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Abstract:  Universal health coverage (UHC) is being promoted as the main agenda, post 2015. While UHC is not new to India, it was only in 2011 that the government appointed a high level expert group to develop a strategy to achieve UHC. Many of the recommendations of this report have been incorporated into the country’s 12th five year plan (2012 to 2017).
Unfortunately, currently, it is not clear where India is on the road towards UHC. Routine data that is collected has significant deficiencies and cannot be relied upon. This then leaves us with datasets from periodic household surveys to calculate the extent of population, services and financial coverage. 
Using such datasets from different surveys, we have estimated service coverage (preventive and curative care); population coverage (lower castes, women and rural / urban populations) and financial coverage (Out of pocket payments). 
We find that in 2009, only 53% of pregnant women had received three antenatal check-ups and only 61% of infants were fully immunised. Disaggregating this by socio-economic parameters, one finds that only 27% of pregnant women belonging to the poorest quintile had received full antennal check-up. Nearly 50% of all women who had an antenatal check-up had to make direct out-of-pocket (OOP) payments for their examination. 
Among patients who fell ill, more than 80% sought care at a formal health facility. Similarly more than 70% of pregnant women had delivered at a health facility in 2009. However, among the poorest quintile this figure was only 55%. Also, most of the patients or women had to make OOP payments to receive these services.
India has pledged to achieve universal health coverage (UHC) by 2022. We found that while the population is reasonably covered by preventive and curative health services, financial coverage is lacking for most of these services.
Summary Points:
1. India has committed to moving towards universal health coverage through a tax based financing mechanism. 
2. A wide range of health services are provided by both the government and private health sector. Unfortunately, the government services are inadequate, so those patients who can afford it, seek care from the private sector. This results in high out-of-pocket payments. 
3. Using existing and nationally representative surveys, we measure the level to which India has achieved UHC.
4. We find that while service coverage is good, there are gaps in population coverage, especially for the socially and economically vulnerable groups.
5. Nearly all patient groups are exposed to high out-of-pocket payments and are inadequately protected from financial catastrophe.
6. The government needs to address these two gaps as soon as possible and also need to monitor the progress towards UHC through regular and periodic surveys that capture all the dimensions of UHC.

1. Background   
The concept of universal health coverage (UHC) is gaining in importance across the world. First enunciated in the World Health Report of 2000 [1], it gained legitimacy when the World Health Assembly passed a resolution to this effect in 2005 [2]. The theme in the World Health reports of 2010 and 2013 [3, 4] was also on UHC. Margaret Chan, the Director-General of the World Health Organization (WHO) calls UHC “the single most powerful concept that public health has to offer” [5]. WHO defines UHC as “ensuring that all people can use the promotive, preventive, curative, rehabilitative and palliative health services they need, of sufficient quality to be effective, while also ensuring that the use of these services does not expose the user to financial hardship” [6]. It is important to note that we define coverage as “the ability [of a health service] to transform the intention to serve people into a successful intervention for their health” [7]. Tanahashi differentiates between potential coverage (the proportion of the target population who are eligible to receive the benefits from the health services) and the actual coverage (the proportion of eligible population who has received the necessary service). To give an example, citizens in countries that use tax based financing to finance and provide health services are ‘potentially covered’ by these health services. However, if some services are not uniformly available, then those who are able to utilise these services are the ones who are ‘actually covered’. In this document, we refer to coverage in terms of actual coverage.
 Many countries have progressed far ahead in the path to UHC; others are in a relatively early stage on this path. Countries have used different financing mechanisms like taxes and insurance contributions to move towards UHC [8]. Most of the countries that are near the ideal of UHC are high income countries, though some low and middle income countries have made impressive strides on this path. While some countries have taken a long time to attain their current level of achievement [9], others have caught up in a couple of decades [10]. While there are a growing number of advocates for UHC, the evidence that UHC has an impact on health status of individuals and communities is equivocal. A probable reason for this could be the fact that UHC does not address many other social determinants of health [11]. 
	Box S1: Indian health services
India is a country of contrasts. On the one hand, it is home to some of the richest people in the world, and on the other hand, nearly half its children are undernourished. Patients from Europe, Africa and America seek care in India’s multi-speciality private hospitals, but the health status of Indians is worse than some of its immediate neighbours. 
Health services in India are pluralistic and are provided by practitioners of modern medicine as well as that of Ayurveda, Unani, Homeopathy, Siddha and Yoga. The above are formally qualified practitioners, but there are enormous numbers of unqualified practitioners who practice with impunity as regulations are negligible.
The three tiered government health services provide the majority of preventive services as well as nearly half the secondary services. On the other hand, the private health services are the main providers for ambulatory care. The Indian health services are financed mainly through out-of-pocket (OOP) expenses by individual households at the point of care.





