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ABSTRACT 

The State of Kerala since its formation in the year 1956 has been doing remarkably well in the field of health with 

population health indicators almost at par with developed countries. However economic reforms initiated by the central 

government from the early 1990s, consequent to WTO Agreements have degraded the public health sector to a precarious 

state, with private sector overpowering it in all possible dimensions. The resultant over emphasis on profit-making medical 

care  to the neglect of public health and the changes in the life-style ushered in by global economy, have made the state 

most fertile for infectious disease epidemics and for the high prevalence of non-communicable diseases. Discontented with 

the public health services people are increasingly being drawn, irrespective of their class to the highly commercialized, 

profit oriented private health sector. The incumbents of low socio-economic group, who already run the risk of exposure 

and vulnerability to health compromising conditions, by the unequal distribution of social determinants of health are the 

worst affected by this development. For them, there is no other alternative than become victim to the ‘ poverty trap’ with 

greater likelihood for exposures and vulnerability to diseases and adverse health outcomes. To put it briefly, globalization 

has not an all positive experience for the health sector in Kerala. As the private health sector attains greater heights, the 

fund-starved public health sector remains as a helpless onlooker to the growing health inequities in the state.                        

KEYWORDS: Globalization, Health Inequity and Health Inequality, Social-Hierarchy, Social Position and Social 

Determinants 

INTRODUCTION  

Health is central to social well- being. Yet, it has been repeatedly over shadowed by economic growth. Wealth 

however does not guarantee the best health, nor does it ensure health that is equitably distributed. Thus, despite the 

impressive scientific advances and massive economic growth over the past 60 years, disparities in wealth and health still 

persist and in many places, have widened. They are observed in the form of disproportionate burden of disease and 

mortality among large section of population. Hence bringing about a significant reduction in health inequity which is all - 

pervasive - irrespective of  

The type of political and social system- is one of the most pressing problems of our time. Inequities arise from 

inequalities within and between societies. In other words, determinants of health inequities are deeply embedded in the 

social structure particularly socio-political context.  Based on evidence, in the recent Commission on Social Determinants 

of Health, suggests that it is a wider and deeper set of social determinants of health - and deeply rooted social inequalities 
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these social determinants, either directly or as a result of inequality in economic resources that underwrite their access - 

that condition health outcomes and their fairness (CSDH 2008). The above statement is a pointer and a realization of the 

fact that to attain health equity at the population level, growth in economic resources without attention to policies regarding 

its distribution is insufficient. So to bring about substantial reduction in health inequities, interventions undertaken should 

be broad enough to include multi-level actions such as changes in macro-social and economic policies, improving living 

and working conditions, controlling behavioural risk factors, empowering individuals and strengthening their social 

networks and reorienting the health care system and associated treatment services. 

Of late, there has been a realization from different quarters to study the ever increasing   problem of health 

inequity in the broader context of globalization. Since last thirty years, globalization has been making uneven and unequal 

impact on the economies and in the living standards of people in both developed and developing societies. For health, 

globalization has been a mixed blessing. To quote Michael and Beaglehole, “There have been broad gains in life 

expectancy during the past half-century.  Fertility rates are declining. The profile of major causes of death and disease is 

being transformed; the pattern of infectious diseases has become much more labile (and antimicrobial resistance is rising 

widely); and health inequalities between rich and poor persist” (Michael and Beaglehole 2000). Thereby, it is well said that 

future health prospects depend to an increasing extent on the process of globalization and on the emergence of global 

environmental changes occurring in response to the ever expanding economic activity of man. However, there is no 

consensus on the pathways and mechanisms through which globalization affects health. A lot of debate is going on with 

respect to new rules, actors and markets that characterize the modern phase of globalization and the ability of countries to 

protect and promote health. As globalization is a multifaceted phenomenon, it can affect health in myriad ways. Its 

consequences no doubt, can be either direct at the level of whole population, individuals, and health care delivery system 

or indirect through the economy and other factors (Woodward et al. 2001).       

A closer examination of the situation shows that running almost parallel to this unhealthy trend, there has been 

rapid global market integration- a key element of globalization and a critical determinant of health inequities. Taylor notes, 

market oriented economic policies that characterized the last quarter century of globalization have been accompanied by 

uneven growth, increasing economic instability, deterioration and increased inequity in key social determinants of health,  

and a notable reversal in the trend in global health (as life expectancy), from convergence between countries before 1980 to 

divergence afterwards (Taylor 2009). There is also a growing body of evidence which suggests   that over-reliance on 

markets to deliver conditions for health and under-attention to the kinds of social institutions and distributive governance 

that ensure adequate provision of, and equitable access to key health determinants, contribute to this trend. The same line 

of thinking is projected, when Labonte and Schrecker state that  the  reviews of research on HIV/AIDS, tuberculosis, 

malaria and other communicable diseases that account for almost six million deaths per year, identify poverty, gender 

inequality, development policy and health sector reforms that involve user fees and reduced access to care as contributors( 

Labonte and  Schrecker 2007).  The picture of health inequity gets more clear when one learns that, of more than ten 

million deaths of under-five children, reported each year from low income countries or poor areas of middle income 

countries, roughly half of it occur due to under nutrition- an unequivocally economic phenomenon resulting from 

inadequate access to the resources for producing food or income for purchasing it (Dollar and Kraay 2002). Similarly, 

unequal distribution of many non-communicable diseases  and injuries have its incidence and vulnerability often directly 

related to poverty, economic insecurity, or economic marginalization. So it is absolutely just to state that disparities in 

health which is being   witnessed globally, reflect nothing but the prevailing social and economic injustice. Rather than 
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different individual choices, it is the different socio-economic constraints and opportunities that decide the health status of 

individuals. Efforts therefore must necessarily be focused on eliminating avoidable difference in health and providing 

health services based on needs. 

