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ABSTRACT  Public health is identified by BIMSTEC member countries as one among its 
fourteen priority areas for cooperation. Such collaborations, however, have been limited 
around traditional medicine. This year's launch of the JIPMER-BIMSTEC Telemedicine 
Network (JBTN) which combines public health, communication, and technology, is bound to 
change the status quo. In per-capita terms, three BIMSTEC members are wealthier than 
India, while three are poorer. Yet India's health improvements have been slower than even its 
poorer neighbours. This brief argues that given the diversity within India, the country can 
learn from the other BIMSTEC members in striving for improvements in its health system. It 
makes a case for India to conduct and support comparative health system studies within 
BIMSTEC. 

INTRODUCTION

Formed in 1997, the Bay of Bengal Initiative for 
Multi-Sectoral Technical and Economic 
Cooperation (BIMSTEC) is a group of countries 
from South Asia and South East Asia: 
Bangladesh, India, Myanmar, Sri Lanka, 
�ailand, Bhutan and Nepal. Most of these 
countries are known to have low levels of health 
and nutrition, part of what has come to be 
known as the 'Asian Enigma' of undernutrition. 
In these countries, underweight rates are 

substantially higher than in most sub-Saharan 
African countries, despite having similar or 

1better income levels.
 B I M S T E C  o r i g i n a t e d  f r o m  a n 
amalgamation of India's 'Look East Policy' (now 
'Act East Policy') and �ailand's 'Look West 

2 Policy'. �e BIMSTEC group of countries have 
identi�ed 14 priority areas for cooperation, 
with public health being one of them. �ailand 
leads the public health theme within BIMSTEC. 
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�e joint statement of the 15th BIMSTEC 
Ministerial Meeting held in Kathmandu in 
2017 recognised the importance of holistic 
public healthcare among the BIMSTEC member 

3 states and the need to establish alliances.
H i s t o r i c a l l y ,  m o s t  i n t r a - B I M S T E C 
collaborations have been around traditional 
medicine, which only under seven percent of 
the Indian population currently uses to treat 

4 diseases, making its scope rather narrow.
However, the launch of the JIPMER- BIMSTEC 
Telemedic ine  Network (JBTN) by  the 
Jawaharlal Institute of Postgraduate Medical 
Education and Research India in July 
2017�designed to strengthen links among 
p r e m i e r  m e d i c a l  i n s t i t u t i o n s  i n  t h e 
region�has expanded the collaborations into 

5 modern medicine as well.
 �e JBTN initiative combines public health, 
communication, and technology: three of the 
14 stated areas of cooperation among 
BIMSTEC countries. Spearheaded by India, this 
initiative receives �nancial and technical 

6support from the Government of India.  At the 
launch stage, the network intends to connect 

nine healthcare institutions across seven 
BIMSTEC countries. Eventually, the initiative 
plans to establish state-of-the-art facilities for 
multi-organ transplantation, transplant 

7medicine and post-transplant care of patients.
 All BIMSTEC countries are categorised as 
either low- or middle-income; �ailand is the 
richest and only upper-middle income country 
in the group. �e leadership role India plays 
within BIMSTEC is not a result of its average 
income levels: �ailand, Sri Lanka and Bhutan 
have had a higher per capita gross domestic 
product (GDP) than India for the last two-and-
a-half decades (see Figure 1). �ere is no factual 
basis for recent assertions that Bhutan's per 
capita income was half of India's 20 years ago 
and is now twice that of India's only because of 
the pro�ts from trade in hydel power with 

8 India. Bhutan has had a higher per capita GDP 
9than India as far back as 1980.

 �e rest of this brief will o�er a comparative 
look at the health status and trends of 
BIMSTEC countries, and seek out lessons for 
I n d i a ' s  h e a l t h  s e c t o r .  F o r  w a n t  o f 
internationally comparable data, the analysis is 
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Figure 1: GDP per capita, PPP (Current International $ Across BIMSTEC)
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limited mostly to data from 1990 to 2015, also 
known as the Millennium Development Goals 
(MDG) era. 

