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Abstract

Health capabilities are the basic human needs, without them our body cannot function (Ruger 2010: 81, Nussbaum 2008: 4). Health capabilities are embedded in a global health justice (GHJ) approach whose aspirations were used in this research to understand the health partnership of Oxfam India and Oxfam Novib. Introducing the approach basically opened up an enriching perspective on promoting health equity. The research showed that the GHJ approach is broader than the rights-based approaches to health (RBAH) but both approaches aim to tackle health disparities with competing yet complementary procedures. Through the aspirations of a GHJ approach, some health issues regained a central focus.  Despite the sample size was limited; the respondents’ views showed that the GHJ approach’s value-added insights may complement the RBAH in the work of partner Oxfams.   
The research results highlighted that a GHJ approach would inspire the NGOs to respond to health disparities by promoting cooperation in health care, tackling ill-health conditions at a community level, influencing change in health legislations, strengthening healthcare systems and ensuring their efficient functioning. All the above responded to the main and three sub-research questions. I concluded the research that a GHJ is not a-one-size-fits-all but still a relevant approach. While the value-added insights may be applied in the researched area of New Delhi by the two Oxfam partners, it does not mean that the other approaches such as RBAH no longer apply. The GHJ approach which embraced health capabilities critically had some limitations related to the lack of clear theorisation, being too narrow with no sufficient attention to power relations, universalistic and formulated at a highly abstract level. Therefore, choosing an approach would depend on particular area’s realities in the work of the NGOs or other health justice actors. 
Relevance to development studies  
“Health is a pre-requisite for economic growth, human dignity, the fulfilment of human rights, and world peace” (Cutler 2002). The research paper highlighted that the global health justice (GHJ) approach has inspiring perspective on improving public health access through global justice. The principles of global justice are part of fair and sustainable development in which people enjoy their basic rights and capabilities. The research findings showed that a GHJ approach has the potential to help in understanding well the challenges which would otherwise not seem pertinent in strengthening healthcare system, which is then relevant to development studies. The latter also aim to explore and understand the ill-health poverty related problems. It is a fundamental goal for development studies to devise strategic measures (among others, the international cooperation) to address development issues including health disparities.  Therefore, a civic-driven partnership to tackle health inequalities is an integral part of development cooperation.
Key words

Health justice, rights-based approaches to health, health systems strengthening, partnership
Chapter 1: INTRODUCTION 
1.1. Statement of research problem

India has relatively poor health outcomes, despite having a well-developed administrative system, good technical skills in many fields, and an extensive network of public health institutions for research, training and diagnostics (Das Gupta, 2004). The rights based approaches to health (RBAH) have been used by a number of civil society organizations (CSOs) and other actors to cope with health issues of both rural and urban poor but their interests in strengthening healthcare systems have been limited.   

As of today, the intersection between healthcare systems and health justice is inadequately researched on in New Delhi District of Delhi capital territory. New Delhi has both urban and suburban neighbourhoods and a home to the plant bases of transnational corporations outsourcing. Many low-income people dwelling in such areas are extremely exposed to environmental threats, health and safety hazards. Such urban poor are unable to afford their basic healthcare needs. The major health challenge in Delhi territory is linked to incorporating health equity into truly sustainable human development for the benefit of the poor and the marginalized where healthcare is not central to the purposes of development strategies.  

On the basis of evidence in Delhi territory (Rani 2004: 8), the right to health is unlikely to be realized through the Indian government’s existing approaches to health. By looking at the right to health of socially excluded people in New Delhi neighbourhoods, it is important to consider the efforts of NGOs.  In this case, I considered Oxfam Novib and Oxfam India and their four selected partner NGOs in New Delhi. The above partnership for health was studied in terms of principles and practices of a global health justice approach (GHJA). The partnership was further linked to the promotion of health access, coverage, affordability, and the quality of health care on behalf of urban poor people in New Delhi as my research area.    
Map 1: New Delhi: the research area
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1.2. Background to the problem 
In this section, I explore the health situation in New Delhi in relation to social and economic development context by presenting a scenario of comparative health disparities. I present an outlook of a global health justice (GHJ) approach in order to understand how the civic actors join hands to address health inequalities in New Delhi. The civic partnership of Oxfam Novib – Oxfam India is discussed in the context of development cooperation which I relate to healthcare and public health systems strengthening. 

In the Netherlands, Japan, Sweden, and Switzerland, the average life expectancy is now greater than 80 years. However in Angola, Afghanistan, Chad, and Zimbabwe, the average life expectancy is less than 45 years as of 2010. While the life expectancy of India is 66.4 in general i.e. 65.4 years for males and 67.5 years for females among others, 25% of Indian population live below the poverty line of $1 a day (UNDP 2011).  
James Dwyer (2005: 460-462) wonders why we make the world of unequal health prospects and whether it is possible to reverse the trend. If so, what courses of action can be taken to fairly address the challenges of global health?  In order to respond to Dwyer’s raised issues; we need to reflect back on some global partnership efforts which contributed to health improvement of the poor and the marginalized population. In this regard, the Oxfam Novib – Oxfam India partnership for health equity in New Delhi (2008 – 2010) will be considered. The partnership’s contribution to health justice is central to this study because better health enables the individuals to claim other socio-economic, political and civil rights to live a decent life. 
While more than 20% of the total Dutch development assistance budget has been channelled via non-governmental organizations since 1960s (Netherlands Scientific Council for Government Policy, 2010: 44), this paper will focus on Oxfam Novib which has been receiving more than ¾ of its total budget from the Dutch government until 2009. According to Oxfam Novib’s annual report (2009: 26), the share of total budget expenditures to healthcare as well as other basic social services (clean drinking water and hygiene, adequate education) was 26.3% in 2008, 34.1% in 2009, and 36.1% in 2010. How all the above efforts were relevant to strengthening healthcare systems in New Delhi is an integral investigation of this study. The following sub-sections will present an overview of a GHJA, socio-economic development context of India and the intervention of an international civic partnership to promote healthcare.
1.2.1. An overview of Global Health Justice Approach 

A global health justice approach (GHJA) embraces the health capabilities and functioning (ability and agency of individuals to achieve better health) as well as the efficiency of healthcare systems on responding to the needs of all the population with no discrimination and deprivations (Ruger 2009: 264). Health justice necessitates a mutual assistance to make it work as Norman Daniels (2008) argued that the right to health cannot be easily achieved by one individual country particularly in the Global South. 

Global health justice is a recent approach used to promote healthcare equity. Jennifer Prah Ruger (2009: 261) is the first scholar who attempted to develop a global health justice theory (GHJ) in 2009. The theory advocates the ways to reduce health inequalities by encouraging the countries with better health prospects to assist other countries which cannot achieve better health on their own. Jennifer Ruger was extensively inspired by both Sen and Nussbaum. However, she contends that neither Sen nor Naussbaum explicitly focused on the right to health while advocating for global justice. Ruger claims, “Nussbaum and Sen provide excellent discussions of capabilities and human rights, though neither directly discusses the right to health in their work” (Ruger 2010: 130). Ruger also circumvented the enforceability of the right to health which I argue is a very important tool for the realization of global health justice.  

1.2.2. India’s socio-economic context
In the 1960s, westerners considered India as a country facing terrible diseases such as cholera and tuberculosis (WRR 2010: 13). As of 2010, India’s GDP in terms of purchasing power was $4,046 trillion being the 5th largest economy in the world (CIA 2011). The fast-growing economic growth of India somewhat affected the health condition of the Indian population. The western image changed as India developed a successful middle class. However, India remains a subcontinent with more poor people than the whole Sub-Saharan continental Africa. The 25% of the population of India i.e. 293,277,005 people live below the poverty line of $1 per day (UNDP 2011). 

This research focused on New Delhi, one of the nine districts of Delhi. Delhi is the national capital territory of India. It is 1,483 km2 and has 16.7 million people. New Delhi is the capital city among the other 9 districts. Geographically, New Delhi city is 42.7 km2 and has 133,713 populations. As for health care sector as part of social services in Delhi, the director of health services, Mehra (2006:3); stated that Delhi has good institutional framework, all the infrastructures and efficient systems to cater for health needs of Delhi population.  
1.2.3. Civic partnership in health and strong healthcare systems
Development cooperation for health equity involving NGOs is a very important strategy to enable every person to enjoy good health. However, the everyday practice by NGOs is primarily one of setting priorities rather than sharing resources (WWR 2010:30). Some development cooperation practitioners argue that health is not yet wholly understood as an ideal subject matter for a rights discourse. Consequently, the contribution of NGOs in addressing health disparities does not necessarily aim to realize the right to health. Development cooperation is a strategy to reach the targets of global health justice. Such cooperation goes beyond treatment of epidemic diseases such as malaria, HIV and AIDS, and tuberculosis, etc. by also contributing to better healthcare systems.  
The focus of this research is the aspiration of Millennium Development Goals (MDGs). Among other MDGs, reducing child mortality (MDG4); improving maternal health (MDG 5) and combat HIV and AIDS, malaria and other diseases (MDG 6) make up global health priorities. According to DFID (2011), the MDGs are eight specific goals to be met by 2015 that aim to combat extreme poverty across the world. Such goals were created at the UN Millennium Summit in 2000. India is among 147 nations that signed the declaration. 
1.3. Research objectives and questions

1.3.1. Research objectives
The major objective of this study entails to find out how a GHJ approach can help to explain the cooperation of Oxfam Novib and Oxfam India in strengthening healthcare systems in New Delhi. The research will furthermore be guided by the two specific objectives.
First, the research aims to analyze how a global health justice (GHJ) approach and a rights-based approach to health (RBAH) intersect, and differ in the work of Oxfam Novib and Oxfam India. The intersections and differences of the two approaches are analysed towards the equitable access to health services in New Delhi. I discuss the principles that GHJ and RBAH approaches have in common. I also explore different strategies and priorities that both approaches pursue to achieve their tenets. I relate their principles to moral obligations and legal framework in which I borrow the insights of social justice, health capabilities and human rights cosmopolitanism theories.