SOCIAL INEQUITIES IN HEALTH: CONCEPTS  

When do inequalities in health become inequitable and merit special concern? This question invariably leads to 

three different but related concepts- equity, inequity and inequality. Equity means social justice or fairness. It is an ethical 

concept grounded in principles of distributive justice.  Equity in health implies that ideally everyone should have a fair 

opportunity to attain their full health potential and that no one should be disadvantaged from achieving this potential if it 

can be avoided (Whitehead 1990).  It is concerned with creating equal opportunities for health and with bringing health 

differentials down to the lowest possible level. Equity in health could be interpreted as consisting of equality in outcomes 

among groups or individuals who are similar from a genetic/age/sex perspective (United Nations 2009). WHO/EURO 

document on health equity further indicates that “equity requires reducing unfair disparities……” and that “pursuing equity 

in health and health care development means trying to reduce unfair and unnecessary social gaps in health and health 

care…..”. The International Society for Equity in  Health, defines health equity as “the absence of systematic and 

potentially remediable differences in one or more aspects of health across socially, economically, demographically, or 

geographically defined population groups or subgroups” ( Carr 2004).  For the purposes of and measurement and  

operationalisation,  equity in health can be defined as the absence of systematic disparities in health (or in the major social 

determinants of health) between social groups who have different levels of underlying social advantage/disadvantage- that 

is different in social hierarchy ( Braveman and  Gruskin 2003).  From health point of view, for determining health policies, 

equity is a more relevant objective than equality as achieving complete equality of outcomes in health may not be a 

possible or desirable policy objective. 

Health inequity and health inequality though two different concepts are sometimes used interchangeably. 

Inequality implies disparity in status, opportunity, or treatment while inequity incorporates an assessment of fairness. It has 

a moral and ethical dimension. Inequalities in health describe the differences in health between groups independent of any 

assessment of their fairness. Whereas, inequities in health refer to a subset of  inequalities that are deemed unfair. Health 

inequity occurs when social, economic, and political influences limit a person’s choices and opportunities to control factors 

that may influence their health. Inequities in health systematically put groups of people who are already socially 

disadvantaged (for example by virtue of being poor, female, and/or members of a disenfranchised racial, ethnic, or 

religious group) to further disadvantage in   respect to their health. WHO defines health inequity as differences in health 

status or in the distribution of health resources between different populations groups, arising from the social conditions in 

which people are born, grow, live, or work, and age and systems put in place to deal with illness (WHO 2008). It denotes 

differences that are beyond the individual’s control. Earlier Whitehead too held a similar view and affirms that inequities 

are not inevitable but avoidable, unnecessary, unjust and unfair (Whitehead 1990). Like-wise, Kawachi also claims that 

health inequities are those inequalities in health that are deemed to be unfair or stemming from some form of injustice 

(Kawachi et al. 2002). However, in order to describe a certain situation as inequitable, the cause has to be examined and 

judged as unfair in the context what is going on in the rest of the society.  In other words, health inequalities become unfair 

when they stem from factors that society can do something about- unequal access to resources such as education, clean 

water, safe housing, transportation, and health care services.        



12                                                                                                                                                                                        Manu Bhaskar & M. G. Presanna 

 
www.tjprc.org                                                                                                                                                editor@tjprc.org 

The difference between the two concepts may be further elaborated to get deeper insight. Health inequalities in 

the first place indicate differences in health due to biological factors such as age, gender and genetic factors which cannot 

be helped. It is the generic term used to designate differences, variations and disparities in the health achievements of 

individuals and groups which may not be considered unfair. Within any country, differences in health can be observed 

across the population. Genetic and constitutional variations make changes in the health of individuals as it does for any 

other physical characteristic. The prevalence of ill health also varies between different age groups, with older people 

tending to be sicker than the younger because of the natural process of ageing. In brief, health inequalities are disparities in 

health, reflecting either differences in access to a range of promotional, preventive, curative, or palliative health services or 

differences in outcomes including disability, morbidity, and mortality spanning physical, mental, and social health (Sadana 

2013). The causes of inequalities in health are dynamic and reflect multiple determinants.  On the contrary, health 

inequities are often revealed through systematic patterns or gradients in access or outcomes across populations with 

different levels of underlying social advantage or disadvantage- that is, wealth, power, prestige or other markers of social 

stratification (Braveman and Gruskin 2003).   

Three distinguishing features when put together are said to turn mere variations or differences in health into a 

social inequity in health (WHO 2006). The first feature is the systematic pattern of the differences in health. These 

differences in health are not distributed randomly, but they show a consistent pattern across the population. One of the 

examples is the systematic differences in health between different socio-economic groups. Morbidity and mortality 

increase with declining social position. This social pattern of disease is universal, though its magnitude and extent may 

vary among different countries. The second feature is the social processes that produce health differences, rather than these 

differences being determined biologically. For instance no law of nature decrees that the children of poor families should 

die at twice the rate as that of children born into rich families (Blane et al. 1993).  So the health inequity is not fixed or 

inevitable. The final feature is that health inequities are differences widely considered unfair, because they are generated 

and maintained by “unjust social arrangements”, as termed by Evans and Peters that offend common notions of fairness 