HEALTH INDICATORS WITHIN BIMSTEC 
COUNTRIES
From 1990 onward s ,  w hi le  Indi a  h a s 
maintained its fourth rank in terms of per 
capita GDP within BIMSTEC, and improved its 
income faster than poorer countries such as 
Bangladesh and Nepal, the income gains have 
not been re�ected in its social indicators. As 
Jean Dreze and Amartya Sen note, comparing 

social indicators between India and Bangladesh, 
��e history of world development o�ers few 
other examples, if any, of an economy growing 
so fast for so long with such limited results in 

10terms of reducing human deprivations.�
 Health is a case in point. As Figure 2 shows, 
many BIMSTEC countries have overtaken India 
in terms of child mortality reduction over the 
last few decades. In 1990, Nepal, Bangladesh 
and Bhutan had under-�ve mortality rates 
much worse than India did, but they are now 
doing much better. In terms of child mortality, 
India was fourth out of seven BIMSTEC 

Figure 2: Under-five mortality rate across BIMSTEC
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Figure 3: Maternal mortality ratio across BIMSTEC
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countries in 1990, and in 2015, it was sixth. In 
terms of maternal mortality reduction too, the 
achievements of these countries over the last 
two decades are exemplary (see Figure 3), often 
at per capita health expenditure levels much 
lower than India's (see Figure 4).
 Figure 4 shows that, in terms of overall per 
capita health spending, India does not do too 
badly even when compared to richer countries 
such as Sri Lanka or Bhutan. It has increased the 
fastest among all BIMSTEC countries. What 
then is the explanation for India's less-than-

satisfactory performance in health? Part of the 
reason, according to Dreze and Sen (2013), are 
the stark inequalities that make India �look 
more and more like islands of California in a sea 
of sub-Saharan Africa� whereby, on the average, 
the country is �climbing up the ladder of per 
capita income while slipping down the slope of 

11social indicators.�
 Another reason may be the extremely low 
public spending on health as shown in Figure 5. 
India ranks fourth in terms of total health 
spending, but is second last in terms of public 
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Figure 4: Health expenditure per capita, PPP $ Across BIMSTEC
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Figure 5: Health expenditure, Public (%of total Health Expenditure) Across BIMSTEC
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spending as a percentage of total spending 
among BIMSTEC partners. �is results in high 
levels of out-of-pocket spending, high levels of 
indeb tedness ,  and a  g reat  number  of 
households being forced to forgo care. Due to 
such factors, those who need health and allied 
services the most are less likely to access them. 
It is true that Bangladesh's per capita health 
spending and percentage government spending 
are worse than India's. However, experts point 
out that much of its rapid progress in social 
indicators has been because of the agency of 
women, girls' education, and the involvement of 
women in the expansion of public services as 

12well as in the industrial labour force.
 India's lacklustre performance in health 
within BIMSTEC is despite its being one of the 
best among the member countries in terms of 
health workforce availability. India's density of 
skilled health professionals is above the global 
threshold recommended by the World Health 
Organization (WHO) to deliver essential health 
services for the population, which is 22.8 per 

1310,000 (see Figure 6).  India has 24.1 skilled 
health professionals per 10,000 people, while 
�ailand has 25.6�only marginally higher� 

despite being a substantially richer country with 
universal health coverage (UHC) for its 

 14population.
 However,  rural�urban disparities in 
workforce availability in India, as well as the 
predominance of private healthcare, prevents 
the high availability from translating into health 
system improvements. �e Indian health 
workforce�barring the government funded 
frontl ine workers�are predominantly 
concentrated in tertiary and secondary 
healthcare institutions in urban areas where 

1 5 populations have the capacity to pay.
Innovative use of frontline workers in 
Bangladesh, Sri Lanka and �ailand has 
contributed to a revival of the primary-level care 
and helped consolidate  health system 
achievements.
 India 's  pover ty  has  a  bidirect ional 
relationship with its population's health status. 
If one is poor, it is di�cult to access quality 
health services. On the other hand, the process 
of accessing health services itself can render one 
considerably poorer, and often push them 
under the poverty line. As Figure 7 shows, 
among BIMSTEC countries for which data is 

Figure 6: Health Professionals (Physicians, Nurses and Midwives) per 10,000 Population
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available, India has the highest levels of poverty, 
h i g h e s t  l e v e l s  o f  h e a l t h - r e l a t e d 
impoverishment, and the highest proportion of 
population reporting catastrophic expenditure 
on health. India has a lot to learn from the 
experiences of its BIMSTEC partners�both 
richer and poorer�on how to keep health-
related impoverishment and catastrophic 

16 expenditure under control.
 �ere is much to be learnt from �ailand's 
case, which o�cially made Universal Health 
Coverage (UHC) a goal in 2002, when the 
economy was still reeling under the impact of 
the Asian �nancial crisis and its GDP per capita 

17 was at its lowest level in a decade. Sri Lanka, 
meanwhile, represents an international case 
study for its health system, which o�ers 
healthcare at low cost. Even more remarkably, 
B ang l adesh  and  Ne pal  h ave  m an a ge d 
considerable improvements in health status at a 
fraction of the overall health expenditure of Sri 
Lanka or India (see Figures 3 and 4), even 
though they still have relatively high out-of-

18pocket spending.

