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Abstract
Aims Healthcare utilization is a major challenge for low- and middle-income countries, especially for the publicly funded
facilities. The study has tried to explore the women’s opinion behind the non-utilization of public healthcare facilities in India.
Subjects and methods This was a cross-sectional study using nationally representative samples of 351,625 women of reproduc-
tive age (15–49 years) from the 29 States and seven Union Territories. Indian National Family Health Surveys NFHS-4 (2015–
2016) was the data source. The respondents were asked why the members of their households do not utilize public healthcare
facilities when members of their households are sick. They have options to respond either ‘yes’ or ‘no’. Five reasons for non-
utilization of public healthcare were asked: (i) ‘there is no nearby facility’; (ii) ‘facility timing is not convenient’; (iii) ‘health
personnel are often absent’; (iv) ‘waiting time is too long’; and (v) ‘poor quality of care’.
Results The majority of the women in India (88%) said that their family members did not use public healthcare facilities. The
reasons behind this were 'no nearby facilities' (42.4%), 'inconvenient facility timing' (29.6%), 'poor quality of care' (52.3%),
'health personnel often absent' (16.8%) and 'long waiting time' (39.9%).
Conclusions importantly, during the last 10 years, the utilization of public health care facilities has dropped significantly, which
should be taken seriously as the Indian Parliament has been placing emphasis on equity.
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Introduction

Equity in health and healthcare has been an important aspect
of health policy in India, by improving the access to quality of
care by the poor and disadvantaged sections of society
(National Health Policy India 2002, 2017). Various policy
documents demonstrate that health systems in most of the
states in India have aimed to eliminate the barriers of

healthcare utilization, and promise to achieve a stage where
every person, irrespective of their socio-economic back-
ground will receive equal treatment for equal need of medical
care. But there are gaps in healthcare utilization in India, and a
systematic analysis is needed to identify what causes the bar-
riers to healthcare utilization, and what can be done from a
policy-making perspective to address the problems (Dalal and
Dawad 2009; ICMR 2017).

Various studies have been conducted to assess the rates of
utilization of the public and private sector health services. The
utilization rates in public health service systems range from 10
to 42% (Dalal and Dawad 2009, ICMR 2017, IIPS 2017,
Chandra and Patwardhan 2018). According to the national
health policy, major thrusts of the plans have been provided
to improve the healthcare facilities in rural areas (National
Health Policy India 2017). However, there remain concerns
about the utilization of those services. In addition, the reality
on the ground with regard to non-utilization of services is not
always the same in every area; it varies from one place to
another (ICMR 2017; IIPS 2017; Chandra and Patwardhan
2018). Not much work has been performed so far to explore
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the reasons behind the non-utilization of the public healthcare
facilities (Dalal and Dawad 2009). The present study, using a
nationally representative survey, has tried to explore the opin-
ion of women which lies behind the non-utilization of public
healthcare facilities in India.

Methods

The study used secondary data from NFHS-4, conducted in
India during 2015–16. NFHS-4 is a nationally representative
survey with a sample of 628,892 residential households. A
total of 351,625 women of reproductive age (94.5% response
rate) were interviewed from all over India covering the 29
States and seven Union Territories.

The 2011 Census served as the sampling frame for NFHS-
4. Using the 2011 Census data, a sampling frame of all census
enumeration blocks (CEBs) in urban areas and all villages in
rural areas was compiled. In total, 28,586 primary sampling
units (PSUs) consisting of CEBs and villages for NFHS-4
were surveyed.The sample for NFHS-4 was a stratified sam-
ple selected in two stages from the sampling frame. The sur-
vey followed a uniform sample design procedure using prob-
ability proportional to population size (PPS). Data collection
was conducted by 789 field teams consisting of one field
supervisor, four trained interviewers (three female and one
male), and two health investigators. Each team had one driver.
A more detailed description of the sampling procedure is
available in the NFHS-4 final report (ICMR 2017).

Dependent variables

The respondents were asked why the members of their house-
holds do not utilize public healthcare facilities when members
of their households are sick. They had options to respond
either ‘yes’ or ‘no’. Five reasons for non-utilization of public
healthcare were asked: (i) ‘there is no nearby facility’; (ii)
‘facility timing is not convenient’; (iii) ‘health personnel are
often absent’; (iv) ‘waiting time is too long’; and (v) ‘poor
quality of care’.

