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Access to healthcare among the Empowered Action Group
(EAG) states of India: Current status and impeding factors
VIRENDRA KUMAR, PUSHPENDRA SINGH

ABSTRACT
Background. Access to healthcare is crucial for meeting
the health needs of Indians. We explored factors impeding
access to public sources of healthcare among the Empowered
Action Group (EAG) states of India. We also examined the
extent to which Indians depend on public and private sources
of healthcare in the EAG states.
Methods. Our study is based on the unit-level records of
9988 ailing persons, who were surveyed among the EAG
states in the 71st round of the National Sample Survey (NSS),
conducted during January–June 2014 on the theme ‘Social
consumption: Health’. To analyse the socioeconomic factors,
we did logistic regression using STATA version 12.0.
Results. Despite a vast public health infrastructure in the
EAG states, around three-fourths of inpatients are dependent
on private sources of healthcare in both rural (70%) and urban
(78%) areas. Poor quality and long waiting time in accessing
healthcare from public health facilities remain big concerns for
inpatients of the EAG states.
Conclusion. To make public health services more accessible,
there is a need to improve the quality of services, enlarge
infrastructure to reduce waiting time, and enhance the physical
reach to inpatients in the EAG states of India. Public health
services will then be able to compete with those in the private
sector.
Natl Med J India 2016;29:267–73
INTRODUCTION
Access to healthcare services is crucial for their optimum utilization
and to meet the health needs of Indians.1–4 The population should
be able to receive health services that are physically and financially
accessible, affordable and acceptable for all.2,3 Expanding
healthcare access is a priority for the Government of India to
secure the fundamental human rights of its citizens.5,6 However,
in the past two decades, the government is struggling to improve
healthcare access for its citizens.
India’s healthcare system consists of a mix of public and
private health service providers.6 Regardless of the vast public
health infrastructure along with several vertical health programmes,
India has the largest private healthcare system in the world4,7,8 with
72% of health expenditure being incurred in the private sector.9 A
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dominant private sector and its high out-of-pocket payment
mechanism has resulted in unequal access to healthcare and thus,
unequal health outcomes among varied socioeconomic population
groups.8 The 12th Five-Year Plan seeks to support initiatives
taken in the 11th Five-Year Plan to expand the reach of healthcare
towards the long-term objective of setting up a system of universal
access to healthcare in India.6 It means that every individual would
have assured access to health services, which should be free for a
majority of the population. Though the list of assured services will
have to be limited by budgetary constraints, the objective should
be to increase the coverage over time.6
Studies show that access to healthcare in India is unequal
among regions with variations such as caste and class.4,7,10 PowellJackson et al.11 have pointed out that accessibility to healthcare is
very low among the weaker sections of society. Kanuganti et al.
found accessibility to healthcare to be low in India due to inadequate
availability of public transport in rural areas.3 They also found that
access to healthcare depends on travel time, travel cost, convenience
and road conditions. Applications of physical accessibility to
healthcare in both developed and developing countries have been
carried out by Parker and Campbell,12 Noor et al.,13 Sarkar and
Ghosh14 and Jacobs et al.15
We evaluated accessibility to healthcare in the Empowered
Action Group (EAG) states of India (Bihar, Chhattisgarh,
Jharkhand, Madhya Pradesh, Odisha, Rajasthan, Uttarakhand and
Uttar Pradesh) in both public and private sectors by using dataset
of the 71st round of the National Sample Survey (NSS).16 This
dataset shows the degree of access to healthcare for individuals in
both rural and urban areas. Our interest in the EAG states is
primarily because together these states account for about 46% of
the Indian population, and 61% of the poor (those living below the
poverty line).17 The health outcomes are the worst in the EAG
states, which contribute to the highest disease burden in the
country.18 Therefore, greater access to public health services is
desirable if we are to meet the health needs of the population.6,11
We also explored the factors impeding access to public sources of
healthcare in the EAG states.
METHODS
Our study is based on the unit-level records of the 71st round of
the National Sample Survey (NSS), which was done during
January–June 2014 on the theme of ‘Social consumption: Health’.16
The survey was conducted throughout the country in both rural
(consisting of 4577 villages) and urban (3720 urban blocks) areas
and provides information on various aspects of healthcare. We
used the information related to spells of ailment of household
members (including hospitalization), which is available in the
eighth block of the NSS 71st round schedule.
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We specifically included the level of healthcare from where
individuals were seeking medical advice after their ailment. As
per the schedule, health subcentre (HSC)/auxiliary nurse midwives
(ANM)/accredited social health activist (ASHA)/anganwadi
workers (AWW), primary health centres (PHC)/dispensary/
community health centres (CHC)/mobile medical units and
government hospitals are categorized as public sources of
healthcare whereas, private doctors/clinics and private hospitals
are classified as private sources of healthcare.16 HSC, ANM/
ASHA and AWW are considered as the lowest level of care.
However, the possibility of misclassification of these ‘levels of
care’ (other than public hospital) by an informant cannot be ruled
out due to overlapping of these units in some states. Thus, we have
combined these figures.
We analysed five reasons (given in the schedule) associated
with not availing public sources of healthcare: required specific
services not available, service available but quality not satisfactory,
quality satisfactory but facility too far, quality satisfactory but
involves long waiting time, financial constraint and others. To
analyse the other socioeconomic factors, we used logistic regression
using STATA version 12.0 (Stata Corp LP, College Station, TX,
USA) and SPSS 20. It aims to explain the odds of the outcome
variable in question by a set of factors that vary systematically
with socioeconomic status.19,20 The parameters of the logistic
regression were estimated by modelling the ‘public healthcare’
variable (1 if ailing person uses public source of healthcare, 0
private/otherwise) against a set of explanatory variables such as
social groups, religious groups, the EAG states, quantiles, sectors
and general education level. The estimates of the model have been
expressed in terms of odds. Appropriate sampling weights were
used to control the complex survey design of the NSS. Sampling
weights are given in the NSS dataset (see the NSS reports for the
detail of sampling reference).
The ailing persons surveyed among the EAG states in the 71st
round were 9988 (5661 in rural and 4327 in urban areas). Among
the EAG states, around 40% of the sample was contributed by
Uttar Pradesh, followed by Madhya Pradesh (14%), Odisha (13%)
and Rajasthan (12%). The remaining three states (Bihar, Jharkhand