(Evans and Peters 2001). Differential access to health services based on an individual’s socio-economic position or place 

of residence rather than his need have been well documented in several studies, reiterating the social basis of health 

inequities. Thus the place in the social hierarchy that individuals and groups occupy, combined with epidemiological 

environment determines exposure and vulnerability to health enhancing or health damaging conditions in daily life (e.g., 

where people are born, grow, live, work and age) (WHO 2008). The underlying causes are complex, often reflecting 

systematic social, political, historical, economic and environmental factors that also interface with biological factors. The 

term “social determinants” is often used as a short hand for all of these factors and is relevant to communicable and non-

communicable conditions alike (Marmot 2004). An added complexity is that the negative or positive impacts of social 

determinants of health can get accumulated during a life time, alter health trajectories across the life course, and be 

transferred across generations (Krieger 2005). It may also be noted that labelling an inequality as an equity reflects a value 

judgment as well. Values that are held by individuals, interested groups, experts or policy makers and the balancing of 

priorities, determine to what extent an objective epidemiologic fact is avoidable, unfair and unjust and if anything will be 

done to address the root cause or even the symptoms (Sadana 2013). It is again values that decide who has the 

responsibility to act and the type of response that is undertaken.  For example, most people in general share the view that 

all children, regardless of social group should have the same chance of survival. It would be considered unfair if the chance 

of survival had been much poorer for children belonging to particular economic groups compared to children of other 
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groups. As normative value judgment is very much involved in identifying health inequities, science alone cannot 

determine which inequalities are inequitable, nor what proportion of an observed inequality is unjust or unfair ( Kawachi et 

al. 2002). In a way, most of the health inequalities across social groups (such as class and race) are unjust as they reflect an 

unfair distribution of the underlying social determinants of health (for example, access to educational opportunities, safe 

jobs, health care, and the social bases of self respect ( Woodward and  Kawachi 2000). But there are some extreme views 

that deny the role of social injustice in the creation of health inequalities. These views revolve around the issue of free will 

and individual responsibility of self care. Those who emphasize individual responsibility tend to view health inequalities as 

the outcome of differences in the choices people make (for example, the decision to start smoking or to adhere to a risk 

taking hobby).Whereas social determinists view the same choices as arising out of constrained and unfair circumstances. 

That is, the decision to invest in personal health is not freely chosen to the extent that (a) there are early life course 

influences on adult health (when presumably, most individuals are not competent to make informed choices); and (b) to the 

extent that one’s life chances depend upon contextual factors (that is, ambient risks that are imposed on individuals through 

their micro and macro environment or the behaviour of others). Thus conditions that need to be met for regarding health 

inequalities as fair are in fact stringent. 

Changing Paradigms of Health Inequities 

Concern over health inequities has never been stable. Indeed, of late, health inequities and other distributional 

aspects of health status and service use have become an issue of concern to health. In this regard, back in the year 2000 in 

the World Health Report, WHO did make a promising argument towards the importance of assessing health by examining 

its distribution rather than going only by the average levels. However the attention it received has often been varying over 

the years. During the 1970’s and early 1980’s, distributional concerns (i.e. a concern about the health status of different 

socio-economic groups within society as distinct from the overall societal averages) were dominant in the thought about 

international health. These concerns then receded for about a decade, from the mid- 1980’s-to the mid-1990’s, as the 

attention turned from equity to efficiency and sustainability. Now the pendulum has begun to swing back and distributional 

concerns are on the rise. 

In the field of general economic development, in the early 1970’s the traditional focus on overall per capita 

income growth was challenged vigorously by advocates of “trickle-up” development by emphasizing on basic human 

needs. In the field of health a similar trend gave rise to what became known as a “Health for All” movement. Codified in 

the “Alma Ata Declaration”, named after the venue of a well known 1978 WHO-UNICEF conference, the movement 

featured an emphasis on improving the health of the global poor, so that they might enjoy the health benefits already 

available to the better off (Gwatkin 2000).  Given the epidemiological patterns then prevailing among the poor, 

inexpensive services provided by village-based paramedical personnel appeared particularly relevant for the achievement 

of this goal; these and other similar services came to play a central role in what became known as “primary health 

care”(WHO  1978). Soon after, UNICEF added its strong advocacy of the “child survival revolution” based on specific 

primary care measures (Grant 1982). In each case, the emphasis was on free services provided through Government- 

supported health care services that were to be expanded to cover ever increasing number of people 

However this climate did not last, by the mid-1980’s the situation changed. It started when the overall 

development picture was hit by the severe economic difficulties experienced by many poor countries and this in turn made 

it clear that the cherished goal of free government services for all was difficult to realize, at least not soon. In addition, the 
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momentous changes in the economic philosophy, in the Socialist countries of Eastern Europe and in China, pulled back the 

previous confidence in state-run approaches to development. These changes filtered into the health- care field and began 

raising doubts about the appropriateness of a Government’s central role in health service provision. Finally, reality began 

to replace the euphoria of the early days of “Health for All”. A closer examination of the primary health care record, led 

many to question its ability to produce the dramatic benefits initially expected of it.  Thus interest began to shift from 

“Health for All”, towards what became known as ‘health sector reform”. The focus moved towards sustainability and it 

was reflected in the intensive activity that took on health financing and towards efficiency, as mirrored in the push towards 

greater cost-effectiveness. In epidemiological terms, the attention moved from the disease burden of the poor to that of the 

world as a whole, and settled on the demographic- epidemiological transition which was producing new middle and upper 

classes in the poor countries and whose disease characteristics were more like those of the West than those of global 

poor(Gwatkin 2000). 

