion of 
out-of-pocket expenditure is on drugs and diagnostics, even if 
people utilize the consultation services at government health-



Babu and Kusuma: Universal health coverage in India

International Journal of Medical Science and Public Health | 2016 | Vol 5 | Issue 03386

care facilities. To address the issue on the provision of drugs, 
successful models in various Indian states can be replicated.  
For example, as in Tamil Nadu, a centralized drug procurement 
repository and streamlining the supply may be developed.[18] 
Comprehensive primary health-care models underpinned  
by biopsychosocial approaches as in Latin American countries  
should be taken into consideration while proceeding for reforms 
in primary health care. It is important to reform the primary 
health-care system on the basis of the principles of Alma-Ata 
to make the primary health care as a vehicle to achieve UHC. 

The private health-care sector has grown big and a major 
provider for the people of India. Private sector is accounting  
for 80% of outpatient and 60% of in-patient care in India.[19]  
A shift from the individual provider to the corporate style health  
care made the health care costly for the poor and middle 
classes. It is important that regulatory mechanism on the 
cost for health care in the private sector should be brought.  
The private insurance schemes can only work well if the  
government tightly regulates the insurers and health providers, 
both in the premium they charge and in the services they  
provide.[20] The health-care expenditures to the private sector  
are mainly out of pocket and some public funds are also  
diverted to the empaneled private hospitals. It is also known 
that while a small proportion of population benefited through  
these insurance schemes, mismanagement and provider- 
induced demand for services are rampant.[21] Unnecessary 
procedures such as rampant prescription of hysterectomies 
are known.[22] Evidence from other countries, particularly the 
Latin American countries, also revealed that these health 
insurance schemes did not bring the out-of-pocket expendi-
tures down; of course, they offered some protection from  
being the expenditures catastrophic.[11,23] Except the man-
datory health insurance schemes such as Central Govern-
ment Health Scheme (CGHS), Employees’ State Insurance 
(ESI), and Employees’ Health Scheme (EHS), none of the 
insurance schemes (either private insurance or the govern-
ment-sponsored schemes such as Rashtriya Swasthya Bima 
Yojana—RSBY) offer complete protection to the people when 
in need. The private medical insurance schemes are costly. 
Hence, pooling of resources for health in the form of addi-
tional taxes (including sin tax on tobacco products, alcohol, 
etc.) and contributions of private firms (who engage informal 
workforce) is necessary for the provision of health security. 
The public as well as the private firms who engage a great 
workforce, mainly the internal migrants, in the developmental 
activities should provide basic amenities, including the health 
care. Specific strategies are to be implemented to bring the 
vulnerable groups, which usually get excluded from getting 
access to the services, into the health system’s purview. It is 
evident that government’s efforts will bring desired change. 
The introduction of National Rural Health Mission (NRHM) in  
states with poor health infrastructure accelerated the reduction 
of infant mortality and fertility as well as raising the proportion 
of institutional deliveries.[24]

Thus, India is moving forward to achieve UHC. Though  
the UHC is not a dream, its journey is in the depths of  

despair, in terms of budgetary constraints, missing political will, 
and lethargic attitude of government health-care machinery.  
The future strategies and policies and the international 
pressure, hopefully put India on the track to make progress  
toward UHC. Improving existing government health facilities, 
and particularly, revamping the primary health-care system, 
could be the possible way to achieve UHC. Health insurance  
schemes may be the supplement to this effort by implementing 
some tailored schemes for certain sections of populations 
for selective services. As there is no clear roadmap for UHC 
with government, efforts must be made to unveil the broad  
policy-level plans and sub-national and regional-level micro-
planning to achieve UHC. More importantly, the government  
should give priority to the benefits of the people over the market  
pressures.
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