Second, the research aims to investigate the additional insights about the selected health partnership that can be gained from the GHJ approach. The latter is compared to the more established rights-based perspective used in the work of Oxfam Novib and Oxfam India. I consider the value-added insights based on the experiences of the selected partnership’s employees.  
1.3.2. Research questions 

The main research question posits, “How, from a global health justice perspective, can the Oxfam Novib and Oxfam India healthcare partnership in India (taking the case of New Delhi) be understood in principle and in practice?” In order to make it more specific, I break it down into sub-questions.
 
First, does a global health justice (GHJ) approach make a practical difference in the process of strengthening health systems in India? There are other approaches and theories such as social justice theory and rights-based approaches that were used to promote health equity. What changes are then brought by an emerging GHJ approach in addressing health disparities in New Delhi? 

Second, what are the points of convergence and divergence of a GHJ approach and the rights based approaches to health (RBAH) in two partner organizations’ work. While both Oxfam Novib and Oxfam India were familiar with using the RBAH, I wonder, ‘Do they find some similarities or differences between the RBAH as a more conventional approach and a GHJ as an emerging and competing approach?’ I discuss the two partners’ views about both approach’s intersections and differences in promoting access to healthcare services in New Delhi in chapter four.
Third, ‘what additional insights can be gained by the two partners from the GHJ approach as compared with RBAH?’ Basing on their experience in health intervention, do the staffs of Oxfam Novib and Oxfam India find a GHJ approach adding value in their work strategy? While the staffs compare both approaches, do they find a GHJ a more enriching approach in principle and in practice? I discuss the value-added insights of a GHJ approach in chapter four 
1.4. Relevance and justification of the study

For personal reasons, an inspiration to conduct this research is based on my conviction that health is a pre-requisite for economic growth, human dignity, fulfilment of human rights, and world peace (Cutler 2002). I had a four year-experience working for NGOs in health programs. I worked as a program officer for HIV/AIDS in 2008-2009. I was also trained by the World Bank Institute in 2010 for a five month program on “Strengthening Essential Public Health Functions”. I wished for a long time to find out how healthcare systems work given a booming economic growth of a particular country (in my research case, India). 
For academic reasons, the recently emerging theory of global health justice (GHJ) needs to be analyzed in various contexts for its promising contribution to public health in a socially just way. Some approaches and theories used by a number of global development actors to improve healthcare systems on behalf of the poorest and marginalized people were not directly applied to healthcare systems strengthening. Besides, there is still a gap in literature on health and human rights. For instance, Joseph et al. (2008: 5) and Rani (2004) respectively argued that the linkage between health systems and health justice in New Delhi were ignored. Many changes occurring in economic, cultural, and political framework in India were not studied in terms of health equity. Despite recent advances in health indicators in India, health inequalities are still prevalent in Delhi Territory (World Bank 2011).
Finally, I have an intention to contribute to the GHJ knowledge as I think it may be relevant in strengthening healthcare systems especially in the developing and emerging economies. I perceive that a GHJA may be used in the process of improving the functioning of health infrastructures while at the same time benefiting the excluded population to have equitable access to health services. This is in line with enabling the marginalized population to achieve their health capabilities while making the sectoral reforms more responsive to the community health challenges. 
1.5. Framework of analysis
The framework of analysis is in chapter two and reviews the literature related to a Global Health Justice (GHJ) approach in comparison with other theories and approaches, such as rights-based approaches to health, social justice theory, human rights cosmopolitanism theory and health capabilities theory. The chapter critically evaluated the existing approaches on equitable healthcare in relation to how the principles of a GHJ as an emerging approach are understood.
I analysed the interrelatedness of the four theories and approaches altogether and discussed them as having many principles in common. The theories and approaches are very relevant to a GHJ approach. I explored its principles and how it was theoretically understood as endorsing a number of basic health capabilities. The literature on Dutch-Indian civic health cooperation, in my case the Oxfam Novib – Oxfam India partnership was explored to find out whether it improved or undermined the healthcare systems. The human rights framework to promote health right in Asia-Pacific and India in particular was revisited to find out whether it fell in priority of domestic policy and civic cooperation.  
1.6. Research methodology

1.6.1. Research strategy 

As regards the methodology, this study analysed how global health justice (GHJ) would help to explain the international civil society partnership in strengthening healthcare systems. The analytical model (attached in Annex A) highlights how the research flowed. The model presents the relationship between efficient health facilities, participatory health policy, health access, and strengthened health care systems with health justice. 
The leading approach is GHJ which comprises health capabilities. Both Oxfam India and Oxfam Novib health initiatives were examined using the above approach to understand their intervention in New Delhi and how it involved non-discrimination and helped to eliminate health deprivations. The beneficiaries’ access to healthcare and well-functioning health facilities made an analytical interplay to realizing health justice. Each parameter was analysed on its own based on the pre-set hypothetical indicators or those found in the literature review. 

This research relied on qualitative method and some quantitative data which played an integral role in analysis and interpretation of results. There were collected both primary and secondary data in order to examine the role of civic actors (both Oxfam Novib and Oxfam India) and their partner NGOs in India to strengthen healthcare systems from 2008 up to 2010. 
1.6.1.1. Data collection tools
I used secondary data from various sources. The documentation was done from official reports, Indian legal documents related to health and other publications in relation to access, coverage and affordability of healthcare services in New Delhi from health facilities or research institutions. In regard to data collection tools, the instruments of structured questionnaire and primary interview schedule were used to generate the desired information. 
I used a research assistant to help me conducting field interviews to 21 community health workers and administer questionnaires to four NGO fieldworkers. The reason I used the services of a research assistant was due to the delay of my passport from the Indian embassy after granting me a visa. I applied for a visa in May 2011 but I got back my passport in later August 2011 (with visa validity starting in June 2011) which made it impossible for me to go to India. The research assistant held the Master of Science and was familiar with research fieldwork. During the period of data collection for this study i.e. in July – August 2011, he was pursuing a pre-doctoral program.  
I asked the program officers from Oxfam Novib and Oxfam India the information about their understanding of a global health justice (GHJ) approach as compared with the rights-based approaches to health (RBAH) as strategies to their work. However, my research assistant did not ask the same theoretical questions in relation to the GHJ approach and RBAH to the community health workers since they did not know about such theories and approaches at all. The questions addressed to the NGO fieldworkers were mainly about their affiliation with Oxfam India and whether the intervention of partner Oxfams promoted health justice in New Delhi. 
1.6.1.2. Sampling techniques  
As for sampling, purposive sampling, simple and cluster random sampling techniques in selecting the research participants were used. The participants were the four fieldworkers of Indian NGOs networking with Oxfam India from 1) EFRAH, 2) PRAYAS, 3) SAMA and 4) SRUTI. In addition the 3 staff from Oxfam India itself in health programs in New Delhi district, 21 community health workers and the two program officers of Oxfam Novib. The total number of respondents was 30 participants.

1.6.1.3. Selection criteria

The two staffs from Oxfam Novib were selected given the fact that they oversaw the partnership programs with Oxfam India. By the same token, three staffs of Oxfam India were selected because they were in charge of health programs in New Delhi district. The four staff of Indian NGOs were selected among other 22 partners of Oxfam India in Delhi. They were also partners of Oxfam Novib before they were transferred to Oxfam India. The major criteria considered was the fact that they worked on health issues and had projects in New Delhi. While both criteria were taken into account, 18 other partners were eliminated for that purpose. The list of all 22 partners is attached in annex C.