Independent variables

Demographic information such as age (15–19 years, 20–
24 years, 25–29 years, 30–34 years, 35–39 years, 40–
44 years and 45–49 years), place of residence (rural/urban),
religion (Hindu, Muslim, and others), economic status, expo-
sure to bank account, below poverty line (BPL) card, and
health insurance were used. Religion includes Hindu,
Muslim, Christian, Sikh, Buddhist/Neo-Buddhist, Jain, and
others. However, in the current study we merged Christian,
Sikh, Buddhist/Neo-Buddhist, Jain, and others, and created a
new option ‘Other religion’.

Housing materials were considered in three categories;
kancha (made of mud or soil), semi-pucca (made of partly ce-
ment and partly soil), and pucca (made of cement). Economic
status was measured by wealth index, introduced by Rutstein
and Johnson (2004), previously used in India and including any
item that may reflect economic status (Dalal and Dawad 2009,
Rutstein and Johnson 2004). It was constructed to include al-
most all household assets and utility services, including country-
specific items. The wealth index ranged from ‘poorest’ to
‘richest’ (poorest, poorer, middle, richer, and richest).

The study identified the various services respondents went
to when seeking health care. The respondents were asked to
respond with Yes/No for using the following healthcare facil-
ities: postnatal care, family planning, disease prevention, med-
ical treatment for self, medical treatment for child, medical
treatment for other person, medical growth monitoring of
child, health check-up, medical treatment of pregnancy or
any other services.

Ethical issue

The current study has used secondary data and hence does not
need any ethical permission. However, as per the survey pro-
tocol, ethical approval was sought from the Institutional
Ethical Review Board (Ref. no./IRB/NFHS-4/01_1/2015) of
the IIPS, Mumbai, India.

Statistical analyses

Cross-tabulation was used to assess the association between
the dependent and independent variables. Significant levels
were tested using the chi-squared test. Logistic regression
was used for assessing the association between dependent
and independent variables. The magnitude and direction of
associations were expressed by odds ratios (OR). A signifi-
cance level of p < 0.05 was used for analysis.

Results

The majority of the women in India (88%) said that their family
members did not use public healthcare facilities. The reasons
behind this were: no nearby facilities (42.4%), inconvenient
facility timing (29.6%), poor quality of care (52.3%), health
personnel often absent (16.8%), and longwaiting times (39.9%).

Among the 351,625 women respondents, almost 70% lived
in rural areas; 49% had secondary, and 12% had higher sec-
ondary education.

Demographics

Table 1 summarises participants’ demographics according to
opinion category with regard to non-utilization of public
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healthcare facilities. Table 2 shows participants’ opinion cat-
egory with regard to non-utilization of public healthcare facil-
ities according to which service they are seeking.

Women from different age groups ranging from 15 years to
49 years complained equally about no nearby public health
facilities, inconvenient facility timings, poor quality of care, etc.

Women in urban areaswere 0.719 times less likely than those
in rural areas to indicate that there were no nearby healthcare
facilities, 0.850 times less likely to complain about inconvenient
facility timings, 0.953 times less likely to refer to poor quality of
care, but 1.2 times more likely to reveal issues related to long
waiting times than those living in the rural areas (Table 3).

Table 1 Participants’ demographics according to opinion category regarding non-utilization of public healthcare facilities

N No nearby
facility:
n (%)

Facility timing not
convenient: n (%)

Health staff often
absent: n (%)

Waiting time
too long: n (%)

Poor quality
of care:
n (%)

Age group χ2: 0.026 χ2: 0.044

15–19 yrs: 62,293 26,336 (42.3%) 18,045 (29%) 10,327 (16.6%) 24,885 (39.9%) 32,362 (52%)

20 -24 yrs: 61,453 26,114 (42.5%) 18,039 (29.4%) 10,274 (16.7%) 24,448 (39.8%) 31,930 (52%)

25-29 yrs: 57,779 24,424 (42.3%) 17,033 (29.5%) 9560 (16.5%) 23,010 (39.8%) 30,083 (52.1%)

