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Abstract

Equity in healthcare has been a long-term guiding principle of health policy in India. We estimate
the change in horizontal inequities in healthcare use over two decades comparing the older popula-
tion (60 years or more) with the younger population (under 60 years). We used data from the na-
tionwide healthcare surveys conducted in India by the National Sample Survey Organization in
1995-96 and 2014 with sample sizes 633 405 and 335 499, respectively. Bivariate and multivariate
logit regression analyses were used to study the socioeconomic differentials in self-reported mor-
bidity (SRM), outpatient care and untreated morbidity. Deviations in the degree to which healthcare
was distributed according to need were measured by horizontal inequity index (HI). In each con-
sumption quintile the older population had four times higher SRM and outpatient care rate than
the younger population in 2014. In 1995-96, the pro-rich inequity in outpatient care was higher for
the older (HI: 0.085; 95% CI: 0.066, 0.103) than the younger population (0.039; 0.034, 0.043), but by
2014 this inequity became similar. Untreated morbidity was concentrated among the poor; more
so for the older (—0.320; —0.391, —0.249) than the younger (-0.176; —0.211, —0.141) population in
2014. The use of public facilities increased most in the poorest and poor quintiles; the increase was
higher for the older than the younger population in the poorest (1.19 times) and poor (1.71 times)
quintiles. The use of public facilities was disproportionately higher for the poor in 2014 than in
1995-96 for the older (—0.189; —0.234, —0.145 vs — 0.065; —0.129, —0.001) and the younger (—0.145;
—0.175, —0.115 vs — 0.056; —0.086, —0.026) population. The older population has much higher mor-
bidity and is often more disadvantaged in obtaining treatment. Health policy in India should pay
special attention to equity in access to healthcare for the older population.
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Key Messages

decades in India.

by 2014 this inequity became similar.

tion than the younger population in 2014.

population.

* This study used data from nationwide healthcare surveys to provide evidence on the changing inequity in outpatient
care and untreated morbidity for the older population compared with the population under 60 years over the last two

* The pro-rich inequity in outpatient care was higher for the older population than the younger population in 1995-96, but
* The inequity in untreated morbidity was disproportionately concentrated among the poor; more so for the older popula-

* Pro-poor inequity in the use of public facilities was higher in 2014, more so for the older population than the younger

Introduction

Equity in healthcare utilization has increasingly being acknowledged
by both developed and developing countries as an important inter-
mediate step to achieve the goal of equity in health (Grasdal and
Monstad 2011). The decision to seek healthcare is not only guided
by need, but is also influenced by the sociodemographic background
of individuals that predisposes their use of formal medical care and
more so by enabling factors such as capacity to pay (Roy and
Chaudhuri  2008; Prinja et al. 2012b). The World Health
Organization assesses the performance of health systems according
to the evidence on the gap in healthcare between the rich and the
poor once the need for healthcare is controlled for—horizontal in-
equity (World Health Organization 2000). The resolutions of World
Health Assembly (WHA) from 2005 emphasized that everyone
should be able to access healthcare and that access to healthcare
should not be subjected to financial hardships (World Health
Assembly 2005). The World Health Report 2010 builds upon the
resolutions of WHA and aims to assist countries to develop a system
of financing that makes healthcare accessible to all (World Health
Organization 2010). Given the marked disparity in the access to
health services, with the poorest and the most disadvantaged being
most affected, India has also recognized equitable access to health-
care for all at an affordable cost as an important goal under the new
initiative of universal health coverage (Planning Commission of
India 2011). Evidence on horizontal inequity in access to healthcare
is thus critical for making healthcare delivery systems more efficient.

This study examined the change in horizontal inequities in out-
patient care and untreated morbidity between 1995-96 and 2014
contrasting the older population (aged 60 years or more) with the
younger population (under 60 years). The evidence on inequities in
healthcare will help in developing a rational policy to provide af-
fordable, accessible and cost effective healthcare to the older popula-
tion in an increasingly pluralistic healthcare system.

Data and methods
Data

We used individual level data from two rounds of the National
Sample Survey Organization (NSSO): the survey on healthcare of
1995-96 (52nd round), and the survey on social consumption:
health of 2014 (71st round). Both surveys were conducted under
the stewardship of the Ministry of Statistics and Programme
Implementation, Government of India. Details of the sampling
design, survey instruments, and initial findings can be found in the
national reports (Ministry of = Statistics and Programme
Implementation 1998, 2015). Both the surveys collected information

on treatment status of each spell of ailment reported in a 15-days

reference period for a nationally representative sample of 633 405
and 335 499 individuals of all ages (including deceased members) in
NSSO 1995-96 and NSSO 2014 surveys, respectively.

Measures

Households were divided into quintiles using monthly per capita
consumption expenditure (MPCE) adjusted to household size and
composition (Deaton 1997). The state-specific adult equivalent
mean MPCE was used as a cut-off to categorize households into
poor and non-poor. The states in India were classified as less and
more developed. Eighteen less developed states include eight em-
powered action group states (Bihar, Jharkhand, Madhya Pradesh,
Chbhattisgarh, Uttar Pradesh, Uttaranchal, Odisha and Rajasthan),
eight north-eastern states (Assam, Arunachal Pradesh, Manipur,
Mizoram, Meghalaya, Nagaland, Sikkim, Tripura), Himachal
Pradesh and Jammu and Kashmir (Ministry of Health and Family
Welfare 2011a).