As for the selection of 21 community health workers (CHWs), different sampling methods were combined. First of all, purposive sampling was considered as they are the health workers already trained and reporting to the four partner NGOs of Oxfam India in New Delhi. Simple random sampling came in to limit the number of respondents to 21. At least 5 CHWs were needed per each partner NGO among 12 trained CHWs. Except for 6 workers from EFRAH which had more than 12 CHWs.  (The selection table is attached in annex D). 
All 21 CHWs were randomly clustered in order to facilitate the administration of interviews. Such clusters were geographically grouped following three major suburban areas of New Delhi district. This made easy the way to reach them while each cluster had 7 CHWs. All interviews were scheduled and the questionnaires were returned except one from Oxfam India program officer who was unreachable throughout the research period. As for ethical conduct, my research assistant and I carefully observed the principle of informed consent, anonymity, confidentiality and professional practice as was argued by Hall et al. (1998).  
1.7. Scope and Limitations 

This study was limited to analyzing how global health justice approach would help us to understand the international civil society partnership in strengthening healthcare systems. I took into consideration the Oxfam Novib and Oxfam India partnership for health equity. I did not look at eliminating health externalities such as pandemics though it is also a key role of global health system. 
This study was limited to examining the role of civic actors (both Oxfam Novib and Oxfam India) and their partner NGOs in New Delhi district to strengthen healthcare systems from 2008 up to 2010. Some of the anticipated challenges such as missed interviews occurred during the research period. A program officer from Oxfam India was not accessible and there was no reason provided.  Luckily, all the interview participants spoke English language instead of Hindi as was anticipated. 
The arrangements to meet the interviewees in New Delhi were very slow for my research assistant because I was not there myself which affected my timetable to gather all needed information. It was also not easy to access health policy and/or legal documents on time. I believe the collected data are accurate but their reliability is limited since I did not collect some interviews myself due to time constraint. I applied for a visa to India in May 2011 but I got it in later August 2011. The visa which was valid for three months was about to expire since the Indian embassy delayed to send my passport into my mailbox after stamping a visa in it. Meanwhile I was enquiring at the embassy but the consular officers were telling me that they were not responsible for the delay. It was then not my choice to engage the services of a research assistant but it was due to the fact that I was not able to arrange to meet the interviewees in a short time that my visa was valid after receiving my passport. Though I received the passport in August, the validity of my visa started in June 2011. The findings of this study may not be generalized to all operating areas of the Oxfam International in which two Oxfam partners are involved. They may however be only applicable to New Delhi.   
1.8. Structure of the research paper  
This research paper is organized into five chapters. 
Chapter one is introductory and looks at the research problem and its background, research objectives and questions, justification and relevance of the study, a brief preview on literature review and methodology. 
Chapter two presents a framework of analysis on global health justice (GHJ) approach and the theoretical bases on which it can help us to understand the civic actors efforts for health justice in comparison with the other theories and approaches such as the rights based approach to health, social justice theory and human rights cosmopolitanism theory. The relationship between strong health care systems and reduction of health disparities also makes an integral part of this chapter. The chapter will also deal with the relationship between a GHJ approach, health capabilities theory and rights-based approaches to health. 

Chapter three looks at the context of Oxfam Novib – Oxfam India partnership, funding of health programs, public health legislations of Delhi State and the major challenges of Delhi health care system.  This chapter will link such partnership to health justice principles. 
Chapter four analyses the research results. It discusses the value-added insights from a GHJ approach, the points of convergence and divergence of a GHJA and the rights-based approach to health (RBAH). I also analyse whether the GHJA’s aspirations went far enough in aspiring the Oxfam Novib – Oxfam India in their work to address health disparities and strengthening healthcare systems in New Delhi. 
Chapter five draws conclusions on whether the value-added insights of a GHJA are compatible with health capabilities. I argue in this chapter that the approach invigorated the NGOs’ advocacy for health equity though they still face so many impediments.   
Chapter 2: GLOBAL HEALTH JUSTICE AND THE RIGHT TO HEALTH  
2.1. Introduction 

This chapter developed a framework of analysis around a global health justice approach (GHJA). I explore the principles of a GHJA and how it is theoretically understood. In a GHJ perspective, the issues of health systems efficiency, quality of healthcare and affordability of health services and drugs have a central focus as argued by Jennifer Ruger (2009: 264 – 268) who coined the GHJ theory. The approach entails giving opportunities to all the people to achieve and enjoy better health capabilities. I discussed the GHJA in relation to other theories and approaches which share some principles for the realization of health equity. They were discussed chronologically following the generation of ideas. The theories and approaches that I consider important for this research are: 
1) The rights-based approaches to health (RBAH);

2) Social justice theory;

3) Health capabilities theory and 

4) Human rights cosmopolitanism theory. 
All the four theories and approaches are interlinked as highlighted on the following figure. 

Figure 1: Interconnection of theories and approaches around health justice 
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Basing on the above figure, I wanted to show how the ideas behind the theories and approaches I used in this research were generated. The long time existing approach is the RBAH enforced in 1970s which stemmed from the Universal Declaration of Human Rights of 1948. The RBAH was followed by social justice theory by John Rawls in early 1970s. From the work of Amartya Sen in 1980s, there appeared health capabilities theory which was also extended by Martha Nussbaum. At last, human rights cosmopolitanism theory and GHJ approach were recently coined by Charles Beitz in 2005 and Jennifer Ruger in 2007 respectively.  
The right to health right is central to the theory of global health justice as well as health capabilities theory. It is the right to health which is at the centre of discussion and theoretical justification of both GHJA and RBAH approaches. The figure above shows how the interconnection of theories and approaches is of great importance. I linked the RBAH as together with the health capabilities theory paved a way for a GHJA. Therefore, I discuss the origin, principles, international standards and regional human rights instruments related to the right to health. A GHJA endorses a number of basic health capabilities as were put forward by Martha Nussbaum (2006: 32). Health capabilities theory is asserted in terms of interest of human flourishing and freedoms of capabilities of individuals operationalized under health needs, functionings and agency. 

The other two theories such as social justice and human rights cosmopolitanism look at the socially embedded health inequalities.  The social justice theory has a very broad outlook at the issues that human beings face while human rights cosmopolitanism theory calls for people in different parts of the world to intervene in the issues of other disadvantaged people. The theory of social justice encompasses the socio-economic and political concerns in order to enable all human beings to be treated equally. While coining the theory of human rights cosmopolitanism, Beitz (2005: 199) asserted that the normative elements of global justice and their legal enforceability were still fragmented.  Beitz wanted to focus on global morality, the shared responsibility and obligations to address health inequalities. 

Both moral imperatives and legal claims of the right to health are very important in pushing the governments and other actors to meet their obligations to respect, protect and fulfil the right to health. The chapter concludes that all the four theories are mutually inclusive and have many more principles than differences in common even though the priorities and the ways to pursue them are different.       
2.2. Leading theories and approaches around health justice

2.2.1. Rights-based approaches to health 

The right to health is central to the theory of global health justice. This section discusses the origin, theoretical justification, principles, international standards and norms of the right to health. I also explore the regional human rights instruments related to the right to health which also justify the GHJA aspirations. I conclude that there is a close relationship between a rights-based approach to health (RBAH) and a GHJ approach.    

It is now 65 years since the right to health was recognized by signing and/or ratification by the majority of UN member countries. It was at the UN conference in 1945 that health as a human right was first formulated. Only one year after the UN conference declaration, the World Health Organization (WHO) was established in 1946. A bit later, the rights-based approaches to health derived from the Universal Declaration of Human Rights of 1948 which entered in force in 1976 (OHCHR 2011).  The article 55 of the UN Charter recognized medicine as a pillar of peace (Sepulveda et al. 2004: 283). After that the right to health prevailed at different scales in international and regional human rights instruments. Thus it falls under economic, social and cultural rights in Africa and the Americas and civil and political rights or social charter in Europe. Unfortunately, there was no regional human rights mechanism in the Asia-Pacific until the time this research was conducted (Joseph et al. 2008: 4-5). 

Public health as a fundamental human right obligates the states to provide basic health services to their citizens irrespective of their available resources. According to UNDP (2011), such services are: 

a) Access to maternal and child health care; 

b) Immunization against the major infectious diseases;

c) Appropriate treatment of common diseases and injuries;

d) Essential drugs;

e) Adequate supply of safe water and basic sanitation; and

f) Freedom from serious environmental health threats and hazards.

The above health services constitute a core content of the right to health. In my point of view, the above-mentioned services are also somewhat related to the Nussbaum’s health capabilities highlighted in table two. As Sepulveda et al. (2004: 284) argued the Government of India has tripartite typology of obligations to respect (negative), protect and fulfil (positive) the human right to health of its citizens. 

Respect: The right to health entails obligations to respect equal access to health services and avoid activities which are detrimental to such services. 

Protect: Take legislative as well as other measures to make sure people are able to equally access health services that are provided by the third parties and protect the nationals from violations of right to health from those third parties. 

Fulfil:   National health policy adoption and avail sufficient budget to health.   

The Universal declaration of Human Rights states that the recognition of human rights is the foundation of global justice (Freeman 2002: 73). I support this point of view because human rights are endorsed by justice and build normative blocks on which health justice is demanded. I consider human rights very important norms that the people deprived of their rights can legally use to claim them. 

