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ABSTRACT
India is a signatory to the 65th World Health Assembly resolution that calls for developing health system that ensures universal health coverage (UHC) for its citizens. Though the health system in India is governed by the philosophy of making health
services available and accessible to all irrespective of their ability to pay, existing health system challenges calls for rethinking
and re-strategizing the path to UHC. This paper compares India’s progress to UHC with three countries known to have made
excellent progress towards UHC in their own unique way - China, South Korea and Thailand. This paper concludes that the
increased public funding in healthcare, regulating cost and improving efficiency of private sector health services, universal
coverage of population with financial protection, and access to a comprehensive service package to all insured are measures
that have the potential to reduce catastrophic health expenditure and hence a way forward for India to progress towards UHC.
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Introduction

I

ndia is a signatory to the 65th World Health Assembly
resolution that calls for developing health system
that universal health coverage (UHC) for its citizens.
The UHC framework encompasses three dimensions
i.e. increased number of services made available to the
maximum possible population at affordable cost.1 The
concept in practical terms means that no one in the country
should be deprived of accessing quality assured preventive
and curative healthcare services due to their inability to
pay for such services.
When sick, while the patient is already loosing health, they
need assistance to recover. In such a situation, if required
health services are not available or available but not good
in quality or available but expensive to afford, it causes
distress to the patients. In such circumstances where
people continue to fall sick, but are unable to access the
system due to various systemic challenges, it may cause
prolonged sickness and disease burden in the country. In
addition it also causes financial burden to the household.
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For example, around 39 million (30.6 million in rural and
8.4 million in urban areas, respectively). Indians fell into
poverty as a result of out-of-pocket (OOP) expenditures in
2004-05.2
The solution could be two-fold: 1) the country must make
available a healthcare system that is capable of providing
quality services to its majority population; and 2) the
country establishes mechanisms that ensures people’s
access to this healthcare system irrespective of their
paying capacity.
While the focus of this paper is to analyse the health
system’s context in India in relation to UHC, the paper also
draws lessons from three countries known to be successful
in making progress towards UHC – China, Thailand and
South Korea.
The first section of this paper illustrates India’s context
in the light of two solutions suggested above. The second
section presents the case studies of the three countries.
The later sections discuss and conclude with some lessons
drawn for India to enable its journey to UHC.

India’s Journey to UHC
Indian Healthcare Set-up
The core principle of UHC i.e. “Universalism” is not new to
India. The Bhore committee was set up by the Government
of India (then British India) in 1943 to investigate and
recommend improvements to the Indian Public Health

Reetu Sharma and Somen Saha. The Quest for Universal Health Coverage in India: Lessons from Peer Countries

Journal of Health Systems

system focussed on the principle that ‘nobody should be
denied access to health services for his/her inability to pay’
and that the focus should be on rural areas.3
So since 1940’s, this led to the establishment of an
extensive network of healthcare infrastructure comprising
of health sub-centers, Primary Health Centers (PHCs)
and Community Health Centers (CHCs) in rural areas,
and multi-specialty hospitals in urban areas funded by the
government.4 But from the 1980’s, the idea of government
as a major health service provider underwent transition
due to the inadequacies of the public system to meet public
demands. Further, persistent low public spending on health
focussed mostly towards hospital-based care resulted in
utilization of public health facilities only by about 20% for
outpatient services and 45% for inpatient care.5 The World
Bank data shows that India’s public spending on health is
among the lowest with Sri Lanka spending 1.8 percent,
China spending 2.3 percent and industrialized economies
such as USA, UK, Spain and Germany spending between
6.5 – 8 percent of their Gross Domestic product (GDP) on
health care.6
Liberalisation of healthcare sector in India invited private
players participation as part of health sector reforms since
1980s. This no way means that the private sector did not
exist in some or the other form all this while. But the
impetus given to private sector’s participation, especially
multinationals in Indian healthcare system since 1980’s
is the reason that today the private sector has become the
dominant healthcare provider in India.2 This privatization
has grown from five to ten percent during 1940s to 82 percent
of outpatient visit; 52 percent of inpatient expenditure; and
40 percent of births in private institutions by 2005.7 Profit
motive of private sector, a weak regulatory structure to
monitor private practice, and poor social health protection
lead to a situation of high health care cost in India, mostly
met through OOP spending at point of care.8 Inefficient
control of drug prices, weak procurement and distribution
mechanisms, over-prescription of medications, and a
poor risk-pooling system exacerbate inequitable access to
affordable and effective drugs.9,10
Thus the current healthcare system is ailing with problems
such as - 1) low public spending on health resulting in
poor state of affairs in public healthcare institutions;11
2) complexity of emerging diseases and disorders that
may escalate demand for healthcare services;12,13 and 3)
privatisation of healthcare services in an unregulated
atmosphere that is leading to high OOP expenditure by
people on health.5,14 Such a scenario explains that while the
“demand for services” and the “availability of services”
exist, the access to these services may be limited due to
their quality (mainly in case of public sector) and cost
(mainly in case of private sector). The increased OOP
expenditure on health may all the more be a problem for
22% Indian population classified as below poverty line
and many others that constitute the middle class of India.15

