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209) pihar, being one of .the nc‘llost Populou§ .and economj

) (CSDH’, paract erised by economic an ' SO.C1al conditions that cop
9 ante? is es, in their access to and utilisation of health care servic
- he PO°F 0t : ’e { as an important social identity that influences man
olf];ei)ll'lg (Das, 1984). There exists evidence of caste disparit

ation of health care. With regard to morbidity and diseqs
ere Was @ disproportionate burden of disease among t

nted for 25 percent of the total population but i~ a

u ons. Kumar et al. (2020) observed adole:i:eeft;n bazlilna}nsed and had
ar reporting significantly higher gynaecological morbidity thanrtlg(l;: & [t)O SC afnd
Castﬂ-baSEd inequality is observed in the access to and utilisation of ree el.ongmg
oothe CaSte;ealth care, especially for women and children. Mittal and Meenakship(z\éimwe and
Promotion e differences in the utilisation of Integrated Child Development Services5)lfound
idence © different caste categories, they observed that the highest non-participation rat( CDS)
e SC nouseholds (53 percent'), and tl?e share of S'C households was lowest among thoiiv‘:,;rz
.+ ted and qvailed comprehensive SErvices. Balakrishnan et al. (2016) too found institutional
St ower among the SCs and STs. Shetty et al. (2017) found caste differences in immunijsati
liveries ¢ essential vaccines. Full immunisation coverage was highest in the general cat S
cove;%)e (f)ollow"-d by the OBC category (63 percent), and lowest in the SC/ST category (;Se;?:rr;r(lf)g
Pigl " a,l. (2018) observed (tlh?t S((.i: women had i}lllaqeq(lila‘t ASHA coverage, poor information access,
higher transport costs, a'n ace fmore Enau('ic c;).rlse. c ar.ges compared to general caste women,
early indicating the existence of caste-base 1scr1mfnat10n. Women belonging to marginalised
te groups Were found to have lower odds o.f attend.lng antenatal check-ups and delivering at a
fclity (Wilhelm et al,, 2021). A study on the immunisation among the children of migrant brick
kiln workers in Bihar, who were mostly SCs, found little more than half of the children were fully
" inmunised and around 6 percent of the children were not immunised at all (Kumar et al., 2020). If
| aste-based inequality is significant for preventive and promotional health care services, which are
" lugely provided by the government at no cost, it is reasonable to expect that such inequality will be
" morepronounced for curative health care, where the private sector is a large and significant provider,
| This chapter analyses health and the curative care sector in Bihar under the following four
| dimensions: (1) health status; (2) access to health care; (3) utilisation of health care; and (4) health
| areexpenditure. For the comparative perspective, Bihar is compared with Kerala and Tamil Nadu,
ssthe health sectors of these two states are known for their better performance on many dimensions
of efficiency and equity. The chapter uses data from the following sources: 5004 g0t 71%, and 75
rounds of National Sample Survey data; 5th National Family Health Survey; RBI State Finances:
Study of Budgets; and data published by the Central Bureau of Health Intelligence.

 The remaining sections of this chapter are organised as follows: The reported health status,
md.“di“g reporting of chronic illnesses, is discussed in the second section; the third section presents
apicture of access to health care using whatever limited information is available on th<.a 'hea.lth
infratructure and health human resources, especially for the public sectors the health care utxhsat.lon.
pthaeltz(r)nt()f the population for both outpatient and inpatient care is discus;edhmdiieefotﬁiiﬁisgz
dchuSzesd({f health care faced by households, insurance coverage, and public df: Jidpmakes jpe

in the fifth section; and the final section summarises the major findings an
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2. Health Status

latest estimates by the Sample Registration System, the infap, o’
o . 1 is Jower than the national average as well as many comparape ity ty e
Bihar is 27, Whlchfl}sl ow development indicators (see Appendix Table 7.A7), As fares they fa;n
in terms of human . A . s Ll