In this perspective, I am referring to various human rights instruments as international standards and norms related to health justice (their detailed table is attached as Annex B). For instance, the international convention on economic, social and cultural rights (ICECSR) entails in its article 12 that everyone has a right to the highest attainable standards of physical and mental health (OHCHR 2011). Without such provision on the right to health, the other economic, social and cultural rights may be hardly realized. Moreover, the article 24 of the convention on the rights of the child (CRC) guarantees the right to health to all the children. The conventions on the elimination of all forms of racial discrimination, migrant workers and elimination of all forms against women also give consideration to health equity by availing at least one article on the right to equal access to healthcare and services. 
The right to health is central to the theory of global health justice. The rights-based approaches to health (RBAH) are committed to health justice, they go beyond the suffering of the poor and the marginalized people by using the international agreements and treaties to call on government to address socially embedded health inequalities (Marks 2006: 31, Joseph et al. 2008: 4-5). There is a close relationship between RBAH and GHJ approaches. This section revolved around a more conventional rights-based approach to health by discussing the international standards and norms related to health justice. The following section discusses the way the RBAH evolved by incorporating justice demands in order to fully realize the right to health.   
2.2.2. Social justice theory

I deemed it important to look at the social justice theory. In this section, I am looking at the global perspective on social justice. I link the theory with the aims to tackle global poverty that is a root cause of disease burden. I link the prospects of global social justice to better health in which adequate nutrition and primary health care are very important to realize health justice. 

Social justice theory is deeply rooted in John Rawls (1971)’s Theory of Justice. Rawls revisited justice in early 1970s through social justice influenced by the rights-based approach to health. Social justice was later linked to various areas of life in which people claim justice such as socio-economical, civil-political and very recently health justice in order to live better life in the society. Rawls’ major arguments were that each person has an equal right to the most extensive basic liberty compatible to similar liberty to others to ensure the fair equality of opportunity (ibid. 303). I consider Rawls’ principle of justice as fairness, a major contribution in terms of realizing health as a basic liberty. Rawls’ interesting principle posited that the social and economic inequalities should be arranged to the greatest benefit of the least-advantaged members of society. In the same vein, the poor people in India need to be facilitated to have their health inequalities addressed. 
While exploring the frontiers of social justice in 1980s, Amartya Sen linked the capabilities, endowments and entitlements with social justice. Together with Nussbaum, Sen extended justice approach from the works of John Rawls’ liberal theory of justice (Sen 1987: 8-9, Nussbaum and Bankovsky 2011: 95). Sen believed that the theory of justice coined by Rawls is a hybrid Kant’s ethical philosophy and it strengthens the classical social contract doctrine. 

However, Thomas Pogge (2005: 183) did not appreciate the idea of limiting justice to basic capabilities and endowments. Pogge further asserted that an effective way of attacking global disease burden was eradication of severe poverty. In my viewpoint, his argument is much linked to social justice whereby economic justice prevails. I also argue that ill health related poverty is a major obstacle to social justice and needs due attention. Pogge contended that if all 2,736 million people living below the poverty line are facilitated to earn US$2/day, this could result in adequate nutrition and then better health. In my opinion, unlike the limitations of giving equal opportunities to all the people in India, it is possible that such plan would help to achieve health capabilities that are fundamentally embedded in a GHJ approach. Health capabilities also make an integral part of social justice, which has a very broad outlook at the issues that human beings face.
In the same wavelength, social justice still has different meanings today.  According to Handmaker and Berkhout (2010: 193), social justice is understood as a framework of political objectives in different policies which are pursued by stressing the acceptance of diversity and the values of achieving fairness. The above understanding entails that the dignity, equal worth and opportunities in income and wealth are very important purposes of social justice. In my opinion, such purposes are relevant to not only the achievement of basic entitlements but also to alleviation of ill-health poverty. 
In the above section, I discussed how the theory of social justice encompasses the socio-economic and political policies in order to enable all human beings to be given equal chances by reducing substantial inequalities. Such treatment involves tackling ill health causes of poverty by providing basic health entitlements, adequate nutrition and health services for a better life in society. The following section discusses the basic health capabilities that are also endorsed by a GHJ approach.     
2.2.3. Health capabilities theory
In this section, I discuss the tenets of health capabilities theory and most importantly its relationship with a GHJ approach. The capability theory emanated from Amartya Sen (1987:8) in the late 1980s when he explained the theory of social justice to human life as a set of doings and beings. Sen discussed human development as expansion of capabilities which reflects a person’s freedom to choose between different ways of living. To this end, I realized that the poor Indians had limited opportunity to make choice for their living even though capability theory claimed to put people back at the centre of development. 
Health capabilities theory was asserted in terms of interest of human flourishing and freedoms of individuals operationalized under health needs, functionings and agency. Nussbaum (1988: 147) looked at the basic capabilities and functionings that individuals are able to achieve as well as their freedom to achieve them (health agency) all over the world. As in my case study, the urban poor (those living under $1 a day /person) are not likely to meet the basic health needs in New Delhi because they spend their meagre income on other basic life necessities. The above argument is related to Sen’s thesis that capabilities are the basic needs in a sense that if they are not available, other capabilities are not accessible too (Sen 1993b). 

Nussbaum claimed that capabilities theory works far better than other theories of economic utilitarianism. Apart from Sen, Martha Nussbaum made a significant contribution by linking capability approach to health capabilities theory in later 1980s. She focused on unequal freedoms and opportunities. She justified capability as a prominent approach to justice so far in tradition(Nussbaum and Faralli 2007: 147).   

Jennifer Prah Ruger (2010:81), another researcher who appreciated and expanded the capability approach, posited that health functionings are as effective as measurement of health capabilities. My argument is that the individuals may not be able to exercise their other rights be they socio-political or civil and economic rights in case they are not facilitated to meet their basic right to health. However, it is not easy to always enable them to make their own choice of living as claimed by Nussbaum. In the same perspective, health capabilities are not directly observable. It is not easy to know to what extent the people are enjoying them. This seems to be a challenge to use them while researching on how the urban poor are able and free to enjoy health justice.
Nussbaum has been more explicit than Sen while lining capabilities and functionings with human rights as contained in the Universal Declaration of Human Rights (Marks 2006: 32). The table below sums up the basic capabilities that Nussbaum contended to be essential in everyone’s wellbeing.
Table 1: Comparison of Nussbaum’s theory of basic capabilities with their corresponding human rights articles as mentioned in the UDHR:

	Nussbaum’s basic capabilities 
	Corresponding human right article in UDHR

	Life 
	Article 3

	Bodily health
	Article 25

	Bodily integrity
	Articles 3, 4, 5, 13

	Senses, imagination and thought
	Articles 18

	Emotions 
	Articles 12 and 16

	Thought
	Article 18

	Affiliation 
	Article 1


Source: Elaborated from Marks 2005: 32  
Fulfilling health justice principles goes hand in hand with realizing human rights especially the right to health, food, life, etc. Nussbaum claims that the theory of social justice links to the realization of basic outcomes that people are able to do and to be i.e. capabilities vs functionings (Nussbaum 2004: 8). Despite her significant contribution, Nussbaum does not explicitly refer to the right to health. As I argued above; the capabilities theory and health justice are complementary as they need to use the legal human rights instruments and policy framework embedded in the right to health. 
Nonetheless, Roybens (2003) disagreed with Nussbaum’s claim that capability approach should endorse one definite list of capabilities as listed in the table above. Her list of capabilities was criticized to be much prescriptive, universalistic and is formulated at a highly abstract level (Clark 2006) but personally I still found the theory worth using in my discussions on health justice. Despite the notable strides of health capabilities theory, it has attracted more critiques. For instance capability approach is criticized of being untheorised and ahistorical i.e. it ignored the specific historical place of states within a changing environment of global economy (Robeyns 2003). Nussbaum is disjunctive between her reliance on the state as a representative and enforcer of constitutional claims. There is a tautology in her argument as she circumvents individual initiative. 
In my point of view, Nussbaum does not support giving obligations to the State. Nor does she stress holding the State accountable which brings limitations to the capabilities theory. Roemer (1996) cited in Robeyns (2003) argued that capabilities theory is too narrow with no sufficient attention to power, social construction and constraints on choice. Nussbaum collapses critical distinctions between the states and their representations. Her universalistic approach is open to question. I personally agree with Alkire (2002) that a list of capabilities must be context dependent not necessarily universalized.

I recognize that there is an inherent risk of biases in selecting the capabilities as the theory was not  well defined but I also reject Nussbaum’s assumption to leave the choice to the states (in this research case, the Delhi government) to decide on which capabilities the people should achieve and the distributive policies to realize them. While taking all the above contradictions into account, I decide to continue using the health capabilities theory in my research arguments and analysis of results. The following section discusses the tenets of a GHJ approach and human rights cosmopolitanism theory. 