 �e following sections will examine the 
BIMSTEC states' health-sector experiences over 
the MDG era, and identify the main drivers of 
health improvements and the potential lessons 
for India. 

Bhutan

Among the richer countries within BIMSTEC, 
Bhutan has a Constitution that recognises free 
health services as a state responsibility, and 
government funds are the predominant source 
of health spending. Like India's healthcare 
delivery system, Bhutan's has a three-tier 
structure, with primary, secondary and tertiary 
levels, and often an integrated set of traditional 
and allopathic medicine services co-exist. 
Village-level health workers act as a bridge 
between government health services and the 
community, promoting and delivering basic 

19services.
 Bhutan used to perform relatively low in 
terms of health indicators, despite being richer 
than most other BIMSTEC countries, barring 
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Figure 7: Poverty, Impoverishment and Catastrophic expenditure on Health across 
BIMSTEC
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�ailand and Sri Lanka. In 1990, it had higher 
child mortality �gures than India, and a 
maternal mortality ratio that was almost double 
that  of  India .  However,  with  focused 
government interventions, Bhutan now has 
better child as well as maternal health than 
India.
 Beyond reproductive and child health, 
Bhutan has taken initiatives in the realm of 
non-communicable diseases (NCDs) as well. 
Bhutan happens to be one of the three countries 
in BIMSTEC�others being Sri Lanka and 
�ailand�that work closely with the Strategic 
A p proach  to  Inter nat ional  C hemica ls 
Management (SAICM), an international policy 
framework to encourage sound management of 
hazardous chemicals ,  with the aim of 

strengthening the country's capacity to manage 
industrial carcinogens such as asbestos. Given 
the potentially huge risk of asbestos-related 
diseases in India, �rm steps in this direction are 
needed.

�ailand

Across the BIMSTEC countries, there has been 
tremendous progress in the collection and 
dissemination of health information over the 
last  decades.  However,  avai labi l i ty  of 
information does not necessarily lead to 
accountability. As the �ailand experience 
shows, the parliament, regional assemblies, 
civil society, and the public can together play an 
active role in the oversight mechanism within 

Box 1: Village Health Volunteer Scheme in �ailand

�e proposal for a Village Health Volunteer (VHV) force to provide basic healthcare for every 
village in �ailand was �rst made some 30 years ago. At �rst, it seemed impossible. How could 
volunteers be recruited from every single village in the country? With a desired critical ratio of 
1:100�1 volunteer for every 100 people�the force would have to number in the hundreds of 
thousands to cover the whole country.

�irty years later, �ailand has a world-renowned VHV scheme. It has over 800,000 members 
today, serving a population of 65 million. From humble beginnings of giving simple care for 
diseases and injuries in the village, their role has expanded to cover other essential primary 
healthcare work such as water and sanitation, nutrition, and maternal and child health. �e 
volunteers have also played key roles in the surveillance and control of communicable diseases 
such as HIV/AIDS, tuberculosis (TB) and avian in�uenza. And yes, they have been doing all of 
this for no pay. �is is possible because voluntarism has deep cultural roots in �ailand.

Box 2: Encouraging the Use of Skilled Birth Attendants in Nepal

Nepal's Safe Delivery Incentive Programme encourages greater use of professional care during 
childbirth. It provides cash transfers to women giving birth to o�set their travel costs and an 
incentive to the health provider for each delivery attended, either at home or in the facility. 
�e Government of Nepal recently launched the �Aama Surakchhya Programme,� which 
combines free delivery services at any public health facility with the Safe Delivery Incentive 
Programme. After the expansion of the Aama Programme to health posts and sub-health 
posts, marginalised ethnic groups are availing the services of skilled birth attendants and 
using emergency obstetric care much more now than they did previously.

