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Executive Summary
1. We propose the creation of a Universal Basic Services

6. On the employment front, we find that a modest

(UBS) programme that will expand the current public

expansion of the current system, that consists of filling

system of delivering key services creating millions of

vacancies and eliminating shortfall in infrastructure

good jobs in the process.

in the health and education systems, can create more
than 2 million jobs, which is around 15 per cent of the

2. India has experienced several years of high GDP

current workforce in these two sectors.

growth with improvements in availability of private
goods and services. However, it has failed to convert

7. Regularising the employment of anganwadi workers,

this growth into a strong system of public goods.

ASHAs, helpers, and other contractual employees in the

As malls, mobiles, and motorcycles have flourished,

public health and education system can create good

streets, schools and sanitation have suffered.

jobs for another 3 million workers.

3. Historical experience of industrialised economies

8. There have been calls recently to increase the health

shows that the transition to a mature democracy

budget from around 1 per cent to 3 per cent of GDP,

involves the creation of a strong and shared sense of

and the education budget from 4 to 6 per cent of GDP.

the public. There is an urgent need to expand public

Our analysis strongly supports the need to make this

spending on services that will create an inclusive and

commitment. It will make enough resources available

stable democracy.

to eliminate existing shortfalls, expand capacity, and
create decent jobs for millions of workers across the

4. In this paper, taking the example of two crucial public

education and health spectrum.

services, health and education, we first show that,
despite improvements, India currently underperforms

9. We analyse the current policy approach to urban

relative to comparable developing countries in terms

housing and argue for greater attention to the

of public spending as well as outcomes. Out-of-pocket

inadequate nature of available housing, rather than

spending by households on health and education is

only its presence or absence. We also argue that there

high, and a leading cause of indebtedness.

has been too much emphasis on ownership, and not
enough on seeing housing in the holistic context of the

5. State-level analyses show considerable heterogeneity

lives and priorities of the working poor in urban areas.

in spending as well as performance. We identify states
that have performed relatively well in delivering public

10. We argue that provisioning of public housing is

services given their level of per capita income. We find

connected to employment in two keys ways: as a direct

that states with relatively higher public spending on

creator of jobs, and as a facilitator of good jobs via ease

health per capita also tend to have lower out-of-pocket

of access to transportation and other essential public

expenses in private health facilities. We also identify

services.

states which are providing public education that
delivers outcomes on par with the private system and
at a fraction of the cost to the household.
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1 / Why universal basic
services?

Saharan African countries, Brazil, Russia, China and

The Indian economy has been on a sustained high

percentage of GDP has stagnated in the case of health

growth path since the early 2000s and is consistently
placed among the fastest growing countries in the
world. It is time to harness this growth towards
a fundamental transformation of Indian society
by delivering quality public services to all citizens.
Universal provisioning of basic services has farreaching private and public benefits (Centre for Equity
Studies 2014). Both historical and contemporary
evidence from industrialised as well as developing
countries underline the importance of quality,
universal, public goods and services in building a
modern society. The idea of universal basic services
(UBS) has been gaining visibility in India and elsewhere.1
In this context we welcome the recent proposals to
increase public expenditure on education to 6 per cent
and on healthcare to 3 per cent of GDP.
Using the examples of health, education, and housing,
we show that there is a strong case to be made to
expand public spending on all three. We also focus on
one often under-emphasised benefit of UBS, its job-

South Africa (BRICS countries), as well as some of
its South Asian neighbours. Public expenditure as a
and even declined a little in the case of education after
the year 2000. The out-of-pocket expenditure on these
essentials is therefore higher in India than in many
other countries of the world, many of which are poorer
or have grown slower. There is also a problem of
inadequate infrastructure in existing public services.
The results are clear in terms of poor indicators of
health, nutrition and education, and poorly-staffed
public health facilities and schools. This is also revealed
by migration to the private system by those who can
afford to exit the public system. This compounds the
problem of quality in the public sector as the ones
with the least resources are largely the users of public
services. The UBS approach sees the solution in a
universalising of public services, thereby creating a
stake for everyone in the same public system.
Restoring as well as creating much-needed public
goods for India’s future must be made our priority.
One overlooked aspect of such an expansion of public

creating potential.

service provisioning is that it can generate a large

A UBS programme will improve the general quality of

skills and education levels. Many of them are hard to

life in India as it would:
•

Create a large number of good jobs for people with
a variety of educational backgrounds as well as
skills.

•

Build a more cohesive society where there is
greater equality of opportunity for advancement
and everyone has a stake in effective delivery of
services.

•

Free up private resources for investment in small
businesses by reducing the burden of out-ofpocket expenditures on households.

•

Support the private sector by improving worker
productivity.

Even though comprehensive data are not available,
anecdotal evidence suggests that the last two decades
of rapid economic growth have seen a dramatic
divergence between the quality of private and public

number of good quality jobs requiring a range of
mechanise, which resonates well with our comparative
advantage of being a labour abundant country. They
are also hard to substitute with imports and tend
to employ domestic workers. But they do need a
big commitment of fiscal resources. We cannot pay
anganwadi workers a regular government wage or
hire the teachers and doctors we need, without
spending public money. However, if we do spend,
then we will be repaid many times over, not only due
to increased demand and multiplier effects, but also
because such investments will increase productivity,
and more importantly, the quality of life in India’s
villages and cities.
While a UBS programme can, and should cover
many services, in this document we examine three –
healthcare, education, and housing. Further work will
deal with other crucial services.

goods. This is a result of underinvestment over the
decades. India consistently underspends public
resources on health and education relative to sub-
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2 / Health
Healthcare has entered the discourse in the run-up to

public healthcare is preferred to insurance-based

the 2019 Lok Sabha elections, with health manifestos

models such as Ayushman Bharat. The biggest

released by members of Reclaiming the Republic,

improvements in health outcomes across the world

Jan Swasthya Abhiyan, Alliance of Doctors for Ethical

have come from improving preventive healthcare

Healthcare and Vikalp Sangam. Political parties also

systems (Deaton 2013). However, the current approach

appear to be taking it seriously.2 The momentum on

being followed in India is that of an insurance-based

increasing public healthcare could be in response to

model for healthcare. The emphasis on such an

the demands of the electorate – a recent cross-country

approach was clear from the launch of Ayushman

survey revealed that after jobs, better healthcare

Bharat or National Health Protection Scheme in the

facilities was the most important priority of voters

Union Budget 2018-19, and the increase in its allocation

(Association for Democratic Reforms 2018).

to D6,400 crore in the Union Budget 2019-20. The
scheme entails providing insurance coverage of up to

The healthcare sector is rife with market failures

D5,00,000 per family per year to 10 crore identified poor

and often necessitates serious state intervention,

families for 1300 secondary and tertiary healthcare

not only for reasons of equity but also for reasons

packages, to be funded in a centre–state ratio of 60:40

of efficiency. Over 50 years ago, Nobel laureate

in most states. Under the scheme, eligible beneficiaries

Kenneth Arrow pointed to many features of the

are expected to be able to avail benefits at public and

sector such as lack of adequate information about the

empanelled private hospitals.

service being purchased and asymmetry of interests
between healthcare providers and patients which

The scheme excludes primary healthcare, and has

led to catastrophic private market failures. In India,

operated mainly for those who have availed tertiary

the proliferation of privately delivered healthcare

healthcare – 77 per cent of the cases are tertiary care

has resulted in many cases of malpractice, over-

as per official government figures. Covering only 40

prescription of drugs, and unnecessary procedures

per cent of households also excludes many vulnerable

(Gadre and Shukla 2016, Dongre and Surana 2018).

households: the difference between the monthly
per capita consumer expenditure of a household at

Public health also features a strong public goods

the 40th percentile and one at the 80th percentile is

component. As every economics students learns in

only around D1000, while the average out-of-pocket

microeconomic theory – public goods (goods that

expenditure from private health facilities is D24,000

are non-rival and non-excludable) – are usually

(Smith, Chhabra, and Bhattacharya 2019). The scheme

underprovided by the private sector. The public good

does not cover drugs or out-patient care, which are the

features of healthcare are many: infectious diseases

main components of total out-of-pocket expenditure

can affect more people than the immediate patient,

that is itself at least 20 times higher than the allotted

and therefore, controlling them has benefits both in

budget under the scheme (Smith, Chhabra, and

the vicinity and perhaps even globally (for example,

Bhattacharya 2019).

the eradication of polio or smallpox); sanitary and
phytosanitary measures that protect individuals have

There is also evidence against the model from its

benefits beyond the individual; information about best

predecessor Rashtriya Swasthya Bima Yojana and state

practices in maintaining health spill over to others at no

health insurance schemes. Nearly one in five of the

cost; and so on. As a result, there is a strong case to be

poorest households spent more on health than their

made for public funding and provisioning of healthcare.

annual per capita consumption expenditure, and 80
per cent of them were not under any insurance cover

A UBS programme would expand and improve the

(Bhattacharya and Rathore 2018). In the lowest quartile

public provisioning of essential services, among which

of the population, nearly 40 per cent of those who died

health is a clear priority. With inadequate health

did not receive any medical attention before death,

infrastructure and a poorly regulated private sector,

likely due to lack of access to public health facilities and

India has much to gain from universal healthcare.

insufficient coverage of health insurance (Bhattacharya

We also emphasise that direct provisioning of quality

and Rathore 2018). There could be extra charges levied
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on them if the health facility has a monopoly in the

capita GDP, population density and population size.

district. There are also cases where the insured have

We also examine India’s performance relative to

been denied access or charged more than warranted

some countries from the BRICS group. The country

(Das, Aiyar and Hammer 2018).

cohort comprises Bangladesh, Brazil, China, Ethiopia,
Indonesia, Myanmar, Nigeria, Pakistan, Philippines, Sri

2.1 / Indian health spending
and performance in global
perspective

Lanka, and Vietnam. Figure 2 shows government health

India currently spends only around 1 per cent of its

just in comparison to richer countries such as China

GDP on public health expenditure, and has done so

and Brazil, but also when compared to some poorer

since 2000. India underspends on health even after

countries. The per capita GDP of Ethiopia is only around

accounting for its level of per capita GDP (Figure

one-fourth that of India, but the former still manages to

1). We examine India’s public health expenditure

spend a roughly equivalent 1.1 per cent of its GDP on

in comparison to a cohort of developing countries

healthcare. Vietnam, at the same per capita GDP level

that are similar in various respects such as per

as India, spends 2.4 per cent of its GDP on healthcare.

expenditure as a percentage of GDP for all cohort
countries sorted by increasing order of per capita GDP
(given below the country code). India fares poorly not

Figure 1 :
Public
expenditure
on health as
percentage of
GDP, 2015

Sources and notes: World Development Indicators, World Bank. See https://wits.worldbank.org/wits/wits/witshelp/content/
codes/country_codes.htm for country codes. Only countries with GDP per capita < $50,000. See https://wits.worldbank.org/
wits/wits/witshelp/content/codes/country_codes.htm for country codes

Figure 2 :
Public health
expenditure
as percentage
of GDP for
selected
countries,
2015

Sources and notes: World Development Indicators, World Bank.
ETH – Ethiopia, BGD – Bangladesh, PAK – Pakistan, MMR – Myanmar, VNM – Vietnam, NGA – Nigeria, IND – India, PHL –
Philippines, IDN – Indonesia, LKA – Sri Lanka, CHN – China, BRA – Brazil
5

As a result of this low level of public health spending,

reason for indebtedness in the country (Smith, Chhabra

out-of-pocket expenditures on this essential service

and Bhattacharya 2019).

are higher in India than in many other countries of
the world. As one might expect, with richer countries

India underperforms relative to some comparable

having better public healthcare, out-of-pocket

developing countries not only in terms of public

expenditures by households as a percentage of total

spending on health, but also when it comes to health

spending on health tend to fall with per capita GDP.