7

jhs.healthequity.co.in

As a solution, while increased public spending on health
may improve the quality issues in public health settings,
other initiatives e.g. regulating and monitoring private
sector against its malpractices and escalated costs,
and exploring various pre-payment and risk pooling
mechanisms to financially protect people against OOP
health expenditures can address both-quality and cost
dimension of healthcare services in India. The following
sub-section explains various mechanisms of financial
protection available in India to improve people’s access to
healthcare services.
Social health protection through insurance to improve
access to health services
Broadly the financial protection for people to access
required healthcare services and avoid facing catastrophic
healthcare expenditure on their overall lives could be of
three types- i) fully funded by the governments using tax
payer’s money; ii) contributory in nature with portions
contributed by government/employer and rest by the
beneficiaries; and iii) totally self-funded by the beneficiaries. The principle behind all these is “risk and resource
pooling”. This means pre-payments by all those currently
healthy but assuming a risk of illness anytime in the future.
India offers a mixed basket of health insurance schemes to
its population- 1) the Central Government Health Scheme
(CGHS) and the Employee’s State Insurance Scheme
(ESIS); 2) voluntary health insurance through private and
public health insurance companies (including community-based health insurance); and 3) public-funded health
insurance schemes.
The first type of social health protection is a contributory
system for the civil servants and formal sector employees,
and partially public funded. The CGHS and ESIS together
cover only about five percent or 58.5 million of India’s
population.16 The second type of social health protection,
mainly through private insurers were promoted during the
post liberalisation period in India to give high and middle
income individuals an option to avail tertiary care health
facilities.17 These schemes are essentially voluntary in
nature. In addition, community based health insurance
schemes gave the option to avail primary and secondary
health care. The third type of social health protection aims
to cover people living below the poverty line by providing
fully subsidised coverage to a limited set of secondary
and tertiary in-patient care. In order to protect the poor
households from high OOP payments, the government of
India launched a social health protection scheme, called
the Rashtriya Swasthya Bima Yojana (RSBY) in 2008.
Population below the poverty line are eligible to enrol in
the scheme for a registration fee of US$ 0.5 per family per
annum. The family gets cashless coverage for treatment
cost up to US$ 500 per annum in empanelled public and
private hospitals.18 While RSBY is nearly completely
tax-funded, implementation is contracted at state level to
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public and private insurance companies based on a tender
process.19 Several state governments also have initiated
their own social health protection schemes to cover the
poor against tertiary care expenses.20
Each of the three types of schemes has challenges of
its own. The first type excludes people working in the
informal sectors or not working at all, thus does not reach
scale and hence defeats the ethos of equity and universality.
The second are mostly voluntary in nature, thus limited in
coverage. The third type, though aims to cover the poor,
face the design issue of not covering outpatient care cost-a
key contributor to catastrophic healthcare expenditure;21
face the risk of disproportionate increase in tertiary rather
than primary or secondary sector expenditure as they
cater to expensive hospitalization treatment;22 and many
other operational challenges e.g. greater utilisation by
those more socio-economically and politically powerful
than otherwise,23 poor and incomplete enrolment of those
eligible,24 and limited service utilisation due to limited
awareness among beneficiaries.25 Most health insurance
schemes in India exclude out-patient care, a key driver to
OOP expenditure.16
But apart from these design, implementation and
management challenges, the major issue is that while,
together, these schemes had only been able to cover an
estimated 302 million people, or roughly one-fourth
of India’s population until 2010.16 The key question is
coverage for the remaining 930 million populations.
So while the services are available in India, the existing
mix of financial protection system is still unable to make
the healthcare services accessible to the majority of its
population - one of the key principles of achieving UHC.
Thus there is a need to find ways to provide some kind
of financial risk protection against increasing healthcare
costs for the remaining 930 million people of India.

