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(Abstract) 
 

This is an attempt to monitor the extent of inequity in the state of health in the state of 
Kerala, India, known to be a pioneer in the provision of public health, in the context of 
recent apprehensions regarding fairness and distribution. Kerala, well known for its 
achievements in the health front, has started showing signs of a crisis summarised in terms 
of the decay of public health system, the uncontrolled/least regulated growth of private 
sector, escalation of health costs as well as mariginalisation of the poor. In order to monitor 
inequity in health and health care in the state, we have compared pre and post-
decentralization situation using information from the two rounds of National Family Health 
Surveys between the period 1992-93 and 1998-99. The dimensions considered for examining 
inequities includes infrastructure, utilization and outcomes.  A partial attempt is also made to 
address regional inequities within the available data. The inequity measures account for 
understanding disparities in relation to four broad parameters of segregation namely, rural-
urban, between social groups, standard of living as well as religious and caste groups. The 
measures of inequities reflect the quantum of inequities on a unit scale against the overall 
aggregate being unity. Such measurements could compare the extent of inequities according 
to different parameters of segregation and address them in order of priority. Secondly, inter-
group inequity measures are used to shows the degree of advantage/disadvantage of one 
group against the other. The preliminary results indicate declining inequity in health 
outcomes along with a greater public-private divide in utilization of health care. The widest 
of disparities continues to be between the social groups and categories of living standards. 
However, this may not be entirely attributed to decentralization per se but the growth of 
infrastructure in otherwise said backward regions is a definite positive reflection of 
decentralized local governments.  Also, improved efficiency in service provision in the public 
sector could be the reason for the relative better access and utilization of health care by 
lower socio-economic strata.   
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Understanding Health Inequity in a Decentralized Health System of Kerala, India 

 

Background: 

 

Decentralization has been identified as a means of achieving health equity in many reform 

initiatives across the world. However, there is yet no confirming evidence of the influence of 

decentralization on increasing equity and efficiency in health systems. This paper intends to 

examine health equity in the context of decentralization, yet it must be mentioned that equity 

is but one of the objectives of decentralization. Decentralization may be perceived as a tool 

for change in the regime of health sector reform initiatives underway striving to maximize 

the use of scarce resources in meeting the ever increasing demand for health.  

  

Decentralisation is commonly understood in terms of the transfer of responsibility for 

planning, decision-making, resource generation and allocation and administrative authority 

from the central authorities to:  

 

(a) sub-ordinate units or levels of government, 

(b) semi-autonomous public authorities/corporations, 

(c) area wide regional functional authority, 

(d) non-government private or voluntary organisations 

 

This essentially means it is a transfer of power and functions of authority ( Rondinelli, 1981; 

Collins and green 1994 and Mills, 1994). It could facilitate health service delivery suited to 

local needs. However it is a tool of policy rather than an end in itself. There are different 

forms of decentralization described in the literature, such as deconcentration, devolution, 

and delegation and lastly privatisation. Consideration of these different forms of 

decentralisation given their associated advantages and limitations serve to illustrate basic 

dilemmas for those concerned with the provision of health care. It is important to note that 

decentralisation can exacerbate two negative influences on equity: local demands that 

conflict with the achievement of national equity (particularly when linked to a local resource-

generating mechanism); and weakness in central planning capacity (Green,1992). Under 
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centralized systems too pro-equity policies can be developed and systems of revenue 

generation can be set up nationally that take into account equity issues. 

 

Decentralization and Equity: 

Equity is implicit in the principles of decentralizaton and is considered as an alternative to 

centralization, which overlooks addressing the needs of specific population groups. The 

delegation of responsibility, authority and resources to the subordinate levels is said to be 

facilitate better response to local needs (WHO, 1978). Also, decentralization is said to enable 

greater participation of people in development, planning, administration and in more equal 

distribution of benefits of economic growth (World Bank, 1993). However, with special 

reference to the health sector, decentralization meant increasing allocative and technical 

efficiency, local revenue raising, community participation and self-reliance. There are several 

factors, which determine how decentralization influences equity. These include central 

grants, expenditure and taxation effects. It is clear that no clear generalizations may be 

forthcoming about the impact of decentralization on aggregate inequality since the impact of 

various factors may work in different directions. Often on a balance, the aggregate inequality 

is likely to be predominated by worsening interregional equity largely because of the absence 

of effective central re-distributive policies. The central governments may undertake 

substantive schemes of redistribution through grants, which favour local governments in the 

poorer parts of the country. In practice however, it appears that the prevailing fiscal 

arrangements under decentralization – by design or otherwise generally fail to enhance inter-

district equity. In the case of India, it has been said that federal education grants are made 

primarily on political grounds and serve only to exacerbate spending disparities (Tilak, 1989).  

   

A case study examining the effect of decentralization on equity was carried out in Mexico by 

Gonzalez-Block et al (1989) where decentralization in one state was compared with a more 

centralized provision of health care in another state. While overall service provision 

increased in the former, it moved towards inequities in the other. On the other hand, in 

China, after decentralization, the hospitals entered into competition for acquisition of more 

advanced technology in a bid to get more business. This increased the cost of health care. 