and Chhattisgarh) shared <10% of the sample households. Except
for Bihar, Odisha and Madhya Pradesh, the distribution of sampled
persons was similar in rural and urban areas of the EAG states
(Table I).
This study is based on a secondary dataset with no identifiable
information on the survey participants. The National Sample
Survey Office (NSSO), Government of India, provides this dataset
for research purposes (available at www.mospi.gov.in/downloadreports?main_cat=NzIy&cat=All&sub_category=All).
RESULTS
Healthcare accessibility: Public versus private
The results show that the EAG states could ensure access to public
sources of healthcare to a limited population (30% rural and 22%
urban; Table II). Among the EAG states, Odisha performed the
best in securing access to public health services to a large
proportion of inpatients in both rural (71%) and urban areas
(47%), followed by Uttarakhand (61% rural and 31% urban) and
Rajasthan (44% rural and 39% urban). The inpatients of
Chhattisgarh also reported better accessibility (42% rural and
26% urban) to public sector facilities in comparison to Uttar
Pradesh (16% rural and 14% urban) and Bihar (16% rural and 18%
urban). Similarly, the results reveal that accessibility to public
sources of healthcare is better in Madhya Pradesh (27% rural and
29% urban) and Jharkhand (25% rural and 20% urban) in
comparison to Uttar Pradesh and Bihar.
Among the public sources of healthcare, it is public hospitals
from where a larger share of the inpatients are seeking medical
advice in both rural (16%) and urban (17%) parts of the EAG
states, in comparison to other public sources of healthcare such as
PHCs and HSCs. Besides, among the EAG states, public hospitals
of Rajasthan (30% rural and 35% urban), Odisha (29% rural and
29% urban) and Madhya Pradesh (20% rural and 26% urban) were
found to be more accessible than other government sources of
healthcare. As an exception, more than half the inpatients (53%)
of rural areas of Uttarakhand are dependent especially on public
hospitals followed by the PHCs (6%). Thus, public hospitals play
a major role in the provisioning of health services in rural areas of