outcomes. We look at three different outcomes: life

However, the variation among poorer countries is

expectancy (Figure 5), infant mortality (Figure 6) and

much larger (see Figure 3), suggesting that some poor

under-five mortality rates (Figure 7). Once again,

countries do a much better job of meeting healthcare

Vietnam – which spends more than double the share

needs publicly than others. At 65 per cent, India is a

of GDP on public healthcare that India does, and has

clear outlier on the high side. Out-of-pocket health

a comparable per capita GDP – performs better on

expenditure in India is close to that in Pakistan, 20

all three outcome indicators. Vietnam’s outcomes are

percentage points higher than in Vietnam and almost

comparable to richer countries such as Indonesia and

30 percentage points higher than in Ethiopia (Figure 4).

the Philippines. Thus it appears that, following the

India is among the top 10 countries in the world in this

example of other east Asian economies like China and

respect. This is also a matter of concern because high

South Korea, Vietnam has reaped the benefits of strong

out-of-pocket health expenditures are an important

public investment in health.3

Figure 3:
Out-of-pocket
expenditure
by households
as percentage
of total health
expenditure,
2015

Sources and notes: World Development Indicators, World Bank. See https://wits.worldbank.org/wits/wits/witshelp/content/
codes/country_codes.htm for country codes

Figure 4:
Out-of-pocket
expenditure
by households
as percentage
of total health
expenditure
for selected
countries, 2015

Sources and notes: World Development Indicators, World Bank.
ETH – Ethiopia, BGD – Bangladesh, PAK – Pakistan, MMR – Myanmar, VNM – Vietnam, NGA – Nigeria, IND – India, PHL –
Philippines, IDN – Indonesia, LKA – Sri Lanka, CHN – China, BRA – Brazil
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Figure 5:
Life
expectancy
in selected
countries, 2015

Sources and notes: World Development Indicators, World Bank.
ETH – Ethiopia, BGD – Bangladesh, PAK – Pakistan, MMR – Myanmar, VNM – Vietnam, NGA – Nigeria, IND – India, PHL –
Philippines, IDN – Indonesia, LKA – Sri Lanka, CHN – China, BRA – Brazil

Figure 6:
Infant
mortality rate
in selected
countries,
2015

Sources and notes: World Development Indicators, World Bank.
ETH – Ethiopia, BGD – Bangladesh, PAK – Pakistan, MMR – Myanmar, VNM – Vietnam, NGA – Nigeria, IND – India, PHL –
Philippines, IDN – Indonesia, LKA – Sri Lanka, CHN – China, BRA – Brazil

Figure 7:
Under-five
mortality rate
in selected
countries, 2015

Sources and notes: World Development Indicators, World Bank.
ETH – Ethiopia, BGD – Bangladesh, PAK – Pakistan, MMR – Myanmar, VNM – Vietnam, NGA – Nigeria, IND – India, PHL –
Philippines, IDN – Indonesia, LKA – Sri Lanka, CHN – China, BRA – Brazil
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2.2 / A state-level analysis of
health spending and outcomes

Table 1: Per capita public spending on health by state,

The foregoing analysis shows that current proposals

State

Expenditure (D)

Bihar

491

international standards. However, a commonly heard

Madhya Pradesh

716

criticism of expanding public healthcare is that the

Uttar Pradesh

733

existing system is inefficient. To the extent that these

West Bengal

778

inefficiencies are due to lack of funding, the criticism

Jharkhand

866

Odisha

927

Maharashtra

1011

Andhra Pradesh

1013

Haryana

1119

to increase public health spending in India to around
3 per cent of GDP are eminently reasonable given

only begs the question: why not a better funded
system? But it is also possible that quite independent
of resource constraints, the public sector is worse at
delivering quality healthcare than the private sector.
State level evidence, however, belies this claim.

2015-16 (D)

Karnataka

1124

We can use the diversity across states in levels of per

Punjab

1173

capita Net State Domestic Product (NSDP), institutional

Gujarat

1189

Tamil Nadu

1235

Telangana

1322

Chhattisgarh

1354

state variations allows us to identify states that may

Rajasthan

1360

be better performing, given their level of per capita

Kerala

1463

income, as potential models.

Assam

1546

Uttarakhand

1765

Delhi

1992

Manipur

2061

Tripura

2183

course, the size of the state’s economy. Interestingly,

Meghalaya

2223

however, even states with similar levels of per capita

Jammu & Kashmir

2359

NSDP have very different levels of public health

Nagaland

2450

spending per person (Figure 8). With lower populations,

Himachal Pradesh

2667

Goa

3643

Sikkim

5126

Arunachal Pradesh

5177

Mizoram

5862

capacity, health expenditure and outcomes to explore
the effectiveness of the public health system.4 Further,
because health is a state subject, states have a key role
in determining health outcomes. Investigating inter-

Per capita public spending on health varies by more
than 10 times across states, from around D500 per
person in Bihar to D5800 per person in Mizoram (Table
1). One determinant of public health spending is, of

the north-eastern states generally have the highest per
capita public spending on health.

Sources and notes: CBHI (2018)
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Figure 8:
Per capita Net
State Domestic
Product and
per capita
public health
expenditure,
2015-16

Sources and notes: CBHI (2018), Economic and Political Weekly Research Foundation. Outlier states – Arunachal Pradesh,
Goa, Mizoram and Sikkim – have been excluded. Refer List of State codes Refer Appendix B for list of State codes.

However, even some larger, populous but poorer states

Gujarat. This is important since states with relatively

have relatively high public health spending per person.

higher public spending per capita also tend to have

For example, Chhattisgarh has a per capita NSDP half

lower out-of-pocket expenses in private health facilities

that of Haryana and Gujarat, but spends D1354 per

(Figure 9 and Table A1).

person compared to D1119 for Haryana and D1189 for

Figure 9:
Per capita
public health
expenditure
(2015-16)
and out-ofpocket health
expenditure
(2014) from
private
facilities

Sources and notes: NSS 2014b, CBHI 2018. Per capita public health expenditure is for 2015-16. Out of pocket expenditure is
for 2014. Outlier states – Arunachal Pradesh, Goa, Mizoram and Sikkim – have been excluded. Refer list of state codes.
Refer Appendix B for list of State codes.
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The level of per capita public spending can indicate

in recent years of the Integrated Child Development

a state government’s priorities, but spending needs

Services (ICDS) in the state, which provides health,

to be placed in the context of outcomes for a fuller

nutrition and growth monitoring services to young

picture. We find that in a sample of 25 states, increasing

children, pregnant women and lactating mothers

public spending by D100 per capita is associated with

(Khera 2015). By 2015-16, this state had the highest

a reduced under-five mortality rate by nearly 1 per

coverage of ICDS services (International Institute for

1000. This association of increased public spending per

Population Sciences and ICF, 2017). Odisha also has

person with decreased under-five mortality persists

among the highest number of government health

and is statistically significant at the 10 per cent level,

personnel per 1,00,000 population (NITI Aayog 2018).

even after controlling for per capita NSDP, though it
reduces to 0.8 per thousand.

More than two-thirds of the worst performing districts
in terms of health outcomes are in the states of Uttar

In general, the relationship between per capita NSDP

Pradesh, Bihar and Jharkhand. Districts with higher

and health outcomes can help identify states that

health deficits tend to have higher proportions of

perform better than the national average even with a

their population not using government health facilities

per capita NSDP that is lower than the national average.

and lower proportions of women with at least four

We look at infant mortality rate (Figure 10), under-five

antenatal visits before delivery (Bhattacharya and Jha

mortality rate (Figure 11), and immunisation rates

2018). This could be due to either absence of facilities

(Figure 12). As one might expect, richer states tend to

or staff or poor quality. Meanwhile, Kerala has the

have power mortality rates and higher immunisation

lowest under-five and maternal mortality rates and the

rates. Of greater interest are those states which are

highest number of government health personnel per

poorer than the national average but still perform

1,00,000 population (NITI Aayog 2018). The superior

better than average on outcomes. In Figures 10 and

health indicators in Kerala are linked to its history of

11, states that fall below the national average in infant

public provisioning of well-functioning health services

or under-five mortality as well as below the per-capita

(Bardhan 1974, Ramachandran 1997).

average income will appear in the lower left quadrant.
We see that large poor states such as Odisha and West

While no one state may appear as a model to be

Bengal perform relatively well in outcomes in spite

emulated along all dimensions, what is clear from the

of having lower than average per capita incomes. In

foregoing evidence is that there are benefits from

Odisha, the outcomes could be a result of the revival

expanding public healthcare facilities, and improving

Figure 10:
Infant
mortality rate
and per capita
NSDP, 2015-16

Sources and notes: NFHS-4 2015-16, EPWRF. Refer Appendix B for list of State codes.
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Figure 11:
Under-five
mortality rates
and per capita
NSDP, 2015-16

Sources and notes: NFHS-4 2015-16, EPWRF. Refer Appendix B for list of State codes.

Figure 12:
Immunisation
rates and per
capita NSDP,
2015-16

Sources and notes: NFHS-4 2015-16, EPWRF. Refer Appendix B for list of State codes.
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their accessibility and quality to cater to the health

the number of vacant positions, calculated as the

needs of all citizens. And that public healthcare can be

difference between sanctioned and actual positions in

delivered effectively even in relatively poor states, if

sub-centres, PHCs and CHCs. These positions include

there is political will.

health workers (male and female) at sub-centres and
PHCs; auxiliary nurse mid-wives at sub-centres and

2.3 / Scope for employment
generation

PHCs; health assistants (male and female), doctors and

Apart from the intrinsic value of universally providing

CHCs; specialists, general duty medical officers and

for basic needs and creating systems in which

radiographers at CHCs.

block extension educators at PHCs; pharmacists,
laboratory technicians, nursing staff at PHCs and

every citizen has a stake, UBS has the advantage
of contributing to the creation of more decent

Uttar Pradesh and Rajasthan have the highest number

employment opportunities in the country. As

of vacant positions (at more than 15000 each) as well

mentioned earlier, jobs thus created often have a

as the highest shortfall against the required personnel.

care component and are thus relatively immune to

In percentage terms, Bihar and Himachal Pradesh

mechanisation. Further, they tend to employ

have the highest figures of vacant against sanctioned

domestic workers.

positions and shortfall against required personnel. All
in all, if existing vacant positions were to be filled, 0.12

Expanding and improving the provision of health

million people would get jobs, and if the entire shortfall

facilities would increase employment by filling the

in personnel was to be taken care of, another 0.20

existing vacant seats and/or shortfall in personnel

million people would get jobs. It needs to be noted that

in sub-centres, primary health centres (PHC) and

these figures are only for the rural healthcare system,

community health centres (CHC). Universal provisioning

and therefore underestimate the number of jobs that

of health services would also include covering up the

would be created in the expansion of the public health

shortfall in health infrastructure, and this would involve

system countrywide.

employing additional personnel in the new facilities.
A few important caveats are in order here. First, while
there are several estimates of shortfall to be found
in the press, we take a conservative approach and
only present numbers that are provided by existing
official reports. Second, the absence of statistics for
urban India prevents us from estimating employment
generation at the national level, so we present figures
for the rural sector only. For both these reasons, our
estimates of jobs created should be considered as a
lower bound.