2. Universal health coverage: the policy context
The concept of UHC is not new to India. The Bhore committee had recommended, way back in 1946, that India should have a health system that “is designed to provide [a full range of health care] for everyone who wishes to use it. ….everyone who uses the new service is assured of ready access to whichever of its branches he or she needs” (emphasis added by author) [12]. These words are akin to the three dimensions of UHC: population, service and financial coverage as enunciated by the WHO [13]. To meet these goals, the government decided to both finance and provide health services, along the lines of the British National Health Services (NHS) [14,15]. The government set up a network of primary health centres and referral hospitals and employed doctors and nurses to provide the necessary health care. Along with this, various vertical health programmes were introduced to control communicable diseases like malaria, leprosy and tuberculosis. The focus was also on reproductive and child health programmes to provide health care for the vulnerable population. All these services were supposed to be free at the point of care [16,17]. 
However, these aspirations did not materialise, and it was clear that the government had failed in providing the necessary services. In the wake of the Alma Ata declaration, the government introduced its first health policy where it admitted that “the demographic and health picture of the country still constitutes a cause for serious and urgent concern” [18]. The government blamed this situation on the “Western, hospital centric model” and advocated for “universal provision of comprehensive primary health care services”. So from a full range of health services, the service coverage was reduced to primary health care services. At the turn of the millennium, India introduced its second health policy [19]. Over the two decades, between these two policies, the number of primary health centres had tripled, while the number of doctors had doubled. However, communicable diseases were still rampant, life expectancy had increased by a mere 10 percent points and infant mortality had reduced only by 30%. The term “universal” was now restricted to the immunisation programme. The policy blamed the chronic underfunding of the health sector by the government for this dismal performance.  
With the election of a new socialist government in 2004, and with various studies and surveys highlighting the less than desirable health status of Indians [20,21] the government of India launched the National Rural Health Mission (NRHM) in 2005 [22]. This programme was expected to infuse more funds into the health sector, bring about architectural changes in this sector [23] and strengthen the process of decentralised planning. In 2006, a nationwide morbidity survey showed that despite 60 years of ‘free’ government health care services, most patients preferred to go to the private sector for curative care [24]. In the process, they incurred high out-of-pocket (OOP) payments that were impoverishing for over 60 million Indians [25]. In order to protect poor households from high OOP medical expenses, the government of India launched the National Health Insurance Scheme (RSBY) in 2008. All those below the poverty line (BPL) were eligible to enrol in the RSBY. In return for a token registration fee of INR 30 (US$ 0.5) per family per year, the family was covered against hospitalisation expenses up to US$ 500 per family per year [26]. The RSBY has enrolled over 37 million households as of March 2014 [27]. Recognising that a sum assured of US$ 500 would not be enough for treating conditions like cardiac ailments and cancers, four provincial governments also introduced an additional health insurance scheme to protect the poor against tertiary care expenses. These schemes again target the poor and have enrolled about 150 million individuals [28]. 
As a prelude to the 12th five year plan, the government set up a High Level Expert Group (HLEG) to explore the possibility of achieving UHC in India. The HLEG report defined UHC as “ensuring equitable access for all Indian citizens, resident in any part of the country, regardless of income level, social status, gender, caste or religion, to affordable, accountable, appropriate health services of assured quality (promotive, preventive, curative and rehabilitative) as well as public health services addressing the wider determinants of health delivered to individuals and populations with the government being the guarantor and enabler, although not necessarily the only provider, of health and related services” [29]. Some of its main recommendations are provided in Box S2. 
	Box S2: Some key recommendations of the HLEG report
· Increase government health expenditure to at least 3% of GDP by 2022 and spend this mostly on primary health care. 
· Develop a package of services for each of the five levels (community to district hospitals) and then provide these services either through the government facilities or by contracting-in these services from the private sector.
· Reorient health care services to primary health care and also strengthen the district hospitals.
· Ensure adherence to quality assurance standards 
· Increase Human Resources for Health density to achieve the WHO norms of 23 per 10,000 population, 
· Strengthen the role of civil society and community in the health services and introduce a grievance redressal mechanism
· Ensure free availability of medicines in government facilities and also enforce price regulations for essential drugs.
· Ensure the rational use of drugs 
· Introduce a public health cadre to strengthen the management of the health services
· Introduce various regulatory authorities to improve governance of the health department.