Ie); oi}t,alr?cy at birth (estimates for 2021-2025) is concemec(li Blhla}r 1sSth7e state with the lowey, fte el
pl difference (0.9 years), whereas females are expected to live 5. more years i Koy m R
If]e?;zles are expected to live longer than males given the same living conditions, op 4y, ingg

birth compared to males j crage, femal
are found to have 4-6 years longer life expectancy at bir p S I Most of g, , s
states. Bihar not falling into this pattern clear

ly indicates that females in Bihar are eXpecteq (&
d ideally be. This is also evident from the fact thy O live,,
lower number of years than they should ideaZly be. - Indian states), but for femal o e ]
expectancy, Bihar is the top 8th state (among the major Indian J " m' e life €XPectqy
Bihar is the 16™ state from the top anddon}ly ahead of comparable states like Odisha, Chhattisgar?
radesh, Assam, and Uttar Pradesh. i '
Magft}i,;Ia)t:sdfrom the last four health survey rounds by the NSS show that Bihar Consisteny
reports a lower morbidity rate compared to most of the states. The l:;est N S'St};iata (2017~1g) sh OW)s'
that Bihar has the lowest reported morbidity per 1090 population, along with Assam (25 Per 109
population). This is substantially lower than states like Kerala, Andhra .Pradesh, and West Bengy
(the states that show very high reported morbidity per 1000 .popfulatlon), even lower thyy, the
national average. Bihar also reports a very low incidence of chronic axlmentsf for the populatjop, aged
40 and above. Since the incidence of chronic ailments is expected to be higher among the e]de
population, most of the states do not fall into a pattern depicting a positive relationship betweep, life
expectancy at birth and the incidence of chronic ailments per 1,000 people. Keral-a, which has th,
highest life expectancy at birth (73.5 and 79.2 years for males and females, respectively) among the
major Indian states, shows a very high incidence of chronic ailments per 1000 population (380) for
the 40-year-old and above age group. The corresponding figures for Bihar for life expectancy are 70,9
and 71.8 years for males and females, respectively, and 18 for the incidence of chronic ailments, 1y
fact, the estimates from all four rounds of the NSS survey show Kerala’s consistently higher leve] of
reported morbidity in comparison to Bihar. There could be a number of reasons for the difference
in reported morbidity between Bihar and Kerala. First, the real disease burden could really be low
in Bihar compared to Kerala. To some extent, this may be true since Kerala has a much higher share
of the elderly in the total population compared to Bihar, and chronic morbidity is expected to-be
higher for the elderly population, An analysis of the distribution of reported ailments shows that
various communicable ailments still account for a larger share of the disease burden in Bihar, which
is not the case for Kerala, Ailments due to chronic non-communicable reasons are at a significantly
lower level in Bihar compared to Kerala. But this may also be an indication that chronic ailments
are perhaps underreported in Bihar. Second, realisation and recognition of morbidity are higher in
Kerala compared to Bihar due to a higher educational and health awareness level. Third, better access
to health care due to better availability of services and people’s higher purchasing power probably
encourages them to realise and express their morbidity and seek health care. In this context, Bihar
and Kerala show a very contrasting picture.

However, Anafld (2.0'14).has .obseth?d'low overall health status and wide inter-district and inter-
regional health disparities in Bihar. Prinja ef al. (2015) observed that in Bihar self-reported acute
ailments were higher than chronic ones, whereas in Kerala jt was just the Opposi;e In bo[Zh states. the
self-reporting of ailments showed a positive class gradient (i.e., an increasing tren.d of self. a es,t .
from the poorest to the richest economic status). In fact, the positive economic grasc‘laie-rfte I;(f)rs‘l:llfg
reported ailments was stronger in Bihar than in Kerala and stronger for chronjc ailments than acute

According to the
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ing burden of chronic
Stages, that might have

3, Access to Healthcare

infrastructure is concentrated in urban areas, A set of indj
pihar, Kerala, andfTamil Nadu are presented in Tables 7.1
the distribution o its government health infrastructy o
the distribution of. governr‘n'ent health infrastructure irse:eef::?ll);:;il :c?olg:t?vneare?}i' U}rlban bfl - 1:1
government hospital beds in urban areas and the share of urban residents in tli:1 tot(:als afe‘; :'Ot
The average number of government hospitals per 10 lakh population is much lower inpl(;fl?a: 2‘1’;1)
as compared to Kerala (36) and Tamil Nadu (32). When we focus on indicators like government
hosp ital beds per lakh population or government doctors per lakh population, Bihar sgi nificantl
lags behind Kerala and Tamil Nadu., » g '