We examined horizontal inequity (the extent to which people in
equal need for healthcare receive equal treatment, irrespective of
their income) in outpatient care, untreated morbidity and use of
public facilities for outpatient care comparing the older population
aged 60 years or more and the population under 60 years at two
time points: 1995-96 and 2014. By doing so, we were able to assess
both the within and between-group, as well as over-time changes in
inequity. All the reported spells of ailment that were treated on med-
ical advice in the 15-days reference period but not as an inpatient of
hospital were classified as outpatient care. If no treatment was ever
taken on medical advice for the spell of ailment reported in the 15-
days reference period, it was considered as an untreated morbidity
in both the surveys to facilitate comparative analyses in this study.
The rate of outpatient care (untreated morbidity) was defined as the
spells of outpatient care (untreated morbidity) per 1000 of the popu-
lation exposed to the risk. The source of outpatient care was
categorized as public and private facilities.

Statistical analysis

Bivariate and multivariate logit regression analyses were used to
study the socioeconomic differentials in self-reported morbidity
(SRM), outpatient care and untreated morbidity. We used horizon-
tal inequity index (HI) to measure the extent of deviation in the use
of healthcare for the people in equal need for healthcare irrespective
of their income (Wagstaff et al. 1991; Van Doorslaer et al. 2000;
Wagstaff and van Doorslaer 2000). For multivariate and inequity
analyses we focused on the individuals who reported being sick in
the 15-days reference period. We preferred an indirect method to
standardize the use of healthcare for the differences in need because
it is computationally straight forward and does not depend on
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grouped data (Wagstaff and van Doorslaer 2000). We estimated the
following probit regression model:

y; =P <a+ziﬂ,x/i+ Zk"/kzki> + & (1)

Where, y; was an indicator of healthcare use; i were the individ-
uals and o, f; and y;, were parameter vectors. The x; were need vari-
ables for which we adjusted for and z, were non-need variables for
which we controlled for to reduce potential bias that would arise if
non-need variables correlated to need variables were omitted from
the regression (Doorslaer et al. 2004; O’Donnell and Wagstaff
2008). We used age (six dummies), gender, reporting of a pre-
existing disease, duration of illness and confinement to bed within
the reference period to measure the need for healthcare
(Supplementary Table A1). Non-need variables such as marital sta-
tus, social group, education, place of residence, states and MPCE
were controlled for. Regression parameter estimates (&,/?j,?k), indi-
vidual values of confounding variables (xj;) and sample means of the
non-confounding variables (Z,) were then used to obtain the pre-
dicted values of healthcare use (y7):

yi=a+ Ziﬁjxii+ PN (2)

<

Estimates of the indirectly need-standardized use (y;°) was ob-
tained as the difference between actual (y;) and need-expected use
(y7) plus the overall sample mean (y):

s

Vi =yi—y +y (3)

Sls

The distribution of y;

. across MPCE quintiles was interpreted as

the distribution of healthcare use that would be expected to be
observed, irrespective of differences in the distribution of the x’s
across MPCE quintiles. The concentration curve (CC) which plots
the cumulative proportions of population (ranked by MPCE) on the
x-axis against the cumulative proportions of healthcare use on y-
axis was used to graphically present the inequity. To quantify the
magnitude of inequity in healthcare utilization we calculated the
concentration index for the need-standardized use (@I-S) which was
termed as HI (Wagstaff and van Doorslaer 2000). HI was calculated
by running the following regression (Kakwani et al. 1997):

20% i
TR = ot R+ (4)

Where 51 was the need standardized healthcare use, y was its
mean, R; was the weighted relative fractional rank of the ith individ-
ual in the consumption distribution, (R; = (/) Z;;i w; +% wi,
where w; was the sampling weight w ;= 0 and N was the sample
size), 0% was the weighted variance of R;. The ordinary least
square estimate of the slope coefficient gave the estimate of HI
(range: —2 to +2). A negative (positive) value implied that the need
standardized use of healthcare was disproportionately concentrated
among the poor (rich), while a value of zero indicated no inequity
(Wagstaff et al. 1991). We reported 95% concentration index (CI)
for the estimates.

Results

Trends in SRM, outpatient care and untreated morbidity
The SRM rate per 1000 in the 15-days reference period increased
1.97 times for the older population, the increase was higher in the
more developed compared with the less developed states (2.30 vs

1.35 times) (Table 1). The older population in more developed states
had higher SRM rate than the less developed states; this differential was
greater in 2014 than in 1995-96 (2.33 vs 1.37 times). Between 1995-96
and 2014, the outpatient care rate increased 2.18 times for the older
population. When compared with the less developed states, the older
population in more developed states had higher outpatient care rate and
also experienced a greater increase (1.34 vs 2.71 times) by 2014. The un-
treated morbidity rate per 1000 increased marginally in the less de-
veloped states (35.3 vs 38.1) but declined in the more developed states
(43.4 vs 35.4). The rate of use of public facilities increased 3.02 times
for the older population, the increase was higher in the more developed
than the less developed states (3.27 vs 2.47 times).

When compared with the younger population, the older popula-
tion had 3.61 times higher SRM rate in 1995-96 (48.8 vs 176.3 per
1000) and a greater increase by 2014 (1.75 vs 1.97 times). The older
population had 3.16 times higher outpatient care rate in 1995-96
(131.3 vs 41.5 per 1000) and a greater increase by 2014 than the
younger population (2.18 vs 1.61 times). The older population had
6.20 times higher untreated morbidity rate compared with their
younger counterparts in 1995-96; however this differential declined
to 2.60 times in 2014. Increase in the use of public facilities for out-
patient care was higher for the older population than the younger
population (3.02 vs 2.26 times).

Self-reported morbidity

A clear economic gradient with richer quintiles reporting higher
morbidity was observed for the older population in 2014 and for the
younger population in both years. In both the years, SRM rate was
higher for the older population in each consumption quintile than
the younger population (range: 2.89-4.64 times). The increase in
SRM rate was highest in the richest quintile; more so for the older
population than the population under 60 years (2.80 vs 1.95 times)
(Figure 1).