The Planning Commission has accepted some of these recommendations in its 12th five year plan [30]. It has agreed to “work towards the long term objective of establishing a system of Universal Health Coverage”, strengthen and expand the government health services, increase the government expenditure on health to at least 2.5% of GDP by 2017, contract in services from the private sector where necessary, increase the density of human resources and make available free generic medicines. 
Thus the tentative scenario in 2014 is as follows; all Indians (1.25 billion of them) have potential access to ‘free’ government health services. Also since the state provides a variety of these free services, ranging from antenatal check-ups to cancer therapy; one should be able to declare India as having achieved UHC. However, due to chronic low government expenditure on health care, there is only one primary health centre (PHC) for 34,641 people, one government doctor for about 20,000 rural population [31] and most public health facilities do not have adequate medicines [32,33]. This forces patients to seek care in the private health sector where they have to make high OOP payments. Thus while all the citizens of India are ‘potentially covered’ by the government health services, the ‘actual coverage’ is insufficient. The Central Government Health Scheme (CGHS) and the Employees State Insurance Scheme (ESIS) provide comprehensive cover for the civil servants and industrial workers (59 million) respectively [28].Highly subsidised government health insurance schemes like RSBY and Vajpayee Arogyasree Scheme (VAS) assure approximately 200 million poor Indians of free hospital care. Some of the middle class (55 million) have purchased private health insurance to protect themselves against hospitalisation expenses. The rest of the population (nearly 900 million) have minimal health security and have to choose from an inadequately functioning public health service or an expensive private health service. 
It is in this context that we try to assess the extent to which India is on the path to UHC. We identify the populations that are partially covered, the services that are not available and the extent to which the people have to pay for available services. Rather than conducting primary surveys, we review existing data sets to answer the above questions.   

3. Monitoring and evaluation for UHC 
To understand the status of UHC in India (or any country); one needs to look at indicators across the three domains of population coverage, service coverage and financial coverage. There is not yet a consensus about the ideal indicator for each of these domains. Various authors have used different indicators to measure UHC ranging from antenatal check-ups to median price of medicines [10,34,35]. Giedion, in a review of 41 studies on UHC has identified many of the indicators used to measure UHC (Table S1) [36]. However, the obstacle for most countries is the availability of reliable and valid data to calculate these indicators.  

	Indicator
	Number of studies that have used this indicator

	Incidence and intensity of out-of-pocket expenditure
	13

	Outpatient contact rate
	12

	Mortality rates
	12

	Neonatal mortality rate
	3

	Infant mortality rate
	3

	Child mortality rate
	3

	Maternal mortality ratio
	2

	Standardised mortality rates
	1

	Self-assessment of health
	9

	Admission rate
	8

	Nutritional status
	8

	Incidence of low birth weight
	2

	Body Mass Index
	3

	Prevalence of anaemia
	1

	Child hood under nutrition
	2

	Incidence and intensity of catastrophic health expenditure
	6

	Utilisation of prenatal care
	4

	Access to safe delivery
	4

	Morbidity rate in the past month
	3

	Access to preventive care
	2

	Access to care for childhood diseases
	2

	Incidence and intensity of impoverishment
	2

	Prevalence of chronic illness
	2

	Complications after delivery
	2


Note: Indicators that were used in only one study (n=13) have not been included in this table.
Table S1: Common indicators used to measure Universal Health Coverage
Data source: Modified from Giedion et al (2013). A review of Universal Health Coverage in the Developing world: a review of existing evidence
The Indian health system has some of this information at the national and sub-national level, but most of them are from periodic household surveys rather than routine information systems (Table S2)


	Source of information
	Indicator
	Details of this study / survey
	Remarks

	Morbidity surveys by the National Sample Survey Organisation
	Out-of-pocket expenses
Catastrophic health expenditure (CHE)
Impoverishment

Outpatient contact rate
Admission rate

Morbidity rates

	42nd Round – 1986-87. A total of 50,770 households surveyed.