2.2.4. Global health justice approach and HR cosmopolitanism theory   
2.2.4.1. Global health justice approach (GHJ)

In this section, I discuss a global health justice approach (GHJA) which has a root in capabilities theory. The GHJ approach emerged in 2007 following the human rights cosmopolitanism theory which first appeared in 2005. Jennifer Ruger (2007) coined global health justice in terms of health capabilities which makes each other mutually reinforcing. Retrospectively, Ruger was inspired by Amartya Sen (1987) and Martha Nussbaum (1988, 2004)’s work on capabilities.  Appreciatively; Nussbaum developed and enriched the theory further by linking it with realizing human rights. I noticed though that health capabilities theory overlooked the central role of rights based approaches which would normatively endorse health justice to be legally enforceable.
The GHJ approach embraces the health capabilities and functioning as well as the efficiency of healthcare systems on responding to the needs of all the population with no discrimination (Ruger 2009: 264). Thus, the issues of health systems efficiency, quality of healthcare, equal access, coverage, timely and appropriate care, and affordability of health services and drugs are extremely important for this study as they do matter in GHJ perspective. 

A GHJ approach entails giving opportunities to all the people to achieve and enjoy better health capabilities. Ruger (ibid: 263) argues that GHJ approach is forward looking, problem-solving and sustainable. She believes that justice should first be within a particular state and then after go beyond its borders. Ruger is right though it is not easy to realize that. GHJA claims to have roots in Aristotelian notions of human flourishing and bridges interaction between domestic and global levels geared towards health justice principles and practices (ibid: 266). Ruger shares her views with Thomas Pogge (2007b: 72, 74) that we have stronger moral duty to alleviate poverty-related ill health conditions. 
Because of its broader scope, and greater visibility, the GHJ approach is a leading theoretical block throughout this research paper. To this end, the approach calls for public health to confront social conditions that tend to cause ill health (Gil 2006). Public health does not necessarily need to be technical, or too much scientific but needs to engage with socially-just ways of life to ensure that society members fulfil central health capabilities. 
Furthermore, Ruger  (2010: 122) argued that the right to health is certainly difficult to implement. The definition of the right to health as defined by World Health Organization constitutes unrealistic standard for human rights and law. In my opinion, with all the measures combining public moral norm, shared responsibility and right enforceability; health justice may be achieved. In order to realize health justice and particularly the right to health, we need both legal and non-legal instruments as well as ethical commitment. It is unfortunate that the criticisms from which the capabilities theory suffers are also extended to the GHJ approach. 
There are still other limitations to realize health justice in Delhi especially the lack of accountability since 80% of health care sector is owned and run by the private actors (Delhi department of health services 2011). The health care partners particularly the NGOs tried to campaign for the right to health on behalf of poor people but their efforts were challenged. This was due to the fact that the national government of India did not invest adequately in public healthcare which was its obligation for the wellbeing of its citizens. The government was also not accountable itself. With an emphasis on global morality, shared responsibility and obligations to address socially embedded health inequalities, the following section discusses the theory of human rights cosmopolitanism which takes such tenets into account.     
       2.2.4.2. Human rights cosmopolitanism theory
I found it important in this study to discuss the human rights cosmopolitanism theory which calls for people in different parts of the world to intervene in other people’s issues. The theory first surfaced in 2005 coined by Charles Beitz. In his moral cosmopolitanism, Beitz (2005: 11-12) claims that the emergency of global justice may progressively influence the states to act. Nevertheless, he himself asserts, 
Such nascent global capacity to act is fragmentary at least the enforcement needed to be expressed in foreign policies, humanitarian law, human rights law and improved legal and political mechanisms. 
Thus, I noted that neither cosmopolitanism nor global justice claims can easily realize the enjoyment of the highest attainable level of health of individuals. In spite of Beitz’s belief that global justice could be understood under realism, the morality of states and global cosmopolitanism (Beitz 2005: 199); the normative elements of global justice theories and their legal enforceability are still fragmented. As embedded in moral obligation ideas, Rawls (1999: 109) linked the claims of global justice with human rights principles. Rawls claims in The Law of Peoples the fact that individuals have basic rights to subsistence including fundamental health services access. It is first the obligation of their governments to fulfil such rights. This argument contradicts Nussbaum’s narrow focus and insufficient attention to the power differentials between the states and individuals (Robeyns 2003). 
To this end, Mills et al. (2007: 521-522) claim that health and human rights are both social and medical movement added to a legal practice. I also share their view that this makes human rights matter to health both in theory and in practice. Their attempted gap closing entails that human rights prompt health policy reforms while coupled with respect of the rule of law (ibid., p. 527). In the same perspective, the legal instruments and litigations are important to enforce RBAH. By HR cosmopolitanism theory, I intend to emphasize Bietz’s call for international collaboration in this research in efforts to make global justice a reality. 
This section highlighted how cosmopolitanism theory goes beyond one State (in this case I considered the INGO in the Netherlands) to intervene in another State (i.e. India) to address human health issues. It showed the principles of a GHJ approach as they relate to health capabilities theory. The following section wraps up discussions in this chapter. 
2.3. Conclusion  
This chapter laid emphasis on the interrelatedness of all four theories and approaches that I took into consideration. I have discussed that they are mutually inclusive and have many more principles in common even though the priorities and the procedures they pursue are different. The theories and approaches are very relevant to a GHJ approach. I linked the approach with health capabilities theory, social justice theory, the rights-based approaches to health and human rights cosmopolitanism theory. I explored the principles of a GHJ approach and how it is understood. While the capabilities theory brings people at the centre of human development including better healthcare, it has also attracted a number of critiques which I also gave due consideration. After discussing the critiques I decided to continue using the health capabilities theory as a part of a GHJ that I consider a leading approach in this research work. The following chapter discusses the context in which this study was conducted.  
Chapter 3: OXFAM NOVIB AND OXFAM INDIA PARTNERSHIP FOR HEALTH JUSTICE  

3.0. Introduction 

This chapter contextualizes my research in New Delhi. I will consider the health partnership of Oxfam Novib and Oxfam India to realize health justice demands. My purpose is to discuss the partnership using a global health justice approach and to explain why the approach is relevant in addressing health disparities and promoting access to healthcare services in New Delhi. I will link the discussion to the rights-based approaches to health which the Oxfam partners extensively use to justify their programs. 

The chapter briefly looks at the motives behind Oxfam Novib to join the members of Oxfam International, and the dynamics of its partnership with Oxfam India. I will explore the power relations between the two Oxfam partners in terms of strategic planning, programs implementation and evaluation. The chapter shows that the Oxfam India has limited control over various sources of its funds and self-initiated programs.

Then the context of expenditure patterns on health programs as part of Oxfam India’s essential services is explored. I notably consider the legislative environment of Delhi Capital Territory in which the partnership takes place. I also discuss the advantages or drawbacks of the legislations for the two Oxfam partners to achieve health justice. In the end, I look at the strength and weaknesses of Delhi healthcare system in terms of management, expenditure, diseases, infrastructure and human resources, by using the World Bank’s essential public health functions. The chapter is divided into five sections. 

3.1. The Oxfam-India, Oxfam-Novib Partnership

Oxfam Novib is a Dutch affiliate of the Oxfam International. Oxfam Novib is one of the other 14 national affiliates of the Oxfam International Confederation. It was established in 1956 as the Netherlands Organisation for International Assistance (Novib), and joined forces with Oxfam International in 1994. Oxfam Novib is an association headquartered in The Hague dedicated to establish a fair world with no poverty in it (Bron 2011). According to Conin (2009: 31), Oxfam Novib (Netherlands) is one of the largest Oxfam family members in terms of funding and staff. It has long term experience in development assistance work and has got expertise in streamlining development policies with the rights-based approaches to development and network-based approach.  
As was stated in Oxfam Novib report (2009: 13), Oxfam India is still financially supported by the other Oxfams, including Oxfam Novib. Since its foundation in September 2008, Oxfam India has been actively partnering with the former partner organizations to Oxfam Novib. Among them I will consider four partner NGOs in this study. The Oxfam Novib change manager argued that the establishment of Oxfam in developing countries is pressured by the recent funding crisis, the changes affecting northern NGOs which prompted the members of Oxfam International to move the head offices to the southern countries (interview 2, 2011). At least this change made a shift from voluntarism to partnership and sharing management capabilities with the newly formed affiliates.
Van Kessel, a cooperation program officer at Oxfam Novib headquarters made the partnership with Oxfam India very clear during interview 1 (2011). He reiterated,
Oxfam India is an independent organisation. [But] as long as Oxfam Novib still funds Oxfam India we will of course have a monitoring role to play, Oxfam India will report to Oxfam Novib and we will appraise the reports and visit Oxfam India. However, as soon as Oxfam India can meet its expenditure from its own fundraising, the interaction (partnerships) will purely be on international action for the reduction of poverty, which of course has already started for instance on G20 and the GROW campaign. 