Then beginning in the mid to late 1990’s, came another shift towards a concern for the distributional dimensions 

of health status and service use, an incipient renewal of concern for poverty and equity in health. An early development 

was the emergence of over a dozen inter-country research projects on health, poverty, and equity supported by a wide 

range of donors and covering over a hundred countries (Carr et al. 1999). Another notable beginning towards this was the 

World Bank’s adopted strategy for work on health, nutrition and population (HNP) in 1997 (World Bank 1997). Another 

example of focusing importance to distributional aspect of health was that of World Health Organization itself. In 

introducing the WHO’s1999 World Health Report, the Director General Gro Harlem Brundtland, opened up a review of 

challenges to be addressed in order to improve the world’s health. It was then highlighted that “first and foremost, there is a 

need to reduce greatly the burden of excess mortality and morbidity suffered by the poor” (WHO 1999). Another impetus 

has been the WHO appointed high- level commission on Macro- Economics and Health which was  giving prominent 

attention to the needs of poor population groups in its work (WHO2001). Further development in this direction came 

through the World Bank’s 2000/01 World Development Report which made a notable shift in the definition of poverty.  

Earlier, reports followed the traditional World Bank’s practice of defining poverty exclusively in financial terms. Instead it 

started viewing poverty in multidimensional terms and presented a definition under which poor health was placed along 

inadequate income as a core indicator of poverty.  Further stimulation had been from other international agencies - the 

Rockefeller Foundation in 1999 through its priority on health equity and the   United Kingdom Department for 

International Development in 1997 with its commitment to help achieve the internationally agreed target to halve the 

proportion of people living under extreme poverty by 2015. Later, the World Bank, along with the International Monetary 

Fund developed a programme to initiate developing nations to increase their commitments to health and education for the 

disadvantaged with the provision of debt relief for heavily indebted poor countries. So in brief a concern for health 

inequalities and the health of the poor has once again come to occupy a central place in thinking about international health 

policies. 

Globalization and Impact on Health 

Globalization as an expansionary process, promotes increasing interconnectedness of people and nation through 

economic integration, communication and cultural diffusion. As globalization moves on with greater momentum, various 

aspects of it are seen making  impact upon  the health systems of  both rich and poor countries .The impact on health 

system has been affected mainly by its specific policies which have broken from the Alma-Ata principles and embraced 
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free market values and methods in place of health care system based on primary health care, equity, accessibility for the 

poor, collective-risk sharing and public services planned to meet social needs (CSDH 2008). This has resulted in what 

Unger describes as “disintegrated care” (Unger et al. 2006). Hence, all over the world, globalization is being considered as 

one of the key challenges both by the health policymakers and public health practitioners. The channels through which 

globalization may affect health outcomes are multiple. Major ones include: socioeconomic factors especially poverty and 

inequality which affect the distribution of the global burden diseases; Government’s resources and policy options to 

confront health problems- the binding trade rules and multi-lateral institutions like the WTO limit the social and 

environmental ‘regulatory space’ of national governments and undercut institutions that support public health and social 

well-being ; the distinction between national and international health which affect the government’s ability to prevent and 

control diseases; the effects of expanded trade in health commodities and services and the implementation of patents for 

medicines and other changes in the Intellectual Property Rights as agreed in the WTO; the relationship between poverty, 

health, food security and nutrition; The transnational movements of health risks; the environment - the disease perils of 

over-consumption, pollution and climate change  ( Labonte 2003).  

There is an oft- made economic argument which links globalization with improved health.  Its proponents claim 

that liberalization increases trade. For them, trade in turn increases economic growth, which further increases wealth and 

decreases poverty; and any decline in poverty automatically improves people’s health (Dollar 2001; Dollar and Kraay 

2002).  This pro-liberalization, pro-globalization, pro-health circle literally has very little relevance to under-developed and 

developing countries. In fact, “ over- reliance on market- driven growth which fails to address deep rooted social 

inequalities in economic resources  key to accessing social determinants of  health and in the key determinants of health 

themselves have contributed to increasing  inequity in health outcomes” ( Taylor 2009). More fundamentally stating, trade 

and financial liberalization does not inevitably lead to increased trade or economic growth. And even if it does, such 

growth does not inevitably reduce health-damaging poverty and almost always leads to health- damaging inequality 

(UNDP 2000).  So, to achieve health equity at the population level, Taylor argues that growth in economic resources 

without attention to policies of distribution is insufficient. There is a need for health and trade interests to be appropriately 

balanced and coordinated (Taylor 2009). 

There is also a misconception that growth in GDP virtually will lead to quality health and thereby in almost all 

countries GDP has been accepted as a key policy objective. Interestingly, GDP has a very complex relation to health, and 

perhaps more pressingly to health equity. While there appears to be a clear relation between individuals’ economic 

resources and the levels of health they enjoy, ‘the link between economic prosperity and health is by no means automatic’ ( 

Taylor 2009). For instance, in 2004, one in six dollars spent in the United States was spent on health. In the last 30 years 

US health spending as a proportion of GDP has more than doubled. Yet the United States of America performs less well 

across a range of health outcomes including life expectancy at birth than a number of other, in some cases much poorer 

countries (Kaplan 2007). For health, ‘the economic dimension is by no means the only one that matters......’(Gwatkin 

2002). In other words, for good health, it is not only how much money there is available, but equally to what socially 

productive ends it is channelled, while for health equity, it is not only the productive investment of money, but the degree 

to which different social  groups - whether stratified by gender or ethnicity or class or caste- are able to access and benefit 

from  those investments. Key policy conditions, in this respect, are those relating to welfare financing, reducing 

inequalities in economic resources necessary to accessing health related goods and services. The CSDH in its conclusion 

states ‘good and equitable health does not depend on a relatively high level of national wealth’. Rather good health 
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depends on range of social factors-social determinants such as education and health care, employment, housing and 

residential conditions (CSDH 2008).  