2.3.1 / Shortfall and vacancies in rural
health personnel

2.3.2 / Shortfall in rural health facilities
Tables 3, 4 and 5 give the shortfalls in sub-centres,
PHCs and CHCs, and the potential expansion in
employment opportunities if these were to be bridged.
There are two types of sub-centres and PHCs, Type
A and Type B. Type B is required to be in place if the
average number of patients is higher than prescribed,
and it therefore requires more personnel. The Indian
Public Health Standards (Ministry of Health and Family
Welfare 2012a, 2012b, 2012c) give the essential and
desirable requirements in personnel for the three types
of facilities. The expansion in employment by setting up
new facilities is estimated using these requirements. By
taking care of the shortfall in sub-centres, between 0.10

Rural Health Statistics 2016-17 provide state-level

million to 0.17 million people would get jobs. Similarly,

information on the number of required and sanctioned

83000 to 0.13 million people would get jobs in new

positions in the public healthcare system, as well as

PHCs and around 0.1 million people would get jobs

the existing number of personnel. Table 2 shows the

in new CHCs. In total, between 0.29 million and 0.42

shortfall in health personnel in rural areas, calculated

million jobs could be generated if the shortfall in health

as the difference between required positions and actual

facilities were to be bridged (Table 6).

positions in the rural health system. It also shows
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Table 2: Total shortfall in personnel and vacant positions in rural health system

State/UT

Required

Shortfall
(Required Actual)

Shortfall
as % of
Required

Sanctioned

Vacant
(Sanctioned
– Actual1)

Vacant
as % of
Sanctioned

Andhra Pradesh

25647

7094

27.66

31345

6590

21.02

Arunachal Pradesh

2507

1030

41.08

0

0

0.00

Assam

18552

4043

21.79

14581

443

3.04

Bihar

35291

17983

50.96

9529

3882

40.74

Chhattisgarh

18233

3279

17.98

19282

3927

20.37

Goa

652

222

34.05

667

83

12.44

Gujarat

32990

5711

17.31

34414

6097

17.72

Haryana

9308

2352

25.27

12195

2897

23.76

Himachal Pradesh

9178

4884

53.21

7289

2793

38.32

Jammu & Kashmir

11569

3589

31.02

12398

2083

16.80

Jharkhand

12407

4506

36.32

10956

2963

27.04

Karnataka

38159

14112

36.98

34396

9486

27.58

Kerala

19951

4633

23.22

20446

0

0.00

Madhya Pradesh

30907

7952

25.73

34163

8832

25.85

Maharashtra

38898

10434

26.82

42316

12116

28.63

Manipur

1675

194

11.58

2766

430

15.55

Meghalaya

2013

408

20.27

2273

77

3.39

Mizoram

1265

124

9.80

1909

683

35.78

Nagaland

1968

395

20.07

1085

34

3.13

Odisha

27516

10032

36.46

18171

2535

13.95

Punjab

11038

2114

19.15

14385

2693

18.72

Rajasthan

51471

21429

41.63

49601

15031

30.30

Sikkim

490

130

26.53

390

96

24.62

Tamil Nadu

32348

11853

36.64

34747

6898

19.85

Telangana

16013

4267

26.65

20060

4080

20.34

Tripura

2919

859

29.43

1050

0

0.00

Uttarakhand

6333

3023

47.73

4193

877

20.92

Uttar Pradesh

77897

36017

46.24

63400

16888

26.64

West Bengal

32022

11746

36.68

46774

12525

26.78

A & N Islands

456

118

25.88

782

46

5.88

Chandigarh

83

18

21.69

117

0

0.00

D & N Haveli

233

37

15.88

91

7

7.69

Daman & Diu

108

25

23.15

107

9

8.41

Delhi

55

16

29.09

97

14

14.43

Lakshadweep

98

19

19.39

172

0

0.00

Puducherry

498

140

28.11

481

6

1.25

All-India

570748

194788

34.13

546628

122934

22.49

Sources and notes: Rural Health Statistics, 2016-17
1. These positions include health workers, ANMs, health assistants, doctors, block extension educators, pharmacists, laboratory technicians, nursing
staff, specialists, general duty medical officers and radiographers.
2. Sanctioned and vacant positions include two additional positions, general duty medical officers and block extension educators, for which information on the number of required personnel and shortfall are not available. This explains the difference in the actual positions between these two sets,
named Actual and Actual1.
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Table 3: Shortfall in sub-centres and estimated employment through new sub-centres
Type A
State/UT

Shortfall

% Shortfall

Essential

Type B

Desirable

Essential

Desirable

Andhra Pradesh

0

0

0

0

0

0

Arunachal Pradesh

6

1.89

18

24

24

30

Assam

1229

21.01

3687

4916

4916

6145

Bihar

8688

46.62

26064

34752

34752

43440

Chhattisgarh

0

0

0

0

0

0

Goa

0

0

0

0

0

0

Gujarat

0

0

0

0

0

0

Haryana

712

21.57

2136

2848

2848

3560

Himachal Pradesh

0

0

0

0

0

0

Jammu & Kashmir

0

0

0

0

0

0

Jharkhand

2212

36.50

6636

8848

8848

11060

Karnataka

0

0

0

0

0

0

Kerala

0

0

0

0

0

0

Madhya Pradesh

3223

25.96

9669

12892

12892

16115

Maharashtra

2932

21.70

8796

11728

11728

14660

Manipur

88

17.29

264

352

352

440

Meghalaya

323

42.56

969

1292

1292

1615

Mizoram

0

0

0

0

0

0

Nagaland

59

12.97

177

236

236

295

Odisha

1505

18.37

4515

6020

6020

7525

Punjab

518

14.94

1554

2072

2072

2590

Rajasthan

0

0

0

0

0

0

Sikkim

0

0

0

0

0

0

Tamil Nadu

0

0

0

0

0

0

Telangana

0

0

0

0

0

0

Tripura

0

0

0

0

0

0

Uttarakhand

0

0

0

0

0

0

Uttar Pradesh

10679

34.23

32037

42716

42716

53395

West Bengal

2714

20.74

8142

10856

10856

13570

A & N Islands

0

0

0

0

0

0

Chandigarh

0

0

0

0

0

0

D & N Haveli

0

0

0

0

0

0

Daman & Diu

0

0

0

0

0

0

Delhi

73

87.95

219

292

292

365

Lakshadweep

0

0

0

0

0

0

Puducherry

0

0

0

0

0

0

All-India

34946

19.50

104838

139784

139784

174730

Sources and notes : Rural Health Statistics, 2016-17
Personnel calculated on the basis of essential and desirable requirements specified for each sub-centre in Indian Public Health Standards (2012c)
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Table 4: Shortfall in primary health centres (PHCs) and estimated employment through new PHCs
Type A
State/UT

Shortfall

% Shortfall

Essential

Type B

Desirable

Essential

Desirable

Andhra Pradesh

50

4.18

650

900

700

1050

Arunachal Pradesh

0

0

0

0

0

0

Assam

0

0

0

0

0

0

Bihar

1200

38.72

15600

21600

16800

25200

Chhattisgarh

0

0

0

0

0

0

Goa

0

0

0

0

0

0

Gujarat

0

0

0

0

0

0

Haryana

814

33.45

2392

3312

2576

3864

Himachal Pradesh

0

0

0

0

0

0

Jammu & Kashmir

0

0

0

0

0

0

Jharkhand

669

69.25

8697

12042

9366

14049

Karnataka

0

0

0

0

0

0

Kerala

0

0

0

0

0

0

Madhya Pradesh

818

41.13

10634

14724

11452

17178

Maharashtra

387

17.58

5031

6966

5418

8127

Manipur

0

0

0

0

0

0

Meghalaya

0

4.39

65

90

70

105

Mizoram

0

0

0

0

0

0

Nagaland

0

0

0

0

0

0

Odisha

35

2.66

455

630

490

735

Punjab

146

25.26

1898

2628

2044

3066

Rajasthan

0

0

0

0

0

0

Sikkim

0

0

0

0

0

0

Tamil Nadu

0

0

0

0

0

0

Telangana

79

10.29

1027

1422

1106

1659

Tripura

16

14.68

208

288

224

336

Uttarakhand

0

0

0

0

0

0

Uttar Pradesh

1573

30.28

20449

28314

22022

33033

West Bengal

1239

57.55

16107

22302

17346

26019

A & N Islands

0

0

0

0

0

0

Chandigarh

0

0

0

0

0

0

D & N Haveli

0

0

0

0

0

0

Daman & Diu

0

0

0

0

0

0

Delhi

8

61.54

104

144

112

168

Lakshadweep

0

0

0

0

0

0

Puducherry

0

0

0

0

0

0

All-India

6409

21.85

83317

115362

89726

134589

Sources and notes: Rural Health Statistics, 2016-17
Personnel calculated on the basis of essential and desirable requirements specified for each PHC in Indian Public Health Standards (2012b)
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Table 5: Shortfall in community health centres (CHCs) and estimated employment through new CHCs
Shortfall

% Shortfall

Essential

Desirable

Andhra Pradesh

106

35.45

4876

5512

Arunachal Pradesh

0

0

0

0

Assam

80

33.61

3680

4160

Bihar

624

80.62

28704

32448

Chhattisgarh

24

12.44

1104

1248

Goa

0

0

0

0

Gujarat

0

0

0

0

Haryana

25

18.25

1150

1300

Himachal Pradesh

0

0

0

0

Jammu & Kashmir

0

0

0

0

Jharkhand

53

21.99

2438

2756

Karnataka

120

36.81

5520

6240

Kerala

0

0

0

0

Madhya Pradesh

188

37.83

8648

9776

Maharashtra

190

34.55

8740

9880

Manipur

3

15.00

138

156

Meghalaya

1

3.57

46

52

Mizoram

0

0

0

0

Nagaland

0

0

0

0

Odisha

0

0

0

0

Punjab

0

0

0

0

Rajasthan

0

0

0

0

Sikkim

2

50

92

104

Tamil Nadu

0

0

0

0

Telangana

78

40.63

3588

4056

Tripura

6

22.22

276

312

Uttarakhand

0

0

0

0

Uttar Pradesh

476

36.67

21896

24752

West Bengal

189

35.13

8694

9828

A & N Islands

0

0

0

0

Chandigarh

0

0

0

0

D & N Haveli

0

0

0

0

Daman & Diu

0

0

0

0

Delhi

3

100.00

138

156

Lakshadweep

0

0

0

0

Puducherry

0

0

0

0

All-India

2168

29.61

99728

112736

State/UT

Sources and notes : Rural Health Statistics, 2016-17
Personnel calculated on the basis of essential and desirable requirements specified for each CHC in Indian Public Health Standards (2012a)
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Table 6: Total requirements for health personnel in

their earlier pay), anganwadi helpers are to get D2500

potential sub-centres, PHCs and CHCs

per month, and the incentive amount for ASHA workers

Essential

Desirable

Type A

287883

367882

Type B

329238

422055

was increased to D2000 per month (Financial Express
2018). However, these amounts are still far below what
they would earn as regular government employees.
These workers form the frontline of public health
service delivery across the country. Strengthening
this system would pay itself many times over in the

Sources and notes: Calculated from personnel requirements in Indian
Public Health Standards.

2.3.3. / Shortfall in physicians

form of increased motivation and quality of service
provisioning, dignity and respect for these (mostly
women) workers, and increase in mass demand due to
higher wages.

In the earlier section, employment generation was
estimated using the Indian Public Health Standards.
For comparison across countries, the World Health

2.5 Summing up

Organisation (WHO) uses a standard of one physician

To sum up, India needs to more than double its

per 1000 population. As per the National Health Profile

overall public spending on healthcare to catch up to

2018, the total number of registered allopathic doctors

comparable developing countries. This will be money

in India is 10,41,395. According to media reports, 80

well-spent because international as well as state-level

per cent of these doctors are actually available, giving

evidence indicates a strong relationship between more

a doctor-population ratio of 0.62:1000. Eliminating

public spending and better health outcomes as well as

the shortfall vis-à-vis WHO standards via public

lower out-of-pocket expenses.

5

recruitment would employ an additional 0.5 million
physicians. It needs to be noted that this includes

Further, a large number of decent work opportunities

rural and urban areas, so that some of the additional

will be created in the process. If the vacant positions

employment would already have been covered in the

as well as shortfall in personnel and in health

earlier calculations in section 2.3.1. To put this number

infrastructure are filled, between 0.41 million and 0.62

in perspective, note that this required addition to the

million jobs could be generated (Table 7). To put these

number of physicians across the country constitutes

numbers in perspective, this constitutes around 8 to 12

around 10 per cent of the existing workforce in the

per cent of the existing workforce in the health sector,

health sector.

and around 4.5 to 7 per cent of the unemployed who
are at least graduates.