Hence, poor households spent almost 60% of their annual net income on an average on 

hospital admission (Bloom & Xingyuan 1997). While the case of China and Brazil showed 
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mixed results in terms of Chinese decentralization leading to market orientation and the 

Brazilian one suffered from its centralist tradition, resistance at the national level and the 

weakness of local governments. However, delegation of authority to the hospital 

management boards and increasing community participation on these boards could lead to 

greater responsiveness to consumer demands and representation of the community, at all 

income levels  giving them  an opportunity to participate in policy decisions. 

 

A common aim of decentralisation is to bring government closer to the people and 

encourage community involvement (Mills 1994). Community involvement in the 

management of health facilities is emerging as an important aspect of health systems in many 

African countries (World Bank 1994). Decentralisation of this kind may combine the 

management of services with the organisation of productive activity and the exercise of 

influence on planners and decision-makers responsible for the allocation of resources (Smith 

1997). Participation in the management of hospitals through community involvement has 

been found to improve performance by strengthening the accountability of providers to the 

clients. 

  

On the other hand, community representatives face severe problems in talking to 

professional representatives on equal terms because of the latter’s superior professional 

knowledge. Thus it is very difficult to set up a decision-making structure of this hybrid form 

that ensures fair and equal representation of both community and professional viewpoints 

(Mills 1994). A further danger of decentralisation and complementary policies for 

community participation may be that those who gain influence at local level do not use it in 

the best interest of the community at large. This happened in India in the early stages of the 

development of health boards in autonomous hospitals resulting in their capture by local 

magnates and dominated by influential groups in power and hierarchy. In the Indian case, 

specific areas are entrusted to the local self governments which includes health and 

sanitation, hospitals, primary health centres and dispensaries, family welfare, housing, 

drinking water etc (Govt. of India, 1993).  These institutions received adequate funds to 

carry out these functions through grants form the state governments and a share of certain 

taxes.  
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Kerala’s decentralization - Some points of distinction: 

As is observed and implemented globally, the four options of decentralization in the name of 

de-concentration, delegation, devolution and privatization has been subjected to the political 

and administrative structures as well as ideological preferences prevailing in the country. 

However, understanding decentralization of health system has more to do with 

decentralization of functions and institutional structure, mechanisms to ensure community 

participation, sources and distribution of finance at the local levels, approaches to planning, 

attitude of bureaucracy and professional groups, political leadership, status of inter-sectoral 

and inter-departmental coordination along with exogenous and endogenous variables of the 

system itself.  A common view of decentralization in the form of shifting power in the order 

of hierarchy from the central to the local administrative levels may not pay the desired 

dividends. There is no doubt that a successful decentralization in health sector needs an 

overall policy of decentralization. And also the health system reform which uses 

decentralization as a vehicle needs a decentralized form of governance which not only aims 

at equity and efficiency in seclusion of democracy and participation at the local level. This is 

where Kerala’s decentralization is distinct from others, it is not a mere change in the 

structures but also processes. As redistribution of power and allocation of resources has 

always a political dimension to it, the usual forms of decentralization remain more of an 

administrative one without the real transfer of power for policy, legislation and budgetary 

freedom. But Kerala’s decentralization experiment differs on this ground where power and 

resources to formulate the programs for the future have been transferred to the local bodies.  

 

The process of decentralized planning consisted of conducting the gram sabha, an assembly 

of people in each ward of the smallest unit of local administration, the Grama Panchayat, 

secondary data collection, preparation of development reports, projectisation of the 

suggestion made by the people, and finally the plan formulation. These development reports 

do reflect and recognise the proximate determinants of health as important  (Elamon and 

Ekbal, 2000). In addition, Kerala’s distinction in preparedness to embrace decentralization 

lies in: 

a) Literacy: if too many people are illiterate, it is difficult to produce a written integrated 
plan. 

b)  Caste inequality; that has to be overcome. With a highly unequal social system the village 
assembly does not work. 
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c)  Land reform and lastly 
d)  A large number of civil society organizations or people's organizations. 

Kerala meets all these preconditions. That does not mean that these are the only necessary 

preconditions for the success of decentralization. In fact, decentralization could also become 

an instrument to achieve many of these preconditions, viz. attain high literacy, reduce social 

inequality, and so on. 

 

Decentralization in Kerala: Some Key Features1: 

The Alma-Ata declaration on `Health for all by 2000’ is a turning point in the process of 

decentralisation in health services. In the South-east Asian region, the vertical and horizontal 

differentiation of health related institutions in the form of district, regions, hospital boards 

and community level health units could be considered as a pre-cursor to decentralization of 

health services. In case of Kerala, this process essentially reflected in transfer of functions, 

institutions and staff, implementation of programmes and the planning process. 

 

Transfer of functions, institutions and staff: 

In India a Primary Health Centre (PHC) serves on an average a population size of a village 

close to 10,000 people. This is a pre-existing norm in force prior to setting the process of 

dedentralisation in place. Since Kerala has relatively large village panchayats having an 

average population size of 30,000, Govt. had a policy of a PHC prior to decentralisation. In 

1995 itself the PHCs were transferred to village panchayats, CHCs were transferred to Block 

Panchayats and Taluk hospitals were transferred to Municipalities or block panchayats 

depending on their location. In 1999, district hospitals were brought under the control of 

district panchayats, As a result, the medical colleges and a few general hospitals remained 

under state control and the rest were in the hands of local Govts. Efforts are now being 

made to transfer teaching medical college hospitals to the appropriate district level local 

bodies. 