The top four most frequently reported ailments for the older
population were non-communicable diseases. Musculoskeletal prob-
lem was the most frequently neglected disease for the older popula-
tion. Among older population, only 2 out of 10 most frequently
reported aliments were communicable diseases and 7 out of 10 most
frequently neglected ailments were NCDs. Fevers of all types and
acute upper respiratory infections were the top two most frequently
reported and most frequently neglected ailments for the population
under 60 years (Table 2).

Horizontal inequity in outpatient care and untreated
morbidity

In each consumption quintile the older population had higher outpa-
tient care rate than the younger population at both time points
(range: 2.83-4.32 times) (Table 3). Between 1995-96 and 2014,
outpatient care rates increased most for the richest quintile; this in-
crease was higher for the older population than the younger popula-
tion (2.73 vs 1.79 times). The CC indicated that for equal need the
use of outpatient care was higher for the richer quintiles at both
time points irrespective of age groups (Figure 2a). The correspond-
ing positive HI values confirmed the pro-rich bias in outpatient care.
The older population had higher pro-rich inequity in outpatient care
than the younger population in 1995-96 (HI: 0.085; 95% CI:
0.066, 0.103 vs 0.039; 0.034, 0.043). The pro-rich inequity in out-
patient care declined for the older population (0.085; 0.066, 0.103
vs 0.027; 0.015, 0.039) but not for the younger population (0.039;
0.034, 0.043 vs 0.030; 0.022, 0.037) which resulted into similar lev-
els of inequity in both age groups by 2014.
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Table 1. Characteristics of spells of ailment reported in 15-days reference period for the population under 60 years and 60 years or more by less and more developed states in India, 1995-96 and 2014

More developed states

Less developed states

India

2014

1995-96

2014

1995-96

2014

1995-96

Characteristics

Under 60 years

116.9 (113.1, 120.7)

85.2(82.9, 87.4) 46.2 (44.9,47.6) 56.2(53.6, 58.7) 51.2 (49.8,52.7)

48.8 (47.9,49.8)

SRM rate per1000

Healthcare use

4.2 (3.9, 4.4) 0.4 (0.3, 0.5) 2.4(2.1,2.6) 0.8 (0.6, 1.0) 6.2 (5.7, 6.6)

0.6 (0.5, 0.7)

Hospitalization rate per 1000
Outpatient care rate per 1000

38.6 (37.5, 39.7) 42.0(39.8,44.1) 44.3 (43.1,45.5) 94.2 (90.9, 97.5)
7.0 (6.5,7.5) 5.9(5.5,6.4)

66.9 (65.0, 68.8)

41.5 (40.7,42.3)
6.5(6.1,6.8)

11.8 (10.6, 13.1) 16.5(15.1,18.0)

14.1(13.1, 15.0)

Untreated morbidity rate per 1000

Source of outpatient care

11.9 (10.7, 13.0) 8.1(7.4,8.8) 21.1(19.5,22.7)
60 years or more

6.3(5.9,6.7)

16.3(15.3,17.2)

7.2 (6.8,7.6)

Outpatient care rate in public

facilities per 1000

347.3 (332.1, 362.6) 147.2 (137.2,157.2) 198.5 (180.4, 216.5) 201.2 (188.8,213.6) 463.0 (439.8,486.2)

176.3 (168.1, 184.4)

SRM rate per 1000

Healthcare use

24.0 (22.2,25.9) 1.3 (0.8,1.9) 13.6 (11.1, 16.1) 5.6(3.6,7.6) 32.1(29.5,34.8)

3.6 (2.6,4.7)

Hospitalization rate per 1000
Outpatient care rate per 1000

395.5(374.0, 417.0)
35.4 (28.4,42.3)

149.7 (139.1, 160.2)
44.5 (38.7, 50.4)

146.8 (131.6, 162.0)
38.1(29.1,47.1)

109.9 (101.3, 118.5)

35.3(30.5,40.1)

286.7 (272.9, 300.6)
36.6 (31.0,42.1)

131.3 (124.4, 138.2)
40.3 (36.4, 44.1)

Untreated morbidity rate per 1000

Source of outpatient care

77.6 (70.2, 84.9) 20.7 (16.9, 24.5) 51.1(42.5, 59.7) 30.0 (25.6, 34.5) 98.2(87.1,109.3)

25.7(22.7,28.7)

Outpatient care rate in public

facilities per 1000

The poorest older population had 4.19 times higher untreated
morbidity rate than the richest in 1995-96 which declined to 2.78
times in 2014. The gap between the poorest and the richest in un-
treated morbidity was higher for the older population than the
population under 60 years (4.19 vs 2.12 times). The CC showed
that the untreated morbidity was disproportionately concentrated
among the poor; more so for the older population than the popula-
tion under 60 years (Figure 2b). Even after adjusting for the differ-
ences in need, untreated morbidity was reported more by the poor
as indicated by the negative value of HI. The magnitude of inequity
in untreated morbidity was higher for the older population (—0.320;
—0.391, —0.249) than the younger population (—0.176; —0.211,
—0.141) in 2014 (Table 3).

Between 1995-96 and 2014, the use of public facilities for out-
patient care among the older population increased most in the poor-
est (3.03 times) and the poor quintiles (4.23 times). The younger
population showed similar pattern but of lower magnitude (Table
3). The CC for the use of public facilities was above the line of
equality which indicated that the use was disproportionately higher
among the poor individuals, particularly in the latter time point
(Figure 2¢). The pro-poor inequity in the use of public facilities
increased between 1995-96 and 2014 for the older population
(—0.065; —0.129, —0.001 vs —0.189; —0.234, —0.145) and the
population under 60 years (—0.056; —0.086, —0.026 vs —0.145;
—0.175, —0.115).