Progress in Peer Countries
China, Thailand and South Korea have made vast progress
in ensuring UHC. Before understanding various means
and mechanisms adopted by the three countries to move
towards UHC, it is important to understand their context
in relation to India. Table-1 presents some facts about
these countries in relation to India, mainly around health
expenditure.
South Korea
Country context: South Korea or the Republic of Korea
is a high income country with the population of 50.22
million in 2013. While the country has low employment
rate in formal sector and majority of its population is selfemployed, population in the country has experienced a
shift to the formal sector in recent years.26 In 2012, the
country spent 7.5 percent of its GDP on health care. The
share of public money in total health expenditure was 54.4
percent while the share of OOP in total health expenditure
8
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Table 1. Inter-country comparison on some health related indicators
India

South
Korea

China

Thailand

Income Category

Lowmiddle

High

Uppermiddle

Uppermiddle

Total Population in
billion (2013)

1.252

0.050

1.357

0.067

Parameters

GDP in trillion (US$)

1.8
1.3
9.2
(2010-14) (2010-14) (2010-14)

0.3
(2010-14)

Per capita GDP (current US$)

1,497

25,977

6,807

5,779

% Expenditure of GDP
on health (2012)

4

7.5

5.4

3.9

Health expenditurePublic (% of total
expenditure) (2010-14)

33.1

54.4

56

76.4

Health expenditureOOP (% of total
expenditure on health)
(2012)

57.6

36.1

34.3

13.1

Per capita health
expenditure (2010-14);
(US Dollar)

61

1703

322

215

Source: GDP data, Available from http://data.worldbank.org/indicator/NY.GDP.MKTP.
CD/countries