When it comes to power relations, the above statement implies that Oxfam India may have limited room to innovate its activities as long as it cannot meet its expenditures. I understand power dynamics in NGO as a series of connections through which an aid flows. My intention here is to look at the implication of power relationship of this partnership as long as Oxfam India’s self-initiated programs are very limited. Oxfam India works under pressure of the donors mainly the Oxfam International that contributes to its annual budgets. As for an NGO founded in 2008, Oxfam India still depends on other Oxfam partners’ orientation not only for programs funding but also for learning from their experience. Such dependence does not mean total conformity though.    

The Program Officer from Oxfam Novib, van Kessel (ibid. 2011) stated that Oxfam Novib still has a monitoring role to the program implementation and expenditures of Oxfam India. His statement insinuates that the power emanates from a large donor and reaches the implementing partner with limited possibility to modify the decisions. Oxfam India is required to demonstrate impact through various accountability procedures. However, the demonstration of impact is very contentious among NGOs. Vincent and Byrne (2006: 392) asserted, “The evaluation of impact is very challenging given the fact that many accountability procedures are imposed by the donors”. Among other accountability procedures, I can mention the up-to-date management systems, strategic competence, reports and disclosure statements and performance assessment.

As Van Kessel (op. cit. 2011) said, “Oxfam India still has limited room to innovate its programs as long as it cannot meet its expenditures from its own fundraising”. The fact that Oxfam Novib monitors and evaluates Oxfam India’s programs’ implementation implies the imbalance of power. The following section particularly looks at how the Oxfam Novib distributes funds to Oxfam India in health programs. 

3.3. Oxfam Novib funding to Oxfam India in health programs 

This section looks at the funding that Oxfam India received from sister Oxfam members. It lays emphasis on the funding share from Oxfam Novib mainly in essential services including health care promotion. It first traces where Oxfam Novib raised its money and its intention to fund 30% of annual budget of its partner Oxfam India from 2008 to 2010 which was my research period.  

Oxfam Novib is a co-financing organization. In 2009, the organisation still derived more than 70% of its funds from the Dutch government. The other major sources of funding were from the European Union, World Bank, Swedish International Development Agency and the National Lottery. However, due to the Dutch government budget cuts, its co-financing budget reduced in the course of 2010 by about 10%. When its 5-year contract with the government will expire in 2014, some of the programs will be phased out as well. Oxfam Novib also raises money from the other private sources which makes up 15% of its total annual budget. The raised funds were directly channelled to the partner organizations in the South (NOSR 2009). 
As for its budget expenditure, Oxfam Novib’s annual report (2009: 26) disclosed that the share of total budget expenditures to healthcare as well as other basic social services (clean drinking water and hygiene, adequate education) was 26.3% in 2008, 34.1% in 2009, and 36.1% in 2010. Oxfam Novib contributed grants worth 30% to Oxfam India total annual budget from 2008 to 2010. The breakdown of such grants is: $US 39,241 in 2009-2010 as highlighted in the diagram below. Oxfam Novib also raised $US 3,924 as institutional fundraising to Oxfam India in 2009-2010 (Oxfam India 2010: 41). 
Figure 2: Oxfam Novib funding share to Oxfam India in 2008-2010
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Source: Adapted from Oxfam India (2010: 41)’s affiliate % contribution 

From the above figure, it is noticeable that Oxfam Novib was the second major donor to Oxfam India with 30% of Oxfam total budget from 2008 to 2010 after Oxfam UK with 44% of grants in the same period. About 14% of all the funds from Oxfam Novib to Oxfam India were spent on essential services provision including health and its related interventions (Interview 1, 2011). Such initiatives aimed to mainstream RBAs to health in India. The other thematic spending areas included 43% of its grants to the partners working towards economic justice followed by essential services 24%, humanitarian intervention with 22% and gender justice with 10%. 
The above section highlighted on funds distribution from the members of Oxfam International to Oxfam India on essential services. The following section draws on the health legislations background in Delhi in which the Oxfam Novib and Oxfam India exercise their interventions for health equity.   

3.4. Public health legislations in Delhi

In this study, it is important that I look at the current health laws and policies in Delhi. The context of health legislation is very relevant as it presents the working environment in which Oxfam India exercises its projects. Public health legislation deals with legal powers and duties of the State to make sure the people’s living conditions are healthy. The state government of Delhi regulates and provides health services as its major duties. 

According to Ashok Kumar Walia (2011) the minister of health and family welfare in Delhi state government, there are various policies on health that aim to cater for the healthy living standards of Indians. Healthcare is the third largest segment that is booming in India. The existing legislations regulate both public and private health service providers. To this end, I was concerned with public health system in this study. The enactment and enforcement of public health laws is a means for the state government of Delhi to encourage the conditions for healthier lifestyles (ibid. 2011). In this perspective, Delhi government considers law an important element of efficient healthcare policy and practice by public and private stakeholders. 

The State of Delhi implemented a number of national health programs through its directorate of health services and subscribes to the national health policy (Gupta 2004: 5). Quite recently, the State government of Delhi participated in drafting the health bill through its ministry of health. The ministry of health and family welfare of India (2011) asserted that the bill aimed to involve the principles of a rights-based approach in order to lead the actualization of collective right to health. The bill also included the underlying determinants of healthcare. The other important features of the national health bill were:
· To legalize the right to healthcare,

· To provide good treatment,

· To make the cost of treatment much more affordable,

· To provide emergency care, and 

· To address patients complaints

It is the duty of the state government to enact national legislations within the framework of the Constitution of India. The state can also have its own legislations like the drug policy of Delhi but a very few states of India have devised public health legislations of their own (Hazarika et al. 2009: 200). Until September 2011, the draft national health bill of India was not enacted yet.  

The development of legal tools that apply to health issues in Delhi aimed to contribute to effective public health strategies and help in preventing chronic diseases as well as their risks. It is in this perspective that the efforts being made so far to draft and enact legislations are very plausible to realize health justice as this section showed. The constitutional provisions are still challenged though. The right to health is still not domesticated in the national constitution of India, which limits the government’s national health policy provisions of the right to free medicines and beds to the poor and underprivileged citizens. This applies to both public hospitals and select private health facilities (Ministry of Health 2011). The following section discusses the other challenges that the Delhi health system faced. 
3.5. Major challenges of Delhi health care system 

 This section highlights the strengths and weaknesses of Delhi health care system in terms of management, expenditure, diseases, infrastructure and human resources, by using the World Bank’s essential public health functions. 

The Indian government spent 4.8 of its national annual GDP on healthcare at national level whereas the State government of Delhi itself spent 10.3% of its annual plan budget. Delhi state is among the top states with constant annual spending on health care above 6% of total plan budget during the last 20 years. Yet, the Delhi health system is still fragile due to the lack of integration of health services with socio-economic development (Das Gupta 2004: 2). 

The health system suffered from understaffing, duplication of activities by many parastatal agencies and poor services at the state-run hospitals. As for the utilization of health care, more people used hospitalization and outpatient care from private than public health owned facilities i.e. 90% and 10% for hospitalization and 60% and 40% of outpatient care respectively (World Bank 2011). The main infectious diseases in New Delhi are vector-borne such as malaria, Dengue Fever, and Chikungunya Fever; water/food borne diseases such as typhoid, hepatitis; airborne diseases such as Ari, Tuberculosis and Meningococcal. Another crucial disease is HIV and AIDS.
When it comes to achieving the MDGs by 2015 in Delhi; Jacob (2011)

doubts whether that is possible given so many hindrances in health operations, accessibility, affordability and service delivery. Jacob’s doubts are supported by World Bank extensive research. While using the essential public health functions (EPHF) indicators administered by Monica Das Gupta and Manju Rani (2004: 9-10) at World Bank development research group, I noted many weaknesses in Delhi health system as highlighted in the following diagram: 

Figure 3: Strengths and weaknesses of Delhi health system 
EPHF Scores on a scale of 0 – 1 
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Source: Adapted from Das Gupta and Rani (2004: 9)
The above graph highlighted that social participation and empowerment (Function #5) was still the lowest (19%) of all health functions in Delhi. In addition, public health laws (function #4, 26%), despite not being up-to-date, were either not known about or were enforced in very limited ways. 

The government of Delhi is charged by the constitution with monitoring, regulation, coordination and financing primary, secondary and tertiary healthcare and raise the level of people’s living standards. Through its direction of health services, the ministry of health oversees 180 dispensaries, 14 hospitals and mobile health schemes with about 1,000 medical doctors. However, health facilities were still few and underequipped for the number of population (World Bank 2011). The government was not accountable to improve the quality of health. At district level, the NGOs were involved in curative care, advocacy and awareness-raising programs. The following section wraps up on the whole chapter.   
3.6. Conclusion 

This chapter discussed the partnership of Oxfam Novib with Oxfam India. I found out that being both part of Oxfam International, the two Oxfam partners (Novib and India) are guided by the same strategies. However, Oxfam India seemed not really independent in decision making of the use of funds among others, 30% of three-year grants from Oxfam Novib.  I discussed the health legislation context of Delhi Capital Territory as well as the use of the World Bank tool (essential public health functions) which helped to highlight on the weaknesses and strengths of Delhi health system. The next chapter discusses the findings of this research through data collection process. 
Chapter 4: GLOBAL HEALTH JUSTICE:  A VALUE-ADDED APPROACH?     