This transfer of functions implies that personnel down to the level of the district medical 

officer report to the local Govts.,  and the same holds good for institutions of alternative 

systems of medicine too. However, in keeping with the general policy of government, the 

                                                           
1 The details in this section is an extract from a lecture delivered by Mr. S.M Vijayanand, Secretary 
Planning and Economic Affairs Dept. Govt. of Kerala, Kerala, India. 
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personnel work under dual controls meaning their recruitment, placement, promotion etc 

lies with the health department as well as their salaries paid from the govt. treasury but the 

local govts. have the disciplinary powers over them to the extent of administering minor 

punishments.  This means that local govts. have the authority to suspend or otherwise 

penalise a non-gazetteda official, issue directions to the personnel and could monitor 

performance. 

 

Implementation of Programmes: 

In case of hospitals, the drugs continued to be supplied by the central source while all other 

maintenance and running costs of the hospital are transferred to the local govt. units (LSGs). 

The requisite funds are budgeted under a common head, however, local govts. set the 

priority for spending these funds.  The head of the PHC or health Unit who is the 

implementing officer for health has to follow these pre-set priorities. The senior most 

medical officer under a local govt. acts as the secretary (health) to the local govts. He 

implements all programmes related to health within the local govt. for which tied and untied 

funds are passed down to him/her by the local govt. Such spending has to be done by 

him/her in keeping with all required administrative procedures, for maintenance of accounts 

and record keeping.  

 

Planning Process:  

A working group is constituted for the health sector headed by an elected member and 

convened by the medical officer. This committee is usually chaired by a local expert in the 

sector and is invariably a non-official. The local govt. can decide the size and composition of 

the Working group and can nominate any expert from the private or non-govt. sector to the 

working group. It is the working group, which generates project ideas and formulates draft 

projects. As a general guideline the working groups identify the existing facilities, suggest a 

desired level of facilities, identify the gaps, prioritise and develop projects aimed at filling the 

gap.  

 

These draft health projects are presented in the Grama Sabha/Ward meetings, which have the 

flexibility to add, modify and reprioritize. Later they are discussed in development seminars 
                                                           
a non-gazetted officials are the lowest in heirarchy of government officials. 
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and finally approved by the local govt., which has the mandate to allocate  funds for the 

health sector. Thereafter the projects are sent to Technical Advisory committees of the 

district planning committees. These are professional committees consisting of experts from 

within and outside the govt. The TAC’s role lies in vetting the projects based on technical 

correctness and general guidelines. They could advise the local govt. on the desirability of the 

project but could not veto a proposal. The DPC finally approves the project and the 

approved funds are transferred to the implementing officer i.e. the Medical officer. 

 

 

Examining Health inequities - Data and Methods: 

There are three views on examining inequity. They are based on: 

Focus: equity in health mainly focuses on the health of the vulnerable population in 

absolute rather than relative terms. It essentially means that improving the situation 

of most vulnerable would be seen as more equitable. 

Inclusion: No individual or group is left out. It means that despite the 

disproportionate cost required for health provision for a marginalised/under-

privileged population group, they need to be provided with the necessary health care 

over and above the consideration that the same investment could improve efficiency 

in health care provision in the overall system 

Narrowing gaps: Equity measurement identifies the relative and absolute gaps in health 

situation. Thus a policy that improves the health of the best off more than others is not 

considered equitable.  

 

For the purpose of this analysis, I will use the conceptualization of inequity as a mechanism 

to `narrow gaps’.  

 

It is a challenging to operationalise a single context of inequity. But it is necessary to do so 

and develop a comprehensive and consistent description of inequities and measure them 

over time and space to guide public policy on health. In order to describe the distribution of 
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health within a population as being better than the same in another population, we need a 

normative theory that will guide that decision. 

 

Considering an example of socio-economic inequities in health, one could define three 

different dimensions like (a) impact vs. effect measures, (b) relative vs. absolute measures 

and (c) simple vs. sophisticated measures.  

 

The effect measures only describes the difference between the highest and the lowest 

Socioeconomic status (SES) group while the impact measure accounts for the actual 

distribution of inequity across groups (expressed for instance in population attributable risk). 

In other words, impact measures are robust in the sense that inequities may widen between 

groups but the total impact may diminish on account of declining representation of one 

group in the entire population. 

 

The relative and absolute measures are different on account of the relative one being a ratio 

and the absolute one being a simple difference. 

 

The difference between simple and sophisticated measure varies in terms of use of complex 

statistical methodologies based on regression analysis. 

  

Objectives:  

It is proposed to examine the change in inequity with available information on health care 

access, utilization and outcomes for the state during last six years. The period of analysis is 

with time reference prior and post Decentralization (year1995-96). Iit is proposed to 

examine the change in inequity during last six years in the health sector, by comparing the 

situation with the most recent data.  

 

The comparison of two recent time periods of health infrastructure, utilization and 

outcomes is made to ensure inequities if any by characteristics along which we expect to find 

differences. The four broad parameters of segregation identified are residence, religion, caste 

and standard of living. These parameters are only the means to explicate inequities and not 

the agents for inequity. These are the identified parameters along which one expects to find 
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differentials. It may not be possible to obtain information at all levels of dis-aggregation. 

Where data is not available for an uniform pattern of analysis of disaggregation, we have 

adopted the possible means of adjustment.  