It is wo.rth noticing that Bihar has a large number of AYUSH practitioners in comparison
to allopathic doctors (Table 7.2). In all three states (Bihar, Kerala, and Tamil Nadu), AYUSH
practitioners vastly outnumber the government allopathic doctors. However, the average number
of AYUSH practitioners per government allopathy doctor is 22 in Bihar, as compared to 7 in Kerala
and 2 in Tamil Nadu. Ayurveda and Homoeopathy doctors have an almost equal share among
the Ayush doctors in Bihar. It is important to know why such a large number of practitioners of
alternative medicines have flourished in Bihar. Is it due to the absence of adequate doctors practising
modern systems of medicine (popularly known as Allopathy), making treatment by a qualified
allopathy doctor more expensive for a large part of the population, or do people in general have a

true preference for alternative systems of medicine (AYUSH)? This issue needs to be taken up in the
analysis of the utilisation of health care.

and 7.2. Bihar shows a strong urban bias in

Table 7.1 Indicators of Access to Government Health Care and Urban Bias

Indicator Bihar Kerala Tamil Nadu
Share of rural population (2011 Census) 88.7 52.8 51.6
Share of government hospital bed in rural areas’ 44.4 42.3 50.2
Urban bias ratio 4.9 1.2 1.0
Government hospital per 10 lakh population’ 17.0 36.0 32.0
Government hospital bed per 1 lakh population’ 22.0 107.0 69.0
Government doctor per 1 lakh population’ 3.0 17.0 13.0

Source: Census 2011; National Health Profile 2022, Central Bureau of Health Intelligence (http://cbhidghs.nic.
in/) :

Notes: 1, Figures are from National Health Profile 2022 for years 2020, 2021; 2 Urban bias is calculated as a ratio between share
of urban in total government hospital bed and share of urban population in total population; 3. Figures for hospital, bed and
doctors are from National Health Profile 2022 for the years 2020/2021, estimated population for 2021
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Table 7.2 Availability of

Government Allopathy and AYUSH PraCtitione
———— rs

Bihar
Indicators far | Keral

e — T >
thic doctor 3300 m%
Number of government allopathic doct®? mopopeen - m

5
Number of AYUSH doctor : —— 3& %
AYUSH doctor per government allopathic doctor 4 \7‘\2
Distribution of AYUSH doctor: e F\\
: 6

Ayurveda practitioner (%) = _‘& %
UNANI practitioner (%) = 0.3 \}
Siddha practitioner (%) 0‘0 5.2 3\85
Naturopathy practitioner (%) 46'4 0.6 \73
Homeopathy practitioner (%) - &4\02
al Bureau of Health Intelligence (http://cbhidghs.nic.in/) N

Source: National Health Profile 2022, Centr:

Though we do not have any information on th.e C%istributi?n of health hl'lman resourceg betwee,
rural and urban areas, it is expected to have a similar or .hlghe.r urban'blas compared to yp,, i
observed for health care infrastructure. Going by the existing evidence, it seems like a challep in
task to motivate qualified medical practitioners to go to rural areas. A stud}f collecting informatioIl
on the willingness of the young doctors in Bihar to SELVE 'the rural POPulaotlon found discouragin
responses (Sinha, 2012). Only 9.1 percent showed their willingness to serve in rural areas, despite the
fact that 38.6 percent of them had a rural background.

4, Utilisation of Curative Healthcare

Access to health care for the population is an abstract notion that is difficult to observe and meagyre
as there are different dimensions to access, such as physical access, financial access, cultural access,
and so on. What we can observe empirically is people’s utilisation of health care, which is an outcome
of the interaction between the expressed need of the people for health care and access to health
care. The NSS collects information on utilisation of health care separately for outpatient care and
inpatient care with different recall periods. Whereas inpatient or hospitalisation data are collected
with a one-year recall period, outpatient data are collected with a 15-day recall period. As far as
outpatient care is concerned, the latest NSS data shows that only about two-thirds of all illnesses
received treatment on medical advice in Bihar. The figures are more than 95 percent for Kerala and
Tamil Nadu. Table 7.3 also presents the distribution of untreated ailments (i.e., ailments without
treatment on medical advice) by reasons for no treatment. Though ‘ailments not considered serious

enough’ is the dominant reason for no treatment, a relatively large percentage of respondents in
Bihar reported ‘non-availability of facilities in the nei