2.4 / Regularising existing
employees
No discussion of jobs in healthcare (and education)
can be complete without discussing a long-standing
demand of activists and workers to regularise the
employment of Accredited Social Health Activists

Table 7 : Requirements for health personnel if
shortfall in personnel and shortfall in facilities are
covered
Facility
Type A

(ASHA) and anganwadi workers. There are around

6

1.03 million ASHA workers (Ministry of Health and
Family Welfare 2018), 1.2 million anganwadi workers
and 1 million helpers in rural and urban areas. In
September 2018, the honorarium for these workers

Type B

Requirement

Vacant

Shortfall

Essential

410817

482671

Desirable

490816

562670

Essential

452172

524026

Desirable

544989

616843

Sources and notes : Calculated from Tables 2 and 6

was increased by at least 50. Anganwadi workers are
now to get D 4500 or D 3500 per month (depending on
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Universalising public provisioning of healthcare could

infrastructure. This can generate valuable work

therefore take care of two of the most important

opportunities as well.

priorities of the electorate – jobs and healthcare
(Association for Democratic Reforms 2018). The

In this section, as in the previous one, we argue that

National Health Policy (NHP) 2015 draft proposed

India currently underspends public resources on

enacting a National Health Rights Act which would

this vital service, compared to other countries with

recognise health to be a fundamental right, and

similar levels of income. Within India, we show that

therefore denial of this right would be justiciable.

there are examples of states that have been able to

However, the final NHP 2017 diluted this proposal to

provide public schooling at a reasonable cost without

an aspirational goal for the future. With the substantial

compromising on quality of the teaching imparted.

progress to be made in improving health outcomes and
citizens marking it as one of their major priorities, it is
time to recognise health as a legally enforceable right
creating millions of decent jobs in the process.

3 / Education

3.1 / Indian educational spending
and performance in global
perspective
In India, the government (Centre and State, and across

Education has an instrumental value, improving health,

all levels of education) spends around 4 per cent of

expanding opportunities and labour productivity

GDP on education. As early as 1966, the Report of the

and hence earnings. It has multiple neighbourhood

Education Commission (also known as the Kothari

benefits, enabling greater democratic participation

Commission) recommended an increase in educational

and transforming of societies. Besides this, the

expenditure to 6 per cent of national income. This

attainment of learning has an intrinsic value in itself,

demand continues to be reiterated even today both

being transformative and emancipatory. Given its far-

within the current government7 and outside.8 However,

reaching benefits and the need to ensure affordable

even with the implementation of the RTE in 2010,

and accessible education, it is imperative that the State

there has been no substantial change in the allocation

be actively involved in its provisioning. An affordable

towards education (Figure 13).

common schooling system, besides making schooling
accessible to all, can also contribute to building a

Globally, unlike health, where India is below average,

cohesive and equal society.

for education, India’s spending is very close to the
global average given its level of per capita GDP (Figure

With the passing of the Right to Education (RTE) Act

14). But there is still room for improvement given that

in 2009, education was confirmed as a fundamental

there are many countries with a per capita GDP very

right of every child, committing the State to ensuring

close to that of India, who spend 6 per cent or even

free and compulsory education for children between

more of their GDP on education. As in the earlier

the ages of 6 to 14 years. The State’s commitment to

section, we compare India’s spending on education

providing accessible education is not restricted to the

with a cohort of countries that are similar in terms of

primary, and needs to extend to the secondary and

per capita GDP, population size and population density.

tertiary levels. The public sector has also played a

The cohort comprises Bangladesh, Brazil, China,

crucial role in higher education. Historically, some of

Indonesia, Pakistan, Sri Lanka, and Vietnam to which

India’s best colleges and universities have been public

we add Kenya, Ghana, Malawi, Nepal, and Uganda for

and this continues to be the case. Going beyond the

comparison with educational statistics from the World

elite public universities, higher education at a mass-

Development Report 2018.9

level has been attainable because of the vast state
university system.

In 2013, India spent just a bit less than 4 per cent of
GDP on education. Vietnam, with a similar GDP per

Extending public educational opportunities to all

capita, spent 5.6 per cent and countries like Ghana and

implies hiring an adequate number of teachers and

Kenya, which have comparatively lower levels of GDP

other professionals, as well as building adequate

per capita, spent a far greater share (Figure 15).
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Figure 13:
Trends in
Government
Expenditure
on Education,
India

Source and notes : Education expenditure data from Analysis of Budget Expenditure (ABE) 2012-2015, GDP data from 1999
to 2013 from National Statistical Commission; 2014 and 2015 estimates from NSSO. Base year – 2011-12.

Figure 14:
Public
Expenditure
on Education
(as % of GDP)
against GDP
per capita,
2013

Sources and notes: World Development Indicators, World Bank. Countries with GDP per capita < $50,000. See https://wits.
worldbank.org/wits/wits/witshelp/content/codes/country_codes.htm for country codes

Figure 15:
Expenditure
on Education
(as % of GDP)
across similar
countries, 2013

Sources and notes: World Development Indicators, World Bank
1. Labels on X-axis represent country code and GDP per capita. 2. Bars ordered by increasing GDP per capita.
3. MWI – Malawi, UGA- Uganda, NPL –Nepal, KEN – Kenya, BGD – Bangladesh, GHA – Ghana, PAK – Pakistan,
VNM – Vietnam, IND – India, IDN – Indonesia, LKA – Sri Lanka, BRA – Brazil.
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In the last two decades, the highest government

India could not read a single word of a short text, and

expenditure on education as a share of GDP was

more than 80 per cent failed to perform basic two-digit

4.4 per cent in 2000 even as other developing

subtraction.11 Nepal, despite a lower per capita GDP,

countries have either gradually increased education

had a similar government expenditure on education

expenditure over time (Nepal, Indonesia) and/or spent

to GDP ratio as India, and achieved far better learning

a considerably higher share than India (Brazil, Malawi).

outcomes. Several other sub-Saharan African countries
such as Ghana, Zambia, Tanzania and Kenya, despite

As with health, spending is only half the story,

being poorer than India, have shown better learning

outcomes matter as much. Educational achievements

outcomes (World Bank 2018).

or outcomes may be measured on the basis of
enrolment rates, literacy rates, and drop-out rates as

In summary, international comparisons, with the

well as in terms of quality using indicators capturing

earlier-mentioned caveat on accounting for institutional

basic learning such as students’ performance and

differences, show that India can afford to spend much

comprehension skills.

more on education and also do much more to improve
the quality of public education.

Despite low and stagnant levels of expenditure on
education, India’s literacy rates have steadily risen

enrolment rate was 84 per cent in 2016-17 (NIEPA

3.2 / A state-level analysis
of educational spending and
outcomes

2018). In 2014, nearly 93 per cent of rural households

In 1976, education was moved to the Concurrent

had a primary school within one kilometre of their

list of subjects, and the allocation of resources and

house (NSS 2014). Therefore, in terms of coverage

expenditure became a shared responsibility of the

and reach, educational outcomes, particularly at the

Centre and states. The Centre devolves a certain share

primary level, have improved gradually over the years.

of its revenues to the states and the latter may also

over the years, increasing from 18.3 per cent in 1951
to 72.1 per cent in 2011, according to Census reports.
Enrolment rates have also risen and gross primary

have their own sources of revenues for
When placed in the context of other developing

financing education.

countries, however, India’s performance leaves
something to be desired. In 2011, less than 70 per cent

In 2015-16, the total budget provision (revenue

of the adult population were literate, while in Sri Lanka

account) of Education Departments at the Centre and

and Vietnam, more than 90 per cent of adults were

states amounted to D4,33,342 crores. Of this, about 80

literate. In 1960, adult literacy rate in India was 28 per

per cent was for states and Union Territories. Across

cent compared to 9 per cent in Nepal. By 2010, adult

states, there is considerable heterogeneity in the

literacy rate in India and Nepal were almost equal at

allocation to education. For instance, Bihar allocates 6.8

around 60 per cent. Similarly, in 1980, youth female

per cent of SDP to education, well above the national

literacy in India was around 40 per cent. In 30 years,

average of 4.1 per cent, and that of other higher income

this increased to 74 per cent. During the same period,

states such as Kerala (2.7 per cent), Tamil Nadu (2.1 per

Bangladesh was able to increase its youth female

cent) and Gujarat (1.8 per cent) (MHRD 2016).

literacy from a much lower initial level of 27 per cent to
74 per cent (Rathore and Das 2018). Finally, in India, the

However, expenditure on education as a share of GSDP,

net enrolment rate in lower secondary (Classes 9 and

as a measure, is skewed in favour of lower-income

10) in 2013 was only 66 per cent compared to 93 per

states. Poorer states like Bihar and Assam will show

cent and 90 per cent in Sri Lanka and Vietnam.

relatively high shares due to their GSDP being much

Despite the near-universal enrolment at the primary

lower in comparison to richer states like Tamil Nadu or

level, the quality of education leaves much to be

Maharashtra. The absolute spending per child in these

desired. As per the 2018 World Development Report, in

latter states will be much higher.

10

2017, almost 90 per cent of Grade 2 students in rural
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We look at another indicator of state’s commitment

Figures 16 and 17. Kerala and Himachal Pradesh spent

to education, i.e. resources allocated by the state

among the highest per student, and also performed

government on a student enrolled in government or

well above average in learning outcomes in English and

government-aided schools. In 2014-15, Uttar Pradesh

Math. On the other hand, states like Bihar, Madhya

and Bihar had amongst the lowest expense per

Pradesh, Uttar Pradesh and Assam spent the least per

enrolled student (D7613 and D9583). Goa spent the

student in public schools, and the learning outcomes

highest, D67,041 per enrolled student. All southern

were among the lowest in the country. West Bengal

states spent well above the national average of

and Orissa are states which have been able to achieve

D13,974 (Figure A1 in Appendix) (CBGA 2016).

relatively high learning outcomes with only moderate

Not surprisingly, states with higher per student

spending per student. Recall that these two states

spending are associated with better learning outcomes

also featured as having better than average health

(Dongre, Kapur, and Teary 2014). We confirm this in

outcomes given lower than average NSDP.

Figure 16:
Learning
outcomes
(reading) by
government
expenditure
per student

Sources and notes: ASER 2016, CBGA 2016. Public expenditure per student is for 2014-15. ASER learning outcomes are for 2016.
Public expenditure per student is for 2014-15. ASER learning outcomes are for 2016. Refer Appendix B for list of State codes.

Figure 17:
Learning
outcomes
(mathematics)
by government
expenditure
per student

Sources and notes: ASER 2016, CBGA 2016. Public expenditure per student is for 2014-15. ASER learning outcomes are for
2016. Refer Appendix B for list of State codes.
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Learning outcomes differ significantly between private

in an academic session on a student at primary level

and public schools. On an average, twice the number of

was D1111 in government institutions compared to

students in private schools were able to achieve basic

D10,623 in private unaided institutions (NSS 2014). On

reading/math comprehension compared to students

an average, primary education in public schools cost

in public schools. But this too varies across states. For

only one-tenth of the cost of primary education in

instance, in states like Madhya Pradesh, Bihar and

private schools (Figure 18). These differences narrowed

Uttar Pradesh, private schools had four to five times

marginally as the level of education increased, but even

more success in achieving basic learning outcomes. In

at higher-secondary education level, private education

Andhra Pradesh, Karnataka and Punjab, outcomes were

cost three times as much as public education

broadly similar between private and public schools.