Source: http://apps.who.int/iris/handle/10665/204724.

Source: http://apps.who.int/iris/handle/10665/204724.
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the health sector. �e �ai National Health 
Assembly is a mechanism that facilitates 
multistakeholder engagement to ensure 

20accountability.
 �ailand has a high NCD burden, as well as a 
very high road-tra�c mortality rate: the highest 
among BIMSTEC countries. Almost all health 
facilities in �ailand have a steady supply of 

21essential drugs and commodities.  �e health 
volunteers in �ailand are a well-known 
example of government e�orts to strengthen 
community-based health personnel, like the 
ASHAs (India's Accredited Social Health 
Activists) in India (see Box 1). 
 �e e�ort to revitalise primary healthcare 
was at the heart of �ailand's progress to UHC. 
Going beyond medical care, a comprehensive 
community development approach was tried in 
�ailand under the title �Strategic Route Map 
(SRM),� a tool that facilitated community 

22participation and empowerment.  �ailand's 
move towards UHC��nanced through 
multiple contributory pools, and substantial 
and focused government funding in a time of 
great economic distress�is now a global case 
study and is covered in another ORF publication 
written by key �ai health bureaucrats in charge 

23of the transition.

Nepal

Despite having only about one-third of India's 
per capita GDP, Nepal has managed to overtake 
India in terms of child mortality reduction and 

24maternal mortality reduction .  �e e�orts of 
the Female Community Health Volunteers in 
Nepal, who have similar work responsibilities as 
ASHAs, have been instrumental in Nepal's 
stellar health achievements, despite the low 
level of overall health spending. �ere are other 
interesting parallels with India too: a scheme 
similar to India's JSY exists in Nepal (see Box 2).

 Improvements in the coverage of e�ective 
healthcare interventions in Nepal to prevent or 
treat the most important causes of child 
mortality were brought about through a variety 
of community -based and centrally led 

25approaches.  Nepal can o�er solutions on what 
can be done even in an environment of turmoil 
and meagre resources, particularly to Indian 
regions where political unrest, poverty and 
breakdown of health services co-exist. Nepal 
received two awards for its e�orts to contain 
maternal deaths: in 2010 by the MDG Review 

26Summit and the 2012 Resolve Award.
 Like Bangladesh,  Nepal 's  e�or ts at 
extending the provision of safe abortion 
services to mid-level providers has contributed 
to bringing down maternal deaths considerably. 
In parallel, Nepal is working with international 
partners to develop an integrated �cause of 
death and birth� reporting system for hospital- 

27and community-based data collection.  Nepal 
28also managed to be polio-free before India.  

 In tackling drug-resistant TB, Nepal 
provides a unique example of public�private 
par tnerships,  something India is  now 
exploring. According to WHO, nearly half of the 
TB treatment centres in Nepal operate through 
partners, which include public and private 
hospitals and international NGO clinics, while 
an NGO partner GENETUP (German Nepal 
Tuberculosis Project) provides the services of a 

29national reference laboratory.
 In light of the Gorakhpur incident, India's 
high-burden areas of Japanese Encephalitis can 
learn from the experience of Nepal, which� 
despite a huge burden�chartered upon a mass 
vaccination campaign and managed to control 
the explosive outbreaks considerably.
 Nepal also raises funds from the sale of 
alcohol and tobacco products and uses such 
funds for the free treatment of NCDs for the 
poor. Along with the private-sector engagement 
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fo r  t re a t m e n t  o f  N C D s  t h a t  I n d i a  i s 
contemplating, such innovative �nancing 
methods may also be used to strengthen the 
overall strategy. 

Bangladesh

Surprisingly, Bangladesh was one of the �rst 
within BIMSTEC partners�along with 

�ailand, a much richer country�to �rst 
achieve the MDG 4 target, which called for 
reducing the under-�ve mortality rate by two-

30thirds, between 1990 and 2015.
 Community health workers and volunteers 
played a key role in the country's health 
achievements from the 1990s through the 
community clinics run across the country. To 
expand the supply of trained personnel, 

Box 3: Bangladesh's Silent Revolution in the Routine Health Information 
System

Prevailing situation: Data generated by private and public-sector providers were not linked 
and, within the public sector, data from urban and rural areas, and from family planning 
programmes, were handled separately. Multiple overlapping reporting systems result in 
heavy paperwork burdens and poor data quality.
Partners: GIZ and DHIS2

Results:
· Dramatically reduced administrative burdens, creating more time for patients, through 

digitisation of routine reporting.
· A national electronic data repository signals the end of information silos.
· Use of individual health records improves patient care.
· Better quality and more comprehensive routine information now available from the 

public sector.
· Improved capacity at Bangladesh's Ministry of Health and Family Welfare and growing 

international contributions in eHealth.