Globalization can impose negative impacts on other determinants of health as well, such as, income, education, 

water and sanitation, environment, life-style by operating through the national economy. For instance, trade liberalization 

has lowered tariffs on imported goods. This reduces the availability of revenue for public expenditure on health, education, 

environment protection etc. Also, it puts population at risks through its impact on household income, which in turn leads to 

inadequate nutrition, housing and living conditions. The reduction in tariff generally does not affect wealthy countries 

much. But it has been hard on developing countries which get much of their revenue from tariffs. Between 1980 and 1997 

for example, tariffs as a percentage from total national taxes fell from 48% to 23% in Jordan, 50% to 16% in Sri Lanka, 

and 39% to 12% in Botswana (World Bank 2002). Few countries experiencing these declines, though, instituted alternative 

revenue generating sources, have not been able to attain sufficient growth in trade to offset the drop. This significantly 

reduces the affected countries capacity to provide public health, education, nutrition and water/sanitation services which 

are essential to health.  Economists generally assume that making the economy open stimulates economic growth at the 

national level and that this growth contributes to poverty reduction. But the contribution of growth to poverty reduction 

depends critically on the distribution of the associated increase in incomes. In fact, globalization has resulted in divergence 

between economies and has been blamed for increasing inequalities within countries and slower poverty reduction in low 

income countries. 

The effects of globalization on health are also an important constraint for the successful integration of developing 

countries into the global economy. Human capital and productivity are essential to competing in international markets and 

attracting investments, but ill health reduces both through the absence of adults from work and of children from school and 

their impaired performance when present ( Woodward et al.2001 ). Diseases like HIV/AIDS also increasingly make 

individuals less productive as they are prone to series of opportunistic infections. Children from their families are forced to 

discontinue studies as household needs their help and can no longer afford school expenses. So not only current human 

capital is impaired by diseases but, future human capital and growth prospects are affected.        

Kerala’s Health Experience 

In this backdrop, an effort is made to reflect upon the present health experience in the State of Kerala- India in the 

context of globalization. Kerala State has achieved international acclaim for years, for its remarkable achievements in the 

basic population health indicators, almost on par with developed countries, that too with a modest economy. This paradox, 

often referred to as “Kerala Model of Development”, has been a subject of study for many scholars and academicians since 

the 1970s, and an ideal model of development for many poor countries to look upon. Astonishingly, this has been achieved 

most remarkably, with less than 0.5% of per capita outlay as compared to a country like the United States (Ekbal 1999) 

The State of Kerala situated at the south west corner of the Indian subcontinent, covers an area of 38.863sq.km 

and has a population of 31.84million as per 2011 census report. It comprises of 14 districts, 152 blocks, and 1364 villages 

and has a density of population of 819 per/sq.km. Outstanding achievements of the State in the field of education, health, 

public-distribution of food, housing, land reforms have all been contributory to the popularly known “Kerala Model of  

Development”.  It refers to the state’s achievement of significant improvements in material conditions of living, reflected 

in indicators of social development that are comparable to that of many developed countries, even though the state’s per 

capita income is low in comparison to them (  Govindan 2000). Achievements such as low levels of infant mortality and 



Globalization and Widening Health Inequities:                                                                            17 
Some Reflections on the Kerala Experience                                                                                                                                                

 

www.tjprc.org                                                                                                                                                editor@tjprc.org 

population growth, and high levels of literacy and life expectancy along with other factors responsible for such 

achievements have been considered, as the constituting elements of the Kerala model.   Of other factors responsible for 

Kerala’s achievement, most important are the political and social awareness that swept the state during in the late 19th and 

early 20th centuries and the resultant agitations and social movements organized for the rights of the poor and the under 

privileged. These movements led to the breaking up of the institutionalized socio-political power structures of the ruling 

class and to the significant transfer of power from the dominating regimes to the dominated ones (Varman 2012). In 

addition, some of the progressive policies of erstwhile Maharajas also added to this favourable climate. In 1956 the State of 

Kerala was officially formed and a democratically elected Communist government came to power. While most of other 

states in India had transitioned into exclusively centrist/right wing governments after independence, they were far below 

Kerala in terms of social development. From 1957 to the present left wing and centrist governments  were  ruling  the state 

alternately but, the initial gains made by the left- movement in Kerala left a significant impact on its path to development. 

However the policies of central/right party were very much focused on the needs of the people and covered land reforms 

and many social welfare measures.   

The health sector in Kerala has a long and chequered history of organized health care. As per documents, by the 

time the state was formed in 1956, the foundation was already laid for a healthcare system accessible to everybody.  Since 

its formation, the state Kerala has been making remarkable achievements in health despite the modest economy. Much 

talked about ‘ Kerala Health Care Model ‘, a subset of the ‘Kerala model’ of development has enabled  many of its basic 

health indicators to surpass those of other states in India and even made them comparable to countries with more advanced 

economies. The health care sector with state-wide net-work of primary health centres is considered to be the principal 

factor for the impressive attainment of Kerala in the field of health.   Other factors which need to be mentioned are the 

spread of education, political awareness, gender  equality, development of basic infra-structure, social movements and 

activities of Christian missionaries. The high female literacy in Kerala also needs special mention in this context. The high 

level of literacy and education among females are the two factors which have been highlighted as most contributive to the 

improvement of health status of infants and children. The average woman in this state has the rudiments of health 

education to appreciate the value of sanitation, public hygiene, preventive medicine, nutrition and other health promotion 

measures (Panikar 1979). So also the participation of women in the larger society and their empowerment has significantly 

enabled them in improving their access to health care in Kerala. Kerala has a state controlled three- tier system of health 

care consisting of a vast network of sub-centres and primary health centres; Community health centres, Taluk /District 

hospitals; and Medical college hospitals functioning at primary, secondary and tertiary levels. Most remarkably, these 

medical facilities are evenly spread across the state to facilitate universal accessibility and availability of health care to all 

including the poorer sections of the population. The accessibility of the health care services, even in rural areas is a key 

feature of the Kerala health care model. According to Franke and Chasin (1989), nearly 90% villages in Kerala had health 

dispensaries by 1980, while the rest of rural India languished at around 25%. Apart from Modern medicine, Ayurveda, 