TABLE I. Description of sample households across the Empowered Action Group (EAG) states
Sector

Uttarakhand

Rajasthan

Uttar Pradesh

Bihar

Jharkhand

Odisha

Chhattisgarh

Rural
Urban
Total

110
124
234

594
573
1167

2339
1657
3996

649
299
948

242
318
560

877
408
1285

225
181
406

Madhya Pradesh EAG states
625
767
1392

5661
4327
9988

Source: Authors’ calculations from 71st NSSO round (Schedule 25.0)

TABLE II. Population distribution (%) of inpatients seeking medical advice by level of healthcare among the Empowered Action Group
(EAG) states
Level of
healthcare

Uttarakhand

Rajasthan

Uttar Pradesh

Bihar

Jharkhand

Odisha

Chhattisgarh

Madhya Pradesh EAG states

R

U

R

U

R

U

R

U

R

U

R

U

R

U

R

U

R

Public
HSC*
PHC†
Hospital
Total

2
6
53
61

1
2
29
31

4
10
30
44

1
3
35
39

2
3
10
16

2
2
14
17

3
4
10
16

2
1
14
18

5
5
16
25

0
0
19
20

4
39
29
71

1
16
29
47

16
14
12
42

5
6
15
26

1
6
20
27

1
2
26
29

3 2
11 3
16 17
30 22

Private
Doctor
Hospital
Total

21
18
39

44
24
69

33
22
56

37
24
61

66
19
84

63
20
83

68
15
84

69
13
82

63
12
75

62
18
80

25
4
29

42
11
53

40
17
58

48
26
74

52
21
73

50
21
71

61 63
9 15
70 78

R rural
U urban
HSC health subcentre
* includes auxiliary nurse midwives (ANM)/accredited social health activist (ASHA)/anganwadi workers (AWW)
PHC primary health centre
† includes dispensary/community health centres/mobile medical unit
Source: Authors’ calculations from 71st NSSO rounds
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Uttarakhand. Further, the inpatients of rural areas of Odisha also
reported greater accessibility to public sources of healthcare
especially PHCs (39%) and public hospitals (29%).
The results show that around three-fourths of inpatients in the
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EAG states are dependent on private sources of healthcare in both
rural (70%) and urban (78%) areas (Fig. 1). Among the EAG
states, the inpatients who reside in Uttar Pradesh (84% rural and
83% urban) and Bihar (84% rural and 82% urban) show extreme

TABLE III. Proportion of ailing persons by reason for not availing public healthcare services within the Empowered Action Group (EAG) states
Reason

