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Care for the urban poor 
Amitabh Kundu 

Routine visit to a big-city clinic. 

A considerable section among 
Indio's urban poor cannot 
afford any medical facility. 
This makes a very convincing 
case for strengthening the 
public medical system and 
providing affordable health 
core to all sections of the 
population. 

T
he health care system in India is 
organized through a network of 
institutions belonging to both the 

public and private sectors. Consti
tutionally, the provision of medical 
facilities is the responsibility of the 
state governments and union territory 
administrations, but the central 
government shares a part of this 
responsibility by providing the facili
ties for its own employees, as well as 
running certain specialized services 
and enforcing medical standards. 
Some local governments (in cities 
and towns) also supplement the 
facilities by running hospitals, 
dispensaries and so on. The share 
of the government and semi
government agencies in all cases of 
hospitalization in urban areas works 
out at about 60%, while the share in 
outpatient treatments is less than 
30%. The medical facilities 
managed by charitable trusts, other 
non-profit organizations, companies 
and private practitioners account for 
the remaining cases. 

In view of the poor health condi
tions and inadequacy of curative 
services in the country, the central 
and state governments have been 
intervening with special programmes 
for eradicating the common diseases 

For the very poor in Delhi, health facilities ore generally free of cost. 

and removing 
nutritional defici
encies. These 
include program
mes for eradicat
ing kala-azar, 
Japanese 
encephalitis, 
leprosy, and 
guinea-worm dis
ease, and those 
for controlling 
blindness, tuber
culosis, goitre, 
cancer, diarrhoeal 
diseases, dia-

betes, malaria, AIDS and so forth. 
Through the Child Survival and Safe 
Motherhood programme, under the 
Ministry of Health and Family 
Welfare, an attempt is being made to 
immunize vulnerable children and 
mothers against certain communi
cable diseases and improve maternal 
and child health. 

All these programmes and 
schemes have undoubtedly made an 
impact on the overall death rates, 
infant mortality rates and health 
standards of different sections of 
the country's urban population, 
particularly those of the poor. 

Privileged health care 

An analysis of the organizational 
structure of the medical facilities 
within the public sector, their pricing, 
and the pattern of delivery makes it 
clear that- unlike in housing, water 
supply and sanitation- there is no 
explicit bias in favour of the poor. On 
the contrary, a large section of the 
organized workforce in the country 
(which constitutes less than 20% of 
the total workforce), both within and 
outside the government, enjoys the 
privilege of having a separate and 
distinctly better health care system. 
Under a contributory scheme, known 
as the Central Government Health 
Scheme, separate medical facilities 
are provided to most of the central 
government employees, who are con
centrated in the cities. Some of the 
Ministries, departments and large 
public and private sector under
takings have their own network of 
hospitals and dispensaries. 
Employees of the defence services 
and railways, for example, have their 
own facilities to take care of all their 
medical problems. A mechanism for 
referral and reimbursing medical 
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Literacy and better health are two sides of a single coin. 

expenses exists, enabling employees 
and their family members to have 
access to specialists and clinical 
services of a higher order, often 
outside the government system. The 
type of accommodation and 
associated facilities in case of 
hospitalization depends on the 
income level- the entitlements 
being much better for individuals 
belonging to higher salary groups. 

The urban poor, mostly engaged 
in informal activities, depend almost 
entirely on state government 
facilities and - in their absence - on 
private medical services. Excluded 
from the special systems that cater 
for the organized sector workers, 
they do not get preferential treatment 
in the general hospitals. The latter are 
mostly very crowded and provide 
only elementary facilities, often of a 
low quality. Only a small fraction 
among the poor are able to use the 
referral mechanism to gain access to 
services of a higher order. This can 
be attributed to their low level of 
literacy, lack of awareness or connec
tions and inability to afford to lose 
wages by taking time off work. 

Free treatment but ••• 

The basic medical facilities available 
to the poor through health centres 
and dispensaries at the grass-roots 
level are generally free of cost. Those 
declaring their income above a 
certain level are, of course, required 
to make small payments. But the 
general health care system is in 
practice extremely generous in 
extending the free facilities to almost 
all sections of the population. 

Pricing of the services has not 
been envisaged as a strategy either 
for recovering a substantial pro
portion of the cost or for restricting 
their use by those who can afford 
more expensive facilities in the 
private sector. However, the poor are 
placed at a considerable disadvan
tage due to their socioeconomic 
characteristics. Illiteracy is the single 
most significant factor explaining 
their lack of access to medical 
services. In addition, the distance 
from the hospitals reduces the 
accessibility of the poor much more 
than that of the rich, in an urban 
setting. 
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A recent study by the author 
using data from a national sample 
made in the 1980s (In the name of the 
urban poor, Sage Publications 1993) 
reveals that the poor have a larger 
share in the lower-order medical 
facilities provided in the public 
sector. This is due to the wide disper
sal of basic health care services 
through a network of institutions. 
The poor, however, claim only a 
small share in the clinical tests and 
other specialized services that are 
provided at a price. The heavily 
subsidized higher-order public 
services, such as biochemical tests, 
blood and urine culture, ultrasound, 
ECG, etc are cornered by the middle
and high-income people. 

The public medical system does 
exhibit a sensitivity in favour of the 
poor. The bottom 37% of the urban 
population claim over 46% of the 
treatments in the public hospitals and 
dispensaries. In the private sector, the 
pattern is just the opposite. However, 
about 48% of the urban poor go to 
private doctors and another 12% to 
private hospitals for outpatient 
treatment in an emergency and when 
the public facilities are unsatisfac
tory. It is unfortunate that most of the 
hospitals managed by missionaries 
and philanthropic organizations 
function just like private nursing 
homes, earning enormous profits. 

The fact is that a considerable 
section among the poor cannot afford 
any medical facility. A large majority 
of them report lack of finance as the 
primary reason for not getting their 
ailments treated. All this makes a 
very convincing case for strength
ening the public medical system and 
for providing health care facilities at 
affordable rates to all sections of the 
population. • 
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