Lessons Learned:

�e comprehensive and systemic approach to HIS strengthening in Bangladesh has shown 
that it is possible to bring about a more orderly, harmonised information environment even in 
the absence of an overarching HIS strategy or policy framework. By adopting a pragmatic and 
incremental approach to modernising the HIS infrastructure, the MIS unit at the Directorate 
General of Health Services has catalysed a process of change that is leading to a more e�ective 
HIS.

Source: Karen Birdsall, A Quiet Revolution: Strengthening the Routine Health Information System in Bangladesh: A publication in 
the German Health Practice Collection (Deutsche Gesellschaft für Internationale Zusammenarbeit, November 2014).

Box 4: Sri Lanka's Multisectoral Approach: A Success Story

Sri Lanka has achieved one of the lowest child mortality rates among lower-middle income 
countries. �e country has made continuous progress over the past four decades due to a 
combination of cross-sector public policies that have ensured universal access to education for 
women, clean water and improved sanitation to the majority, and health system 
developments that have guaranteed universal coverage of essential preventive and curative 
health interventions to all women and children. �e coverage of deliveries by skilled personnel 
is 98 percent; coverage with measles, diphtheria, pertussis and tetanus vaccine 97 percent; 
and the country has the highest breastfeeding rates in the region. It has also been declared 
Malaria-free. 

Source: http://apps.who.int/iris/handle/10665/204724.
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Bangladesh initiated two midwifery courses: 
six-month long and a three-year long. 
Bangladesh also provides vouchers to eligible 
women�based on poverty and vulnerability� 
to access maternal health services for three 
antenatal care visits, delivery, and one 

31postnatal care visit by designated providers.  In 
2010, Bangladesh announced that one-third of 
the maternal and child health clinics in the 
country will be transformed into adolescent-
friendly clinics.
 Bangladesh's e�orts at expanding the 
provision of safe abortion services to mid-level 
providers has resulted in reducing maternal 
deaths. �e country also has an impressive track 
record of managing TB by successfully engaging 
with  NGOs.  I ts  menstr ual  re g ulat ion 
programme in the ver y early stages of 
pregnancy can o�er India lessons on how 
culturally sensitive issues should be handled 
within health policy.
 A radical transformation of Bangladesh's 
routine health information system (HIS) has 

32received policy attention.  Quite like India's 
situation, assessments note that re�ecting the 
country's pluralistic health service delivery 

arrangements, Bangladesh's health data 
ecosystem remained highly fragmented in the 
past (see Box 3).

Sri Lanka

According to WHO, Sri Lanka is one of the three 
countries within BIMSTEC�along with 
�ailand and Bhutan�that have made good 
progress in placing the strengthening of 
primary healthcare-oriented health systems at 

33the centre of UHC.  Its e�orts at integrating 
occupational health as a component of the 
public health services is something India can 
learn from.
 In addition to �ailand, Sri Lanka was the 
�rst to achieve the MDG goal on maternal 
mortality among the BIMSTEC countries. It is 
acknowledged that the fall in maternal 
mortality in these countries has largely been 
due to the increase in the number safe 
deliveries, i.e., births attended by skilled birth 
attendants. Sri Lanka could be the best 
performer mainly because it made e�orts at 
dealing with inequities in access to skilled birth 

34attendants within the country.  In India, severe 
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inequalities in access to safe deliveries (see 
Figure 8) hindered the overall mortality 
i m p ro v e m e n t s .  F i g u re  8  h a s  d a t a  o n 
'institutional delivery', which is slightly 
di�erent from 'safe delivery'. However, the 
spread of the numbers will be quite similar since 
there are not a great number of  non-
institutional safe deliveries in India. Latest 
�gures for safe delivery� disaggregated across 
socio-economic variables�are awaited as unit-
level data from NFHS 4 has not yet been made 
public.
 Sri Lanka has a well-established system of 
maternal death audits, and maternal deaths 
are noti�able by law. In India, states such as 
Kerala and Tamil Nadu have implemented 
maternal death audits, and results have led to 

35systemic changes.  �e success of Sri Lanka's 
e�orts at integrated approach to vector 
management, which led to the elimination of 
Malaria, should urge India to try community-
based measures, integrating chemical and 
environmental management, thus reducing 
reliance on pesticides.