(NSS, 2014).13

Notably, in Maharashtra and Tamil Nadu, public schools
fared better in reading achievements compared to

Taking into account the relative cost of private vs public

private schools (ASER, 2016). The National Achievement

education, how do educational outcomes fare across

Survey (2017) also confirms that these two states

private and public schools? Figure 19 compares the

achieve learning outcomes above the national average.

performance of private schools vis-à-vis public, against

This survey includes both rural and urban government

the relative costs to the household of each. The top left

and government-aided schools, unlike ASER (2016)

quadrant represents states which have relatively small

which covers only rural schools.

differences in what households pay out-of-pocket for
private versus public schooling, but large difference in

But these two states are exceptions and in most

learning outcomes in favour of private schooling. The

instances, public schools have failed to provide quality

top right quadrant comprises states with high public-

education to their students. Dongre et al (2014) show

private cost differential and learning differentials. In

public schools in India face a ‘double inefficiency’

all states, except Maharashtra and Tamil Nadu (seen

where the expenditure incurred by the government per

below the X axis), private schools outperformed

student in public schools are higher than expenditure

public schools. In all states, private schools were more

incurred by private institutions per student, while

expensive than public, although the extent of disparity

learning outcomes are lower.

varied greatly across states. In Kerala, for example,

12

private schools cost five times more than public,
While private schools show better learning outcomes,

while in Andhra Pradesh they were twenty times

most poor households cannot afford a private

more expensive.

education. Out-of-pocket expenditure by households
Figure 18:
Out of pocket
expenditure
on primary
schooling by
management
type, 2014.

Sources and Notes: NSS 2014a
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Figure 19:
Differentials
in Costs and
Learnings
Outcomes
– Public vs
private schools

Sources and notes: ASER 2016, NSS 2014a. ASER Learning outcomes are for 2016. Cost of schooling is for 2014.
Refer Appendix B for list of State codes.

In summary, it is possible to identify states which are

materialise, as the existing learning deficits are huge

providing public education that delivers outcomes on

and there is a steep learning curve ahead for students.

par with the private system at a fraction of the cost to

Despite this, the revamped public schools and the

the household. Additionally, controlling for factors such

experiences of teachers and students in these schools

as family background, mother’s education and school

are testimony to the possibilities for effective public

infrastructure, learning differential between private and

investment in education.

public schools has narrowed in recent years, suggesting
that public schools and private schools are converging
per cent villages had a private school (ASER 2016).

3.3 / Scope for employment
generation

Therefore, education via the public schooling system

As the cases of states like Tamil Nadu, Karnataka and

enables reaching out to a vast population, and as

Maharashtra demonstrate, there is scope for providing

recent evidence shows, this can be done without

affordable and good quality basic education at low

compromising on learning outcomes.

costs via public schools. This requires supplementing

in their performance (ASER 2016). Moreover, only 40

the existing infrastructure of schools with both human
An interesting recent case study in public education

and physical infrastructure. Both of these create

is Delhi. Revamping the public schooling system

opportunities to expand employment directly

was one of the major priorities of the Aam Aadmi

and indirectly.

Party (AAP) leadership when it was elected into
power. Massive investments in infrastructure were

3.3.1 / Teacher shortfall and vacancies

undertaken – including revamping existing classrooms,

According to the RTE Act, teacher vacancy rate

providing training for teachers and recruitment of

should not exceed 10 per cent. In 2016, there was a

more teachers. In 2017-18, nearly a quarter of the

total shortfall of 0.9 million elementary teachers in

budget was allocated for education. In 2016, students

government schools alone (MHRD, 2018), a vacancy

in Delhi’s public schools outperformed their private

rate of approximately 18 per cent against all sanctioned

school counterparts, and recorded the second-best

posts (Table 8). Bihar, Jharkhand and Uttar Pradesh had

performance among government schools across the

among the highest vacancy rates, together accounting

country, finishing behind Thiruvananthapuram.

for half the vacant posts in the country. Ensuring all

While educationists and the teachers themselves have

these posts are filled means creating almost a million

praised the new initiatives, the outcomes of these

additional jobs in the country. This is only for ensuring

investments on students’ learning will take longer to

adequate teaching capacity at the primary level.

14

At the secondary level too, there are unmet teacher
23

Table 8: Vacancies against sanctioned posts of

needs, although the extent of teacher shortfall in the

Elementary school teachers, as on 31.03.2016.

secondary level is not easily available. Available official

State/UT

Vacant
Posts

Vacant Posts
as % of total
Sanctioned
Posts

A & N Islands

402

10.7

Andhra Pradesh

19468

13.2

Arunachal Pradesh

783

5.8

Assam

39522

19.6

Bihar

203650

34.4

Chandigarh

1232

23.1

Chhattisgarh

43100

17.8

D & N Haveli

174

9.6

Daman & Diu

59

9.8

Delhi

14132

25.0

Goa

0

0.0

Gujarat

24841

11.0

Haryana

11931

17.0

Himachal Pradesh

2726

5.5

Jammu & Kashmir

11833

11.7

Jharkhand

73793

38.4

Karnataka

19486

8.4

Kerala

1383

1.1

Lakshadweep

58

7.8

Madhya Pradesh

63851

17.6

Maharashtra

13857

4.6

Manipur

364

1.9

Meghalaya

873

3.9

Mizoram

1135

9.1

Nagaland

317

1.9

Odisha

0

0.0

Puducherry

524

13.5

Punjab

22340

23.4

Rajasthan

37522

13.2

Sikkim

0

0.0

Tamil Nadu

15705

9.6

Telangana

13049

13.4

Tripura

1298

3.8

Uttar Pradesh

174666

23.0

Uttarakhand

7676

16.7

West Bengal

85835

18.9

All-India

907585

17.5

Sources and notes : MHRD, Educational Statistics
at a Glance, 2018.

statistics suggest that at the secondary level, there are
1,06,906 vacancies for secondary school teachers.15
Meeting officially sanctioned teacher requirements,
at the primary and secondary levels alone, implies
creating another million jobs, at least. Based on
available estimates, this is about 11.45 per cent of the
currently educated unemployed and almost 5.4 per
cent of the current workforce in education.
This number will be even larger if we include preschools, in the form of the large network of anganwadis
serving infants, young children and mothers across the
country. Anganwadis are typically understaffed and
consequently, anganwadi workers (AWW), overworked.
As of 2015, there were 1,17,035 vacant positions for
AWW and 19,755 vacant positions for supervisors16.

3.3.2 / Expanding capacity
In recent years, there has been a change in focus
to improving qualitative outcomes, moving from
an input-based orientation in education policies to
outcome-orientation. However, as Kundu (2018) argues,
ensuring basic social and physical infrastructure inputs
– not just more teachers, but more schools, adequate
infrastructure including classrooms, toilets and other
facilities, can themselves be instrumental in improving
learning outcomes. Therefore, a focus on meeting
quantitative targets can go a long way in achieving
qualitative improvements.
As per DISE, as many as 1,08,680 schools were single
teacher schools. Here, there is scope for greater
job generation simply by ensuring that potential
capacities are met.
In 2013, lower secondary enrolment was only 66 per
cent compared to 92 per cent at the primary level.
Drop-out rates peak at Class 5 and Class 8. In 2016,
about 2.16 crore children dropped out of secondary
school. If these children are brought back into the
schooling system, this implies the need for additional
teaching capacity, and more teaching jobs.
Besides employing more teachers, building the
infrastructure of existing school systems is also
imperative. Most primary schools lack basic physical
infrastructure. In 2015-16, about 13 per cent of primary
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schools were in need of major repair works, about 6

of an individual’s assertion of self-identity, community

per cent were single-classroom schools (students from

ties (CSE 2017), and portal for availing services (Bhan

Classes 1 – 3 would share one room)

et al. 2014). It is important to address issues regarding
access to adequate and affordable housing options
in cities so as to not adversely impact one’s economic

3.4 / Regularising existing
employees

productivity as well as urban sustainability and equity.

Alongside creating new jobs to fill existing vacancies,

at large. In the absence of housing options available in

there is also an urgent need to regularise teachers’

well-serviced locations, the urban poor are often forced

employment. In 2016-17, of nearly 11 lakh teachers,

to look for housing on the city’s periphery plagued with

about 14 per cent of school teachers were contract

irregular access to basic services, lack of employment,

workers by official estimates, of which almost 60 per

fragmented social networks, and longer and unreliable

cent were women (DISE 2017). Public schools accounted

commutes. Importantly, providing adequate, quality

for the majority of contract teachers (60 per cent).

housing will also lead to the generation of a large

Contract teachers earn only a fraction of regular

number of jobs.

Failure to provide these services affects the lives of all
citizens, and impacts the smooth functioning of the city,

teacher salaries, with the differential varying across
states. For example, in Rajasthan, the starting salary of

We develop an understanding of inadequate housing

a regular teacher in a primary school was D26,013 per

that is not limited to an absolute lack of housing

month while a contract teacher earned about D4,800.

units, and emphasise the need to think beyond home

In Punjab, on the other hand, a regular teacher earned

ownership alone. We also address the question,

about D36,000 per month, while a contract teacher

what constitutes a holistic policy response to housing

earned D31,000 (NUEPA 2016).

provision. We outline the broad challenges faced
by stakeholders involved in providing and availing

It is imperative that teaching jobs be made

adequate and affordable housing options. We put

remunerative. Therefore, contract and para

forth three responses that are needed, in light of the

teachers who are professionally qualified must be

challenges outlined: augmenting housing stock keeping

regularised and paid salaries on par with current

household needs in focus, outlining pathways to enact

permanent teachers.

a right to housing, and thinking of housing provision as
a way to create jobs.

4 / Housing

4.1 / Challenges

Access to good housing ensures an individual’s ability

4.1.1 / Housing inadequacy

to live a secure, productive, and healthy life. It is

First, it is important to understand the nature of

instrumental in providing an improved quality of life

the housing deficit in the country to measure the

for those incapable of becoming productive members

effectiveness of the State’s response to housing

of the society, especially the young, old, abandoned/

provisioning. According to the Ministry of Housing and

widowed, of ill health, unemployed or differently abled

Urban Affairs (MoHUPA), the total housing deficit in

(King et al 2017). Adequate housing options imply the

urban India at the end of 2012 was pegged at 18.78

inclusion of sufficient access to basic services required

million units (Kundu 2012). According to the 2011

to live a healthy and secure life, especially for the urban

census, 32 per cent (approximately 78.9 million) of total

poor – affordable and sufficient nutrition, reliable public

households in India were found in urban areas. This

transportation, electricity, solid waste management,

indicates that nearly a quarter of urban households

safety, clean potable water and sanitation, and other

experienced housing deficiency and homelessness.

public health measures (King et al 2017). At the same

The report’s estimates provide us with a more nuanced

time, it is widely acknowledged that housing no longer

portrait of the nationwide housing deficit.

refers to a physical unit of dwelling alone. It is the site
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Table 9 demonstrates that the number of households
living without access to shelter are far fewer in
comparison to those living under significantly deficient
conditions. While the total number of housing units
considered non-serviceable (katcha) was just under
a million, the report included prevalent instances of
housing poverty (households in unacceptable physical
and social conditions) to define housing shortage.
Housing poverty included housing units experiencing
material dilapidation and several families living within
a single housing unit out of necessity for a multitude
of reasons. Thus, even for those households who had
access to shelter, this was inadequate to provide a
good quality of life. This allows us to approach the total
deficit with two approaches: absolute shortage and
inadequacy (Bhan et al. 2014).
Deficit in access to adequate and affordable housing

Table 9: Distribution of estimated urban housing
shortage in India (in millions)
As at
end-2012

Factors
Households living in non-serviceable

0.99

katcha houses
Households living in obsolescent houses

2.27

Households living in congested houses

14.99

Households in homeless condition

0.53

Total Urban Housing shortage

18.78

Sources and notes : Report of Technical Group (TG-12) on Estimation of
Urban Housing Shortage 2012, Ministry of Housing & Urban
Poverty Alleviation.

is experienced by economically weaker sections (EWS)
and low income groups (LIG) the most, thus forcing
them to choose one or the other (Kundu 2012). This
exacerbates the crisis in providing affordable and

Table 10: Distribution of estimated urban housing
shortage in India (in millions)

adequate housing (see Table 10).
Economic Groups
Responses towards addressing housing shortage and
poverty rely on varying notions of affordability for

As at
end-2012

Economically Weaker Sections (EWS)

10.55 (56%)

Low Income Group (LIG)

7.41 (40%)

specific population groups. Reserve Bank of India’s
Bulletin (January 2018) outlined a number of measures
undertaken by them to promote the construction of
affordable housing units by the private sector as well as

Medium and High Income Group

demonstrate the efficacy of state-run subsidy schemes

(MIG+HIG)

0.82 (4%)

(Palayi and Priyaranjan 2018).