 

Data: 

Besides the secondary source of information on health infrastructure, three different sources 

of data has been explored to understand inequities in health utilization and outcomes. At the 

outset, it needs to be made clear that these surveys were not intended for any evaluation of 

inequity of the kind attempted here. These sources are the two rounds of National Family 

Health Surveys (NFHS II & II) in 1992-93 and 1998-99 respectively along with the 

Reproductive and Child Health Survey (RCH) of 1999-2000.   

 

The NFHS rounds were designed to provide state-level and national level estimates of 

fertility, infant and child mortality, the practice of family planning, maternal and child health 

care and utilization of services provided for mothers and children. Both rounds representing 

99 per cent of India’s population and comprised 88,562 and 91,196 households respectively 

in two rounds. The state representations of Kerala in each of the NFHS round were 4387 

and 2834 households, which were scientifically valid to provide state-level estimates. The 

RCH survey had a sample coverage of 10,396 households with an advantage of providing 

district level estimates. However, there is least possible comparability across the three 

surveys, which limits the scope of the proposed analysis. 

 

Methodology:  

The methodology for assessing health inequity in the context of recent policy shifts in the 

state as a consequence of decentralisation will be based on comparison of gaps in access, 

utilization and outcome of health care between now and the beginning of the ninties. The 

parameters of segregation will mostly be in terms of rural/urban, geographic location, caste 

groups, standard of living as well as religious groups. These parameters of dis-aggregation 

are expected to indicate emerging health inequities. The inequity analysis will focus on 

several aspects like, health infrastructure, utilization and outcome indicators. Inequity here as 

has already been mentioned is understood in terms of narrowing gaps. By gap, we mean a 

comparison of the relative health status along a range of parameter of dis-aggregation against 
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the overall health status of the population as a whole. With this methodology the changes 

observed are likely to be a part of the changing trend. Hence, the content of change needs to 

be spelt out. While economic reforms have been strengthened since 1991, decentralization 

of governance is a more broad based intervention rather than an intervention in seclusion 

like a policy intervention. As a result, the observed changes need to be read along this 

context.  

 

To reiterate, I make no argument towards establishing a causal linkage between 

decentralization and changing equities. I am attempting to observe any possible association 

between the two calling for a strict examination of causality. It may be said that, causality of 

system intervention with impact indicators is often difficult to establish given the 

endogeniety considerations. And also it is too early given the period of decentralization lees 

than a decade to make such valuations. 

 

Results and Discussion: 

Decentralization of responsibilities with regard to provision, supervision and resource 

allocation from the central to local govt. is assumed to address the problems caused by a 

centralised system.  It is said to reduce technical inefficiency (Rondinelli et.al, 1983; World 

Bank 1997), reduce red-tapism in bureaucracy, thus resulting in faster decision making 

(Silverman, 1992; Mills 1990) and giving an increased opportunity for representation of local 

population reflecting local needs (World bank 1997; Thomas 1997).  This aspect of better 

service provision along the lines of local preferences has been a key reform strategy adopted 

in the health sector decentralization. This is because there is evidence in developing country 

circumstances that in the absence of sufficient planning and strengthening of appropriate 

institutions decentralization could lead to outcomes worse compared with the centralised 

regime (Akin et.al 2000; Jeppsson, 2001 and Schwartz et al 2000). 

 

This paper uses existing survey information collected at two time points, once prior to 

decentralization and the second time in the post-decentralization period. Other data that 

have been used include trend information on health sector of the state. Kerala, a south 

Indian State of approximately 32 million people embarked on this path of decentralization 

during the mid. 1990’s. This process has not been exclusive for the health sector alone but 
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given the state’s egalitarian history of significant emphasis on social sector expenditure, the 

expected/apprehended changes in this sector raises more concern then in other states.  

 

As described earlier, the institutions required for a successful decentralization process are 

perhaps the best available in the state. As much as the decentralization campaign has been 

concerned with the efficacy of deliberative institutions, it has also been in keeping with 

Kerala’s long history of re-distributive struggles, promoted the strategic goal of building 

equitable forms of participation and reducing substantive inequality. The Kerala experience 

to date certainly bears out the importance of affirmative action ("reservations" in the Indian 

context) in representative structures and indeed suggests that the principle should be 

extended to higher levels of government.  

 

The mechanisms by which decentralization could affect health may be multiple and varied. 

The possible mechanisms are: (1) by increasing the level of resources used for health, (2) by 

using existing resources more efficiently to increase the supply of services for health or (3) 

by changing the mix of services to activities with greater impacts on health for a given level 

of resources. Whatever be the mechanism decentralization could have a bearing on health in 

the state, the concern here has been to gauge inequity in terms of a limited set of parameters. 

 

Different incentives and preferences among the local planners as compared with central 

planners will play a role in determining an increase in the level of resources available for 

health. For example, local governments might consider health to be a higher priority than 

the central government, thereby deciding to transfer resources from other sectors to the 

health sector. In Kerala, this does not appear to be the case, at least during the initial phases 

of the decentralization process. In fact, Panchayats in Kerala allocated a lower proportion of 

resources to health than that allocated by the state government prior to decentralization. 

While Panchayat resources grew at an annual rate of 30.7 per cent, health resources grew at 

7.9 per cent. (Varatharajan et.al, 2004). This does not indicate that the local planners do not 

give priority to the health sector. A systematic analysis of the development reports prepared 

by 84 panchayats reflect a universal recognition of problems in health sector in terms of 

infrastructure, basic public health needs as well as region specific issues related to 

mosquitoes, disabilities and malnutrition. For example an examination of the panchayat 
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development reports of Trivandrum, the capital of the state, with an extensive health care 

delivery system reveals that lack of health infrastructure was a priority area of concern 

(Elamon and Ekbal 2000).  