was estimated to be 36.1 percent during 2010-2014, the
rest being other sources.
Financial protection: The Korean journey of health
insurance started in 1977 when National Health Insurance
(NHI) was made compulsory for workers in the formal
sector. The scheme was extended to the entire population
in 1989. Expansion was achieved gradually, covering
employees of smaller firms to rural and urban residents
through pilot programs. Korea adapted its model from
Japan’s national health insurance system.27 The Korean
scheme is based on three central principles – i) mandatory
coverage, ii) payment of contribution on the basis of ability
to pay, and iii) receipt of benefits according to need.28
The first principle ensures universality and the latter two
promote equity.
Such mandatory and contributory social insurance in Korea
means that formal sector employees will make contribution
in their insurance scheme, equal to that made by the
employer based on their wages and this will constitute their
insurance cover. For the self-employed, the contribution
is based on their income level, assets and property.29 This
necessitates the need to establish a reasonable contribution
rate which was easy to administer. Contribution rate
was calculated based on pilot projects among counties
(administrative unit) in 1981, and then rolled out in 1988,
based on findings from the experiment. The contribution
was calculated based on a flat rate payment of US$1.5 per
household, and a graded contribution determined by the
resident autonomous committee based on the level of taxes
paid, farm land owned, and the standard of living. This
contribution mechanism was further refined based on four
parameters, divided into two parts: basic contribution and
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capacity-based contribution. The basic contribution was
a per-household flat rate which was equally applicable to
all households, and an amount obtained by multiplying
the insure flat rate by the number of insured individuals
in the household. The capacity-based contribution was
further subdivided into two parts: an income-rated portion
and a property-rated portion. However, the process of
calculating contribution from the self-employed had its
challenges, as context differs between rural and urban
sector.26 The NHI’s revenues consist not only of contributions from the employed and self-employed, but also
government subsidies, financed through general taxation.
Thus the NHI fund has contributions from the employers,
employees, self-employed and government subsidies.
Challenges and solutions: While today the financial
protection against availing health services is universal in
South Korea, even their system had its share of challenges
in improving the efficiency of private health sector and
reducing private healthcare costs. The highly privatised
healthcare system under the fee-for-service creates a
‘supplier-induced demand’ with providers increasing
volumes of services by inducing unnecessary health-care
treatments for profits. There were instances of high rate
of caesarean section, and Magnetic Resonance Imaging
(MRI) scans.26 For example, between 1985 and 1999
caesarean section rate increased from 5.6% to 43%. As a
measure to regulate private sector, Korea has piloted a new
system of Diagnostic Related Group (DRG) which standardized clinical practices. The scheme benefit package
includes curative services, but also biannual health check
and vaccination from public health centres.
The country has also introduced a capitation based
outpatient treatment reimbursement mechanism.30 For
outpatient care, a graded co-payment system was adopted
that encourages visits to physician clinics, rather than an
expensive hospital outpatient centre.29
China
Country context: China is an upper middle income country
with the population of 1.36 billion in 2013. This is roughly
equally split between rural (48%) and urban (52%)
population. The country spends 5.4 percent of its GDP on
health which is 1.4 percent more than that of India. Of this,
56 percent is public and 34.3 percent is OOP expenditure.
This means that China spends 23 percent more through
public funds compared to India. People in China are
experiencing economic, social, environmental, and
disease burden transition.31 The population is increasingly
demanding access to health services and reductions in
OOP health expenses. Per capita health expenditure in
China is 261 US dollar more than that in India.
Financial protection: In 2003, the government of China
started a New Rural Cooperative Medical Scheme
(NRCMS)—a scheme financed mainly by the government,
with small contributions from farmers and collectives,
9
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to cover medical costs. Through this scheme 95 percent
of its farmers (0.812 billion) were covered as on June
2012.32 Two other schemes were set up to cover the urban
population: the Urban Resident Basic Health Insurance
(URBHI) and Urban Employee Basic Health Insurance
(UEBHI). Simultaneously, China established a Medical
Financial Assistance system (MFA) for the poorest citizens,
which covers medical care for more than 68·76 million
people, including direct aid to severely disabled people,
elderly patients, and seriously ill patients in low-income
families.32 With this expansion of population covered
under insurance, the above schemes also greatly expanded
the range of health services to the insured population.
Challenges and solutions: Changing demographic characteristics with rapid ageing population, weak disease
surveillance system, ineffective cost control for medical
care are some of the key challenges of the country’s health
system.32 Without addressing the above problem, enhanced
investment and range of social health protection schemes
are unlikely to be effective in China’s commitment for
UHC by 2020. At the country level, the recent 12th five
year plan focuses on optimal use of resources to curtail
costs, increasing government investments and reducing
OOP expenditure to less than 30 percent. Efforts need to be
made to improve, regulate and standardise inpatient reimbursement plans and undertake broad outpatient pooling
fund reimbursement to benefit more and more people.
Thailand
Country context: Thailand is widely cited as a one of the
development success stories with remarkable progress in
social and economic issues, moving from a low income
country to an upper-middle income economy in 2011.6
It is likely to meet most of the Millennium Development
Goals (MDGs) on an aggregate basis. While Thailand’s
spends equal proportion of its GDP on health as by India,
the contribution of public funds is 43.3 percent more than
that of India. This means that the Thailand health system is
highly public funded compared to countries such as India,
China and South Korea.
Financial protection, challenges and solutions: Prior
to 2002, the country had publicly financed health care,
with a large benefits package given only to the poor. This
approach meant that the non-poor had to finance their
care either through OOP payments or private voluntary
insurance.33 Disadvantages of this system include a costly
administrative arrangement to identify and protect the
poor and to organize the collection of co-payments and
premium from the non-poor.34 In 2002, the government of
Thailand passed the National Health Security Act with an
aim to provide universal coverage for its population against
health expenditure. The scheme originally known as “30
Baht Scheme”, in line with the small co-payment charged
for treatment, extended insurance coverage to 47 million
or 70 percent of the population who were not formally
insured earlier. This financial protection was entirely paid
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out of government revenues.33 To be enrolled in Universal
Coverage Scheme (UCS) all members must register with
a Contracting Unit for Primary care (CUP) and receive a
card for care in their home area. The important dimension
of Thailand’s UCS scheme is that all registered beneficiaries are entitled to a comprehensive benefits package that
includes both inpatient and outpatient care, curative (with
some exclusions) and preventive healthcare focused on
health promotion and disease prevention e.g., immunizations, annual physical check-ups, premarital counselling,
antenatal care and family planning services.35