Determinants of outpatient care and untreated
morbidity

The poorest had significantly lower adjusted odds of using outpa-
tient care than the richest at both the time points. The poorest older
population were 80% (95% CI: 0.13-0.31) less likely to use outpa-
tient care than the richest in 1995-96; this gap declined by 2014
where the poorest were only 36% (95% CI: 0.43, 0.94) less likely to
use outpatient care (Table 4). In 1995-96, the older population suf-
fering from a pre-existing disease and with duration of illness >11
days were 48% (95% CI: 0.36, 0.75) and 41% (95% CI: 0.52,
0.84) less likely to use outpatient care, respectively. Older popula-
tion confined to bed due to illness were 2.42 (95% CI: 1.80, 3.26)
times more likely to use outpatient care in 1995-96; however by
2014 they had 31% (95% CI: 0.51, 0.95) lower odds of treatment
as an outpatient.

When compared with the richest, the poorest older population
were 5.20 (95% CI: 3.34, 8.10) times and 3.39 (95% CI: 1.85,
6.20) times more likely to remain untreated in an event of illness in
1995-96 and 2014, respectively. Older population confined to bed
due to illness were significantly less likely to remain untreated in
1995-96 and 2014. Older population suffering from a pre-existing
disease and with duration of illness >11 days were 1.59 (95% CI:
1.12,2.36) times and 1.81 (95% CI: 1.24, 2.65) times more likely to
remain untreated in 1995-96. The older population residing in less
developed states were 1.61 times significantly more likely to remain
untreated in 2014.

After adjusting for the confounders, MPCE quintiles was not a
significant predictor of the use of public facilities for outpatient care
for the older population in 1995-96. However, in 2014, the poorest
older population were 2.90 (95% CI: 1.90-4.43) times more likely
to use public facilities (Table 4). The older population belonging to
SC/STs had 1.46 times significantly higher odds of using public
facilities in 2014. The adjusted association of MPCE quintiles with
the three outcome variables of healthcare utilization followed
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Figure 1. Differentials in SRM rate per 1000 in the 15-days reference period by MPCE quintiles for the population under 60 years and 60 years or more in India,

1995-96 and 2014

similar pattern for the population under 60 years; however the mag-
nitude was different (Supplementary Table A2).

Barriers to healthcare utilization

An ailment not being considered serious by the respondent was the
most important reason for not seeking treatment on medical advice
followed by ‘other’ reasons both for the poor and the non-poor
older population. A financial reason for not seeking treatment was
9.9 percentage points higher for the poor than the non-poor older
population. Also the unavailability of a medical facility in the neigh-
bourhood was reported more by the poor than the non-poor older
population. Even for the younger population, an ailment not con-
sidered serious was the single most important reason reported both
by the poor and the non-poor; with levels higher than the older
population (Table 5).

Unsatisfactory quality was the dominant reason for not using
public facilities reported equally by the poor and non-poor older
population in 2014. A long waiting time and ‘other reasons’ for not
using public facilities was higher for the non-poor while the unavail-
ability of a public facility was reported more by the poor older
population. The gap between poor and non-poor in reporting ‘facil-
ity too far’, a long waiting time and ‘other reasons’ for not using
public facilities was higher for the older population than the younger
population (Table 5).

Discussion

Our findings show that the economic status is a strong independent
determinant of healthcare use in India. The horizontal inequity in the
use of outpatient care favoured the rich while the poor had more un-
treated morbidity. There was however, a difference in the degree to
which horizontal inequities in healthcare use occurred in the two age
groups over the two decades. Three salient findings related to inequity
emerge from this study. First, the pro-rich inequity in the use of outpa-
tient care among the older population declined between 1995-96 and
2014. Second, the untreated morbidity was disproportionately higher
among the poor; more so for the older population and the inequity
increased over the last two decades. Third, the proportion of poor peo-
ple using public facilities for outpatient care was higher than the rich in
1995-96, and this gap increased over the next 20 years.
Socioeconomic inequality in the use of healthcare with the
wealthier population group having a higher probability of using

healthcare when needed is a persistent phenomenon in low- and
middle-income countries (Makinen et al. 2000; Ahmed et al. 2005;
Bourne 2009; Peltzer et al. 2014). Even in countries with universal
health coverage the use of healthcare was found to be disproportion-
ately concentrated among the richer groups after adjusting for the
differences in healthcare needs (Dunlop et al. 2000; Shin and Kim
2010). Equitable access to preventive and curative care will help in
averting deaths and diseases leading to better health outcomes. In
this study, we focused on the inequity in outpatient care because it is
the entry point for most people in the healthcare system and can
have an effect on the use of other services as well (Peters et al. 2001;
Malhotra and Do 2012; Kavosi et al. 2015). The pro-rich inequity
in the use of outpatient care found in our study is consistent with the
evidence from other studies in India and China (Ghosh 2014a;
Zhang et al. 2015). On a positive note, we found that the pro-rich
inequity in the use of outpatient care declined significantly for the
older population over the past two decades. Increase in the govern-
ment funded insurance schemes, improved physical and financial ac-
cess to public healthcare services and the increased awareness about
the treatable medical conditions might have contributed to the in-
crease in outpatient care among the poor older population. Highly
subsidized healthcare, high insurance coverage and low cost of
healthcare are important means to achieve equitable access to outpa-
tient care for all (Hidayat et al. 2004; Kavosi et al. 2015).