It is also important to notice that a lesser
and Tamil Nadu, cited ‘ailments not se
perception of the seriousness of an ail
reliable as an objective indicator, The
on medical advice shows a clear caste

disparity in the percentage of treatmen

ghbourhood’ as one of the important reasons.
percentage of respondents in Bihar, in comparison to Kerala
rious enough’ as a reason for no treatment, This is people’s
ment, which is not based on clinical assessment and is less
most recent data (2017-18) on the percentage of treatment

gradient for Bihar (Figure 7.1). There is a clear caste-based
t based on medical advice,




7.1 DPercentage of Ailments Received Treatment on Medical Advice in Bihar (2017-18)

Figure
goure: NSS 75th round unit-record data

[n Bihar, the share of government facilities in total outpatient care utilisation increased from
g3 percent in 1995-96 to 18.3 percent in 2017-18. However, in comparison to most of the major
ppdian states, Bihar still shows very low dependence on government facilities for outpatient care
(ippendix Table 7.A2). Even Kerala and Tamil Nadu, where the private health sector is well
fveloped, show much higher dependence on government facilities for outpatient care. In a state
uhere one-third of the population lives below the poverty line, people are expected to depend more
o inexpensive or free government health facilities for all types of health care needs. This pattern
isnot observed in Bihar. The disproportionately higher dependence of people on the private sector
firoutpatient care in the absence of a well-developed, standardised private outpatient care market
idiectly indicates the large presence of unqualified medical practitioners or/and AYUSH, which
e geting utilised by the vast majority of people in Bihar. This possibility is strengthened when
we look at the data on utilisation of outpatient care by system of medicine. Though allopathy is
tie dominant system of medicine for outpatient care, the degree of dependence is not the same for
rural‘ and urban populations. This rural-urban difference is more pronounced in Bihar compared to
lmil Nadu and Kerala. According to the latest available data from the NSS (2017-18), the share of

Wnallopathy in total outpatient care is 10.3 and 3.3 percent for rural and urban Bihar, respectively.
for rural and urban

i’:halafge rural-urban difference is not observed in Kerala (11 and 10 percent i urbat
o 1spectively) or Tamil Nadu (1.2 and 1.7 percent, respectively). Raza €f al. (2016), in thelr
J of rural Bihar, found that the majority of the population atilised some form of health care
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because, for acute ailments, close distance and travel nmractiti oners have an ing
health care providers, and certainly these rural medical p
the rural population. o efac
Perceived poor quality (unavailability and. dissati
why a large section of the population in Bl}.l' s
(Table 7.4). Poor quality at government facilities ’:1: o
cases (16.9 percent) in Kerala and a higher frequ;n ayrna)' 5
waiting at government facilities, which seems to ffhe differe
ig i in Bi is i ction 0
a big issue in Bihar. This is perhaps a refle _ dividuals pr
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nces in the opportunity cost of time j;,
obably tend to lose more income ¢
in

these three states. The family members of sick 1] Nadu than in Bihar when they spend longer
wage (both likelihood and amount) in Kerala and T;“?i f quality of care is improved at governmeny
hours seeking health care. This finding suggests tite g waiting times at government facilitieg,

o : ith lon
facilities in Bihar, people may not have much issue wit
nd Reasons for Non-utilisation of Governmep;

tion tOgether)

i a
Table 7.4 Utilisation of Private Facilities for Outpatient Care

Facilities (2017-18) .
Indicator Bihar Kerala TamﬂL\Iﬂu\
Outpatient care in government facilities (%) 18.5 47.5 54.0
Reasons for non-use of government facilities:
Required specific services not available (%) 11.6 7.9 B.L_
Available but quality not satisfactory (%) 33.2 9.0 29.3
Quality satisfactory but facility too far (%) 8.3 3.3 7.3
Quality satisfactory but involves long waiting (%) 4.6 20.2 28.6
Financial reason (%) 0.2 0.0 0.2
Preference for a trusted doctor/hospital (%) 30.5 50.3 23.2
Others (%) 1.6 9.4 3.0