Lessons for India
The country case study highlights the following lessons
for India in terms of progress towards UHC.
Increase public spending in health: Recommendations of
various expert groups to increase public spending on health
in India finds additional support from the case studies of
the three countries included in this paper. All the three
countries have higher public spending and consequently
lower OOP expenditure in health than India. In India, the
increased public spending in health may not only improve
the quality and hence access of the available public health
services, this may also bring down the OOP expenditure
that people make when they are forced to access the
expensive private sector due to the inadequacies of public
sector. Also, as followed in Korea, the increased public
funding can be utilised to make some standard health
insurance contribution by the government per household
(excluding those below poverty line) where the remaining
is contributed by the household based on their assets and
paying capacity.
“Free for some and contributory for others”: While social
health protection is a key imperative to reduce high OOP
health expenditure, the question is what form it should
take in India: “free for some and contributory for others
(India and China)”, “contributory for all (Korea)” or “free
for all” (Thailand)? While “free for all” public-financed
health protection scheme is ideal, the model is impractical
for India because of its large population working in the
informal sector, thereby limiting its tax-base. Also the
fact that 22 percent of Indian population is below poverty
line hence with no capacity to contribute to health
insurance, “contributory for all” model is not a practical
solution. Hence in such a scenario, “free for some and
contributory for the majority others” only seems to be the
feasible solution for India to cover remaining 75 percent
of its uninsured population. In this regard, the Korean
experience provides lessons for expanding the compulsory
and contributory health insurance scheme to all those
not covered under publically financed schemes. A detail
study of the Korean model for calculating the capacity
based contribution by the beneficiaries and standard per
household contribution by the government can provide
pathways to implement such a system in India.
10
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Improve private sector efficiency and control cost: Only
making health insurance compulsory or ensuring that
everyone has a financial cover to meet some of their
healthcare costs does not bring down the healthcare
expenditure in the country. Equally important is to bring
down the cost of healthcare services under control. While
evidence from India about malpractices followed by private
sector to increase their profits by increasing health services
cost is discussed in this paper, there are many lessons that
India can learn from the three countries discussed here.
The Korean innovation of standardizing clinical practices
to reduce unnecessary drug and diagnostics cost; similar
initiatives by China to regulate private sector; practices
like capitation fee on inpatient care in Korea; and fee for
comprehensive care package rather than fee for service
initiatives in Korea and Thailand are some models India
must study and adopt to make private sector more efficient
with reduced cost of healthcare services.
“Fee for comprehensive service package” than “fee
for service”: Most schemes in India provide exclusive
in-patient cover for tertiary care. The fee-for-service for
providers of tertiary care is the reason for escalated costs
of tertiary care and imbalance between primary secondary,
and tertiary care services in India. Initiatives to cover
outpatient care in India are limited. There are evidence
that majority OOP expenditure is spent on medicines by
both-in-patients and out-patients.21 Thus financial covers
for both in-patients and out-patients care are needed.
Also there are debates in India that the health insurance
models focus mainly on curative care and tend to leave
limited public resources for preventive care. In the light
of these facts, India has lessons to learn from the other
three countries discussed in this paper e.g. comprehensive
service benefit package with both preventive and curative
care innovated in Korea and Thailand; and inclusion of
out-patient care cost under insurance cover in Korea and
China.