Bihar

Jharkhand

Odisha

R

U

R

U

R

U

R

U

R

U

R

U

R

U

R

U

R

U

4

26

11

8

20

10

5

6

38

34

9

9

3

16

10

7

15

11

14

28

48

41

47

46

8

20

9

15

15

9

74

22

25

23

15

30

Financial
constraints

0

2

0

4

0

0

0

Others

1

8

8

3

5

2

Required
specific
services

Uttarakhand
Not
available
Available*

Quality
Facility
satisfactory too far
but
Involves
long
waiting

* But quality not satisfactory

Rajasthan

2
R rural

U urban

Uttar Pradesh

64 58

44

36

56

70

49

55

54

63

51

48

5

17

17

11

4

25

1

17

6

15

10

11 30

1

8

7

9

8

17

13

17

14

24

0

0

1

2

0

0

0

0

0

0

1

1

1

3

16

8

15

11

6

7

4

5

Source: Authors’ calculation from 71st NSSO rounds

Variable

Odds estimates

Robust standard
error

Sectors
Rural®
Urban

0.67*

0.09

0.52–0.86

Religious groups
Muslim®
Hindu
Christian
Others

1.13
0.30†
0.92

0.20
0.15
0.45

0.81–1.59
0.11–0.81
0.35–2.39

Social groups
Scheduled caste®
Scheduled tribe
Other backward caste
Others

2.58*
1.14
1.02

0.58
0.18
0.18

1.66–4.02
0.84–1.54
0.72–1.44

General education
Illiterate®
Up to primary
Intermediate
Graduates and above

0.69†
0.73†
1.07

0.11
0.11
0.26

0.52–0.94
0.54–0.99
0.66–1.73

Quantiles
Lowest®
Second
Middle
Fourth
Highest

0.92
1.03
0.83
0.38*

0.10
0.13
0.15
0.12

0.74–1.14
0.8–1.32
0.58–1.17
0.2–0.71

5.24*
3.45*
1.02
1.52
12.93*
1.66‡
1.87*
0.22*

1.56
0.57
0.31
0.45
2.21
0.49
0.36
0.05

2.93–9.41
2.51–4.77
0.56–1.84
0.85–2.7
9.26–18.07
0.93–2.98
1.29–2.73
0.14–0.36

® denotes the reference category

* p<0.01

Madhya Pradesh EAG states

18

TABLE IV. Odds ratio for the level of healthcare (public and
private) by background characteristics, NSSO 71st round, 2014

EAG states
Uttar Pradesh®
Uttarakhand
Rajasthan
Bihar
Jharkhand
Odisha
Chhattisgarh
Madhya Pradesh
Constant

Chhattisgarh

† p<0.05

95% CI

‡ p<0.1

dependency on private sources of healthcare, followed by
Jharkhand (75% rural and 80% urban) and Madhya Pradesh (73%
rural and 71% urban). Similarly, around 60% of inpatients in
Chhattisgarh and Rajasthan rely on private sector health facilities
in both rural and urban areas. In addition, the inpatients of urban
areas of Chhattisgarh (74%) and Uttarakhand (69%) predominantly
depended on private sources of healthcare. However, inpatients
residing in rural areas of Odisha (29%) and Uttarakhand (39%) are
seen to be less dependent on private health facilities in comparison
to the other EAG states.
Factors impeding access to public sources of healthcare
We found that poor quality of services remains the biggest
challenge for inpatients of EAG states. Around half the inpatients
(51% rural and 48% urban) of the EAG states do not access public
sources of healthcare due to poor quality of services available in
their areas.
Among the EAG states, Bihar (64% rural and 58% urban),
Madhya Pradesh (63% rural and 51% urban) and Odisha (56%
rural and 70% urban) contribute the highest proportion of inpatients
who were not satisfied with the quality of public health services
available in their areas. Poor quality services were also reported
by around half the inpatients of Chhattisgarh (49% rural and 55%
urban) and Uttar Pradesh (47% rural and 46% urban). However,
the public health system of Uttarakhand delivers better quality of
health services in comparison to the other EAG states (Table III).
Long waiting time in seeking healthcare from public health
facilities is a major public health challenge in the EAG states. A
large proportion of inpatients (14% rural and 24% urban) of the
EAG states do not access public sources of healthcare as they have
to wait for a long time in a queue while seeking these facilities.
Surprisingly, due to long waiting in public health facilities 74% of
inpatients of rural areas of Uttarakhand do not access these
facilities. Similarly, longer waiting time dissuades a large
proportion of inpatients of urban areas of Uttar Pradesh (30%) and
Bihar (30%) from accessing public health facilities.
Our results show that the EAG states have not been able to
make health services available to all. A major proportion of
inpatients (15% rural and 11% urban) of the EAG states could not
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Private healthcare (Rural)

Private healthcare (Urban)

Non-EAG States

Non-EAG States

<50%

<60%

51%–60%

61%–70%

70%–80+%

71%–80+%

(A) Rural

(B) Urban

FIG 1. Extent of access of private healthcare facilities in empowered action group (EAG) states