30-34 yrs: 49,027 20,814 (42.5%) 14,658 (29.9%) 8237 (16.8%) 19,529 (39.8%) 25,592 (52.2%)

35-39 yrs: 45,748 19,431 (42.5%) 13,489 (29.5%) 7626 (16.7%) 18,129 (39.6%) 23,771 (52.0%)

40-44 yrs: 38,615 16,436 (42.6%) 11,426 (29.6%) 6426 (16.6%) 15,388 (39.8%) 19,738 (51.1%)

45-49 yrs: 36,710 15,654 (42.6%) 10,675 (29.1%) 6066 (16.5%) 14,566 (39.7%) 18,966 (51.7%)

Residence χ2: 0.001 χ2: 0.006 χ2: 0.023

Rural: 242,899 103,513 (42.6%) 71,061 (29.3%) 40,191 (16.5%) 96,535 (39.7%) 125,868 (51.8%)

Urban: 108,726 45,696 (42%) 32,304 (29.7%) 18,325 (16.9%) 43,420 (39.9%) 56,574 (52%)

Housing materials χ2: 0.000 χ2: 0.000 χ2:0.000 χ2: 0.000 χ2: 0.000

Kancha: 74562 39,229 (52.6%) 19,334 (25.9%) 11,420 (15.3%) 25,440 (34.1%) 37,061 (49.7%)

Semi-pucca: 579,596 283,857 (49.0%) 140,666 (24.3%) 88,732 (15.3%) 207,942 (35.9%) 306,280 (52.8%)

Pucca: 707711 183,569 (40.1%) 194,421 (27.5%) 116,385 (16.4%) 317,327 (44.8%) 356,374 (50.4%)

Education χ2: 0.000 χ2: 0.000

No education: 93,323 39,744 (42.6%) 26,801 (28.7%) 15,134 (16.2%) 36,944 (39.6%) 47,734 (51.1%)

Primary: 45,672 19,251 (42.2%) 13,410 (29.4%) 7694 (16.8%) 18,267 (40.0%) 24,078 (52.7%)

Secondary: 171,855 72,894 (42.4%) 51,216 (29.8%) 28,972 (16.9%) 68,644 (39.9%) 89,947 (52.3%)

Higher: 40,775 17,320 (42.5%) 11,938 (29.3%) 6716 (16.5%) 16,100 (39.5%) 20,683 (50.7%)

Religion χ2: 0.000 χ2: 0.000 χ2: 0.000 χ2: 0.000 χ2: 0.000

Hindu: 1,109,980 498,089 (44.9%) 289,639 (26.1%) 177,494 (16.0%) 436,501 (39.3%) 576,290 (78.4%)

Muslim: 190,689 84,536 (44.3%) 44,662 (23.4%) 27,096 (14.2%) 78,536 (41.2%) 102,492 (53.7%)

Others: 120597 51,019 (42.3%) 31,239 (25.9%) 20,280 (16.8%) 56,321 (46.7%) 56,049 (46.5%)

Economic status χ2: 0.000 χ2: 0.000 χ2: 0.000 χ2: 0.000 χ2: 0.000

Poorest: 312,202 164,476 (52.7%) 72,910 (23.4%) 43,373 (13.9%) 102,243 (32.7%) 16,171 (51.8%)

Poorer: 273,487 131,801 (48.2%) 64,261 (23.5%) 40,875 (14.9%) 94,748 (34.6%) 145,362 (53.2%)

Middle: 256,730 114,476 (44.6%) 64,716 (25.2%) 41,140 (16.0%) 100,587 (39.2%) 133,762 (52.1%)

Richer: 260,429 106,174 (40.8%) 70,868 (27.2%) 43,831 (16.8%) 112,696 (43.3%) 131,731 (50.6%)

Richest: 318,418 116,717 (36.7%) 92,785 (29.1%) 55,651 (17.5%) 161,084 (50.6%) 162,265 (51.0%)

BPL card χ2: 0.000 χ2: 0.000 χ2: 0.000 χ2: 0.000 χ2: 0.000

No: 905,524 389,878 (43.1%) 228,164 (25.2%) 139,943 (15.5%) 380,015 (42%) 473,613 (52.3%)