4.0. Introduction 
This chapter analyses the research findings. I discuss the additional insights from the global health justice approach (GHJA) as experienced by the Oxfam Novib – Oxfam India interviewees and the fieldworkers of partner NGOs in New Delhi.  I was interested in finding out whether such insights added any value to the priority and the way health issues were addressed. Four issues were emphasized by all the respondents on which a GHJA offered the value-added insights to deal with them such as 1) inefficient health facilities and weak health systems, 2) health legislations and regulations not implemented, 3) ill-health conditions at a community level inadequately tackled, and 4) disintegrated cooperation in health. 
My intention was to find out the additional insights to be gained by the two Oxfam partners (interview 1 to 5) from a GHJ approach as compared with a more conventional rights-based approach to health (RBAH) which was my research sub-question three. I used the views of community health workers (interview 6 to 26) and NGO fieldworkers to analyse the contribution of the two Oxfam partners to health care with an intention to explain their efforts using a GHJ perspective. The respondents viewed that the ability of community members to cater for their daily health care and freedom from environmental health threats are central to health equity. 
I also use the research analytical model to link the theoretical perspectives with the research results. I discussed the similarities and differences between the right-based approaches to health (RBAH) and the GHJA. Being a more established and conventional approach in Oxfam International work, the RBAH serves as a starting point to understand and explain the tenets of health justice as experienced by the program officers and fieldworkers. The Oxfam partners understanding of a GHJA is explored in relation to a number of health equity progress indicators and frontiers. 
It is worth noting that 29 respondents participated in this study i.e. 21 community health workers (CHWs), 4 NGO fieldworkers, 2 Oxfam India and 2 Oxfam Novib program officers. A research assistant helped me to conduct interviews to the CHWs and administer questionnaires to NGO fieldworkers in New Delhi because I was not able to go to field. I applied for a visa to India in May 2011 but I got it in later August 2011 which made it impossible for me to go to India. The visa which was valid for three months was about to expire since the Indian embassy delayed to send my passport to my mailbox after stamping a visa in it. It was then not my choice to engage the services of a research assistant. It was due to the fact that I was not able to arrange to meet the interviewees in a short time that my visa was valid after receiving my passport. Though I received the passport in August, the validity of my visa started in June 2011. My research assistant was doing a pre-doctoral program at the time the interviews were scheduled. He asked the four NGO fieldworkers about their affiliation with Oxfam India and whether its contribution promoted health equity. 
While interviewing 21 CHWs, he asked them about the health situation in New Delhi, their affiliation to the selected NGOs and Oxfam India and the latter’s contribution to primary health care as well as how people with little income and the poor cope with health issues. I personally administered both structured questionnaires to Oxfam India staffs and scheduled interview to Oxfam Novib staffs mainly on their strategies to realize health justice. At the end of data collection period, one Oxfam India staff did not participate in interview and never returned the online questionnaire that I sent to her. 
4.1. The value-added insights from a GHJA in the Oxfam-Novib, Oxfam India Partnership 

In this section, I present the additional insights that helped to understand how the Oxfam Novib – Oxfam India program officers and the partner NGO fieldworkers experienced a global health justice (GHJ) approach in their work based on the interviews with them. The respondents’ views revealed how the approach was understood in principle and in practice which is the main question of this research. Basing on my interview 3 to 5 (2011) with the staffs of Oxfam Novib and Oxfam India as well as the information from questionnaires administered to the partner NGOs fieldworkers, they all revealed the staffs were trained on several occasions on the principles of rights-based approaches. They said that all their projects were framed by commitment to the rights-based aims including a right to health.    
Based on the above respondents’ experience with using RBAH, I asked them what they understood by a GHJ approach (interview 3, 2011 to Oxfam Novib) and the criteria they would consider while monitoring the impact of their health programs (interview 4 and 7, 2011 to Oxfam India). The program officers’ understanding of a GHJA entailed being broader in perspective and considering health equity to the disadvantaged people from all walks of life. They said that the approach aims to include all the people in accessing preventive care, and treatment and drugs when they fall sick.

The GHJ approach has some unique features when it comes to civic partnership interventions in health programs. The approach has the potential to add four important insights to our understanding of how private aid agencies deal with health issues. In light of such insights, we can now revisit the research analytical model (attached in Annex A), which outlined the relationship between the RBAH and the GHJA indicators and how they lead to health capabilities and health justice.
Based on my interviews with Oxfam partners’ staff (interview 1 to 5, 2011) and the analytical model, the aspirations of a GHJ approach   revealed that there is much relationship between what this approach theoretically aspires to represent and the research results.  Below are my core arguments based on the value added insights from a GHJ perspective. Each insight is presented to respond to an existing health related issue in New Delhi. The annex G further highlights the GHJ approach insights
. 
 

4.2. The inefficient health facilities and weak health systems  
The research results revealed that the heath facilities were malfunctioning and inefficient despite the intervention of Oxfam Partners. This was revealed during interviews with the community health workers (interview 6 to 11, 2011) and the responses to four structured questionnaires from the NGO fieldworkers. Even though the above respondents praised the efforts of Oxfam India, the basic services were not adequately available to the poor at the health facilities in New Delhi. 
The respondents from both Oxfam partners revealed during interview 3 to 5 (2011) that public health facilities were inefficient and malfunctioning. A recurring reason was that the major component of a healthcare sector (80%) was owned and operated by the (Delhi department of health services 2011). It was not easy for the Oxfam partners to influence a real change in the way health facilities were functioning. Despite the above limitation, the above interviewees asserted that health facilities needed to function from a local health post to a national referral hospital. They emphasized the decentralization of health services as a strategy with a GHJA. 
The respondents asserted that the local administrative units would take responsibility for quality healthcare systems and infrastructures even before the intervention of the State government of Delhi and the NGOs (interview 4 to 5, 2011). This would ensure that the populations are able to access health services near their homes. By the same token, the NGOs would continue to support some of the efforts like management, training in new health information systems, funding health research and epidemiology of new diseases and involvement in curative care. In the same vein, the interviews 14 to 26 (2011) conducted by my research assistant to community health workers revealed that more health facilities were needed for health justice to be real in New Delhi.

As regards health systems efficiency, I noticed from the Oxfam Novib staff responses (interview 1 and 3, 2011) that Oxfam Novib especially funded health research and training as well as strengthening health infrastructures. However, Delhi health system was still hampered by a number of underlying health determinants such as slums, internal immigration and unplanned development (Ministry of health and family welfare 2010). The Oxfam Novib and India respondents (interview 3 to 5, 2011) agreed with the above mentioned underlying health determinants. The latter affected and weakened the public health systems in New Delhi. 
Therefore, public health system suffers from underfunding, underutilization and poor services at the state-run hospitals. Given the above scenario, the three interviewed program officers (interview 3 to 5, 2011) and the responses from four structured questionnaires to fieldworkers all felt the need to intervene to strengthen at least a part of public-owned health facilities in their areas of operations. The above respondents pointed out that in order to realize health justice; they should not leave health systems only to the government. It is not only about cooperation here but also taking responsibility. In my opinion, the major problem I noted is initiating the cooperation with the private sector and improving their corporate social responsibility especially with the not-for profit companies as they have major shares of healthcare systems.   

The same respondents did not imply that they would run health facilities of their own in order to strengthen health systems but they would intervene in integrating health services with socio-economic development. Monica Das Gupta 2004: 2) argued that such integration was still missing, which is one of the reasons why the health systems were weak. According to interviews 1 to 5 (2011), it was not clear though what the NGOs would do to intervene to make public health systems stronger. The respondents’ intention was only that they would assist the disadvantaged people to enjoy their health rights. This section highlighted the underlying determinants that hampered public healthcare in New Delhi and other limitations that made the health systems weak. The following section discusses the non-implementation of health laws and regulations.       
4.3. Health legislations and regulations not implemented 

Using the lens of a GHJ approach, this research revealed the legislative related limitations which hindered the efforts of Oxfam partners to realize health justice in New Delhi according to the responses to four structured questionnaires from field workers administered by my research assistant in August 2011.  The most recurring limitation was that the right to health was not domesticated in Indian Constitution which remained a major loophole for the people in New Delhi to claim their rights. The same applies to the fact that there is no regional human rights mechanism in Asia-Pacific (Joseph 2008: 5). At least the mechanism would influence the domestication of the right to health in the constitutions of Asia-Pacific countries including India. 
For an effort to promote health legislation and regulation, the central government of India enacted 37 national legislations dating back to the workmen’s compensation act of 1912 to the recent biomedical waste rules of 1998. However, only three of all 37 legislations were amended to reflect the current realties. Probably the recent national health bill of 2009 was an effort to update the laws that no longer reflected the changing environment in health styles. The national health bill was drafted by the ministry of health and family welfare (2010) in order to mandate, enable, authorize, guide and where necessary limit health policies and actions by different actors. This ministry asserted that the bill had the provisions for the protection of rights in relation to health and wellbeing, health equity and justice.  Unfortunately the bill had never been enacted. 
When it comes to influencing health regulation, the program officers from both Oxfam partners (Novib and India) believed that as long as they would be using the GHJ approach, they would unanimously focus on influencing change in public health legislation according to interviews 1 to 5 (2011). The essential public health functions (EPHF) tool that I used in this research paper highlighted the major setbacks to health policies. A study that was conducted by the World Bank consultants in India (Das Gupta and Rani 2004:9) revealed that social participation (Function #5) was still the lowest (19%) of all health functions in Delhi. This argument entailed that the citizens of New Delhi did not participate in health legislation or bother much about the implementation of health laws. 
The function on social participation shows that equal public participation in health regulation and decision making is a challenge to the realization of health justice. As a GHJ approach strives to prioritize health in legislative strategies but with little success in New Delhi today, the EPHF tool showed that the public health laws received low score (function #4, 26%). Such laws were enforced in very limited ways by Delhi government. In the same vein, the Oxfam partners’ staff responses (interview 3 to 5, 2011) showed that the health policies and laws were not friendly to the poor people. The friendly health laws and policies look at collective rights instead of individual rights (O’Ne’il 2005: 429). 