Both the levels of untreated morbidity and the difference in un-
treated morbidity rate between the richest and the poorest quintiles
was substantially higher for the older population at both time
points. Untreated morbidity is common among the older population
because they generally associate their illness with the ageing process
and neglect medical treatment (Biswas et al. 2006; Mukherjee and
Karmakar 2008). They usually start with self-medication and seek
care from qualified medical professionals only when health condi-
tions deteriorate (Pang et al. 2003; Waweru et al. 2003). A previous
study comparing 23 low- and middle-income countries found that
the older population suffering from disability and chronic disease
tend to avoid healthcare (Abegunde er al. 2007). Equity in health-
care has greater importance for the older population because of their
greater need for medical care and consequently higher demand for
health services (Wallace and Gutiérrez 2005).

We found a high level of reporting of morbidity among the older
population indicating that they have a greater need for healthcare.
The older population most frequently reported non-communicable


http://heapol.oxfordjournals.org/lookup/suppl/doi:10.1093/heapol/czx016/-/DC1
Deleted Text: s
Deleted Text: &hx201C;
Deleted Text: &hx201D;
Deleted Text:  percentage 
Deleted Text: &hx201C;
Deleted Text: &hx201D;
Deleted Text: &hx201C;
Deleted Text: &hx201D;
Deleted Text: &hx201C;
Deleted Text: &hx201D;
Deleted Text: -
Deleted Text: -
Deleted Text: M. Makinen <italic>et<?A3B2 show $146#?>al.</italic> 2000; 
Deleted Text: David H 
Deleted Text: ; Malhotra &hx0026; Do 2012
Deleted Text: s

Health Policy and Planning, 2017, Vol. 0, No. 0

*£aa1ns jo a3ep a3 03 Jo1xd skep-¢ T st porrad 2OUINNY

mmu:u:_:@ mu:u_ﬁ:umxu uondumsuod eirdes 1od bau:oza

(SH1°0— bE€T0—) 681°0— (100°0— “621°0—) $90°0— (6¥T0— ‘16€0—) 0TE0— (€TT0— “TIE0—) 89T 0— (6£0°0 “S10°0) £20°0 (€01°0 °990°0) $80°0 (ID %S6) IH
(€88 ¢'19) 8L (9°¢€°L°00) 1°LT (T8 LTr) sot (V81 °9°01) S'v1 (6°L9Y ‘S'TO¥) L'¥EY (8TLL “TI¥1L) 0°6ST EECLRIN |
(€701 ‘6°04) 1°88 (0°8€ ‘0°€T) ST0¢€ (0'%€ ‘v91) TST (yzeoca) TLT (1°85€ ‘S"687) 8°¢T€ (TTLL € TP TIST yory
(€62 T°0S) 8'%9 (1°€€ 9°81) 6'ST (9°¢5“¢'82) 6°01 (L'8% ‘6°67) £°6€ (6°20€ ‘9°S€7) £°69T (S°€€T °L°€01) 9°81T dPPIN
(€101 €'19) €718 (I¥YTvv1) Tl (LTS “TvT) ¥'8¢ (VL9 ‘1°9%) L79S (L¥STLT6l) L7ETT (1°9T1 °S'¥6) €°0LT 100g
(956 ‘1°79) 6°8L (T'€€ 0°61) 19T (6724 ‘8°0%) 6795 (9'1L‘6°6%) L09 (9°T0T “S"IST) §°9L1 (6°€€T °€°96) T'STT 189100

dI0uI 10 SIBIA ()9
(STT°0— SLL°0-) S¥1°0— (920°0— 980°0—) 950°0— (I¥1°0— ‘T1T0-) 921°0— (TIT0— 89T°0—) 0VT0— (££0°0 “C20°0) 0£0°0 (€400 “4€0°0) 6£0°0 (ID %S6) IH
($°0T“8°ST) T'81 (s01‘1°8) m.m (€166 P11 (¥ b¢) m m (1°901 0°S6) 9°00T (9°86 ‘6°¢6) €79¢ Isayory
(F'8TT¥1) €91 (1'8°8°9) ¢ (estcrn)eer (§9°0°¢9) 8 (9°6£°1°0L) 6L (L6v“L'SY) L'Ly yory
(68T ‘v'¥1) 9791 (08°1°9)0 (ot ‘cer) eyl (LL19)6 (€ T£°9'19) §99 (8T ‘8°LE) 8°6€ SPPIN
(L'81°¢¥1) §791 (LL°9¢9) L w (1'8T ‘v'€1) 8°S1 (T8°¢9) ¢ (T'8s‘¢’08) €¥$ (8'5¢ ‘6'1€) 8°¢¢€ 100g
(zor‘ecar) evl (€99 (PL1°8°CL) T'ST (€6VL) ¥ (6'8% ‘T'T¥) 0°St (9'1€°2°£2) 96T 159100

¥10T 965661 ¥10T 96-S661 ¥10T 965661

40007 Tod sanroey orqnd ur v1es axed Juanedino 40001 Tod e Lrprqiow pareanun 40007 1od e axed Juoneding
s1eak ()9 Jopup) LSoumb g N
¥102

pue 96-G66L ‘eIpuU| ul sajiuIinb 30Nl Ag 810w 10 sieaA g9 pue sieaA g Jepun uonendod ay} 4oy aied Jusnedino 1oy sall|ioe) olignd Jo asn ayl pue Alpigiow pajeaiun ‘aied juanedinQ g ajqel

.NE—.—umN Eacﬁvﬂ I0 w—uomuwm maoﬁ JI3A0 LMEOU uﬁch—uﬁs I0 rﬁ:g wwMEmmUT\TNMHH_ _UEN MEMNMOJB wQ U—Umeﬁ—U uEMHhﬂUDMv

fsouoq a3 woiy snd 10 Jurfoms 1o ‘syutol Lue ur Suroms 1o urey,

fpapnjoul spjod JISI9[[e ‘YSn0d YIIm JBOIY3 10S dsou Auuni nEan

£SISOUSRIP PAUWLIGUOD B 9ABY J0U OP I} $1949) d4103ds [[e ‘uIBLIo umouwjun jo 1949j pue proyd4l ‘errefews 01 anp 19494,