52nd Round – 1998. A total of 120,942 households surveyed from 12,654 villages / urban units [37]. 

60th Round – 2006. A total of 76, 868 households from 7,423 villages / urban units were surveyed [24].

	Two stage stratification was used to select the villages and households.

Survey conducted by the National Sample Survey Organisation, which is part of the Statistics division of the Ministry of Planning.

The only reliable source of outpatient and inpatient utilisation rates as well as out-of-pocket expenses in India. 

	Sample Registration System
	Infant mortality rates
	Latest round – 2013 [38].
	Annual sample surveys by the Ministry of Home Affairs. 

	
	Maternal mortality ratio
	Latest round  - 2011 [39] 

	

	National Family Health Surveys
	Nutritional status

Maternal health indicators

Contraception indicators

Child health indicators
	Round 1 – 1995.  A total of 88,562 households were interviewed [40] 

Round 2 – 2000. A total of 91,196 households were interviewed [21] 

Round 3 – 2007. A total of 109,041 households were interviewed [41] 

	Two stage stratification was used.

Survey conducted by an independent organisation – the International Institute of Population Sciences, Mumbai, India. 
It is a nationwide survey and gives figures disaggregated to the state level.

	District Level Household & Facility Survey
	Nutritional status

Maternal health indicators

Contraception indicators

Child health indicators

Government health facility indicators
	Round 1 – 2000. A total of 529, 817 households were surveyed [42].

Round 2 – 2005. A total of 620, 107 households were interviewed [43]. 

Round 3 – 2009. A total of 684,267 households were interviewed. Also data about government health facilities at the district, sub-district and village level were collected [44].
	Multi stage stratified probability proportional to size sampling design was used. Currently married women were the respondents except in Round 3 when women between 19 and 49 were interviewed.

Survey conducted by an independent organisation – the International Institute of Population Sciences, Mumbai, India. 
It is a nationwide survey and gives figures disaggregated to the district level.

The only survey that gives district level indicators.


Table S2: Possible sources of information for measuring universal health coverage in India
Other than the above surveys, the Coverage Evaluation Survey (CES) provides the latest information about maternal and child health indicators [45] and the Census 2011 gives information about households [46]. The government of India also collects routine information through a monthly Health Management Information System (HMIS). Unfortunately, this HMIS is incomplete (as it does not capture private health sector data) and of poor quality [47,48].  
 We shortlisted the following indicators based on their usage in other studies and their availability in the nationally representative datasets. We were further restricted by the paucity of indicators for financial coverage and had to restrict our list to some maternal and child health indicators, as well as a few indicators for curative care.
Preventive services:
· Service coverage: 
· Proportion of pregnant women who received at least three antenatal check-ups
· Proportion of post-natal women who received at least two postnatal check-ups
· Proportion of eligible couples who use modern methods of contraception
· Proportion of children (12 to 23 months) who are fully immunised
· Population coverage
· Proportion of women who received at least three antenatal check-ups disaggregated by social, economic and geographic parameters. For geographic parameters, we have used indicators from rural and urban as well as from Tamil Nadu (a well performing region) and Odisha (a poorly performing region in 2005).
· Financial coverage
· Proportion of women who made OOP payments for antenatal check-up
· Proportion of families who made OOP payments for the vaccination of their child
Curative services
· Service coverage
· Of the people who fell sick in the past 15 days, how many used outpatient services in a health facility
· Proportion of children with acute respiratory infections (ARI) who received treatment in a health facility
· Proportion of pregnant women who delivered in a facility
· Population coverage
· All the above variables disaggregated by social, economic and geographic parameters
· Financial coverage
· Proportion of outpatients who sought care and did not experience CHE.
· Proportion of pregnant women who delivered in a facility and did not experience CHE.
Promotive services
· Service coverage
· Proportion of families that have access to tapped drinking water in their house
· Proportion of youth who are aware about the ill effects of tobacco