Source: Estimated from NSS 75th round unit record data

As far as hospitalisation or utilisation of inpatient care is concerned, Bihar is a state with a very
low rate of hospitalisation per 1000 population (29) compared to most of the major Indian states
(Appendix Table A2). States like Kerala and Tamil Nadu have a much higher rate of hospitalisation
per 1,000 people. Table 7.5 presents how the rate of hospitalisation has changed in Bihar for different
caste groups over the years. The table clearly shows that the rate of hospitalisation, which earlier had
a strong caste gradient, has somewhat weakened now, and there is not much group inequality in the
rate of hospitalisation. The share of government hospitals in total inpatient care has also increased in
Bihar over the years, and caste-based disparity has declined.

As expected, the dependence of people on government hospitals for inpatient care is higher in
Bihar compared to many states (Appendix Table 7.A2). Since we do not know the size of the private
inpatient care sector in Bihar, it is difficult to make any statement about whether the dependence of

people on government hospitals is greater or less than what is expected. In Bihar, the geographical
distribution of government infrastructure shows a strong urban bias, and such bias i expecg;edpto;e

of higher order for the private hospitals.
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75 Rate of Hospitalisation per 1000 Population and Dependence on Government Hospita]
e 7- spitals

h Rate of hospitallisa.tion per 1000 Share of government hospital in tota] |
Caste o population hospitalisation

1995-96 2004 2014 2017-18 | 1995-96 2004 2014 2017-18
/’/7;7 6 43 29 57.9 424 74.1 82.5
e 10 46 25 233 |- 156 66.4 75.4
[ 10 32 31 - 134 53.5 61.2

0BC
0 — 15 31 25 : 11.3 424 40.7

GEN

m” 7 11 32 30 24.9 12.7 51.2 57.7
11

o 7 35 29 24,7 13.6 55.4 61.2

e Eetimated from 52nd, 60th, 71st and 75th round NSS unit record data
Source:

s Cost of Healthcare and Insurance Coverage
Cost of Outpatient and Inpatient Care

The average cost of outpatient care (for those who made payment) increased from Rs. 142 in 1995~

96 to Rs. 754 in 2017-18; however, during the same period, totally free outpatient care declined

from 72.1 percent to 1.4 percent. The rise in price is normal, keeping pace with the inflation and

increasing cost of medical care, and one possible reason for such a drop in zero-cost outpatient

are is people’s increasing dependence on the private sector. Since the cost of inpatient care is much

higher than the cost of outpatient care, the poor population needs protection more for inpatient

care costs. The average cost of hospitalisation is significantly lower in Bihar (Rs. 8,979) compared

to Kerala (Rs. 21,722) and Tamil Nadu (Rs. 19,065) (Appendix Table 7.A2). The composition of
hospitalisation cases is different in Bihar compared to Tamil Nadu and Kerala, as the latter states

have a higher share of chronic ailments in total hospitalisation cases, which are more expensive
to treat. Surprisingly, both the mean and median cost of inpatient care at government facilities are
higher in Bihar (Rs. 3,233 and Rs. 2,200) compared to Tamil Nadu (Rs. 2,837 and Rs. 2,000). This
may be an indication that for many components of inpatient care, patients either need to pay for
them or get them purchased or done outside the hospital. There is evidence that provides a plausible
explanation for why the average cost of inpatient care in a government hospital is higher in Bihar
than in Tamil Nadu. Chokshi e al. (2015), by comparing the drug procurement systems in Bihar
and Tamil Nadu, found that while Tamil Nadu had suppliers for 100 percent of the drugs on their
procurement list for all the years, for Bihar the figures were 56 percent, 59 percent, and 38 percent,
Tespectively, for 2006, 2007, and 2008. The ratios of procurement prices for Bihar in comparison with
Tamil Nadu were in the range of 1.01 to 22.50.2