Discussion
The four countries comparative case study shows various
similarities in the means they have adopted to reach
UHC. Korea, China and Thailand contribute more than 50
percent through public funds as part of their total health
expenditure. In comparison, public spending on health is
lowest in India among the four countries (43.3%, 23% and
21% less in India than Thailand, China and South Korea
respectively). Consequently OOP spending on health
in these countries are lower than that in India (21.5%,
23.3% and 44.5% less in Korea, China and Thailand
respectively).
While 75 percent of Indian population is still uninsured,
South Korea has adopted compulsory insurance model
that covers its entire population, China’s majorly public
funded insurance schemes are close to covering its entire
population and tax funded health insurance model of
Thailand has also covered its full country population.
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India has three major types of social health protection
mechanism: contributory for central government
employees and large industrial employees, public-funded for people living below poverty line, and voluntary
insurance for the rest of its population. Korea follows
a contributory model for all based on capability to pay.
China also follows a contributory model but majorly
funded through public funds. Thailand follows a fully
government funded model.
It is also noted that the three countries (India, South Korea
and China) are seen to be facing the problem of expensive
private healthcare services that affects the overall
healthcare costs in the country. Both-Korea and China
are seen to be taking strong measures to regulate and
standardise practices followed by private sector to be able
to control cost and promote efficiency. Health planners in
India have to gear up its stewardship to regulate activities
of its private health sector.
Korea, China and Thailand are exploring innovating
approaches to provide comprehensive service benefit
package to people rather than insurance coverage for
selective services. These countries are moving from a “fee
for service” approach to capitation fee/reimbursements for
comprehensive package.
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Initiatives towards rationalisation and regulation of costs
of various services offered by private sector and inclusion
of basket of services e.g. inpatient and outpatient in
an insurance package would make more sense for the
government if it has to contribute in the financial protection
for all its citizen to enable them to access to private
healthcare services. Lessons from the other countries also
show that deciding a capitation fee of a comprehensive
package of services rather than fee for service makes it
convenient for the government to administer, people to
use, and also reduces OOP expenditure.
Finally, while a public funded health system to meet
maximum of people’s healthcare needs is ideal, a graded
mandatory health insurance system where those who are
below poverty line are covered through public funds and
rest have to pay a contribution to join the scheme is the
feasible option. Such a scheme with specific standard
contribution by the government per household, if expanded
to all, will ensure coverage for a range of essential services,
and without causing financial distress. It is time for policy
planners in India to develop a firm plan to walk the path,
learning from experience of countries that have succeeded
in moving forward to meet the goals of UHC.
Conflict of Interest: None declared

Hence increased public funding in health, regulating cost
and efficiency of services offered by private sector, near
universal coverage of population with financial protection,
access to comprehensive than selective service package to
all insured are all measures that reduce OOP expenditure
in health and are ways forward to progress in all three
dimensions of UHC i.e. increased services available to
maximum population irrespective of their paying capacity
(financial protection).

Source of Funding: None

Conclusion
India is committed to UHC for its citizen. To realise
this, India has existing public healthcare infrastructure
and similarly vibrant private sector. While the country’s
public health system is falling short of meeting people’s
expectation in terms of quality, the private sector is out of
reach for many due to its expensive services. Realizing the
current state of each of these systems, efforts are needed
to take maximum advantage of its strengths and minimize
the weaknesses.
The public health system requires infusion of public funds
to revitalize it in terms of human resources, infrastructure,
real time health information system, drug cost, equipment,
and supportive services. Such revamping of public health
system is important for it to be able to win back people’s
trust and efficiently cater to people’s health needs with
minimum OOP cost. Though this should be the prime
focus of India to ensure UHC to its citizen in the long run,
the potential of the available private sector should also be
harnessed with adequate strategies in the meantime.
11

References
1.

WHO. Health systems financing: The path to universal coverage
[Internet]. WHO. [cited 2016 May 2]

2.

Selvaraj S, Karan AK. Deepening health insecurity in India:
Evidence from national sample surveys since 1980s. Economic and
Political Weekly. 2009:55-60

3.

Goel S. From Bhore Committee to National Rural Health Mission: A
Critical Review. Internet Journal of Health. 2008;7(1)

4.

Khan MI, Banerji A. Health Care Management in India Some
Issues and Challenges. Journal of Health Management. 2014 Mar
1;16(1):133–47

5.

Ramani K, Mavalankar D. Health system in India: opportunities and
challenges for improvements. Journal of health organization and
management. 2006;20(6):560-72

6.

World Bank. World Development Indicators: World Bank Publications; 2015

7.

Sengupta A, Nundy S. The private health sector in India: Is
burgeoning, but at the cost of public health care. BMJ. 2005 Nov
19;331(7526):1157–8

8.

Mishra S, Duggal R, Lingam L, Pitre A. A report on health inequalities in Maharashtra. 2008

9.

Selvaraj S, Nabar V. Access to medicines in India: issues, challenges
and response. India Health Report–2010 New Delhi: Business
Standard Limited. 2010:83-96

10. Yip W, Mahal A. The health care systems of China and India:
performance and future challenges. Health Aff (Millwood). 2008
Aug;27(4):921–32
11. Roy K, Howard DH. Equity in out-of-pocket payments for hospital
care: evidence from India. Health Policy. 2007 Feb;80(2):297–307
12. Quigley MA. Commentary: shifting burden of disease--epidemiological transition in India. Int J Epidemiol. 2006 Dec;35(6):1530–1
13. Jeemon P, Stephen M. Health outcomes in Indians in comparison