Box S3
We have considered a household to have experienced CHE if this household spent more than 40% of its capacity to pay.  The capacity to pay was defined by the poverty lines drawn by the Planning commission. Any expenditure about this poverty limit was considered as non-subsistence spending and was used as a proxy for capacity to pay. Whenever household consumption expenditure was less than poverty limit, capacity to pay was defined as zero.
· In case of outpatient care, the reference period was 15 days. The OOP for outpatient care was converted into monthly figures and then CHE for outpatient care was calculated as health expenditure on outpatient care that exceeds 40% of household’s monthly capacity to pay. 
· On the other hand, the reference period for IP was one year, and so the monthly household consumption expenditure was converted into annual household consumption expenditure for calculation of catastrophic payments.  
· In the case of preventive services, we used the incidence of OOP payments rather than CHE.
Only direct health expenditure was used for calculating the above indicators.

4. Progress towards UHC in India
Preventive services
The main policy emphasis of the Indian health services has been a strong preventive health care programme. This focusses on the mother and the child, but also includes prevention and control of communicable and non-communicable diseases. In terms of coverage, government usually relies on periodic surveys to provide a true picture as routine information systems have uneven quality and data gaps across states. Using these surveys, we depict the coverage of some key services over time (Figure S3).
While there has been a varied but significant improvement in coverage of preventive services, with some states showing impressive gains and others still having a long way to catch up; the current level of achievement for most services in 2009 was in the range of 50% to 60% [45]. More worrying was that if one disaggregates antenatal care by specific socio-economic and geographic groups, then one finds that only 27% of women belonging to the poorest quintile have received more than three antenatal check-ups (Figure S4). Only 12% of women in this group have received full check-up (i.e. at least three check-ups plus TT vaccination plus 100 tablets of iron and folic acid). If one looks at the quality of antenatal check-ups, then one finds that the blood pressure was checked only for 75% of the pregnant women; only 27% of pregnant women were informed that bleeding per vagina is a sign of danger and only 48% of pregnant women received any contraceptive advice. 
[image: ]
Figure S3: Coverage of select preventive health care services in India (1995 to 2009)
Data Sources: (a) National Family Health Survey	(b) District Level Health Survey	(c)  Coverage Evaluation Survey

[image: ]
Figure S4: Population coverage of antenatal services by different groups in India (2009)
Data Source: Coverage Evaluation Survey (2009)

We used the NSS 60th round data to capture the financial coverage of antenatal check-up and immunisation of children (Figure S5). We note that while 73% of women have received at least one antenatal check-up, only 50% of all pregnant women have received this check-up free of charge. The rest had to pay an average of INR 499 to INR 905 to receive this care, even though antenatal check-up is purportedly free in government health facilities. In the case of immunisation, matters are better as nearly 98% of children have received at least one vaccine and 84% of these children have received it free of charge and did not have to pay any money [24]. 
 
[image: ]
Figure S5: Financial coverage for antenatal and immunisation services in India (2006)
Data Source: NSSO 60th round (2006)

Curative care
Curative care is an essential component of any health care package. We looked at natal care, ambulatory care for treatment of acute respiratory ailments in children and outpatient care for rural patients to assess the coverage for curative care. For these three services, we have data on the number of people requiring care as well as the number of people who sought care in a facility; for the first two up to 2009, and for the third up to 2004. Figure S6 clearly shows that the coverage for natal care has improved over time, and there is a modest increase in utilisation of ambulatory care for acute respiratory ailments, but utilisation of outpatient care for rural patients has remained stagnant. Among those women who did not deliver at a facility, the main reasons for not doing so were costs (18%), poor quality (23%) and distance (10%). Similarly, 5% of all rural patients did not seek outpatient treatment quoting financial barriers as the main reason.  
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Figure S6: Coverage of select curative care services in India (1986 to 2009)
Data Source: NSSO surveys; Coverage evaluation survey and National Family Health Survey

Coverage by select socio-economic-geographic groups also indicates good population coverage for ambulatory and natal care. Even poor families sought out care in facilities for their conditions (Table S3). 