 

The most commonly cited reason for promoting decentralization, at least in the economics 

literature, is to address differences in preferences across regions or population sub-groups 

for the services that governments provide. If not for cost savings or inter-jurisdictional 

external effects, decentralization can improve societal welfare by providing a level of health 

goods and services that better suits differential needs or preferences when compared with 

centralization which might provide a uniform set of goods and services across all regions 

(Oates 1972). In the health sector, differential needs and priorities might arise given the 

different epidemiological and environmental conditions across regions or population groups. 

Local governments in some areas might be faced with larger problems with water and 

sanitation compared with other areas having the problem of accessible roads to access health 

care. Centralized planning might fail to recognise these differences to provide different 

health service package in tune with these differences. On the contrary, local governments, 

having informational advantages or having constituents more willing to advocate appropriate 

services, may be better placed to meet these different preferences and needs. As a 

consequence, the unjust inequalities could be avoided. 

 

The trend in the health infrastructure in the state shows an upward trend indicating 

government’s commitment towards increasing expenditure in the health sector. The trend 

for the period 1961- 1999 presented here includes all public and private as well as all three 

system of medicine prevalent in the state. It clearly indicates the increase in health 

infrastructure (See Table 1). This could be indicative of an increasing trend. Had 

decentralization served to reduce health infrastructure, we would have seen its impact on the 

overall trend in health infrastructure as stagnation, to say the least. 

 

The focus here has been to examine the macro trends in the health infrastructure i.e. in 

terms of medical institutions, beds as well as doctors during the Nineties. The three selected 

indicators, no. of medical institutions, beds and doctors do not show any adverse trend 

during the nineties (See Table 2, Fig.1 and Fig.2). the analysis included the three systems of 
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medicine, namely, Ayurveda, Homoepathy as well as Allopathy. In fact, there is a regional 

(urban/rural) demand pattern for these three different systems of treatment. To address 

regional inequities (if any), Table 3 presents an inter-district scenario between 1994-95 and 

1999-00. There seems to be an improvement in infrastructure per-capita during this period 

in aggregate, the regional pattern (i.e. the district-wise scenario) also indicate similar 

improvements even though such gains have not been uniform over all districts. These 

unequal gains are visible as a few of the districts have gained better in relative terms against 

the state aggregate levels. From an inequity stand point, this can not strictly be treated as 

increasing inequity because the gain is positive across most districts should these gains be 

assessed in reference to the existing infrastructure of districts prior to decentralization.  

 

With regard to observed changes in utilization and outcomes, it has been difficult to find 

indicators by the proposed parameters of segregation between two time points. The surveys 

that we have used were not intended to provide detailed information on health utilization 

and outcomes. The main purpose of these surveys was the demographic trends and their 

associated correlates if any. The survey on reproductive and child health also had more or 

less similar objectives but with the advantage of using a representative sample to provide 

district levels estimates. In spite of these limitations, we have attempted to designate 

utilization and outcomes within the stipulated availability of indicators. The utilization 

component covers contraceptive use, child immunization, and treatment of childhood 

ailments (ARI) as well as Institutional deliveries along with deliveries conducted by the 

doctors. The outcome component comprises of Infant Mortality Rate (IMR), child mortality 

as well as child nutrition. These variables do provide an estimate across most parameters of 

segregation between the two time points.  On some occasions however this is not possible 

for lack of the required number of cases in each group. The 1992-93 period does not 

provide the standard of living criterion and therefore denies a comparison according to this 

criterion. This was one of the limitations of the data set used. In addition, we explore an 

alternative source, the Reproductive and Child Health Surveys (RCH) for the period 1999-

2000 which has a reasonable sample size that facilitates a district-wise analysis. As it is not 

possible to compare this source with the indicators used to make the comparisons over two 

time points, we make an attempt towards measuring inequity gaps across districts using the 

state average of different health utilization and outcome components. The regional pattern 
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of inequities thus assessed is not comparable to the comparisons made over the two points 

in time to assess the impact of policy shift. However, it indicates the extent of gaps in 

regional inequities across various selected indicators of health utilization and outcomes.  

 

The inequality gaps across different parameters of segregation have been examined for 

indicators of health utilization and health outcomes (See Table 4 & 5). Across all indicators 

and parameters of segregation the inequity gaps by residence have shown an improvement. 

While describing inequity gaps in utilization, we find the inequity gaps by residence are the 

lowest and by religion they are the widest (See Fig. 4 & 5). However, there are some signs of 

decline in inequity gaps with respect to utilization indicators that address contraceptive use 

to child immunization and institutional delivery, We find strict declining inequities across all 

parameters of segregation for indicators like contraceptive use, institutional delivery as well 

as doctors conducting deliveries. The religion and caste dimension of these inequity gaps are 

relatively greater compared to the rural-urban residence criteria for almost all indicators of 

utilization. In some instances, the inequity gaps have widened like that of unmet need for 

contraception when we use caste as the unit of segregation.  