Myanmar

In Myanmar, health system comprises a 
pluralistic mix of public and private systems, 
both in terms of �nancing and provision. �e 
government used to be the main source of 
�nancing, with provision of services nearly free 
until 1993, when user charges were introduced. 
L ater,  household out-of-pocket  (OOP) 
payments became the primary source of 

36�nance.  However, in the last decade, there has 
been a dramatic turnaround, and between 2007 
and 2014, public health expenditure as a 
percentage of GDP increased by more than six 
times. Public health expenditure as a percentage 
of total health expenditure, too, increased by 
more than �ve times in the same period, mostly 

37during the last three years.  �e fresh infusion 
of funds is expected to help transform the health 
system marred by inadequate managerial 
capacity and a lack of proactiveness among 

38health personnel.  �is is expected to address 
the problem of stark health inequalities within 
regions as well, a problem similar to India's. 
Myanmar's health sector improvements are also 
aided substantially by foreign aid, which has 
become almost 22 percent of overall health 
expenditure (2014), from a very low 1.37 

39percent in 2005.

CONCLUSION

BIMSTEC proves to be a useful learning 
opportunity as India's large and diverse health 
challenges do not have a singular, centralised 
solution. In terms of the health challenges being 
faced by India, the country has vast regions that 
resemble �ailand, while other areas are similar 
to Nepal; some states are similar to Sri Lanka, 
and still others are similar to Myanmar, where 
internal con�icts create an impact on the 
government's ability to deliver quality services. 
�ailand and Sri Lanka have managed to 
e�ectively deal with massive outbreaks of 
dengue, keeping the mortality low, and many 
Indian states can learn from their experience. 
Building capacity for emergency preparedness 
and response is another area where BIMSTEC 
members can closely cooperate. 
 On an average, most of the other BIMSTEC 
countries have done better than India in terms 
of veri�able health gains. Gains in life 
expectancy have been massive in the BIMSTEC 
r e g i o n  ( s e e  F i g u r e  8 ) .  � e  o n l y  t w o 
countries�Bhutan and Nepal�that had a 
lower life expectancy than India in 1960 have 
already overtaken India. Currently, India has 
the lowest life expectancy in the BIMSTEC 
region, barring Myanmar, a country torn by 

Health Policies of BIMSTEC States: The Scope for Cross-Learning



internal con�ict, but which had a better life 
expectancy than India in 1960. Given India's 
steady economic performance and its size, this 
situation is quite unfortunate. It calls for 
introspection, collaboration and cross-learning 
with BIMSTEC neighbours that have done 
much better than India in the health sector. An 
earlier analysis by WHO had shown that life 
expectancy improvements in the South East 
Asian region were largely a result of public 

40sector pro-health and pro-poor policies.
 �ere are multiple areas within healthcare 
where BIMSTEC countries can learn from each 
other: telemedicine in Bhutan; monitoring of 
vital events through information technology in 
Bangladesh; the trial-and-error experimenta-
tion with the mother and child tracking system 
in India; the transformed district health 
information system in Bangladesh (often called 
a silent revolution); or the hugely useful 
electronic medical records system in Sri 

41Lanka.

 �ere  have  b e en  var iou s  in-de pth, 
comparative analyses of BRICS country health 

42systems that o�er valuable policy lessons.  No 
such study of the BIMSTEC countries exists. 
�e usual self-�agellation in the Indian media 
while comparing BRICS health data may not be 
based on objective reality, as India is the poorest 

43country within BRICS by a huge margin.  It 
would do well for India to conduct and support 
comparative health system studies within 
BIMSTEC, as the members with stronger 
economies can o�er lessons for the future, and 
the poorer members can o�er lessons for the 
present. 
 Cynics may say that India's slow progress in 
social indicators when compared to some of its 
BIMSTEC neighbours is the cost of having a 
thriving democracy. While that remains 
arguable, what is certain is that India can learn 
immensely from these culturally and socially 
similar neighbouring countries' successes, as 
well as their mistakes in health policy.
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