Total

18.78 (100%)

4.1.2 / Overemphasis on home
ownership

Sources and notes : Report of Technical Group (TG-12) on Estimation of
Urban Housing Shortage 2012, Ministry of Housing & Urban
Poverty Alleviation.

to increase housing affordability across Indian cities

Aggarwal et al. (2014) analysed the total number of
urban households according to their monthly income
against their ability to afford household units at market
prices. They found that 62 per cent of all households
were not able to afford houses over 4 lakhs, and hence
were priced out of the market since rates usually
exceeded this threshold. Thus in absence of subsidies,
the housing market excludes those households who
need new housing options the most (Agarwal et al.
2014, Palayi and Priyaranjan 2018).
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Owning a home can lead to creating a financial asset

Scholars and activists, alike, have pointed out the

in addition to providing shelter and access to basic

difficulties posed by emphasis on home ownership

services. In fact, in many countries like India, housing

and land titles on improving access to basic services

is observed to be a household’s most valuable asset

for the urban poor (Yap 2016). Documentary proof for

(Singh et al. 2014). However, this option is not available

places of residence are used by the state machinery to

to many urban households and nor is purchase

provide services, often without clear and/or consistent

of housing a priority for poor households given

definitions of what constitutes such proof. However,

expenditures on health, education, food and other

such requirements end up enshrining the need for

necessary goods and services. As King et al (2017)

ownership and clear titles in policy guidelines (Bhan et

observe housing units are not shelters differentiated

al. 2014). In a first, a comprehensive Central housing

according to the purchasing power of a household

program such as Rajiv Awas Yojna (RAY) declared that

(Figure 20). Instead, they are characterized according

land titles and housing tenure was to be decoupled

to access to services, heterogeneous ownership, and

from access to services. While this was hailed as the

financing options. It is important to note that many

first step towards enshrining housing as a right for all,

households do not experience a linear progression

the efficacy of implementation of services depended

towards owning a house. They may well remain lifelong

on coordination as well as consistent interpretation

renters with a probable increase in quality of life and

of policy guidelines across levels and bodies of

better access to services.

government, which was often lacking (Bhan et al. 2014).
Thus, it is important to decouple access to housing and
allied services from home ownership.

Figure 20:
Is home
ownership
the ultimate
goal? Mapping
shelter
possibilities for
urban India

Sources and notes : King, R., et al. 2017. Reprinted with permission.
All types of housing conditions can range from short to long term. While not represented in the diagram, homelessness is an
important issue in some cities in the global South. The dotted line indicates the variability of this characteristic across cities.
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4.1.3 / Insufficient policy response

households to access finance to procure housing units

Around the 1980s, policy analysts and international

were less effective (Joshi and Selva 2018). Little success

financial institutions (IFIs) like the World Bank argued

was achieved for reasons including lack of adequate

that governments the world over had failed to provide

subsidy, high transaction costs, unwillingness of banks,

effective services, especially for their marginalized

and availability of clear land titles (Standing Committee

communities (Harriss 2007). The State’s role was seen

Report 2014).

as one establishing the necessary institutions for
effective service delivery. They promoted institutional

Building on the moderate success of building housing

reforms through privatisation, decentralisation, civil

units through BSUP, the Centre launched Rajiv Awas

society participation, and community involvement

Yojna (RAY) in 2013 to create ‘slum-free cities’ (MoHUPA

(ibid). This affected the housing sector, too.

2013). The scheme promoted greater involvement

Housing policies enacted by the Central government

of the private sector for in situ slum redevelopment

slowly changed the latter’s role from a direct provider

as well as increasing affordable housing stock under

of housing units to that of an enabler creating a policy

Affordable Housing in Partnership (AHP). While RAY

framework as well as financial institutions to increase

was credited with many progressive policy measures

access to housing. The National Housing Policy (NHP)

that addressed the socio-economic needs of the EWS

1988 saw the establishment of the National Housing

and LIG residents, it remained biased towards home

Bank along with other enabling policy measures to

ownership, mired in implementation issues, and was

create a better-functioning housing market and help

short-lived. After the NDA government was voted

those in the lower income groups get assistance in

into power, RAY was discontinued and replaced with

accessing private sector housing with greater ease.

Pradhan Mantri Awas Yojna-Urban (PMAY-U) in 2015

While access to housing finance and private sector

with the expressed goal of providing ‘Housing for All by

housing increased, public-private partnerships geared

2022’ (MoHUPA 2016).

towards creating affordable housing stock remained
elusive (Joshi and Selva 2018).

RAY and PMAY-U shared their common objective to
usher in formal housing and creating ‘slum-free cities’.

The NHP was designed to provide housing for urban

In contrast to RAY, though, the PMAY-U program

as well as rural citizens. But subsequent policies were

was designed to be more decentralised in financing,

introduced to address the housing challenges posed

construction, and development of housing by providing

by a steady increase in cities across India. One of the

assistance to Urban Local Bodies (ULBs) through states

most significant policy interventions to improve the

and union territories. The program implemented in situ

urban standard of living was the Jawaharlal Nehru

development of slums, offered a credit-linked subsidy

National Urban Renewal Mission (JnNURM). Launched

scheme (CLSS) for affordable housing units belonging

in 2005, it sought improvements in basic services and/

to EWS/LIG households, created additional affordable

or construction of new housing stock for the urban

housing stock in a public-private partnership, and

poor in 65 cities through public-private partnerships.

offered subsidy for a beneficiary seeking housing

One of the sub-missions under the program – Basic

enhancements. (MoHUPA 2016). Schemes like CLSS

Services for the Urban Poor (BSUP) – addressed

have been proven to increase the affordability of

concerns endemic to urban poor communities living

housing across 30 Indian cities (Palayi and Priyaranjan

in slums. In addition, the Integrated Housing and Slum

2018). However, they do not take cognizance of

Development Program (IHSDP) was taken up in cities

spending patterns of urban poor households. Higher

not included under JnNURM. Housing units constructed

out-of-pocket expenditure on education, health, and

under a PPP model were provided to families, who

mobility might impede a household’s ability to invest

were expected to shoulder 12 per cent of the total unit

in a housing unit and continue living in insecure and

cost (MoHUPA 2005).

inadequate housing (King et al. 2016). So far, PMAY-U
has failed to met targets by large margins, with

While the government ran ambitious targeted

issues ranging from low rate of completed homes to

programs like the JnNURM to create additional stock for

unwillingness from private developers and lending

EWS households, its credit subsidy schemes to help LIG

institutions.17 The government, on its part, has been
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taking aggressive measures to stimulate the housing

Rental housing may be seen as a solution and an

sector and meet its policy objectives by classifying

approach with which to respond to the housing crisis.

housing under priority sector lending, extending

It provides the necessary flexibility to access economic

CLSS to include MIG households, and refinanced

opportunities and grow out a house incrementally

loans through National Housing Bank (NHB) (Kundu

according to the specific needs of the household.

and Kumar 2017). However, soaring per unit costs,

Illustratively, access to rental housing has a direct

unavailable land, supply side constraints, and

impact on workforce participation (Harish, 2016).

emphasis on home ownership have skewed the policy

Currently, rental housing exists as a private market

response against providing housing to those who

consisting of small landlords with little to no oversight.

need it the most.

Despite recent policy encouragement to build public
rental housing, this has yet to be taken up by most
urban centres (Bhan et al. 2014).

4.2 / Responses
4.2.1 / Adequate housing

Housing experts also contend that well-serviced

The discussion around inadequate housing

mass housing be made available through plotted

underscored a few key issues: overcrowding,

development that takes into consideration a

unaffordability, and lack of options. It was not just an

household’s heterogenous needs with an ability to

absolute lack of housing but the lack of adequate living

grow out incrementally, engage in diverse economic

conditions in existing housing that drove the demand

activities, and maintain community ties.18 This includes

for new and affordable housing units in the lower

a combination of market-based interventions and

income groups. Going forward, it would be prudent to

public provisioning. The path to creating affordable

understand the paths adopted by urban households

housing stock from the supply side has met with policy

towards achieving self-sufficiency with respect to

and financial hurdles ranging from lack of serviced land

housing needs.

to cost of construction and technological innovation
to unwillingness of housing finance institutions to

While owning a new house might be desirable, it

fund projects (CBRE & FICCI 2018). Proposed solutions

might not be necessarily feasible. It is important to

from private developers and housing experts have

acknowledge and provide for a multitude of housing

included earmarking land for affordable housing in

options instead of locking in households to live in a

city master plans, transfer of development rights (TDR)

narrowly-understood definition of an owned house.

to incentivise private developers, amendments to

For example, while a large number of households own

rental laws, and increasing public sector’s direct role in

homes in urban areas, there are a significant number of

building more housing units (Bhan et al 2014, King et al

renters, too (Table 11).

2016, KPMG 2012).

Table 11: Distribution of estimated urban housing shortage in India (owners/renters)

Tenure

Number
of families
living in
old houses

Families
living in
katcha
houses

Number of
families in
congestion

Families
without
homes

Total
Urban
housing
shortage

Self-owned

1,395,735

770,817

9,188,746

326,430

11,681,728

Rented

870,417

219,183

5,700,019

203,570

6,993,189

Total

18,674,917

Sources and notes : Report of Technical Group (TG-12) on Estimation of Urban Housing Shortage 2012, Ministry of Housing
& Urban Poverty Alleviation.
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4.2.2 / Right to housing
Housing rights activists have stressed upon the
centrality of access to adequate housing in order
to achieve good quality of life as recognized by
international declarations to push domestic policies to
follow suit. For instance, the United Nations General

biases against renting on the basis of their caste,
gender, religion, and sexual orientation. Lastly, the wellestablished linkages between employment, mobility,
and adequate housing need to be exploited to meet the
housing gap in urban areas (NCEUS 2007).

of Human Rights (UDHR) that envisaged the right to

4.2.3 / Housing and employment
generation

adequate housing as a basic human right as early

Housing programs such as RAY and the BSUP sub-

as 1948 (Assembly, U.G., 1948). In India, access to

mission under JnNURM envisaged provision of

housing is not enshrined as a right, but a need that is

livelihood opportunities around the sites of affordable

to be provided for by a bouquet of welfare schemes

housing so as to maintain housing-livelihood linkages

operationalised by the Centre and state governments

and incentivise adoption of affordable housing

and public/private employers. While welfare schemes

units located in peri-urban areas of the city. Proper

mandate access to adequate and affordable housing,

implementation of such initiatives would also mandate

there are no clearly-defined consequences should

that such economic opportunities would not be

entities fail to meet their targets. Similarly, in the

provided at the expense of physical mobility.

absence of a rights-based mechanism for redressal,

Housing market dynamics affect economic activity

private builders are not mandated to fulfil the unmet

with respect to changes in employment patterns and

need for affordable housing (Bhan et al. 2014, Joshi

demand for housing (Singh et al. 2014). In fact, housing

and Selva 2018).