Insurance Coverage

Hismficaﬂy, insurance coverage has been remarkably low in Bihar. Generally, states that cover a
higher Percentage of their population under insurance have done so mostly through the expansion
’ Bovernment-sponsored schemes such as the Rashtriya Swasthya Bima Yojana or State Heath
Tﬂsurance schemes. The estimates on the insurance coverage of individuals in Bihar are presented in
2ble 7.6, While NFHS 5 (2019-21) shows that in 14.5 percent of households, at least one member
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Table7.6 Heal Bihar
NFHS 5 (2019-2021) | member is covered by a health [ 14,5
o Jeast one usual m 66.5
Households in which at %)
insurance/ﬁnaﬂdW
Type of coverage (%) e e R 1.5 [3\3\
loyees’ State Insurance SC@i(ES—I-Sl———-—‘" 8.4 \37\{
Employe heme (CGHS) . 163
Central Government Health Scheme (&2779/ 14 46 }
B
State health insurance scheme = 17.7 782 }
Rashtriya Swasthya Bima Yojana (RS - 0.3 0.2 *2
Community health insurance progr a;nm 0.3 T_}
Other health insurance through employer 0.2 0.4 *3
Medical reimbursement from employer 1.0 6.7 ——
‘ insurance : : 23
Other privately purchased commercial health insur — P \05\
Other

NSS 75' (2017-18) -
Coverage of individuals by health expenditure protection schemes (%)

.

013 | 328 | 5

Government sponsored (RSBY, Arogyasri, etc.) | 117 |
Government/PSU as an employer (CGHS, reimbursement from govt., etc.) 0.2 1.2 27
Employer supported (other than govt./PSU) health protection (e.g., ESIS) 0.0 1.7 32
Arranged by household with insurance companies 0.1 3.9 L_
Not covered 99.6 60.1 81\1
Other 0.01 0.3 0.04

Source: NFHS-5 and NSS 75th Round
Note: Estimates from NFHS 5 are based on household-level data and estimates from NSS 75" Round are based on individual-

level data.

has been brought under health insurance coverage, the figure is not even 1 percent when we look at
NSS estimates from 2017-18.

In the context of Bihar, Panda ef 4l. (2016) find that a low renewal rate is a major challenge
facing the sustainability of health insurance schemes. Households that have received benefits are
more likely to continue the insurance, but because of the low utilisation of inpatient care, such a force
is weak. Moreover, the low retention rate is also attributed to the limited benefits of the packages,
more claims processing time, and the gap between amounts claimed and amounts paid out by the
insurance provider. Chowdhury and Mukherjee (2019) found that on average, only 5.8 percent of the

hospitalisation expenditure got reimbursed for those wh
: 0 were covered b .
insurance schemes in Bihar. ¥ government-supported

Government-supported insurance schemes are e
population, which otherwise faces deterring constraints to accessing inpatient iall
from the private sector. In such a situation, one would expect higher coveraI:;e ofn thg;r €, elslz?clabz

opulation
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public Health Expenditure

: hows the trend in per capit
Figure 72's p pita government expenditure (in curre i i
: ) . nt price d
and puth healtfl f.or llilhal', Kerala, and Tamil Nadu. A few points are evident ﬁI-)om :ﬁeoggglri :r:::il
packground ana yS_lS‘;ll Irst, as compa.red to Tamil Nadu and Kerala, the government in Bihar spends
much less on medical care and public health per person. Bihar spends less than half of wh I’)I‘ il
Nadu spends and less than one-third of what peAlvheers

Kerala spend i
Nod 8¢ b the public health expenditame 1 pends per person. Second, in all three states, a

on the revenue account, that is i
. . ’ S
for the workforce in the health sector. The low share of ca bt ponturd

ital iture i i
may not be a big issue for Kerala and Tamil Nadu, as the ittty e e e openiitic

' . se states have already built up a vast network
of pubhc health infrastructure. But given Bihar’s low level of infrastructure, it is essential that Bihar

incur higher ca;?ital expenfiiture by building new health infrastructure. Third, there is no evidence
of convergence in per capita government health expenditures for these states. Even so, there is no
sign of convergence between Tamil Nadu and Kerala. The gap between Kerala and Tamil Nadu in
terms of per capita government expenditure on health at current prices has marginally increased
over the years. Fourth, when we look at Bihar’s per capita government health expenditure, even at
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Figure 7.2 Per Capita Government Expenditure on Medical Care and Public Health (at Current Prices)

Source: Authors’ calculation using data from RBI State Finances and Census Reports, various years
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it shows an insignificant increase. All these years, per capita goVernmey,

ncrease in Kerala and Tamil Nadu, One of the ®Xpeng

e could be linked to its lower revenye ¢ OHGCtional Teas%
ne may argue that this is one of . oan

O v ae the disady,y, e

q
8ets af%es of

and capacities and priorities vary €normy Categ
y fl‘o
|

current prices, '
on health has experienced a consistent 1

for Bihar’s low expenditure on health car

overall expenditure on the social sector. .
ate subjects since spending on health and educatiop,

keeping health and education as st
by each state’s capacity to spend in those areas,

state to state.