access public sector health facilities because of the absence of
required facilities in their area. Among the EAG states, the highest
proportion of inpatients (38% rural and 34% urban) in Jharkhand
reported non-availability of public health services. In Uttar Pradesh
non-availability of public health services was reported by 20% of
inpatients of rural and 10% of urban areas. The non-availability of
public health services is not seen as a matter of concern in rural
areas of Uttarakhand (4%) and Chhattisgarh (3%), but it has been
noted as a big challenge in urban areas of both states, as reported
by 26% and 16% inpatients, respectively.
We found that 15% of inpatients in rural and 10% in urban
areas of the EAG states could not access public sources of
healthcare due to remote location of health services. Similarly,
remote location of public health facilities led to a large number of
inpatients in rural areas of Chhattisgarh (25%), Bihar (18%),
Madhya Pradesh (17%) and Jharkhand (17%) not reaching these
facilities at the time of their health need. Hence, they accessed
nearby private health facilities. Surprisingly, financial constraints
were not reported as a major problem in accessing public health
services among the EAG states of India.
Factors influencing accessibility to healthcare
Accessibility to public and private sources of healthcare in both
rural and urban areas of the EAG states primarily depends on the
availability of health services (Table IV). However, inpatients
residing in urban areas (OR 0.67, p>0.01) have a lower preference
for public health services in comparison to inpatients belonging
to rural households. Ailing persons with primary (OR 0.69,
p>0.05) and intermediate education (OR 0.73, p>0.05) were
accessing public sources of healthcare less frequently compared