construction itself (both, public and private) contributes

Assembly signed into effect the Universal Declaration

directly and indirectly to the economy and employment
The right to housing may be secured through a multi-

opportunities significantly (Tipple 1994). The

pronged approach so that not only is a household able

construction sector’s growth might be directly affecting

to secure a house, but is also able to attain housing

the economy through its impact on employment

security. Policy measures are crucial to regulate

(Mallick and Mahalik 2010). The Economic Survey 2018

irregularities and distortions so that cost escalations for

estimated that realty and construction sectors are likely

houses built through subsidy schemes are not borne by

to generate 15 million new jobs by 2022 (MoF 2018). It

beneficiaries, especially those from low income groups

is prudent to create a secure and skilled workforce to

(Joshi and Selva 2018). For instance, it was found that

meet the demands of such an influx of new projects.

delays in approvals and cash transfer resulted in higher

At the same time, there is a need to reverse the trend

out-of-pocket expenditures (Joshi and Selva 2018),

of high levels of employment precarity – especially

often driving beneficiaries to borrow from informal

amongst the informal and migrant labour – caused

lenders at higher interest rates (Singh et al. 2014) to pay

by hostile labour practices and importance of social

contractors for timely completion of projects. For long-

ties in securing work in the sector (Pattenden 2016).

term urban poor residents, especially those residing in

While the government has worked towards creating an

informal housing (as defined by various state agencies),

enabling framework for the augmentation of the total

it is important to set up procedures to procure

urban housing stock, it has lagged in providing a model

land tenure so as to alleviate fears of unplanned

for regularised employment in the construction sector

evictions, regularisation of basic services, and orderly

through state-run construction organisations such

incorporation into the urban fabric. For renters, it is

as National Building and Construction Company

imperative that the State enforce frameworks that

(India) Ltd.

benefit the rights of landlords and tenants, both. It is
also important that there be legal recourse to resolve
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using the WHO standards for physicians required per
1000 people, we find that the required addition to the
number of physicians across the country constitutes
around 10 per cent of the existing workforce in the

There exist several reasons to invest in a strong public

health sector. Lastly, by regularising ASHAs, and

system of universal basic services. In this paper we

anganwadi workers and helpers, over 3.2 million

highlight an often less emphasised one: the creation of

persons in these positions would have decent jobs.

a large number of high quality jobs. We have indicated
The employment effects of an expansion in the health

some numbers in this regard.

and education sectors that would result from increased
In this section, we bring these numbers together

public expenditure in these areas would not be limited

and also comment on the wider multiplier effects of

only to these sectors. As these sectors expand, the

increased government spending in the health and

demand for inputs from other sectors that supply to

education sectors.

these two sectors would also increase, thus increasing
their output and hence employment. Two factors are
important here: the share of the output for a given

Filling
Vacancies

Expanding
Capacity

Regularising
Employees

0.20 million

0.29 – 0.42

1.03 million

example, health and education together account for

health workers

million health

ASHA workers

0.1 per cent of the output of the trade sector, but trade

(rural)

workers (rural)

sector that goes as input into the health and education
sectors, and the absolute size of the input sector. For

(rural and

employs 48 million people. So, a 20 per cent increase

+

urban)

in health and education output may proportionally

1 million

+

generate 97000 jobs. These effects would flow through

teachers (rural

1.2 million

the economy and the final effect on employment will be

and urban)

anganwadi

significantly larger than only on health and education.

+

workers (rural

1,17,035

and urban)

anganwadi

+

6 / Conclusion

workers

1 million

India stands at a crucial juncture in its economic

+

helpers (rural

history. It has an opportunity to leverage nearly two

19,755

and urban)

decades of rapid economic growth into the creation of

supervisors

modern democracy with essential services provided
publicly to all. A Universal Basic Services (UBS)

The numbers presented in the above table are very

programme can put the country firmly on such a path.

conservative estimates, which exclude urban health

It can deliver human capital improvements resulting

system requirements as well as number of additional

in increased productivity. It will improve the quality of

teaching professionals needed for expansion of

life, reduce indebtedness and create a shared sense

schooling capacity beyond the primary level, due to lack

of the public. And lastly, it will create a large number

of data. Even then we find that nearly 2 million jobs can

of good quality jobs. For all these reasons we call for a

be created by filling vacancies and expanding capacity.

comprehensive UBS programme in India.

This constitutes 15 per cent of the existing workforce in
the health and education sectors. By another estimate,
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Endnotes
1 For India, see http://reclaimingtherepublic.in/ and

6. Accredited Social Health Activists (ASHAs) are trained

https://www.ideasforindia.in/topics/poverty-inequal-

female community health workers who are chosen

ity/a-proposal-for-universal-basic-services.html. A

from the village to work as an intermediary between

proposal for UBS in the UK (Portes, Reed, & Percy 2017)

the community and the public health system by creat-

with seven free public services (healthcare, education,

ing awareness of good health practices and facilitating

democracy and legal services, shelter, food, transport

the use of health services. Anganwadi workers and

and information) argues that besides directly meeting

helpers work at centres that provide the services cov-

basic needs, UBS would increase efficiency, reduce

ered under the Integrated Child Development Services

costs, facilitate the labour market, and strengthen

scheme, including supplementary nutrition, pre-school

social institutions and social cohesion.

education and health services.

2. The Congress Party has proposed increasing public

7. http://niti.gov.in/writereaddata/files/Strategy_for_

health spending to 3 per cent of GDP by 2023-24. The

New_India.pdf

manifesto of the Communist Party of India (Marxist)
also includes implementing a right to free healthcare,

8. http://reclaimingtherepublic.in/education/

and raising public expenditure on health to 5 per cent
of GDP.

9. Ethiopia, Myanmar, Nigeria and the Philippines have
been excluded for reasons of data availability.

3. However, some caution is necessary in interpreting
these figures. The institutional context within which

10. In general, primary schooling covers the first 5 years

the public system operates is crucial to how effective

of formal education, i.e. from Classes 1 to 5. Classes

it is in delivering healthcare. For example, Bangladesh,

6th, 7th, and 8th are referred to as middle/upper pri-

which has a much lower per capita GDP than India

mary school. Formal schooling up to Class 8 is known

and spends a much lower share of GDP on healthcare,

as elementary schooling. Secondary schooling or lower

shows better outcomes than India. On the face of it,

secondary includes Classes 9th and 10th, while Classes

this may undermine the argument for public spending

11 and 12 are referred to as higher secondary

on health. However, as a recent WHO report argues,

schooling.

Bangladesh has “set an extraordinary example of gaining good health at a very low cost and has been pro-

11. These numbers for India correspond only to chil-

posed as a role model for other developing countries

dren in rural schools. At the national level when com-

in the region” (Ahmed, et al., 2015, p. xxiv). To ensure

paring across other countries, India ranked 72nd out of

quality of care and better outcomes it is necessary to

74 countries in 2009 in the Programme for Internation-

strengthen key institutions so that they become more

al Student Assessment (PISA) ranks.

accountable. In this respect, there may be much to
learn from countries such as Vietnam and Bangladesh.

12. Student achievements between private and public
schools are not perfectly comparable unless students’

4. In a way, therefore, international comparisons that

background, school infrastructure and family char-

take India as one unit of analysis are somewhat mis-

acteristics are controlled for. For instance, one study

leading due to intra-country variations.

finds that 75 per cent of learning differentials can be
explained by the influence of characteristics such as

5. https://indianexpress.com/article/india/less-than-

parents’ education, siblings, and other factors (ASER,

one-doctor-for-1000-population-in-india-government-

2016). Yet, the differentials persist, although perhaps at

tells-lok-sabha-4760892/

a lower magnitude.
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13. While students in public schools spent far less on
their education than students in private schools, the

References

NSS 71st Report also found that students in govern-

Aggarwal, A., Jain, V., & Karamchandani, A. (2014). State

ment institutions were spending more on private

of the Low-Income Housing Market. Mumbai: Monitor

coaching than their counterparts in private institutions.

Deloitte.

For instance, in primary level, government-school
students spent 28 per cent of expenditure on private
coaching, compared to about 5 per cent in the case of
students in private unaided schools. Therefore, the lower costs of public schooling may be more than offset by
higher tuition expenditure, pointing towards the need
to make qualitative improvements in public schools.

Ahmed, S. M., Alam, B. B., Anwar, I., Begum, T., Huque,
R., Khan, J. A., Nababan, H., and Osman, F. A. (2015).
Bangladesh Health System Review, World Health Organisation.
ASER. (2016). ‘Annual Status of Education Report (Rural)
2016’, Pratham.

14. It has been argued that the higher pass percentage

Assembly, U. G. (1948). ‘Universal declaration of human

in Class XII was achieved by holding back poor perform-

rights’, UN General Assembly.

ing students in Class IX. But these criticisms may not
be valid. https://www.newslaundry.com/2018/06/09/

Association for Democratic Reforms (2018). ‘All India

delhi-government-schools-print-filtering-stu-

Survey on Governance Issues and Voting Behaviour’.

dents-aam-aadmi-party
15. https://www.ndtv.com/education/indias-teacherscrisis-country-falls-short-of-1-million-school-teachers-1778220
16. http://pib.nic.in/newsite/mbErel.aspx?relid=133102
17. As of March 2018, barely 8 per cent of the target
for construction of houses had been met: https://
timesofindia.indiatimes.com/india/pm-awas-yojanaonly-8-target-met-under-urban-housing-scheme/articleshow/63405544.cms
18. Refer Joshi and Selva (2018) for detailed analysis of

Bardhan, P. (1974). ‘On Life and Death Questions’,
Economic and Political Weekly, 9(32/34),
Bhattacharya, P., & Jha, A. (2018). ‘The 50 Districts
with the Poorest Health Outcomes in India’, Livemint,
September, 2018. https://www.livemint.com/Politics/
aubiq1yR8CiYZ6G9T7NWiP/Ayushman-Bharat-health-insurance-districts.html
Bhattacharya, P., & Rathore, U. (2018). ‘The Staggering
Costs of India’s Failing Health Systems’, Livemint, September 2018. https://www.livemint.com/HomePage/
gTErhKxOcHv2BIa89RzonM/ThestaggeringcostsofIndias-healthcare-system.html

design and implementation issues affecting housing

Bhan, G., Anand, G., & Harish, S. (2014). ‘Policy Ap-

provisioning in urban Karnataka and how targeted in-

proaches to Affordable Housing in Urban India. Prob-

terventions can help beneficiaries while meeting policy

lems and Possibilities’. IIHS-Rockefeller Urban Policy

objectives.

Partnership.
Centre for Equity Studies. (2014). ‘India Exclusion Report 2013-14.’ http://indiaexclusionreport.in/introduction-2014/
CBGA. (2016). ‘Public Financing of School Education in
India: A Fact Sheet’, Centre for Budget and Governance
Accountability.
CBHI. (2018). National Health Profile 2018
Available at https://www.cbhidghs.nic.
in/index1.php?lang=1&level=2&sublinkid=88&lid=1138&theme=Blue
33

CBRE & FICCI. (2018). ‘Affordable Housing. The next big

Khera, R. (2015). ‘Children’s Development: Baby Steps in

thing?’, A whitepaper by CBRE and FICCI.

Odisha’, Economic & Political Weekly, 50(40), 44-49.

Das, J., Aiyar, Y., & Hammer, J. (2018). ‘Will Ayushman

King, R., M. Orloff, T. Virsilas, and T. Pande. (2017). ‘Con-

Bharat Work?’ Retrieved from Centre for Policy Re-

fronting the Urban Housing Crisis in the Global South:

search: http://www.cprindia.org/news/7239

Adequate, Secure, and Affordable Housing’. Working

Deaton, A. (2013). The Great Escape: Health, Wealth, and

Paper, Washington, DC: World Resources Institute.

the Origins of Inequality. Princeton: Princeton University

Kingdon, G. G. (2010). ‘The Impact of the Sixth Pay

Press.