Homeopathy and other alternate systems also cater to the health needs of the people. The state also has a highly 

decentralized form of governance with the smallest unit of governance- gram panchayats receiving a significant portion of 

state funds. These units are expected to help people in identifying their  needs and to submit feasible projects for the  grass-

root level of implementation mostly public health problems related to housing, sanitation, water, immunization, school 

health etc. 
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Before independence the expenditure for health set apart by the Maharajas of Travancore was quite significant. As 

early as in the 1860s the government of Travancore, allotted a little more than 1% of its total expenditure to health sector 

and the proportion was increased to 2% by the close of the century (Health Policy Kerala 2013). Since the formation of the 

state in 1956, health care provision constituted one of the government’s top priorities and governments’ have been making 

considerable budget allocation for health. In 1955-56, the state’s revenue expenditure on health was 8.48% of total revenue 

expenditure compared to the all-states averages of 4.36%. One indicator of the governments’ commitment to health 

services provision is the proportion of government expenditure set apart for health ( Kutty 2000).  In Kerala prior to 

economic reforms, social sectors mainly comprising of education and health have always accounted for a large share of the 

government development expenditure. Steady and sound   governmental support for the welfare sectors which continued 

till the mid of 1980s served as a catalyst for the development of health services in Kerala.  As a result the period from the 

formation of the state to the mid of 1980s witnessed great growth and expansion in government health services. From 1960 

to mid 1980s, the state greatly expanded its health facilities, for instance the number bed strength in public sector 

institutions increased  from 13000 in 1960-61 to 36000 in1986 ( Health Policy Kerala 2013). Also in the 1980s Kerala had 

an adequate network of well-staffed health facilities though access was limited in some districts in the state 

There was unprecedented growth in revenue deficits – the excess of government expenditure over revenue in the 

years that followed. It is said that “though budgetary deficit has become a common feature for all states  in India, the 

magnitude of the deficit in Kerala has been steadily growing and is substantially higher than the All-States averages in 

India as a whole”(Kutty2000).  Precisely speaking since the mid of 1980s the health care system in Kerala has been under 

immense challenges, set by policies of economic liberalization. The structural adjustment programme, macro-economic 

prescriptions, trade, travel, migration, environmental and resource depletion etc affected the Kerala health care system. It 

was alerted that Kerala is on the brink of a public health crisis (Soman 2007). People increasingly started depending on 

private services as public services deteriorated in quality.  In the words of  Kutty, ‘ the Kerala model in health’ is currently 

dominated by privatized health care, where services of doubtful quality are offered to an unsuspecting public through 

advertising and other inducements, many of them unethical, purely as a profit making venture (  Kutty 2000)’.  Labonte 

narrates the situation as, “In Kerala a media developed western consumerist culture alongside tariff reductions is rejecting 

locally produced goods for imported luxuries and weakening the local entrepreneurial base and it results in higher 

unemployment and lower tax base for the government for social programmes like health” (Labonte 2004).  To put it 

briefly, the present health situation in Kerala, is as Huynen says, “we have reached a point where primary issues focus on 

determining whose health is most profitable” (Huynen et al. 2005). 

Baru links the growth of private sector to the deterioration of public services. He notes that starting in the late 

1970s private nursing homes began growing in number in urban areas and agriculturally prosperous states- essentially 

where there was a market for their services (Baru 2000). The trend was accentuated in the 1980s, as a result of government 

policy which did not put any regulation on private sector. Further there occurred an accelerated growth in the private sector 

fuelled by the demand for medical care at the government health institutions. There was also a massive increase in number 

of specialists  during the period post 1975  and this altered the entire situation favourable to the growth of private sector 

and by mid 1980s ‘ for- profit ’ hospitals became a formidable force. During this period, in order to complement the 

existing health care services under public sector, the government itself offered different incentives like concessional land, 

tax-breaks and duty exemptions for imports of hospital requirements to attract more investment in private sector. These 

attempts further paved the way towards establishing more private hospitals. Above all, by early nineties the final boom for 
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the private sector came with the implementation of economic reforms initiated by the government of India, which enabled 

the private sector to flourish and attain greater heights while public sector lagged behind with a steady decline in its 

quality. By then the corporate sector also made its presence felt in the health sector in a big way with highly sophisticated 

diagnostic and therapeutic facilities which could not be matched by public sector. 

To put it briefly, in the post reforms period there has been an overall a slump in the growth of government health 

institutions. This encouraged a greater provision of private health sector into health services. By then, the private sector 

was all geared up for growth and development and soon it took the lead in the health care scenario of the state. But the 

nature of health services under private sector has undergone a total transformation. The private health sector is no more 

philanthropic in its approach,  instead it is making way for a new breed of highly commercialized, through and through 

profit-making array of institutions.  Promoting international tourism in health and the marketing of Ayurvedic system of 

medicine are all part of the profit-making tactics. There is over-reliance on expensive diagnostic tests; so also a trend 

towards unwanted hospitalization unnecessary procedures and irrational use of medicines and other unethical practices. All 

these have led to escalation in the cost of health care. It costs on an average of nearly Rs 10000 per episode of illness-

private sector and Rs 7000 in government hospitals ( Ekbal and  Narayana et al. 2012). Also health expenditure does not 