to illiterate persons. Among the socioethnic groups, inpatients
belonging to the scheduled tribes (OR 2.34, p<0.01) prefer public
sources of healthcare in comparison to those belonging to the
scheduled castes. However, there was no significant difference
among the other backward castes (OBCs) and others. Ailing
persons at the top of the wealth quantile (OR 0.38, p>0.01) had a
lower preference for public healthcare in comparison to those in
the lower wealth quantile. Among the EAG states, access to public
sources of healthcare for persons residing in Odisha (OR 12.93,
p<0.01) is 12 times higher, in Uttarakhand 5 times higher (OR
5.24, p<0.01), Rajasthan 3 times (OR 3.45, p<0.01) and Madhya
Pradesh 2 times (OR 1.87, p<0.01); and this is statistically
significant in comparison to persons residing in Uttar Pradesh.
DISCUSSION
Historically, after independence, Indian health policy saw the
State as the main provider and financier of healthcare for all.21 The
National Rural Health Mission (NRHM) envisages providing
high-quality health services especially to citizens of the EAG
states at a reasonable cost.22
We sought to highlight the extent of access to public and
private sources of healthcare, and also examine the factors that
play a role in ailing persons in EAG states accessing private sector
health facilities more often. The Report of the High Level Expert
Group of the Planning Commission on Universal Health Coverage
(UHC),23 and the Steering Committee on Health and Steering
Committee on Ayurveda, Yoga and Naturopathy, Unani, Siddha
and Homoeopathy (AYUSH) for the 12th Plan have come only in
the wake of civil society concerns with universal access to
healthcare.24,25 However, our results reveal that access to public
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sources of healthcare is limited in the EAG states. An average
74% of the population of EAG states is currently relying on
private sector health facilities.
The states in India selected for this study have been recognized
as poor performing states since the 1980s, based on their low
health indicators.18,26 EAG as the group of most backward and
deprived states needs greater access to public sources of healthcare
because the cost of treatment at a public health facility is much
more affordable than at private health facilities.6,16,18 Among the
EAG states, Uttar Pradesh and Bihar have been found to be the
worst performing states in terms of access to public sources of
healthcare as around 83% of inpatients (in both rural and urban
areas) of these states are dependent on private sources of healthcare.
Though the situation is similar in Jharkhand, the inpatients of
mainly rural areas of Odisha and Uttarakhand have better access
to public sources of healthcare. The dependency on private
sources of healthcare is also higher in Madhya Pradesh, Rajasthan
and Chhattisgarh.8,16
The failure of the public health system to expand commensurate
with a growing population and its health requirements opens
doors for several private practitioners to expand their so-called
medical business in the EAG states. The range of private healthcare
providers varies from solo practices and small nursing homes
(private hospital) to large corporate hospitals.16 Among these
private practices, it is only private doctors on whom >60% of the
overall inpatients of EAG states are dependent for medical advice
while ailing. Surprisingly, inpatients of Bihar (68% rural and 69%
urban), Uttar Pradesh (66% rural and 63% urban) and Jharkhand
(63% rural and 62% urban) are predominantly dependent on solo
doctors among the other private sources of healthcare. Similarly,
more than half the inpatients of Madhya Pradesh (51% rural and
50% urban) show their reliance on solo doctors (private doctors)
for their health needs. The dependency on the solo doctors in
Chhattisgarh (40% rural and 48% urban) is similar in Madhya
Pradesh. De Costa and Johannson have also suggested that the
public sector health facilities are waning in Madhya Pradesh, and
thus, people are moving towards the private sector.8 Further,
among the private sources, particularly private hospitals are seen
as providing healthcare to a large proportion of inpatients in both
rural and urban areas of Rajasthan (22% rural and 24% urban) and
Uttarakhand (20% rural and 24% urban). Moreover, accessibility
to public health services has improved in Bihar, but it has declined
in the other EAG states if we compare results of the present study
with those of the National Family Health Survey-3 (NFHS-3).27
As per the NFHS-3 (2005–06), at the time of the survey, 92.9%
of inpatients of Bihar had reported their dependency on private
sources of healthcare, though we found that it had reduced to 83%
in 2015. Despite a greater emphasis given to improve accessibility
to public sources of healthcare in previous years, the results show
that the dependency of inpatients on private sources of healthcare
has been enhanced in Chhattisgarh (if we compare the results with
NFHS-3) from 63.1% to 66%, Jharkhand from 74.8% to 77.5%,
Madhya Pradesh from 61.9% to 72% in the year 2015. The
dependency for health needs on the private sector has almost
doubled in Odisha (from 22.9% to 41%) and Rajasthan (from
29.6% to 58.5%) in the past decade. However, there has been
almost no change in Uttarakhand (54.2% to 54%) and Uttar
Pradesh (84.2% to 83.5%) in the past 10 years. Such an extreme
dependency on private source of healthcare has been criticized by
previous studies on grounds such as lack of political commitment
in recognizing health as an essential component of human
development reflected by consistently low investment,9 badly
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formulated policies, and poor implementation of programmes,
resulting in inadequate access to public sector healthcare.7,28–30
The lower accessibility to public health facilities forces a large
number of people to go for high out-of-pocket spending in the
private sector.31
The private health sector in India today is very diverse. Worldclass care is accessible to a very limited population who can afford
to pay for it, while a larger unqualified sector provides services to
poorer people in rural areas and urban slums.32,33 The existing
healthcare system with a dominant private sector and its high outof-pocket mechanism leads to a catastrophic level of spending for
healthcare in several households which drags them further into
poverty.34,35 However, private health facilities lead to a highly
unequal access to healthcare, and thus unequal health outcomes
among varied socioeconomic population groups.7,8 Baru has also
explained that due to rising commercialization of health services,
India has an unregulated private sector of healthcare which has
made some unprecedented strides at the cost of the public sector.30
We also studied factors causing people to go for high out-ofpocket expenditure in the private sector, and why they do not
access cheaper public healthcare services available in their area.
Concerns about the quality of healthcare have existed for