	
	Ambulatory care for children with ARI (a)
	Natal care (a)
	Outpatient care for patients (b)

	Urban
	91%
	86%
	89%

	Rural
	80%
	68%
	82%

	Richest quintile
	96%
	90%
	89%

	Poorest quintile
	71%
	55%
	79%

	Tribals
	75%
	57%
	75%

	Tamil Nadu
	89%
	98%
	81%

	Odisha
	79%
	76%
	77%


Table S3:  Population coverage of curative services by different groups in India (2006 / 2009)
Data Sources: (a) – Coverage evaluation survey (2009), (b) – NSSO 60th round (2006) 

Of all the patients who were ill in the last 15 days, 85% of them sought outpatient care in a facility and is a reflection of the met need for outpatient services. However, we find that 58% of households with outpatients experienced CHE while seeking care (Figure S1). Similarly, of all the pregnant women who delivered in 2004, only 55% had delivered in an institution. Of these, 58% (or 32% of all women who delivered) experienced CHE due to medical expenses at the time of delivery. 
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Figure S1: Financial coverage for outpatient and childbirth services in India (2006).
Data Source: NSS 60th round. 2006.

Of all the households with an inpatient in the past one year (27,617), nearly 61% of the households experienced CHE due to medical expenses at the point of care. One of the main reasons for this is that most of the patients go to private hospitals and incur huge OOP payments, an average of INR 5,695. Unfortunately, patients incur OOP payments, even in the ‘free’ rural government hospitals (an average of US$ 72). 

Promotive care
Promotive care addresses some of the social determinants of health, like hygiene and sanitation, diet and lifestyles. We use census data as well as tobacco surveys to document the extent to which Indians are covered by promotive care (Figure S7). 
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Figure S7: Population coverage for promotive care in India (2011)
Data Source: Global Adult Tobacco Survey 2011, Census of India 2011

The Global Adult Tobacco Survey (GATS) interviewed school children and enquired about their awareness and use of tobacco. Approximately a quarter of the students were exposed to tobacco use in their homes and 14% of students were already using tobacco [49]. 
Safe drinking water is yet another important intervention to promote health. Less than half the population have access to water within their premises. Others have to walk a distance ranging from 100 metres to kilometres to collect water. This situation is worse in rural areas, where the families protected against water borne diseases are only 35%. Even in urban areas, households had to purchase water from private sources. Independent surveys in Mumbai and Chennai indicate that households, especially the poor, spend an average of 5% of their income on water [50, 51]. 
Figure S2 shows the above information in a single graph, using a modified version of WHO’s UHC cube. From the above figure, it appears that the service coverage was quite reasonable for most services, except for antenatal check-ups, institutional deliveries and access to safe drinking water. The NRHM may have rectified the first two. However, as expected, most services and especially curative care lacked financial coverage. Unfortunately, one does not have any recent or nationally representative data regarding the effect of NRHM and the government sponsored health insurance schemes on OOP payments. A study in Gujarat showed that OOP payments have not reduced for RSBY patients [52]. Another study on the conditional cash transfer for promoting institutional deliveries has suggested that the scheme has increased OOP payments made by the pregnant women [53]. 

[bookmark: _GoBack][image: ]
Figure S2: Universal health coverage for selected health services in India in 2004.
Data Source: Created by the authors, based on previous figures.