Commission on Teacher Salaries: Assessing Equity and

DISE. (2017). ‘Elementary Education in India: Where do
we stand?’ (District Information System on Education).
Dongre, A., Kapur, A., & Teary, V. (2014). ‘How Much
Does India Spend Per Student on Education? Accountability Initiative.’ Centre for Policy Research. Retrieved
from https://www.accountabilityindia.in/how-muchdoes-india-spend-student-education
Dongre, A., & Surana, M. (2018). ‘C-Section Deliveries
and the Role of the Private Health Sector in India’. Re-

Efficiency Effects’, RECOUP Working Paper No. 29. Retrieved from https://www.gov.uk/dfid-research-outputs/
recoup-working-paper-no-29-the-impact-of-the-sixthpay-commission-on-teacher-salaries-assessing-equityand-efficiency-effects
KPMG (2012). Bridging the Housing Shortage in India.
Kundu, A. (2012). Report of Technical Group (TG-12) on
Estimation of Urban Housing Shortage 2012. New Delhi:
Government of India.

trieved from Ideas for India: https://www.ideasforindia.

Kundu, A., & Kumar, A. (2017). ‘Does the modified

in/topics/human-development/c-section-deliveries-and-

interest subvention subsidy scheme under PMAY-Urban

the-role-of-the-private-health-sector-in-india.html

target the houseless?’, Counterview.Org.

Financial Express. (2018). ‘Diwali Comes Early for ASHA,
Anganwadi Workers, PM Narendra Modi Announces
Salary-Hike.’, September 2018.

https://counterview.org/2017/12/30/does-the-modified-interest-subvention-subsidy-scheme-under-pmay-urban-target-the-houseless/

https://www.financialexpress.com/india-news/diwa-

Kundu, P. (2018). ‘Budgeting for School Education: What

li-comes-early-for-asha-anganwadi-workers-pm-naren-

has changed and What has not?’ CBGA. http://www.

dra-modi-announces-salary-hike/1310332/

cbgaindia.org/wp-content/uploads/2018/07/Budgeting-

Gadre, A., & Shukla, A. (2016). Dissenting Diagnosis. Penguin Random House.
Harriss, J. (2007). ‘Antinomies of empowerment: observations on civil society, politics and urban governance
in India’, Economic and Political Weekly, 2716-2724.
Harish, S. (2016). ‘Public Social Rental Housing in India.
Opportunities and Challenges’. Economic and Political
Weekly, 2(5).
International Institute for Population Sciences and ICF.
(2017). National Family Health Survey (NFHS-4), 2015-16:

for-School-Education-What-Has-Changed-and-WhatHas-Not.pdf
Kundu, P. (2019). ‘Budget 2019: Share of education in
total expenditure has been declining since 2014; will it
be different this time?’ http://www.cbgaindia.org/opinion/budget-2019-share-education-total-expenditure-declining-since-2014-will-different-time/
Mallick, H., & Mahalik, M. K. (2010). ‘Constructing the
economy: the role of construction sector in India’s
growth’. The Journal of Real Estate Finance and Economics,
40(3), 368-384.

India. Mumbai: IIPS.

Ministry of Finance (MoF). (2018). ‘Economic Survey

Joshi, S., & Selva, I. A. (2018). ‘Review of the Policy and

2017-2018’, New Delhi.
Ministry of Health & Family Welfare. (2012a). ‘Indian

Schemes related to Housing for Urban Deprived in Karnataka 2007-2017’. Janasahayog Human Rights Education and Urban Slum Resource Centre.

34

Public Health Standards (IPHS) Guidelines for Community Health Centres (Revised 2012)’, New Delhi.

Ministry of Health & Family Welfare. (2012b). ‘Indian

National University of Educational Planning and Admin-

Public Health Standards (IPHS) Guidelines for Primary

istration (NUEPA). (2016). ‘Teachers in the Indian Edu-

Health Centres (Revised 2012)’, New Delhi.

cation System’ (NEUPA Research Reports Publications

Ministry of Health & Family Welfare. (2012c). ‘Indian
Public Health Standards (IPHS) Guidelines for Sub-Centres (Revised 2012)’, New Delhi.
Ministry of Health and Family Welfare. (2014). ‘National
Health Policy 2015 Draft’, New Delhi.
Ministry of Health & Family Welfare. (2017). ‘National
Health Policy 2017’, New Delhi.

Series No. NRRPS/001/2016). New Delhi. http://www.
nuepa.org/new/download/Research/Teachers_in_the_
Indian_Education_System.pdf
NFHS-4. (2015-16). National Family Health Survey. International Institute for Population Sciences (IIPS)
and ICF
NITI Aayog. (2018). ‘SDG India Index Baseline Report’.
NSSO, Ministry of Statistics and Programme Implemen-

Ministry of Health & Family Welfare. (2017) ‘Rural Health

tation. (2014). ‘Education in India: NSS 71st Round (Janu-

Statistics 2016-17’, New Delhi.

ary - June 2014) (No. 575(1/25.2/1))’, New Delhi.

Ministry of Health & Family Welfare. (2018). ‘Quarterly

NSSO. (2014b). India-Social Consumption- Health Sur-

National Health Mission MIS Report 2018-19’ (Status as

vey: NSS 71st Round (January - June 2014)

on 30 September 2018), New Delhi.
MoHUPA (2005). Ministry of Housing and Urban Poverty
Alleviation (MoHUPA. (2005). ‘Guidelines for Basic Services to the Urban Poor (BSUP)’, New Delhi
MoHUPA (2016). Ministry of Housing and Urban Poverty
Alleviation (MoHUPA). ‘Pradhan Mantri Awas Yojana.
Housing For All (Urban). Scheme Guidelines’, New Delhi.
MHRD. (2018). Ministry of Human Resource Development. ‘Educational Statistics at a Glance’, New Delhi.
National Achievement Survey (2017) Department of
School Education and Literacy, Ministry of Human Resource Development, Government of India. At: https://
mhrd.gov.in/nas
National Commission for Employment in the Unorganised Sector (NCEUS). (2007). ‘Report on conditions of
work and promotion of livelihoods in the unorganised

Palayi, A., & Priyaranjan, N. (2018). ‘Affordable Housing
in India. Reserve Bank of India Bulletin’.
Pattenden, J. (2016). ‘Working at the margins of global
production networks: local labour control regimes and
rural-based labourers in South India’. Third World Quarterly, 37(10), 1809-1833.
Portes, J., Reed, H., & Percy, A. (2017). ‘Social Prosperity
for the Future: A Proposal for Universal Basic Services.
Social Prosperity Network’, Institute for Global Prosperity, University College London.
Ramachandran, V. K. (1997). Kerala’s Development
Achievements. In J. Drèze, & A. Sen (Eds.), Indian Development: Selected Regional Perspectives. New Delhi:
Oxford University Press.
Rathore, U., & Das, U. (2018). ‘Explaining the Superior
Education Outcomes of Kerala: The Role of State Ac-

sector’, New Delhi.

tivism and Historical Endowment’, Oxford Development

National Institution of Education Planning and Ad-

18.1539471

ministration (NIEPA. (2018). ‘Flash Statistics on School
Education 2016-17’. http://udise.in/Downloads/Publications/Documents/Flash_Statistics_on_School_Education-2016-17.pdf

Studies, 0(0), 1–17. https://doi.org/10.1080/13600818.20

Singh, C., Kumar, L., & Prasad, H. A. C. (2014). ‘Housing
Market in India’.
Smith, O., Chhabra, S., & Bhattacharya, S. (2019).
‘Insuring India against Health Shocks’, Hindustan Times,
February 2019.
Standing Committee on Urban Development (2014).
‘Demand for Grants (2014-15)’.
35

Ministry of Housing and Urban Poverty Alleviation,

Tilak, J. B. G. (2003). ‘Financing of Education in India with

Second Report of the Standing Committee on Urban

a Focus on Elementary Education’. Presented at the

Development, Sixteenth Lok Sabha. Lok Sabha Secretar-

Ministerial level Meeting of the South Asia EFA Forum,

iat, New Delhi

Islamabad, Pakistan.

The Indian Express. (2017). ‘Less Than One Doctor for

Tipple, A. G. (1994).’ Employment from housing: A

1000 Population in India: Government Tells Lok Sabha’,

resource for rapidly growing urban populations’. Cities,

Indian Express, July 2017.

11(6), 372-376.

https://indianexpress.com/article/india/less-than-one-

Yap, K. S. (2016). ‘The enabling strategy and its discon-

doctor-for-1000-population-in-india-government-tells-

tent: Low-income housing policies and practices in Asia’.

lok-sabha-4760892/

Habitat International, 54, 166-172.

Appendix A
Table A1:
Out-of-pocket

Rural

Urban

State

Public

Private

State

Public

Private

Delhi

0.39

4.85

Tamil Nadu

0.45

5.52

Meghalaya

0.42

2.26

Nagaland

0.62

2.36

Tamil Nadu

0.54

4.43

Sikkim

0.62

4.24

Nagaland

0.58

1.43

Mizoram

0.64

1.84

Jharkhand

0.62

3.38

Maharashtra

0.7

3.79

of monthly

Uttarakhand

0.63

3.11

Telangana

0.74

3.69

per capita

Goa

0.67

5.92

Chhattisgarh

0.77

4.6

consumer

Kerala

0.72

3.54

Rajasthan

0.8

3.32

expenditure,

Rajasthan

0.82

3.18

Kerala

0.81

3.74

2014

Gujarat

0.82

2.68

Gujarat

0.82

2.75

Maharashtra

0.96

4.5

Uttarakhand

0.83

4.92

Andhra Pradesh

0.97

3.32

Karnataka

0.84

4.22

Telangana

0.97

6.42

Delhi

0.88

3.27

Madhya Pradesh

1.03

5.32

Andhra Pradesh

0.89

3.83

Uttar Pradesh

1.1

4.21

Tripura

0.93

7.77

Mizoram

1.11

2.51

Meghalaya

1.02

2.36

Assam

1.18

3.84

Jammu & Kashmir

1.05

4.04

Haryana

1.19

4.39

Madhya Pradesh

1.12

4.08

Chhattisgarh

1.21

5.75

Jharkhand

1.15

2.44

Tripura

1.22

3.84

Arunachal Pradesh

1.15

2.03

Karnataka

1.26

4.91

Goa

1.18

4.28

Bihar

1.26

4.2

Bihar

1.3

4.25

Sikkim

1.3

4.33

Manipur

1.37

3.34

Jammu & Kashmir

1.41

5.8

Haryana

1.44

3.63

Manipur

1.58

3.12

Uttar Pradesh

1.49

5.35

Punjab

1.76

4.15

Assam

1.58

7.98

West Bengal

2.18

5.08

West Bengal

1.64

6.17

Odisha

2.31

7.99

Punjab

1.95

3.2

Arunachal Pradesh

2.36

2.69

Odisha

2.03

5.29

Himachal Pradesh

3.18

4.54

Himachal Pradesh

3.33

2.78

expenditure
of households
from public
and private
health
facilities as
percentages

Source: Calculated from NSS Social Consumption – Health survey, 2014
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Figure A1:
Spending
per student
by State
Government,
(Revised
Expenditure
estimates)

Source: CBGA 2016

Appendix B - State acronyms
AP		

Andhra Pradesh

ML		

Meghalaya

AR		

Arunachal Pradesh

MN		

Manipur

AS		

Assam

MP		

Madhya Pradesh

BR		

Bihar

MZ		

Mizoram

CG		

Chhattisgarh

NL		

Nagaland

CH		

Chandigarh

OR		

Odisha

DL		

Delhi

PB		

Punjab

GA		

Goa

PY		

Puducherry

GJ		 Gujarat

RJ		 Rajasthan

HP		

Himachal Pradesh

SK		

Sikkim

HR		

Haryana

TL		

Telangana

JH		

Jharkhand

TN		

Tamil Nadu

JK		

Jammu and Kashmir

TR		

Tripura

KA		

Karnataka

UK		

Uttarakhand

KL		

Kerala

UP		

Uttar Pradesh

MH		

Maharashtra

WB 		

West Bengal
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