 

Similar inequity gaps in outcomes are considered here in terms of variables like infant 

mortality, under-five mortality, child morbidity as well as child under-nutrition. In case of 

outcome indicators the changes in inequity are mixed. In some regions, it has widened vis-à-

vis others where it has narrowed down. Caste and religion component seem to contribute to 

inequities in outcomes more than the residence. In fact, of the three parameters of dis-

aggregation, inequity gaps are the least by residential status. In most outcomes the inequity 

gaps due to residence have narrowed down. As regards religion, the inequity gaps have 

narrowed down in all outcomes except in case of under-nutrition in children (See Figure 3). 

The experience of morbidity among children in terms of diarrhea, ARI and fever seem to be 

reflecting a consistent decline in inequity gaps for all the three parameters of segregation. 

While we speak of narrowing gaps, it is equally important to focus on the most deprived and 

their pattern of improvement over time. For example, Muslims who were much worse off  

in terms of many outcome indicators have altered their position from being disadvantaged to 

advantaged in the accent years. Though in the language of inequity, the agents are less 

important in relation to the extent of gap, an evaluation exercise should take note of it. In 
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this case, whether the religious dimension of inequity widens or narrows down, that the most 

deprived are attaining an advantage (and not less of deprivation) is worth mentioning.  

 

Since comparability is restricted by lack of data on the standard of living in the earlier period 

being measured, we present a description of inequity in this aspect across various utilization 

and outcome indicators. On utilization front, the extent of inequity gap ranges from 0.47 for 

unmet need for contraception to 0.19 for use of modern methods. Similarly with regard to 

immunization, institutional deliveries as well as doctors conducting deliveries, this inequity 

gaps are moderate in a range of 0.15 and 0.25.  But the set of outcome variables that are 

available for this period relates to mortality at early ages, childhood morbidity, under 

nutrition, anemia as well as under nutrition in women in terms of low BMI and any anemia.  

The description of inequities according to standard of living in this range of outcome 

variables reflects a differential spread in the sense that in a few of them inequities are 

moderate compared with a set of others. In case of child morbidity and child anemia, the 

inequity gaps seem to be moderate in a range of .06 and .22. However, in case of mortality in 

childhood as well as under-nutrition they are wider in the range of 0.83 and 2.01. More 

specifically, the inequity gaps in under-nutrition is quite strong with the children of high SLI 

having a remarkably significant advantage over the children of low SLI. This is true of 

whether under-nutrition being measured with weight for age, height for age as well as weight 

for height. The inequity gaps in under-nutrition among women according to SLI is also quite 

high with a range of about .39 and 1.23. 

 

The reproductive and child health survey of 1999-2000 provides a reasonable sample size to 

obtain district level estimates and has been used to understand regional inequities. However, 

in this case too comparability problems exist for being one time point data and therefore no 

attempt in that direction is made. In terms of utilization component, the inequities according 

to residence seems to be moderate where as they are wider according to religion and caste. 

Inequity gaps in outcomes also show a similar pattern. The utilization indicators like 

deliveries in private sector (indicative of accessibility and affordability) reflect wider 

inequities across, religion, caste and standard of living compared with rural-urban residence. 

And this holds true for alternative indicators such as child immunization and contraceptive 

use.  
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In case of outcomes, a range of indicators is considered like TB in households, childhood 

morbidity as well as adolescent anemia. Here too the least of the gap was found for the 

residence criterion while the religion and caste dimensions have a larger response to 

inequities (See Table 6). It should be remembered that these gaps are not comparable with 

the other survey information explored, as they have a different design and far less of 

comparable information. Given the feasibility of samples at the district level, a primary 

evaluation of regional inequities is attempted with a similar rule of measuring relative 

positioning of districts considering the state level situation as unity. Such an analysis of inter-

district variations reflects a wider regional inequity than expected with respect to certain 

indicators. For instance, the regional inequities are wider in case of child immunization and 

childhood ailments while the same is modest when it comes to maternal services like delivery 

characteristics (See Table 7).   

 

 

 

Conclusions: 

The historic Kerala model in health lies in its distinction of good health at low cost, which is 

indicative of universal availability and accessibility. However, the recent challenges 

confronting this model relate to the mismatch between greater demand for health care under 

a different epidemiological regime twined with reduction in public health spending. The 

consequence has been a rise in out-of pocket expenditures in health. This exercise is a 

preliminary effort in the direction of evaluating whether recent policy shifts have contributed 

to worsening/bettering the inequities in health. Even though this is not a systematic impact 

analysis of policy shifts, changes over the Nineties and comparison of pre and post 

decentralization situation indicates reduction in inequity over selected indicators with regard 

to infrastructure, utilization and outcomes of health.  
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Table 1: Health Indicators for Kerala, Past trends 
Per capita 1961 1966 1971 1976 1981 1991 
Hospitals   0.49 0.55 0.55 2.52 2.98 7.02 
Beds 71.42 89.63 101.98 225.4 175.92 263.2 
Dispensary 1.17 1.07 1.17 2.77 2.95 6.04 
Doctors   27.1  46.0 56.7 
Health exp 2.63  7.03  22.43 75.43 
Note: Hospitals, Beds, Dispensaries and Doctors are expressed for 100,000 Population and the health 
expenditure in Indian rupees per capita. 
Source: Health Information India 
 
Table 2: Recent trends in the health infrastructure in Kerala during the 1990’s 
Years Medical Institutions 

per 100,000 Popln. 
Beds per 10,000 
populations 

Doctors per 100,000 
population 

1990-91 8.3 15.0 14.1
1991-92 8.4 15.0 13.6
1992-93 8.3 13.6 15.1
1993-94 8.3 13.7 15.2
1994-95 8.4 13.7 15.3