6. Conclusion, Policy Implications, and Future Research Ageng,

There are enough reasons to suspect that morbidity is grossly under-reported in Bihar, ¢ o
chronic ailments. More systematic research is required for a better understanding of tieqally
morbidity burden in Bihar, There is a strong urban bias in the setting up of governmen¢ cur <
health facilities in Bihar when we look at the distribution of government hospitals anq hOSat.we
beds between rural and urban areas of the state. When it comes to assessing the strength ofp glal
private sector, there is hardly any reliable data to know the real strength of the private healy, sect, ;
in Bihar. The disproportionately higher availability of AYUSH practitioners in comparisor, to t}?r
utilisation of AYUSH indicates that many of these practitioners are probably engaged in Practis; 5
the allopathic system of medicine. A large part of the reported ailments in Bihar are not treatedln
medical advice, and there is a clear caste gradient, Unavailability and/or unaffordability of healothn
care are the main reasons for no treatment. An exceptionally high level of dependence on the privat
:;c;o; at;i)lrll o;;%zilt;ef:i sc:sre in B%har and jus.t the opposite for inpatifent care (in comp:ftrison to Keral:
. questions regarding the nature and quality of the large private Outpatient
1sector in .the state. Bad quality of care, long distances, and long waiting are the major reasons wh na
a.rgiei E:cft;;zrczg :ih;-, L())(r)l;:iudliat;iotr;1 inr]:ti:a;)rft;ypasts.es government f.acili-ties for. outl?atient care. !
portion of inpatient care u;ilisation is forrlp;;le;l:'calfe Litlhsatlon iy B{har’ el o large
b e e : ‘ irt -.r(? atc?d reasons. There is clear evidence that
parities in the rate of inpatient care utilisation have declined over the ye i
5;(;}())15 largely ?ﬁpend ajnfprivate providers for outpatient care in Bihar: they predomina);lt?;sélzggllg
ernment hospitals for inpatient care. Such contrasting health-seeidn behavi f
outpatient and inpatient care are not observed in Kerala and Tamil Nad 4 i o Pooplefor
the population is still outside of j i : u 0 Bihar, a farge section of
that have achieved large health 11:]185‘111;:;1;: 22::::5: c'l;}lljds?tes’ s el end il Sach
of government-sponsored health insurance coverage amon 0thso' ey b.ecallse £ e expansich
data show that coverage has improved in Bihar The 1 lg o O However, the latest
' evel and growth of Per capita government

expenditure on medical care and public h al in Bj
Tamil Nadu, public health care in Bihar are low when compared with Kerala and

Policy Lessons and Future Research Agenda
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. rural-urban difference in utilisatjop of no .

| {he intersectionality approach b ideri

Y considering caste-gender and class-caste interaction. The strikin
| | : n-maj | v
. Jetailed scrutiny to understand People’ nstream AYUSH systems of medicine needs further

) ; I i . .
| crucial for crafting any meaningful pol 'lncludmg the size of the informal provider segment, is
ctitioner or unquali i s

: ir:r  from the expccler?el:zzci)lfnvirilia]; practitioner segment seems to be large in Bihar, and the state can
quality improvement. The curr :nt enbgal on tra.iining informal care providers for harm reduction and