6°C  SOSEISIP UDS I9YIO PUB UOLIDdIJUL UG 0T SISBISIP UDYS JOYIO PUE UOLIIJUI UG ST qSuondojur Lrojeridsor saddn amoy LT Anuasip/esoyirel
9°¢ Anuasp/eaoyirel( ¢z YySnoo urdooymyeriayadip 01 anp 1949 97 11082380 Lue ojul Sumy jou swoidwig 6T pEWYIsE [eIyouoIq
I pBUIYISE [eIydUOIg (%% sade £poq 10 Yoeq 8¢ 1900 ondadornsen 6T sayde £poq 10 Yoeq
SISO[NDI9QN1 SB pasouseIp J0u
0°s sa19q eI LY AnuasAp/esoyirerq 0¥ sayoe £poq 10 Yoeq 0°¢  19A9) oYM Jo yam wninds yam ysnop
IS qSuonddyur A101e11dsar 1oddn ainoy (S 19010 dndadornsen S'S 9SBISIP T8I 'S 19010 ondad ornsen
siso[noraqny
SE PIsOUSEIP 10U 19A9J INOYIIM
09 uotsualrodApy [S49 10 ym wninds yam ySnoH IS LSTOA] Y 6'S ,3SBASIP 2UO0q 10 JuTof
99 19010 ondadornsen) 99 ,9SBISIP AUO( 10 JUIOf 9 p BWIYISE [BIYOUOIY 09 uoisuarradAy
€6 sayde Apoq 10 Yorg 1L ayoepesy 9°€l ,9SBISIp dU0q 10 JuIof S/ sa19qeI
96T LSTOAJY [TV 981 qSuonddyur £101e11dsa1 19ddn a0y S91 sa19qeI( 96 qSuonddyur K101e11dsa1 19ddn 2oy
061 ,9SBISIP dUO( 10 JUIOf T LSTINF Y 60T uorsualradAHy T oSTOA] [V
a1owW 10 pajeanun pautewal jeyl  sieak ()9 Ppajeaniun paurewar Jeyl AJIpiqiowr  dIoul 10 Aypiqrow partodar  s1eak ()9 Arpiqiow
s1eak 09 Aypiqrow pazrodar Apuanbaiy 1sojN 1pun pairodar Appuanbaiy 3sopy  s1eak o9 Apuanbaiy 3sopN 1pun pairodar Appuanbaiy 1sop

102 ‘elpu| uj a1ow 10 siedA g9 pue sieaA gg sepun uonendod ay} Joy pouad aoualsyal sAep-GL ul NS 01 do1 4o 195|6au pue 8ouspIoul 8y} 4O d1401d “Z 3|qel



Health Policy and Planning, 2017, Vol. 0, No. 0

@

Outpatient care in 1995-96
N

o T T T T 1

0 2 4 6 .8 1

Adult equivalent per capita household expenditure

~———— CC for under 60 years
CC for 60 years or more
line of equality
(b) L )
Sl
-
g i
- 4
= © i
o /
=] y
£ %
E <. S
B /
g /
£ /
S5 o s
’/
7/
= T T T T 1
0 2 4 6 8 1

Adult equivalent per capita household expenditure

~————— CC for under 60 years
CC for 60 years or more
———— line of equality

Outpatient care in 2014
\

(=] T T T T 1
0 2 4 6 8 1

Adult equivalent per capita household expenditure

CC for under 60 years
CC for 60 years or more

— line of equality
— 7
7

g v
= A
o S5
o ®
£ 7
Z ©- y e
: 7
o g e
(= / ,
3 A
% e
/

o
2 o Ty
e
7
o T T T T 1
0 2 4 6 8 1

Adult equivalent per capita household expenditure

- GC for under 60 years
CC for 60 years or more
line of equality

Figure 2. (a) Concentration curves for the use of outpatient care for the population under 60 years and 60 years or more in India, 1995-96 and 2014. (b)
Concentration curves for untreated morbidity for the population under 60 years and 60 years or more in India, 1995-96 and 2014. (c) Concentration curves for the
use of public facilities for outpatient care for the population under 60 years and 60 years or more in India, 1995-96 and 2014

diseases and showed a tendency to forgo medical treatment
when the reported morbidity was perceived to be age-related.
Evidence suggests that ignoring minor symptoms or early signs of
chronic diseases might lead to severe consequences that would re-
quire more medical treatment and involve higher cost (Murata et al.
2010). Our observation is important in light of the inadequate pro-
vision of geriatric healthcare services in India. Only recently
India has initiated the National Programme for the Healthcare of
Elderly to promote active and healthy ageing. The policy targets a
range of services including diagnosis and management of geriatric
medical problems to deal with the increasing disease burden among
the older population (Ministry of Health and Family Welfare
2011b).

The SRM rate increased nearly 2-fold over the past two decades
in India. This can partly be due to the increase in disease burden of
the country given the population ageing and higher morbidity preva-
lence at older ages. Data from the Global Burden of Disease Study
show that total disease burden measured as the disability adjusted
life years lost in India has increased for the older population from
67 million in 1990 to 110 million in 2013 (Institute for Health
Metrics and Evaluation (IHME) 2015). Another reason could be the
enhanced perception of morbidity as captured by the self-reported
responses of being ill in the reference period. However, in the ab-
sence of any objective measure of health or a vignette schedule in
the NSSO surveys it would be difficult to judge how much of the in-
crease in the level of reported illness can be attributed to real
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Figure 2. continued

increase in burden of disease and how much to the enhanced subject-
ive perception of illness.