1995-96 8.5 13.8 15.7
1996-97 8.8 13.8 15.8
 1997-98 8.6 13.8 14.7
1998-99 8.8 14.3 14.9
Note: These infrastructures include all the three systems of medicine available in the state. The year 1994-95 is 
the point of active onset of decentralization in health sector in Kerala. 
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Table 3: District-wise changing health infrastructure pattern, Kerala, 1994-2000 
Districts Medical Institutions  100000 Pop Beds per 10,000 Population 
 1994-95 1999-2000 1994-95 1999-2000 

Trivandrum 7.7 8.0 23.1 23.9 
Kollam 7.4 7.8 9.5 9.1 

Pathanamthitta 10.5 11.4 8.7 9.8 
Allapuzha 8.4 10.0 20.8 20.5 
Kottayam 8.7 9.6 19.1 19.1 

Idduki 11.3 12.0 9.3 9.4 
Ernakulam 7.8 8.1 13.9 14.7 

Thrissur 8.5 9.0 15.3 15.4 
Palakkad 7.8 8.7 9.0 9.2 

Malappuram 6.6 6.7 7.1 6.9 
Kozhikode 6.6 7.1 16.7 21.1 

Waynad 10.3 10.8 13.0 12.3 
Kannur 9.1 9.5 11.1 12.5 

Kasargode 10.7 10.7 7.4 7.7 
KERALA 8.3 8.8 13.7 14.3 

 
Table 4: Description of Inequities in Outcome Measures in Kerala, 1998-99 
Characte
ristics 

Current Contraceptive 
Use 

Mortality Child 
immun
ization

Child Morbidity 

 Any 
mod
ern 
met
hod 

Any 
Metho
d 

Unmet 
Need 

IMR Under 
5 
Mortal
ity 

Compl
ete 
(All) 

Fever ARI Diarrhoe
a 

Residenc
e 

         

Urban 1.03 1.02 0.95 0.71 0.74 1.07 0.87 1.01 1.09 
Rural 0.99 0.99 1.02 1.08 1.07 0.98 1.03 1.00 0.97 
Religion          
Hindu  1.12 1.15 0.79 1.07 1.07 1.08 1.03 1.01 0.88 
Muslim 0.74 0.73 1.42 0.90 0.99 0.85 1.00 0.98 1.10 
Others 1.12 1.06 0.88 1.05 0.84 1.17 0.92 1.02 1.05 
Caste/Tr
ibe 

         

SC 1.19 1.24 0.76    1.34 1.39 1.41 
ST 0.98 1.04 0.56       
OBC 0.98 0.99 0.87 0.83 0.94 0.98 0.88 1.03 1.08 
Others 0.98 0.96 1.18 0.98 0.92 1.05 1.05 0.89 0.89 
SLI          
Low 1.12 1.16 0.85 1.72 1.67 0.86 1.00 0.96 096 
Medium 1.01 1.02 0.87 0.76 0.87 0.98 1.04 1.08 1.06 
High 0.93 0.88 1.32 1.02 0.84 1.11 0.93 0.86 0.91 
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Table 4 (contd) 
Characteristic Under Nutrition in 

Children 
Knowing 
no means 
to avoid 
AIDS 

Among Reproductive 
age Women 

Child 
Anemia 

 W/A H/A W/H  Low BMI Any 
Anemia 

 

Residence        
Urban 0.62 0.97 0.98 0.88 0.78 0.90 1.07 
Rural 1.09 1.01 1.01 1.04 1.06 1.03 0.98 
Religion        
Hindu  1.09 0.82 1.17 0.87 1.16 1.14 1.01 
Muslim 1.02 1.34 0.95 1.39 0.91 0.85 0.95 
Others 0.57 0.57 0.60 0.73 0.66 0.83 1.03 
Caste/Tribe        
SC 2.64 2.44 1.11 1.22 1.48 1.18 0.82 
ST     1.57 1.50  
OBC 1.11 1.23 1.13 0.97 1.06 0.98 0.88 
Others 0.49 0.60 0.83 0.98 0.84 0.97 1.12 
SLI        
Low 2.51 1.33 1.46 1.47 1.77 1.24 0.96 
Medium 0.94 1.04 1.01 1.10 1.03 1.01 1.02 
High 0.40 0.78 0.79 0.64 0.54 0.85 0.99 
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Table 5: Description of Inequities in Outcome Measures in Kerala, 1992-93 
Characteri
stics 

Current Contraceptive 
Use 

Mortality Child 
immun
ization

Child Morbidity 

 Any 
mod
ern 
met
hod 

Any 
Metho
d 

Unmet 
Need 

IMR Under 
5 
Mortal
ity 

Compl
ete 
(All) 

Fever ARI Diarrh
oea 

Residence          
Urban 1.05 1.08 0.96 0.85 0.81 1.02 1.00 1.21 0.79 
 Rural 0.98 0.97 1.02 1.05 1.07 0.99 1.00 0.92 1.08 
Religion          
Hindu  1.17 1.15 0.70 0.75 0.81 1.15 0.97 0.96 0.85 
Muslim 0.59 0.60 1.85 1.42 1.34 0.75 0.97 0.94 1.23 
Others 1.08 1.13 0.70 0.89 0.89 1.13 1.13 1.25 0.96 
Caste/ 
Tribe 