Heeds to be corrected. To better imurl an bias in the setting up of government health infrastructure
recently anviounced Ayshsman p ement the government health insurance schemes, such as the
| be given in Bihar, especially to incirlilteljﬁuona;]}lealth Protection Mission, a special drive needs to
i 2 € rur i i
| higher number of public hospitals sho poor. Following the experience of Kerala, a much

uld be enc ] .
| government health insurance beneficiaries ouraged to get empaneled to provide service to

| Notes

1, ;‘\:gc;zc]l(l:f tt}(; the latestlaiwailaple. statistics, about one-third (precisely 33.74 percent) of Bihar’s population
Iiress Notes O‘LP;;’:el'tz’y Eli: Similar figures are 7.05 percent for Kerala and 11.28 percent for Tamil Nadu.
rty Bstimates, 2011-12 accessed from http: i ission.nic.i
pov2307.pdf. m http://planningcommission.nic.in/news/press_
2. For 50 percent of the analysed drugs, the Bihar-Tamil Nadu price ratio was more than 2. This means that

f(;r ?a;foolt:j t)he drugs Bihar was procuring at double the price of what Tamil Nadu was procuring (Chokshi
etal., .
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Appendix

A Table 7.A1  Select Health Indicators Across Major Indian States

State Inf:ant Life Life Anv morbidi s

Mor(t;(l)lg))R it af;";;f?;f‘{e F};’f&;“;ncy at ;er llt.)l:.)l:l " L(i:::;i:ll;:y’
@225) | Gy | ‘o718 | populatio
pop ahorll

@“h 2: 69.6 73.6 142 (202177;; =
Assam 67
%Er 27 70.9 :TZ zz 12
Chhattisgarh 38 67.1 70.8 49 37
Delhi__ 12 735 77. 59 43
Guirat_ 23 70.4 74.6 67 95
m 28 69.4 74.1 59 64
Jammu & Kashmir 17 723 77.8 71 73
Jharkhand 25 704 71.8 67 50
Karnataka 19 69.7 73.3 43 52
Kerala 6 735 79.2 245 380
;{:dh)-a Pradesh 43 66.7 70.5 40 47
Maharashtra 16 71.9 759 88 111
Odisha 36 68.6 715 92 87
Punjab 18 71.9 76 112 134
Rajasthan 32 68.7 72 49 51
Tamil Nadu 13 70.9 75 61 92
Telangana 21 69.6 75 56 75
Uttar Pradesh 38 66.9 69.1 75 67
Uttarakhand 24 71.1 76.9 35 28
West Bengal 19 71.2 74 138 226
All-India 28 69.4 725 75 104

Sources: Sample Registration System, Register General of India; National Sample Survey (75th round)
Note: 1. Rate of chronic morbidity is estimated only for population 40 years and above



53 Ta 414
R F.,&WEJ;E”"”‘
opremrset weitht Justicd B0
S8 DunwapTmETs

Major Indian States (2017‘18)

- '+ Gector [ndicators ACTOSS
- y3 Select Health Sector —
Table 7.A2 facilities | Average COst per episode \
_  ———fon | Shareofgo (Rs) Heag
State | Hospt s (%) oo - — | Insury
P fon |upatient| Inpatient | Outpatient | Inpatient | Cory,
arc . T
4———-'—'11—0’—— 32.6 553 19103 }
- 215 ~J ‘
Andhra Pradesh A 1 a3 896 11577 | o~
23 4.’ ~ —d 3-]
| Assem - —5s | 618 752 879 | i
- 29 33 T TT—
Biur B _ PP 423 17761 | g~
e & 34 422 sy = i =3
Chhattisgerh > o 625 903 24354 | o
- 43 <
Delhi = — 372 550 16024 | 3o
‘ e 38 a2 - =
Goprat 102 833 22277 72
-~ 45 19.1 <
e T - 3 91.9 469 9479 3 )
Jammuo & Kashmir Ji 693 872 14497 :
e > 26.8 59.5 7 2497 04
et e — 5 701 17919 | 75
Karmatzka 40 21.8 34 -2
fraia = T
Madhya Pradesh 36 314 652 928 11658 13
Mzharashtra 43 252 31 671 24576 | 73 ]
Odisha : 56.8 765 549 12480 156 |
Punjzb 41 145 35.2 679 7554 62
Rajasthan 43 39.9 62.6 973 13932 352
Tamil Nadu ) 54 529 734 19065 188
Telangana 35 204 317 704 24554 Les. |
Uttar Pradesh 38 142 438 903 19905 13
Uttarekhand 28 329 469 662 19748 54
:\H &;nz:gl 56 287 71 666 16425 132
All- £ 302 51.0 715 18047 154

Source: Estimzted from NSS 75th unit-record dzata