We found substantial variation in SRM rate by economic status
and states in India. Residing in the more developed states and having
higher socioeconomic position was found to be associated with
higher reporting of morbidity. This could be attributed to ‘percep-
tion bias’; a tendency among the deprived to report less ill-health
and underestimate their health problems (Sen 2002). The individuals
in the more developed states have improved provision of health ser-
vices and are therefore in a better position to perceive and report
health problems than their counterparts in the less developed states.
Economically disadvantaged people lack awareness about treatable
medical conditions and often do not consider themselves ill due to
the high cost of healthcare and accessibility issues (Sen 1993; Dilip
2002; Prinja et al. 2015). The differential rates of epidemiological
transition between different socioeconomic strata could be another
explanation for the high prevalence of SRM among the rich people
(Prinja et al. 2012a, 2015).

We found that the perceived non-serious nature of the ailment was
the most important reason for not seeking medical treatment irrespect-
ive of economic status. This confirms that apart from supply and eco-
nomic constraints, the demand for healthcare is also affected by the
individual’s perception of their medical conditions. In contrast to this, a
previous study in India using data from the NSSO 2004 showed that in
the poorer consumption quintiles financial reasons dominated, while in
the richer quintiles self-perception of illness was the prominent reason
(Mukherjee and Karmakar 2008). Evidence from India also suggests
that financial barriers hinder the healthcare use of the poor, particularly
in times of health sector reforms (Ghosh 2014b). However, our finding
suggested that the high cost of healthcare remains a persistent barrier to
medical treatment only for the poor older population. Economic factors
are more important in determining the healthcare of the older popula-
tion because of their higher economic dependency and poverty as a re-
sult of a lack of a regular source of income (Ministry of Social Justice
and Empowerment 1999; Srivastava and Mohanty 2012). The ‘other’
reason for not seeking medical care was high for the older population,
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indicating that they have greater preference to seek informal care when
ill.

Even though public healthcare in India has the provision of free
or low-cost services, the utilization of public facilities was found to
be low due to the perceived poor quality of services. Higher use of
private facilities for healthcare has been reported by other studies in
India (Levesque et al. 2006; Selvaraj and Karan 2009; Malhotra and
Do 2012; Brinda et al. 2015; Goeppel et al. 2016). The heavy reli-
ance on the private sector indicates that the public sector has not
kept up with the growing demand for healthcare. We found that the
use of public facilities was disproportionately higher for the poor
than the rich and the gap increased over the past two decades.
Another study in India using the NSSO 1995-96 data also showed
that the outpatient treatment in public facilities was distributed in
favour of the population living below poverty line (Mahal er al.
2001a). Increased use of outpatient care from public facilities by the
poor might be due to their decreased ability to bear the increasingly
high cost of outpatient care in the private sector. Lack of resources
and the high cost involved in private facilities might have forced the
poor to revert to public facilities. Evidence suggests that the publi-
cally financed health services in India represent the best way for pro-
viding critical services for the poor (Mahal ez al. 2001b). Therefore,
investments to improve the quality of services in public facilities
would help in securing affordable health services in India, particu-
larly for those who cannot afford the expensive private healthcare
(Levesque et al. 2006).

There are some limitations of this study which should be taken
into account while interpreting our results. First, the use of self-
reported data on morbidity to adjust for the need for healthcare
might suffer from health perception bias. Second, we couldn’t make
causal inference between economic status and healthcare use. Third,
no adjustment could be made for the differences in quality of health-
care while studying inequity in utilization. Fourth, we could use
only individual level determinants of healthcare use. Other factors
like culture, community and health system reforms are likely to af-
fect the use of healthcare which could not be included due to the


Deleted Text: self-reported morbidity
Deleted Text: ; <xref ref-type=
Deleted Text: self-reported morbidity
Deleted Text: &hx201C;
Deleted Text: &hx201D;
Deleted Text:  
Deleted Text: s
Deleted Text: ; Levesque <italic>et<?A3B2 show $146#?>al.</italic> 2006; Malhotra &hx0026; Do 2012; Selvaraj &hx0026; Karan 2009
Deleted Text: -
Deleted Text: s
Deleted Text: s

Health Policy and Planning, 2017, Vol. 0, No. 0

S9¥L
(TT060°0) ¥1°0
(851 °06°0) 61°T
(9S°'1°¢6°0) 1T'T
(9v°1 68°0) ¥1°1
(S6'T60°T) 9%°1
(TH'1¥8°0) 60°1
LUTST'T) 8S°T
¥8'116°0) 6T'1T
LTEIST)TTT
H'y 06°1) 06'C

(8£°1 9$°0) 86°0

(F€°119°0) 06°0
(T€T°€L0) 06T
(S€'1°18°0) SO'T

(LS'T1°€2°0) LO'T
(L1'1°02°0) 06°0

Iry
(9T°0°C1°0) 8T°0
(TTT°0L°0) €60
(FT°1°€9°0) $8°0
(61 °L8°0) ¥1'T
(18°1°C6°0) 6T'T
(TET1L°0) L6°0
6L'1°18°0
17CT°L8°0
1L°1°§9°0
89'C 680

171
6¢°1
90°1
sl

(T9°12L°0) 80T

(61°1°69°0) 06°0
(0S°1°89°0) 10T
(Fr1°2L°0) SO'T

(L¥'165°0) €670
(92°1°L6°0) 0€'T

96T 0T
(61°0°90°0) 01°0
(8TTYI'D 19T
(LE7T85°0) 68°0
(18°1°16°0) 8T'T
(€8°78T1) 06T
(T€°T°29°0) ¥6°0
0€°T8L°0) vE'1T
vy ‘6v1) LS'T
L8V PET) 98T
079 ‘S8°'T) 6€°¢