5. Conclusions and recommendations 
The above figures show the extent to which India is on the path to UHC. Due to the presence of both public and private health sector, most of the required health services are available, though they need not be accessible or affordable. Services from primary to tertiary and even rehabilitative services are available for those who can afford to pay [54]. Thus in a sense, India has good service coverage. However, the quality of these services is variable; studies consistently show that the technical quality is low in both the private and government health facilities [55, 56].
Despite decades of emphasis on maternal and child health services by the public health sector [57], only about 60 to 70% of Indians are covered by these preventive services. One positive aspect is that there is reasonable financial coverage in preventive care. Similarly, while most Indians have good access to curative services and are able to utilise the same, most of them also have to make OOP payments at the point of use. Thus while curative care has good service coverage, people are not protected financially when they access curative services. Another issue is the inequity in coverage, especially for preventive services. Poor and aboriginal households do not have access to many of the essential preventive services like antenatal check-ups, leave alone screening for cancer of the cervix.  
One of the main reasons for this low coverage is the fact that patients have to make OOP payments when accessing care, even in government hospitals [24]. While preventive care is relatively free, curative care is very expensive for the patient as nearly all of them have to pay to receive the necessary care. If India has to move towards UHC, one of the immediate steps that it needs to take is to reduce this OOP payment, especially for curative care. They would need to ensure that government primary health centres and hospitals are providing the required services and that these services are available free at the point of use. User fees in government hospitals need to be removed and patients should receive not just a consultation but also free medicines and diagnostics. To achieve this, the government needs to spend more money on health care. Many middle income countries spend an average of I$ 250 to I$ 500 per citizen on health care while India spends only I$ 36 [58]. The government needs to spend much more if we want to move towards UHC. 
WHO describes financial coverage as access to affordable care [3]. The challenge is to define ‘affordable care’. Some authors have stated that if a household experiences CHE while accessing care, then that care is not affordable [59]. While many have suggested the incidence of CHE as an indicator, it is not clear which definition of CHE to use. Some have defined CHE as total health expenditure that is more than 10% of annual household income [60,61], while others have defined CHE as total health expenditure that is more than 40% of annual disposable household income [59,62]. Yet others have challenged these arbitrary cut off points, stating that any health expenditure can be catastrophic for a poor family. There is the additional problem of patients not accessing care because of the financial barriers. These patients are not included in the numerator while calculating CHE by traditional measures [63]. Wagstaff concludes that, in the absence of an uniform and robust metric for CHE, researchers should continue using the existing (but flawed) measures [64]. Definition of CHE is a topic that requires more research.
Our study had some limitations; for one, the databases that we used were from different surveys and over different periods of time. This may not give us the most accurate estimates of UHC in India. For example, while we have service and population coverage data from 2009, our financial coverage data is only of 2004. So to extrapolate UHC from these different databases may look questionable. However, given the high resources and long time required to do primary data collection across a large country like India, we felt that our method would give the policy makers a rough measure of the status of UHC in India. 
Another limitation of our study is that it is slightly dated, with financial figures from 2004 and service figures from 2009. Since then there have been many changes in the Indian health system, especially with the government providing extra resources and programmes for strengthening the health services.
Unfortunately, there is no recent database that provides information on population coverage and financial coverage. So one is not able to calculate the extent to which Indians are currently covered.  It is important to note that in spite of these changes (introduction of many programmes including NRHM & RSBY), total government expenditure on health has remained stagnant, hovering around 1% of GDP in the last couple of decades [30].Therefore, we do not expect any significant reduction in the incidence of OOP. 
A third limitation of our study is that we do not have any measure to evaluate the quality of care. Thus while 84% of patients received ambulatory care or 55% of women delivered in a facility, we could not comment on whether the care that they received was appropriate and rational and the patients’ health problem was solved. 
Currently, the HMIS and other programme information systems do not capture the required data to measure all three dimensions of UHC. So the only way out is to rely on independent surveys that capture data on population, service and financial coverage. Also these surveys need to be more frequent, maybe once in three years as compared to the current practice of once in 10 years. 
To conclude, if India wants to move ahead on the path to UHC, then the government needs to invest a lot more money on healthcare. The increased allocation needs to be targeted on improving the coverage of preventive services, especially for the vulnerable; providing 24 x 7 curative services as well as free medicines and diagnostics at all government facilities and improving the quality of care provided so that patients shift from the private to the free government services. These measures may ensure better population coverage as well as financial protection.

	Box S4: Recommendations
· In India, the government needs to increase its spending from the current 1% of GDP
· This extra money should be used to protect families from out-of-pocket payments at the time of illness as well as should be used to widen the preventive services among the vulnerable population groups.
· The government should also set up a monitoring system to monitor the progress that the country is making towards UHC. 
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