Yes: 513,317 242,725 (47.3%) 136,815 (26.7% 84,568 (16.5%) 190,492 (37.1%) 260,162 (50.7%)

Own bank account χ2: 0.000 χ2: 0.000 χ2: 0.000 χ2: 0.000 χ2: 0.000

No: 125,806 60,019 (47.7%) 33,287 (26.5%) 18,687 (14.9%) 44,461 (35.3%) 58,205 (46.3%)

Yes: 1,293,919 572,927 (44.3%) 331,939 (25.7%) 205,983 (15.9%) 526,515 (40.7%) 675,959 (52.2%)

Health insurance χ2: 0.000 χ2: 0.000 χ2:0.000 χ2: 0.000 χ2: 0.000

No: 1,129,958 508,749 (45%) 284,679 (25.2%) 176,424 (15.6%) 453,922 (40.2%) 593,925 (52.6%)

Yes: 282,952 121,377 (42.9%) 78,905 (27.9%) 47,366 (16.7%) 114,375 (40.4%) 137,228 (48.5%)
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Among the 93,323 women who had no education, only
16.2% complained about absent health personnel in the facil-
ity, and 51% of them complained about poor quality of care in
the facilities. Women with no education were approximately
1.02 times more likely to talk about poor quality of care than
the women with higher education. Also among those who had
primary education (45,672), 16.8% agreed about frequent ab-
sent of health personnel in the facilities.

Women who had secondary education (171,855) were
equally likely to talk about inconvenient facility timing, and
again equally likely to complain about the length of waiting
times and poor quality of care as those who had higher
education.

Economic status

The poorest population were 1.05 times more likely to express
their feelings about the lack of nearby facilities, and 1.251
more likely to complain about poor quality of care in the
facilities than those belonging to the richest quintile.

People belonging to the poorest section of the society
complained more about services such as no nearby facilities
(52.7%), inconvenient facility timings (23.4%), absent health
personnel (13.9%), longer waiting time (32.7%), and poor
quality of care (51.8%). The trend of grievance decreased
accordingly as the wealth quintile increased for each
indicators.

Table 2 Participants’ opinion category regarding non-utilization of public healthcare facilities according to their service seeking

Services sought for (N) No nearby
facility:
n (%)

Facility timing
not convenient:
n (%)

Health staff
often absent:
n (%)

Waiting time
too long:
n (%)

Poor quality
of care:
n (%)

Family planning

Yes 4057 1678 (41.4%) 1203 (29.7%) 748 (18.4%) 1630 (40.2%) 2154 (53.1%)

No 347,568 147,531 (42.4%) 102,162 (29.4%) 57,768 (16.6%) 138,325 (39.8%) 180,288 (51.9%)

Post natal care χ2: 0.012 χ2: 0.006

Yes 1709 679 (39.7%) 477 (27.9%) 245 (14.3%) 706 (41.3%) 881 (51.6%)

No 349,916 148,530 (42.4%) 102,888 (29.4%) 58,271 (16.7%) 139,249 (39.8%) 181,561 (51.9%)

Disease prevention χ2: 0.032 χ2: 0.022

Yes 2005 846 (42.2%) 567 (28.3%) 328 (16.4%) 757 (37.8%) 995 (49.6%)

No 349,620 148,363 (42.4%) 102,798 (29.4%) 58,188 (16.6%) 139,198 (39.8%) 181,447 (51.9%)

For self treatment χ2: 0.000 χ2: 0.000 χ2: 0.000 χ2: 0.000

Yes 42,089 17,991 (42.7%) 11,699 (27.8%) 6634 (15.8%) 16,435 (39%) 20,631 (49%)

No 309,536 131,218 (42.4%) 91,666 (29.6%) 51,882 (16.8%) 123,520 (39.9%) 161,811 (52.3%)

For child’s treatment χ2: 0.026 χ2: 0.000

Yes 26,274 11,161 (42.5%) 7584 (28.9%) 4308 (16.4%) 10,388 (39.5%) 13,186 (50.2%)

No 325,351 138,048 (42.4%) 95,781 (29.4%) 54,208 (16.7%) 129,567 (39.8%) 169,256 (52%)