increase with household income, rich and poor spend almost equally on health. The overall share of health spending in 

annual income varies between 2% to 10% across locations and between districts.  Moreover, because of private sector 

boom doctors especially with specialization are refusing to join government hospitals.  Thereby, there is a severe dearth of 

doctors in the rural and urban health centres and also in teaching hospital. The result is the marginalization of the poor and 

it is roughly estimated that at least 30% of the people in the state are denied of care or find it extremely difficult to meet the 

growing health expenditure (Ekbal 2006). More over families of lower income group because of their socially determined 

limitations get trapped in a vicious circle of illness, debt and poverty. Though Kerala spends substantial amount on medical 

and public health compared to other states the common man is not able to make maximum benefit out of it due to 

inadequate supply of medicines and inadequate infrastructure facilities. Even Primary health centres which stand for 

providing essential health care are being utilized mostly for maternal and child health programmes especially for 

immunization schemes (CDS 2005). 

Another major change in the context of declining investments in the public sector and increase in privatization, is 

the shift in the focus of health care system- from health care to medical care. The emphasis almost exclusively revolves 

around curative care, leading to the total neglect of public health responsibilities. This in turn  gives rise to a situation 

where “Public health training of doctors was de-emphasized; medical specialization was over-emphasized, leading to a 

health sector dominated by specialists and procedures, but woefully lacking skills in meeting basic public health 

functions”( Kutty). True to this, since 1990s Kerala has been getting widespread outbreaks of emerging (e.g, chikungunya, 

leptospirosis) and re-emerging infections (e.g, malaria) and each time Public health sector has failed in adequately 

preparing to address the outbreak. In the age of global economy the state Kerala also is not spared from environmental 

degradation. Driven by rapid urbanization and interference with biodiversity, harmful agricultural practices, and the 

mismanagement of solid, liquid and medical waste environmental degradation has been total. So there is a need to re-orient 

and sensitize the health service sector to the growing public health needs and such an endeavour will go a long way in 

achieving health equity. Moreover, decreasing investment in public health and ever increasing privatization is threatening 

the very role of health system in mediating the differential consequences of illness. Because of the cost factor involved in 

health care including utilization fee, accessibility to it becomes less affordable especially to those who need it to the most. 
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The gravity of non communicable diseases in Kerala is also very alarming. The prevalence of diabetes, hypertension, 

coronary heart disease and cancer are reported to be increasing across the state (Kunhikannan and Aravindan 2000; Kutty 

2000; WHO 2005). Since 1985, there has been an increase in cancer rates, especially in oral, lung and breast cancers and 

the incidence of cancer more than doubled between 1985 and 2005. The behavioural risk- factors of non-communicable 

diseases such as unhealthy diet, physical inactivity, tobacco use which are high in Kerala have a definite link with trade 

liberalization. Added to this, there is an extra burden of chronic diseases due to the aging of the population which is about 

11% and prevalence of chronic diseases has been reported higher among the elderly population compared to general 

population (Dilip 2002). A social gradient has been observed in the prevalence of non-communicable diseases with 

unequal distribution across social class and with a clustering of factors like economic deprivation, suboptimal use of health 

services, and psychological stress contributing to it as stated by Marmot (Marmot et al. 2008). In fact, differences 

correlated with people’s socioeconomic position are found for rates of mortality and morbidity from almost every disease 

and condition. In Kerala, an analysis of morbidity patterns across socio-economic classes points towards an unequal 

distribution social and economic resources leading to health inequities ( Ekbal and  Narayana 2012).  Navaneethan in 2009 

reports of a negative relationship between socio-economic  status and morbidity. He also indicates of high morbidity 

associated with disadvantaged groups such as females, scheduled caste and scheduled tribes. Most of the diseases, he says 

warrant constant medical attention and treatment and sustained medical treatment is beyond the wherewithal of the average 

households. In the context of ever growing private sector and escalating health care cost, high prevalence of morbidity has 

to be given prime attention. The private health care cannot be an answer because of the high average cost of treatment.  

Even socio-economic inequalities are evident in specific causes of disease, disability, and premature death, including lung 

cancer, coronary heart disease, accidents and suicides. This may be substantiated further by resorting to CSDH framework 

(CSDH 2008). This framework states that the unequal socioeconomic positions or social classes created by the social and 

political context do affect a person’s health but the effect is not direct. It exerts influence through a set of intermediary 

factors (social determinants of health) which are nothing but a reflection of one’s position within the stratified system of 

social hierarchy. In other words, it is the social position which is translated into specific determinants of individual health 

status. The main categories of intermediary determinants of health are: material circumstances; psycho-social 

circumstances; behavioural and /or biological factors; and finally the health system in itself  has been considered as a social 

determinant. Based on one’s respective social status, reflected through intermediary factors, individuals tend to experience 

differences in exposure and vulnerability to health compromising conditions. However the level or frequencies of exposure 

and the level of vulnerability, in connection with intermediary factors are affected directly by the socioeconomic position. 