         

SC 1.32 1.21 0.67    0.91 1.33 0.35 
ST 1.26 1.18 0.62    0.62 0.65 0.68 
OBC          
Others 0.98 0.99 1.03    1.01 1.00 1.02 
SLI          
Low          
Medium          
High          
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Table 5(contd) 
Characteris
tic 

Under Nutrition in Children Institutional 
Delivery 

Doctors 
conducting 
deliveries 

 W/A H/A W/H   
Residence      
Urban 0.80 0.78 1.03 1.08 1.10 
Rural 1.07 1.08 0.99 0.97 0.96 
Religion      
Hindu  1.02 0.93 1.13 1.08 1.08 
Muslim 1.08 1.11 0.93 0.87 0.85 
Others 0.80 0.95 0.84 1.08 1.11 
Caste/ 
Tribe 

     

SC 1.12 1.17 1.38 1.10 1.01 
ST 2.10 2.19 2.41 0.81 0.68 
OBC      
Others 0.98 0.97 0.97 1.00 1.01 
SLI      
Low      
Medium      
High      
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Table 6: Description of inequities in outcome measures in Kerala, Reproductive and 
Child Health Survey 1999-2000. 
Characteris
tics 

Household 
with TB 

Adolescent 
Anemia 

Experience 
of child 
loss 

Experience 
of Preg. 
Loss 

Delivery in 
Pvt. Sector 

Normal 
delivery 

Religion       
Hindu 1.19 0.92 0.93 1.03 0.84 0.96 
Muslim 0.77 0.96 1.30 0.98 1.14 1.08 
Christian 0.78 1.42 0.75 0.95 1.20 0.94 
Caste       
SC/ST 1.45 0.76 1.52 0.98 0.61 1.02 
Others 0.94 1.03 0.93 1.00 1.05 0.99 
Residence       
Urban  0.91 1.04 1.03 0.99 1.00 1.01 
Rural 1.03 0.98 0.89 1.02 0.99 0.96 
SLI       
Low 1.28 1.38 1.30 0.97 0.76 1.02 
Medium  0.96 1.12 0.99 1.01 1.14 1.00 
High 0.21 0.59 0.66 1.02 1.33 0.99 
Total 14.3 

(000’s) 
11.3 (00’s) 74.6 

(000’s) 
19.3 (00’s) 60.6 (00’s) 77.2 (00’s) 
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Table 6 (contd) 
Characte
ristics 

Childhood ailments Immunization Current 
Cont. use

 Diarrohea ARI BCG DPT POLIO Measles  
Religion        
Hindu 0.99 1.05 0.54 0.57 0.61 0.88 1.00 
Muslim 1.66 0.84 1.96 1.85 1.71 1.27 0.99 
Christian 0.74 1.06 0.49 0.62 0.71 0.83 1.02 
Caste        
SC/ST 1.08 1.05 1.35 1.10 1.14 1.14 0.95 
Others 0.99 0.98 0.95 0.98 0.97 0.98 1.01 
Residenc
e 

       

Urban 1.06 1.25 0.85 0.99 0.97 1.00 1.12 
Rural 0.98 0.90 1.05 1.01 1.00 1.02 0.99 
SLI        
Low 1.12 1.11 1.58 1.34 1.22 1.08 0.83 
Medium 0.99 1.04 0.89 1.01 0.97 1.01 1.04 
High 0.88 0.77 0.53 0.55 0.80 0.87 1.13 
Total 17.2 (00’s) 17.3(00’s

) 
34.3 
(000’s) 

57.4 
(000’s) 

55.1 
(000’s) 

29.3 
(00’s) 

72.5 
(00’s) 

 
 
Table7: Inter-district Inequity Gaps according to selected parameters, Reproductive 
and Child Health Survey, Kerala, 1999-2000.above parameters 

Parameters Inequity Gap 
Experience of Normal Delivery 0.316 
Experience of Pregnancy Loss 0.508 

Current Contraceptive Use 0.513 
Child Birth in Private Sector 0.881 

Child without Measles Vaccine 1.000 
Experience of Child Loss 1.141 

Households with TB 1.427 
Children with ARI 1.618 

Adolescent Anemia among girls 1.619 
Children with Diorrhea 2.000 

Children without Polio vaccination 2.421 
Children without DPT Vaccination 3.186 
Children without BCG Vaccination 3.717 
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Figure 1: Medical Institutions per 100,000 Popn.
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 Figure 2: Beds per 10,000 populations
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Figure 3 
 

Inequity gaps in outcomes according to religion
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Figure 4 

Inequity gaps according to residence
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Figure 5 
 

Inequity gaps according to Religion

0.00

0.20

0.40

0.60

0.80

1.00

1.20

1.40

cont. use unmetneed child Imm Inst.deliv doct. Deli

Indicators

92-93
98-99

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 29


	Understanding Health Inequity in a Decentralized Health System of Kerala, India 
	Decentralization and Equity: 
	Examining Health inequities - Data and Methods: 
	Data: 
	Table 1: Health Indicators for Kerala, Past trends 
	Table 2: Recent trends in the health infrastructure in Kerala during the 1990’s 
	 
	 
	 
	 
	 
	 
	 
	 
	Figure 3 
	 
	 
	 
	Figure 4 
	Figure 5 