For other person's treatment χ2: 0.007 χ2: 0.000

Yes 6400 2776 (43.4%) 1792 (28%) 1048 (16.4%) 2493 (39%) 3131 (48.9%)

No 345,225 146,433 (42.4%) 101,573 (29.4%) 57,468 (16.6%) 137,462 (39.8%) 179,311 (51.9%)

Child growth monitoring χ2: 0.020 χ2: 0.016

Yes 3180 1357 (42.7%) 882 (27.7%) 484 (15.2%) 1260 (39.6%) 1657 (52.1%)

No 348,445 147,852 (42.4%) 102,483 (29.4%) 58,032 (16.7%) 138,695 (39.8%) 180,785 (51.9%)

Health checkup χ2: 0.027 χ2: 0.000 χ2: 0.000 χ2: 0.000

Yes 21,823 9397 (43.1%) 6139 (28.1%) 3372 (15.5%) 8687 (39.8%) 11,056 (50.7%)

No 329,802 139,812 (42.4%) 97,226 (29.5%) 55,144 (16.7%) 131,268 (39.8%) 171,386 (52%

Pregnancy treatment χ2: 0.000 χ2: 0.000

Yes 756 319 (42.2%) 258 (34.1%) 122 (16.1%) 302 (39.9%) 423 (56%)

No 350,869 148,890 (42.4%) 103,107 (29.4%) 58,394 (16.6%) 139,653 (39.8%) 182,019 (51.9%)

Any other reason χ2: 0.041 χ2: 0.017 χ2: 0.034

Yes 567 232 (40.9%) 186 (32.8%) 103 (18.2%) 251 (44.3%) 272 (48%)

No 351,058 148,977 (42.4%) 103,179 (29.4%) 58,413 (16.6%) 139,704 (39.8%) 182,170 (51.9%)
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Service seeking

As reported women who did not use public facilities for the
treatment of children were more likely to agree about the poor
quality of care in the public health facilities than those who
went for treatment in these facilities.

Women who did not seek post-natal care delivery were 1.1
times more likely to complain about no nearby facilities, and
1.19 times more likely to say that health personnel in public
facilities were often absent.

Women who did not seek self-medical treatment from pub-
lic health facilities were less likely to agree that there were no
nearby facilities (OR 0.971, CI.0.951–0.992).

Womenwho did not look for treatment of another person in
public facilities were 1.1 times more likely to agree about the
poor quality of care in these facilities.

Women who did not go for health checkups in public fa-
cilities were less likely to agree that there were no nearby
facilities (OR – 0.991), but equally likely to tell about incon-
venient facility timings, and equally likely to agree about ab-
sent health personnel.

Discussion

The study has provided a scope to compare the health care
utilization scenario over a period of 10 years, between 2005–
06 and 2015–16. During 2005–06, 58% women and during
2015–16, 88% women in India said that their family members
did not use public healthcare facilities. During the last
10 years, considering previous studies, women’s complaints
have increased as reasons for non-utilization of health care
facilities are demonstrating a worsened scenario: no nearby
facilities (2005–06: 27%, 2015–16: 42.4%), inconvenient fa-
cility timing (2005–06: 8.8%, 2016–16: 29.6%), poor quality
of care (2005–06: 31.6%, 2015–16: 52.3%), health personnel
often absent (2005–06: 4.9%, 2015–16:16.8%) and longer
waiting time (2005–06: 16.7%, 2015–16: 39.9%) (Dalal and
Dawad 2009). Therefore, the current paper has a strong policy
implication for the Indian policy makers, as women of repro-
ductive age are getting more dissatisfied, even for the basic
healthcare services, with public healthcare facilities in India.
This could explain why private healthcare facilities are boom-
ing in India, resulting in a ‘medical-poverty-trap’, especially
for the poorer socioeconomic strata (Dalal and Dawad 2009;
Dalal and Rahman 2008; Mojumdar 2018). Also, the scenario
shows that lower utilization of public healthcare facilities even
for the basic services may result in a higher healthcare burden
for poor families, showing widened health inequity in India.