Reetu Sharma and Somen Saha. The Quest for Universal Health Coverage in India: Lessons from Peer Countries

Journal of Health Systems

with other countries: India specific summary findings based on World
Health Statistics (2008). Indian J Med Res. 2009 Nov;130(5):570–2
14. Gudwani A, Mitra P, Puri A, Vaidya M. India Healthcare: Inspiring
possibilities, challenging journey. 2012
15. Planning Commission of India. India human development report
2011: Towards social inclusion: Oxford University Press; 2011
16. Reddy S, Selvaraj S, Rao KD, Chokshi M, Kumar P, Arora V, et al. A
critical assessment of the existing health insurance models in India.
a report submitted to the Planning Commission of India, January,
New Delhi. 2011
17. Shahi MAK, Gill HS, Tariq Q, Ismail Z, Kakade O, Varunny J.
Origin, Growth Pattern And Trends: A Study Of Indian Health
Insurance Sector. IOSR Journal Of Humanities And Social Science.
2013;12(3):1-9
18. Swarup A, Jain N. Rashtriya Swasthya Bima Yojana - India. New
York, USA: UNDP; 2011
19. Duran A, Kutzin J, Menabde N. Universal coverage challenges
require health system approaches; the case of India. Health Policy.
2014 Feb;114(2-3):269–77
20. La Forgia G, Nagpal S. Government-sponsored health insurance in
India: Are you covered?: World Bank Publications; 2012
21. Selvaraj S, Karan A. Why publicly-financed health insurance
schemes are ineffective in providing financial risk protection.
Economic & Political Weekly. 2012;47(11):61-8
22. Shahrawat R, Rao KD. Insured yet vulnerable: out-of-pocket
payments and India’s poor. Health Policy Plan. 2012 May;27(3):213–
21
23. Nandi A, Ashok A, Laxminarayan R. The Socioeconomic and Institutional Determinants of Participation in India’s Health Insurance
Scheme for the Poor. PLoS One. 2013;8(6):e66296
24. Ganesh G. Social exclusion of women in a health financing scheme
in Karnataka, India. 2014

12

jhs.healthequity.co.in

25. Seshadri T, Trivedi M, Saxena D, Soors W, Criel B, Devadasan
N, editors. Impact of RSBY on enrolled households: lessons from
Gujarat. BMC Proceedings; 2012: BioMed Central Ltd.
26. Jeong H-S. Expanding insurance coverage to informal sector
population: experience from Republic of Korea. World health report.
2010
27. Lee J-C. Health Care Reform in South Korea: Success or Failure?
Am J Public Health. 2003 Jan;93(1):48–51
28. Shin Y. Health care systems in transition. II. Korea, Part I. An
overview of health care systems in Korea. J Public Health Med. 1998
Mar;20(1):41–6
29. Kwon S. Thirty years of national health insurance in South Korea:
lessons for achieving universal health care coverage. Health policy
and planning. 2009;24(1):63-71
30. Jones RS. Health-care reform in Korea. OECD Publishing, 2010
31. Swinburn BA, Sacks G, Hall KD, McPherson K, Finegood DT,
Moodie ML, et al. The global obesity pandemic: shaped by global
drivers and local environments. Lancet. 2011 Aug 27;378(9793):804–
14
32. Marten R, McIntyre D, Travassos C, Shishkin S, Longde W, Reddy
S, et al. An assessment of progress towards universal health coverage
in Brazil, Russia, India, China, and South Africa (BRICS). Lancet.
2014 Dec 13;384(9960):2164–71
33. Limwattananon S, Tangcharoensathien V, Tisayaticom K, Boonyapaisarncharoen T, Prakongsai P. Why has the Universal Coverage
Scheme in Thailand achieved a pro-poor public subsidy for health
care? BMC Public Health. 2012;12 Suppl 1:S6
34. Jamison DT, Summers LH, Alleyne G, Arrow KJ, Berkley S,
Binagwaho A, et al. Global health 2035: a world converging within a
generation. Lancet. 2013 Dec 7;382(9908):1898–955
35. Hughes D, Leethongdee S. Universal coverage in the land of
smiles: lessons from Thailand’s 30 Baht health reforms. Health Aff
(Millwood). 2007 Aug;26(4):999–1008

Reetu Sharma and Somen Saha. The Quest for Universal Health Coverage in India: Lessons from Peer Countries