almost as long as healthcare itself, but recently there has been a
renewed vigour at making quality as the service provisioning
principle.36 As quality healthcare services are closely intertwined
with health outcomes,37 providing quality healthcare has become
the leading healthcare agenda, both internationally and within
India. To maintain the quality of healthcare services, there are a set
of Indian Public Health Standards (IPHS) formed by the Ministry
of Health and Family Welfare, with the aim to deliver high-quality
health services in India.38 Despite a greater emphasis on improving
the quality of health services particularly in the EAG states under
the NRHM, our study reveals that poor quality of healthcare
remains the biggest drawback in public sector health facilities in
the EAG states. Bihar, Madhya Pradesh and Odisha were found to
deliver the worst quality of healthcare in the EAG states.26
Uttarakhand, Chhattisgarh and Uttar Pradesh also deliver poor
quality health services but comparatively better than the other
EAG states.26 Owing to poor quality of health services, users of
public hospitals are less satisfied than those of private hospitals as
the latter get quality treatment.26 Hence, improvement in the
quality of healthcare services is needed to increase the accessibility
to public sources of healthcare.
Quality in healthcare is associated with the adequacy of
features of health service provisioning as well as provision of
preventive and promotive services.37 Studies have shown that
public health systems of the EAG states are marked by insufficient
healthcare infrastructure (low doctor–population ratio, doctor–
nurse ratio, population–bed ratio, population per health/subcentre
ratio), undersupply of medicines, inadequate basic laboratory
services, emergency services and improper referral services.18,26,39
Muralidharan and Nandraj have pointed out that the reasons
behind poor quality include lack of monitoring by statutory
bodies, outdated and inadequate legislation and inability of the
government to enforce the regulatory laws.40 These factors are a
major constraint in delivering quality healthcare services in the
EAG states.
An average 13% of ailing persons of the EAG states reported
that they did not have any choice in accessing healthcare because
the services they needed were not available at public sources of
healthcare in their area. Among the EAG states, the inpatients of
Jharkhand (38% rural and 34% urban) were the biggest sufferers
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as the government failed to supply the required public healthcare
services in their area.41 Bihar is the worst in terms of quality of
healthcare and long waiting time in public health services. Poor
quality and long waiting time to access public sources of healthcare
were a major drawback of the healthcare system of the EAG
states.11,26,42 However, non-availability of public health services
was not noticed as a major problem in this state compared to the
other EAG states. Similarly, the non-availability of health services
was not a major barrier in Odisha. There is a vast difference in
availability of health services between rural and urban areas of
Uttarakhand and Chhattisgarh. Surprisingly, the non-availability
of health services was reported around 7 times more in urban areas
(26%) of Uttarakhand than its rural parts (4%). Also, it was around
6 times more in urban parts (16%) of Chhattisgarh than its rural
areas (3%). Conversely, the non-availability of health services
was reported only twice as often in rural areas (20%) of Uttar
Pradesh than its urban parts (10%). In such a situation of nonavailibility of public health services, people are left with no option
other than availing private sources of healthcare for their health
needs. Jacobs et al.15 and Ramani and Mavalankar43 have also
pointed out that non-availability of public healthcare services
remain an important public health challenge in India.
The role of geographical accessibility in the overall dynamics
of healthcare access has been well articulated by researchers.44–46
Our study reveals that a larger proportion of inpatients (15% rural
and 10% urban) of the EAG states could not access public health
services because of the remote location of services in their area.
Due to the odd location of health services, there is a significant
difference in access to healthcare between rural and urban areas.46
Among the EAG states, the inpatients of Chhattisgarh, Bihar and
Madhya Pradesh suffer more as public sources of healthcare are
out of their reach. Studies have also shown that remote and
adverse topography of health services constrain access to healthcare
and result in poor health outcomes.46–48 Also, access to remotely
located health services depends on the available means of
transportation and increases the indirect cost to inpatients.15
Similarly, geographical accessibility also emerged as one of the
barriers in access to public sources of healthcare in the EAG
states.
The Ministry of Health and Family Welfare has acknowledged
that a bureaucratic and overburdened public health sector was
increasingly unable to care for a steadily growing population.49 A
study by Kumar and Mishra revealed that there is an enormous
shortfall in health infrastructure in the EAG states,26 and thus
health centres have to cover a vast additional population. Due to
imbalances in the provider–population ratio, inpatients (14%
rural and 24% urban) reported that they have to wait for a long
time to seek healthcare from public sector health facilities. The
fear of standing for a long time in a queue makes patients less
interested in public sources of healthcare.11,15,39 It has previously
been shown that as the level of education increases, the utilization
of government health services decreases.50 This study also shows
that inpatients belonging to the lowest wealth quantile are more
dependent on public sources of healthcare. Most of the patients of
the lowest wealth quantile are daily labourers, and thus may lose
their day wage. So, they bypass the public sources of healthcare
at the time of health needs.
Conclusion
The meagre accessibility to public sources of healthcare in the
EAG states shows that the government’s initiatives to enhance
accessibility to health services have not yielded the desired
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results; hence, this should be a matter of concern for policymakers. The government needs to take necessary steps to make the
public sector more accessible than the private sector if we are to
achieve universal access to healthcare. There is a need to improve
the quality of public sector health services and also strengthen
infrastructure to reduce waiting time and enhance the physical
reach of inpatients when they are in need. The state needs to take
an initiative with good governance and forge feasible partnership
with the dominant private sector to ensure equitable access to
healthcare for all.
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