Irrespective of the ability to pay, people in India increas-
ingly seek private healthcare even for minor illnesses such as
cold, fever, and diarrhea. Private healthcare in India, however,
is not only expensive but also suffers severely from lack of

trained and skilled manpower as compared to the public sector
(Dalal and Rahman 2008). The study points out some impor-
tant aspects on the associations among non-utilization of pub-
lic health facilities, in terms of demographics and people's
pattern of service-seeking.

This study is among a few which have tried to explore the
inefficient supply of services on the basis of demands from the
people who are actually the recipient of those services. The
study analyses data from a nationally representative sample,
and the results should be considered in any reform of the
public healthcare system.

Access to public healthcare facilities is an important issue
in terms of developing public health facilities. Researchers
have found that in rural areas people frequently become de-
pendent on unqualified medical practitioners because they do
not have any other choices available — in many areas due to
the geographical spread of the villages, such situations arise
when no qualified doctors are present to treat acute illness
episodes (Dalal and Dawad, 2009, Mojumdar 2018). Thus,
access to health care is very significantly asymmetric between
rural and urban India. While urban residents have a choice
between public or private providers, the rural residents face
far fewer choices (Majumder 2006). Thus, there is a difference
in terms of the health-seeking behavior of people in rural and
urban areas; but again, research has shown if a well-
functioned public facility is available, a trend to visit the pub-
lic facility develops in the respective population. Person-cen-
teredness, comprehensiveness and integration, and continuity
of care, with a regular point of entry into the health system,
can build an enduring relationship of trust between people and
their healthcare providers (Majumder 2006). Here also, it can
be observed that people both from rural (42%) and urban
(43%) areas expressed their grievances in regard to no avail-
able public facilities nearby. More than half of the population
from both rural and urban areas questioned the poor quality of
care in the public facilities, leading to non-utilization of those
services. It can be assumed that in the absence of a well-
functioning health system people have moved to other ser-
vices for seeking treatment. Now irrespective of the ability
to pay, people in India increasingly seek private health care
even for minor illnesses like cold, fever, and diarrhea (Barik
and Thorat 2015). For minor illnesses it might happen that due
to non-availability of doctors or inconvenient facility timings,
etc., people from rural areas are also going to private facilities.
It can be assumed as the public health facilities run in the
daytime and most urban as well as women from the rural areas
remain engaged in different activities either in home or outside
during this period, it becomes quite difficult for them to access
those services. It can be recommended that a revised timing of
the public health facilities could address the problem to some
extent.

It has been found that 42.4% of women reported that due to
non-availability of public facilities nearby, they did not go for
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Table 3 Adjusted logistic regression assessing the association between non-utilization of public healthcare facilities and demographics and service
seeking

No nearby facility Facility timing not convenient: Health staff often absent Waiting time too long Poor quality of care

Age group
15–

19 years
0.96 0.931 0.989**

20–
24 years
25–29 years
30–34 years
35–39 years
40–44 years
45–49 years

Residence
Rural 0.719 0.706 0.733*** 0.85 0.832 0.867*** 0.778 0.759 0.798*** 1.219 1.196 1.242*** 0.953 0.935 0.971***
Urban Ref. Ref. Ref. Ref. Ref,

Housing
Kancha 1.297 1.253 1.341*** 1.236 1.191 1.282*** 1.166 1.114 1.220*** 0.858 0.83 0.888***
Semi-pucca 1.254 1.228 1.280*** 1.061 1.033 1.091*** 0.955 0.936 0.975***
Pucca Ref. Ref. Ref. Ref.

Education
No education 1.028 1.003 1.054
Primary 1.035 1.006 1.064** 1.084 1.055 1.114***
Secondary 1.036 1.012 1.062*** 1.033 1.002 1.064*** 1.038 1.014 1.062*** 1.065 1.041 1.089***
Higher Ref. Ref. Ref. Ref.

Religion
Hindu 0.857 0.825 0.890*** 1.303 1.248 1.360*** 1.179 1.12 1.241*** 1.094 1.053 1.137*** 1.393 1.342 1.446***
Muslim 0.872 0.836 0.909*** 1.274 1.215 1.336*** 1.101 1.039 1.167*** 1.094 1.048 1.142*** 1.532 1.469 1.598***
Others Ref. Ref. Ref. Ref. Ref.