(90°1 “C€°0) 6570

(680 “T€0) €570
(6£°0°ST°0) S+°0
(69°1°€8°0) 8T'T

(LVTT0'1) 68T
(TH'1°29°0) 86°0

0109
(+0°0 “10°0) T0°0
(L§1°§6°0) TT'T
(L§1°96°0) €T'T
(PO TITT) LS'T
(6T°T°TL°0) 960
(T6'TC1) LY'T
(I T€11) §9'1
(br's ‘190 79°¢
(trLsec) 66y
(01°8 ‘ve€) 0TS

(SoT9yc) 181

(9570 ‘0€°0) T+°0
(9T T e6st
(0S°'T°06°0) 9T°'T

(80T °L6°0) TH'T
(S9'1°66°0) ST'T

9€T 0T
(€¥°L°0€°¢) S6'F
(980 °€S°0) £9°0
(6€71°6£°0) SO'T
(90°T °89°0) $8°0
(68°0 ‘8%°0) $9°0
(LV'T1°16°0) ST'T
87T TL°0)96°0
960 ‘15°0) 0L°0
17T 4S°0) 1870
¥6°0 ‘€¥°0) ¥9°0

(6¥'C68°0) 61

(60 ‘15°0) 69°0
(€0T°LL0)STT
(6TT°080) 10T

($8°0 °9t°0) 290
(TI'1°69°0) 88°0

0109

(92768 ‘bv'€0) ThLE

(LTT°12°0) 1670
(Y01 ‘49°0) T8°0
($8°0 “S°0) £9°0
(6+°1C8°0) IT'T
(6870 “CS°0) 89°0
(780 ‘0t°0) 8570
(6€70°81°0) LT0
(0€°0 ‘¥1°0) 1TO
(1€°0°€1°0) 0T°0

(§£°09€°0) TS°0

(9T°€°08'1) Tr'C
(¥8°0 “T¥°0) 6570
(ST'T°02°0) 06°0

(0T°T“CS°0) 9270
(0T ‘19°0) 08°0

u
JuBISUO))
$9181s pado[aAap $s9]
(593838 padO[aAIp IO\ = JoY) SAIBIS
RALARAN ()]
(9381931 = "J9y) uonEINPY
[eany
(ueqin) = *J9Y) 20UIPISAI JO [
SLS/OS
(SLS/OS UON = "Jo) 358D
o[8urg
(parirew Apuaiiny) = ‘Joy]) SNILIS [BILIBIN
o
SIPPIN
1004
1591004
(3sayonyg = "p¥1) spuIb gOIN
SIL
(ON = “JoY) dseasIp Sunsixa-a1d
B WOy SULIDJNS JOYIdY A\
SaL
(ON = "39Y) P2q 03 pauguod 1YY
a1ow 10 sep 71
(shep [1> = JoY) ssaujt jo uoneIn(
S[eWa,]
(BIE = 3) 19puaD
Q10w 10 SIBAL ()8
6L70L
(s1e24 69-09 '§o¥) 23V

¥10C

96=S661

¥10¢

96=5661

¥10¢

96—S661

a1ed Juanedino Joj sanifoey o1qnd jo asn

Aypiqrowr pajeasun)

a1ed JuanedinQ

a10uW 10 s1BAA ()9

SO1ISLIAIOBIBYD punoidydeq

102 PUe 96-G66L ‘BIpu| ul 810w 10 sieaA g9 uonendod ay) 1o} a1ed Juaiedino 1oy} saij|1oey o1ignd Jo asn ayl pue AlpigJow pajeaiun ‘aled juailedino Jo sjueulwlaleq ‘v dqeL



10

Health Policy and Planning, 2017, Vol. 0, No. 0

Table 5. Reasons for not seeking treatment on medical advice and not using public facilities for outpatient care by the non-poor and the

poor population under 60 years and 60 years or more in India, 2014

Reasons for not seeking treatment on medical advice Under 60 years 60 years or more
Non-poor Poor Total Non-poor Poor Total
No medical facility available in the neighbourhood 9.5 13.2 12.0 7.1 12.0 10.8
Facility of satisfactory quality not available 1.6 3.5 2.9 9.3 3.6 5.0
Facility of satisfactory quality too expensive 2.3 5.3 4.4 5.9 15.8 13.3
Facility of satisfactory quality involves long waiting 2.6 3.5 3.2 4.6 1.5 2.3
Ailment not considered serious 71.3 60.7 64.2 45.8 42.3 432
Others 12.7 13.8 13.5 27.3 24.7 25.4
Reasons for not using public facilities for outpatient care
Required specific service not available 8.4 12.2 10.6 6.3 10.3 8.4
Facility available but quality not satisfactory 42.0 40.9 41.4 45.6 45.2 45.4
Quality satisfactory but facility too far 10.7 13.8 12.5 6.7 13.1 10.0
Facility of satisfactory quality but involves long waiting 29.6 24.9 26.9 33.8 26.1 29.8
Financial constraint 0.2 0.7 0.5 0.1 1.0 0.6
Others 9.1 7.6 8.3 7.5 4.4 5.9

lack of such information in these national sample surveys. In spite of
the limitations, this study provides large scale evidence on how the
inequity in healthcare use has changed over the last two decades in
India that could inform health policy.

In conclusion, this study provides evidence of a higher burden of
SRM, greater use of outpatient care, higher level of untreated mor-
bidity and greater inequities in healthcare use for the older popula-
tion compared with rest of the population in India. Policy initiatives
aiming to reduce these inequities in healthcare use should focus on
increasing public investment in health, providing insurance coverage
for outpatient care and making better provisions for geriatric health-
care in India.
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