In an ideal situation, health care system alters differential exposures and differential vulnerability through action on 

intermediary factors by promoting and coordinating appropriate interventions. In the changed situation of increasing 

privatization in Kerala, one can never predict how much justice can be done by the health care system in instituting the 

above and that too, when curative care enjoys supremacy over health promotion and disease prevention. At times, health 

sector due to the exorbitant medical cost associated with major disease can pull a person down the social ladder and again 

make him prone to health compromising conditions through differential exposure and vulnerability and through this 

process the health system itself poses as a social determinant of health. So health system making itself a barrier to health 

seeking (public sector shrinking as health provider and private sector expanding as profit-based health provider) and  its 

over-emphasis on curative care and procedures and finally its feed-back effect on socio-economic position all render health 

care system a hurdle in promoting health equity. 
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The macroeconomic prescriptions such as elimination of tariffs, export taxes, agricultural and industrial subsidies; 

structural adjustment programme; international travel, over-consumption, pollution and climate change are all playing 

havoc in the health arena of Kerala.  The health sector in Kerala is deviating from its prime objective of safeguarding the 

health and welfare of the people. From care giving, the health sector has almost been transformed into commercial, profit-

making medical industry with major role being played by the private sector. The private sector health expenditure costs 

exceed Rs 55 billion per annum compared to government expenditure that is falling steadily (CR Soman 2007). In the 

changed situation, there is no doubt that the private sector holds supremacy in infrastructure and in the health manpower 

development.  The growth in private sector has been facilitated by the change in the income distribution in the state. 

Greater disposable- incomes encourage people to seek health care services in the paying private sector, made attractive by 

marketing tactics. The growing number of elderly people with higher proportion of chronic diseases which involve greater 

expenditure with periodic check-up also contributes to the growth of private health sector. Above all, the absence of 

government legislation in starting health care facilities in private sector encourages more and more to enter this field. 

However proliferation of medical colleges in the private sector is likely to make the situation worse as there is chance for 

dilution in the quality of training given to the health personnel and it can give rise to far reaching impacts.  In 2005 the 

doctor- population ratio was 1:960, this will come down to 1:430 by 2025 ( Ekbal 2006). Disproportionate increase, 

irrespective of social demand can create problems. Many of the private institutions fail in inculcating the right attitude in 

the young doctors. 

Chronic non- communicable diseases such as diabetes and coronary heart diseases are in high prevalence. Road 

traffic accidents and suicides are also on the rise and suicide is the most frequent cause of death among young females. The 

resurgence of infectious diseases due to uncontrolled urbanization and environmental deterioration also contribute to the 

burden of morbidity. Psychiatric morbidity as well is on an upward trend. Thus even though the mortality rates are low, the 

morbidity rates are very high both in urban and rural areas compared to other states in India. Various factors have been 

attributed to this increasing trend such as increased awareness and improved health seeking behaviour and the increasing 

proportion of elderly population.  However the lead Kerala had in crude mortality and infant mortality is still maintained in 

spite of the innumerable hurdles the health sector is faced with. In life expectancy and sex ratio the state still tops among 

all other Indian states. Achievements made in other sectors such as education, social welfare and food and agriculture 

needs special mentioning here for up-keeping the trend in basic indicators of health. 

A thread of globalization runs underneath the health problems that are being confronted by the state since the 

recent past. The greatest disadvantage has been that it prevents governments from enacting policies that lead to health and 

equity at the local levels where people live, work and play.  A closer examination shows that almost all major policies of 

WTO have either directly or indirectly been involved in bringing about a crisis situation world- wide. For instance, the 

impact of the General Agreement on Trade in Services is particularly damaging to health as it paved the way towards 

growing trend of health care privatization. Gross environmental decline another off- shoot of globalization is responsible 

for at least 25% disease and injury globally. Trade and financial liberalization is the root cause of health- damaging 

inequality. Increased trade in goods is closely associated with exploitation scarce environmental resources and more toxic 

pollution. The damaging effects of these are not confined to any region or continent, like diseases, effects too do not have 

borders. Under its spell, the health sector in Kerala is struggling since the mid 1980s for want adequate funding. The public 

health spending has been reduced in a big way and this has worsened health conditions. The situation can only be improved 

only with strong government intervention through strengthening the primary level of health care institutions. The 
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functioning of Primary health centres should be regularly monitored and services are to be evaluated. The effective 

functioning of the Primary health centres, ensures universal access to cost-effective interventions. This can check people 

from availing services of private institutions by spending sizable portion of their income to meet their basic health needs. 

This can further prevent especially the poorer and marginalized groups from going further down the hierarchical ladder. 

There should be regulation on private health sector, especially the marketing strategy of private health sector for which 

people become easy prey and thereby jump into poverty and debt unintentionally. Other services essential to health, such 

as education, water and sanitation, environmental protection, effective nutrition and health safety net programmes need to 

be enhanced. More importantly, while policies are formulated, as a rule, health related spending must be protected from 

reductions in public expenditure and thereby limit the adverse effects of low or negative growth on the incomes of the 

poor. This is particularly relevant where globalization has adverse economic effects on a country (e.g., through dislocations 

arising from changes in export import prices or financial crisis) and the impact on health must be minimized. Policy 

coherence is also needed to ensure that policies in non-health sectors contribute to health objectives and vice versa. So also 

to minimize potentially adverse effects of globalization on population-level influences (tobacco marketing), government 

should retain the ability within international agreements to take measures necessary to protect public health. Finally, before 

the implementation of international rules, there must be a full health impact assessment of these rules and measures that 

may have significant effects on health related sectors. Ultimately, making globalization work for the benefit of health 

requires, a fundamental change in the approach to economic issues both at national and international level. At the national 

level, policies must be designed to maximize the well-being of the population, rather than assuming that this will 

automatically be achieved by policies oriented towards economic  growth and supplementing by “ add-ons “ such as safety 

nets and the protection of health and education spending. At the international level, global rules, the activities of 

intergovernmental organizations, and the external policies of the governments of developed countries need to be directed 

towards removing constraints to and maximizing the incentives for developing countries to pursue these policies 

(Woodward et al. 2001). In the case of Kerala unless and until the situation is handled comprehensively, Kerala can never 

be looked upon as a model for providing high quality publicly funded health services along with Brazil, Costa Rica, and 

Cuba. 
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