Economic
Poorest 0.74 0.715 0.767*** 0.688 0.659 0.718*** 0.657 0.635 0.678*** 1.211 1.172 1.251***
Poorer 0.723 0.7 0.746*** 0.725 0.698 0.753*** 0.641 0.622 0.660*** 1.071 1.041 1.103***
Middle 0.75 0.729 0.771*** 0.818 0.791 0.846*** 0.723 0.705 0.742*** 1.082 1.055 1.110***
Richer 0.841 0.82 0.863*** 0.926 0.898 0.955*** 0.789 0.771 0.808*** 1.028 1.004 1.052**
Richest Ref. Ref. Ref. Ref.

BPL card
No 0.957 0.942 0.971*** 0.973 0.953 0.993*** 1.04 1.023 1.056 0.956 0.942 0.971***
Yes Ref. Ref. Ref. Ref.

Bank account
No 1.061 1.04 1.083*** 1.025 1.003 1.048** 0.935 0.915 0.955*** 0.852 0.834 0.869***
Yes Ref. Ref. Ref. Ref.

Health
No 0.958 0.942 0.974*** 1.141 1.121 1.162*** 1.105 1.081 1.129*** 1.29 1.269 1.312*** 1.052 1.035 1.069***
Yes Ref. Ref. Ref. Ref. Ref.

Family
Yes 0.873 0.805 0.946***
No Ref.

Post-natal
Yes 1.195 1.042 1.371**
No Ref.

Disease
Yes
No

For self
Yes 0.971 0.951 0.992*** 1.088 1.063 1.113*** 1.073 1.043 1.104*** 1.055 1.032 1.077*** 1.119 1.096 1.143*
No Ref. Ref. Ref. Ref. Ref.

For child’s
Yes 1.062 1.035 1.090*
No Ref.

Other persons
Yes 1.102 1.048 1.158*
No Ref.

Child growth
Yes
No

Health check
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any post-natal care services, while 39.7% of women who went
for post-natal care services also complained about non-
availability of nearby public facilities. People from the poorest
wealth quintile (52.7%) complained more about no nearby
facilities than people belonging to the richest wealth quintile
(36.7%). The trend was observed in cases of complaints about
inconvenient facility timing, absence of health personnel, long
waiting times, and poor quality of care; people from the poorer
wealth quintile complained more about the above-mentioned
issues than people belonging to the richer section. This is very
usual, as poor people with no alternatives available tend to
focus more on public facilities; hence, it might be possible
that the grievances are more from poor people than the rich.
However, several studies have shown that there is a marked
reluctance to use free facilities even among the poorest sec-
tions in Indian society. For example, a study of health and
healthcare among scheduled castes showed that 38% sought
private medical help when their children became ill compared
with 28% for government health facilities (Nair et al. 2004).

Also, 39.8% of the women complained about long waiting
time at public facilities as a reason for non-utilization of the
services such as post-natal care where as 41.3% of women
who were actually receiving the post-natal services expressed
their dissatisfaction about long waiting time in the public fa-
cilities. Research has shown that waiting times have been
linked to inefficiencies in healthcare delivery, prolonged pa-
tient suffering, and dissatisfaction among the public, and this
has become an important policy issue in many countries (Das
et al. 2008). It might be possible that longer waiting times lead
to non-utilization of public health facilities in both rural and
urban areas.

The data show that respondent’s education level and eco-
nomic status also play a significant role in the awareness and
decision-making process of the family, with regard to using
the public healthcare facilities as well. In the previous study of
non-utilization of public healthcare facilities, examining the
reasons through a national study of women in India while
comparing the data of NFHS 3, it was demonstrated that re-
spondents’ education, economic status, and standard of living
emerged as significant predictors for non-utilization of public

healthcare facilities (Dalal and Dawad 2009). Higher educa-
tion and economic status indicate greater dissatisfaction with
public healthcare facilities. It has been observed that people
who have bank accounts (resulting from an already generated
awareness about financial security) complained more about
long waiting times (40.7%) and poor quality of care (52.2%)
with regard to public health services than those who do not
have any access to bank account facilities. It might be said that
a certain level of awareness of economic status enhances peo-
ple’s way of looking at things, and thus greater dissatisfaction
comes from the privileged section of society than from their
less privileged counterparts. In particular, people from rural
areas with the double burden of little access and fewer staff in
the healthcare facilities complained more about these issues
than people living in urban areas. It is recommended that
consideration should be given to equal distribution and im-
proved quality of care in the public health facilities to regain
the faith of people in the health system.

The data also reflected that in terms of demanding public
health services such as medical treatment during pregnancy,
treatment for children or health check-ups for self, or other
issues are hugely affected by inconvenient facility timing
and poor quality of care. In developing countries, the poor
quality of care in public health facilities has been aggravated
as one moves from urban to rural areas — unfortunately, the
causes of this disturbing reality are illnesses that can be treated
and deaths that can be prevented by simple interventions, but
for which inappropriate health systems structures have consti-
tuted a stumbling block (Hooda 2017). These create increased
dissatisfaction towards the services.

Public healthcare is very much affected by irregularity or
absence of staff, quality of care available, etc., in the facilities.
Studies have found that the perception of poor quality of care
may reduce the utilization of health services among women
irrespective of their economic status (Barik and Thorat 2015,
Prinja et al. 2012). Also, the World Health Report 2006 iden-
tified scarcity of qualified staff in public facilities as a key
issue of deteriorating health-seeking behaviour in developing
countries (WHO 2006). From the available facts, the present
study recommends increased investment in public healthcare

Table 3 (continued)

No nearby facility Facility timing not convenient: Health staff often absent Waiting time too long Poor quality of care

Yes 0.963 0.936 0.991** 1.054 1.022 1.087*** 1.094 1.053 1.137*** 1.032 1.004 1.062*
No Ref. Ref. Ref. Ref.

Pregnancy
Yes 0.788 0.677 0.917*** 0.834 0.721 0.965*
No Ref. Ref.

Any other
Yes
No
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facilities; improved quality of care and regularity of medical
staffing levels should be ensured for a better outcome of ser-
vices. To improve maternal and child health issues, policies
should be revised to engage more staff, redistribute available
resources, and add many more to address issues related to
longer waiting time in the facilities, etc.

The present study has some limitations. In addition, due to
resource constraints the study examined public healthcare
problems using few dependent variables. In acknowledge-
ment of the many other problems existing in the system, the
inclusion of other ‘problem’ variables (such as maternal
healthcare) is recommended for future studies. The results of
this study can, however, be used to influence policy-making in
India because it used representative samples from all states.

A study in India in 2012 showed that around 60% of all
households and around half of BPL households made out-of-
pocket payments for health care, resulting in a deepening of
poverty, especially among the poorest. However, the deepen-
ing of poverty among the poor due to healthcare payments
was substantially larger for the urban poor compared with
their rural counterparts (Das et al. 2008). The greater vulner-
ability of the urban poor could be the result of more expensive
private care relative to rural areas (Das et al. 1996, Kreindler
2010). In the absence of affordable, efficient, and effective
public healthcare facilities, the poor population from the rural
areas are becoming dependent on unqualified medical practi-
tioners, leading in many cases to a prolongation of their period
of morbidity (Kreindler 2010; Oladipo 2014). With the find-
ings of the above study in terms of an inefficient and aloof
health system, poor people in India are likely to experience
—and sometimes already are experiencing — catastrophic
expenditure on health care, resulting in them facing medical
poverty traps and extended morbidity (Rani et al. 2008; Renu
and Rao 2012; WHO 2008).

Conclusion

The study concludes that redistribution and re-formulation of
public healthcare facility are necessary to address many issues
of better public health care utilization, especially if the Indian
health ministry really wants to achieve the Indian National
Health Policy 2017. In addition, user-friendly opening times
in the facilities, improved quality of care, and availability of
health personnel in the facilities would help to build a trust-
based relationship between service seeker and service provid-
er. A good relationship on both sides with improved quality of
care develops the health-seeking behavior of people, leading
to greater utilization of the public health facilities. Most im-
portantly, during the last 10 years, the utilization of public
healthcare facilities has dropped significantly, which should
be taken seriously as the Indian Parliament has been placing
emphasis on equity.
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