The GHJ approach would encourage public participation in health regulation in order to communicate their health needs to their leaders to be taken into account. The needs for healthier conditions of the communities would likely be reflected in public health legislation. The Oxfam partners’ program officers mentioned during interview 1 to 5 (2011) stated that the approach lays emphasis not only on the legal provisions already in force but also on future policies and laws. To this end, the same respondents stated that they would use ‘Poor people friendly health policies and laws’ as an indicator for tracking health change. 
In my opinion, the above interviewees’ standpoint suggests a relationship being drawn between interventions that seek to influence policy change to better cater for the needs of disadvantaged Indians in New Delhi, and a global health justice approach. The following section discusses how the conditions from which the ill-health resulted were not adequately addressed.  
4.4. Ill-health conditions at a community level inadequately tackled
The approaches used by the government of Delhi especially investing in public health facilities did not effectively tackle the ill-health conditions as they were still prevalent in New Delhi. According to interviews 1 and 3 to 5 (2011), the Oxfam partners’ respondents mentioned that while using a GHJ approach, the health programs would focus on the right to health of all community members who are underserved and have less access to health services. The above perspective differs from the principle of individual right to health championed by the RBAH. The GHJA was then understood as an approach which considered the entire justice system in heath, and implied a more holistic approach to health care as was argued by Marks (2005).
The major health problem in New Delhi was not about funding because the state government of Delhi spent 10.3% of its total annual budget on health care (Hazarika et al 2009: 201). The issue remained that the public health sector limited the health services offered to the people with low income and the law was not protecting them to meet their health needs. In order to successfully tackle ill-health conditions, the interview 4 and 5 (2011) from Oxfam India staff posited that the poor members in the suburban neighbourhoods would be empowered by facilitating them to generate income to enable them to easily   access health services even after the NGOs phase out their programs. This sounded like a good and sustainable strategy though it needs other financial commitments to involve the affected poor people in income generating activities. 
With an effort to address health issues in New Delhi, the Oxfam partners made some contribution despite being limited. Basing on the responses to four questionnaires, all the four fieldworkers from the Oxfam India partner NGOs stated that the funds they received from Oxfam India contributed to improve primary healthcare in New Delhi. In the same vein, the interviews 6 to 17 (2011) and 23 to 26 (2011) to the community health workers (CHWs) mentioned that the intervention in health mainly enabled women to deliver at the hospital. The distance walked to reach the health facility was also reduced in the neighbourhoods of New Delhi. In addition, the people with low income were able to get basic health care and services. 

The four NGO respondents’ views expressed in their responses to structured questionnaires showed that the poor people who benefited from the partnership were able to go to the health facilities more than before. Increasing the number of beneficiaries recorded a success though the people who were reached were still few. According to the NGOs fieldworkers’ views, more than 30,000 individuals were able to access health insurance thanks to the campaign of the two Oxfam partners. The number of beneficiaries from health insurance involved about ¼ of the New Delhi population of over 130,000 inhabitants. I considered this to be an important contribution to health justice over the period of three years. 
However, the other strategies to involve other primary healthcare providers were needed to reach more poor people. For instance, the underprivileged people still received poor services as compared to other patients with relatively much income. The table below shows that the hospitals, health centres and clinics limited such services to the poor people who were unable to afford them as revealed from interviews 6 to 26 (2011). 
Table 2: The views of CHWs in relation to delivery of health services to the poor  

	Views
	Frequency 
	Percentage 

	They are given the same services regardless of income
	3
	14

	The health centres do not treat you without medical insurance or cash payment 
	 5
	24

	They are given poor services than those with much income
	13
	62

	Total 
	21
	100


Source: Interviews with community health workers 6 to 26 (2011)
As for community health workers, 62% viewed that the poor with no health insurance or cash money to pay were offered second-rate services. The CHWs suggested that more government subsidies in health would be important to ensure health equity. Probably what they were trying to say was that these subsidies would be used to finance health facilities, drugs, preventive care and other health care services. While asked what improvement they would like to see happening for health equity in New Delhi, the community health workers insisted on: 
· More decentralized health facilities and free basic drugs for disadvantaged Indians;

· All people to be given the same decent health services regardless of their income;

· More government subsidies in health sector
The above suggestions by the CHWs (interview 12 to 23, 2011) showed that the challenges in selective service delivery were authentic setbacks towards the realization of health justice in New Delhi. Their views are very relevant to the aspirations of a GHJ approach and need to be taken into account while addressing health issues. The same community health workers also emphasized that all the people should be given the same decent services regardless of their income. They were referring to the drug policy of Delhi which gives the poor outdoor patients a right to the reduction of 40% of actual costs in Delhi public and select private hospitals. The poor still received second-rate services mainly due to disjointed cooperation in health between the government and the other stakeholders as discussed in the following section. 
4.5. Disintegrated cooperation in health care 

The cooperation in health care programs aims to consolidate primary, secondary and tertiary health intervention activities in order to make the enjoyment of health capabilities a reality. The program officers from Oxfam Novib mentioned during interview 1 and 3 (2011), 
The GHJ approach makes health cooperation be understood in new different ways. Instead of implementing programs at discretion of one actor, we are reminded of a partnership purely based on international action for the reduction of poverty and health disparities. 
The program officers mentioned poverty alleviation because being below the poverty line is an underlying cause of ill-health conditions. I personally disagree with the above statement because partnership might not only be based on international action but also be localized. Localizing health cooperation is very important in order to listen and respond to the health needs of disadvantaged people. Such localization or decentralization of cooperation would promote solidarity, responsibility and accountability in health partnership with public, private and civic actors. In my opinion, while using a GHJ approach, the government would be itself more accountable not only in funding public health but also monitoring the health services from private stakeholders.
This research showed that the public and private actors involved in healthcare were not cooperating according to the interview 5 (2011) and the response to a questionnaire by the NGO fieldworkers. As I argued above, the government of Delhi operated only 20% of health care facilities. There were even poor services at the state-run hospitals (interview 17 to 22, 2011) while only less than 30% of Indian population have health insurance. More people used hospitalization and outpatient services from private than public health owned facilities i.e. 90% and 10% for hospitalization and 60% and 40% of outpatient services respectively (World Bank 2011). Therefore, the accountability of private sector remains an issue as it aims for profit maximization instead of better health for disadvantaged people. Despite a fragile and disintegrated cooperation with the other stakeholders especially with the private sector, the Oxfam partners contributed to health care in New Delhi by raising awareness of the population on health issues and assisting the underprivileged people to get medical insurance according to interview 6 to 14 (2011).  
There were also problems related to power differentials within the Oxfam partners. Oxfam India is one of the NGOs that tried to manage its emerging partnership with other donors especially the members of Oxfam International to intervene in health justice projects though it was unable to implement its self-initiated projects basing on interview 4 (2011).  How then did Oxfam India cope with the often imbalanced power relations to put on the agenda its urgent programs for poor Indian people? The briefing by Oxfam Novib change manager left some suspicion whether the Oxfam Novib really stuck to its self-praised strategies including the RBAs. During my interview 2 (2011), the change manager pointed out,
At times, you may not fund what the Southern partner NGOs wish. As a co-financing donor, we are under the Dutch government pressure to change partnership strategies and to show results. We are under budget constraints [funds drying out, government austerity measures, and cuts] and the whole aid industry changes strategic interests. 

I  appreciated the relatively good working relationships between Oxfam Novib and Oxfam India (Oxfam India 2010: 41); however the above statement entailed that quite often the Oxfam India had little influence to push for partnership change and participatory decision making. The research results   though revealed something different. For instance, the interview 4 (2011) to the Oxfam India’s program officer in regard to its working relationship with Oxfam Novib stated that the relationship focused on learning from each other. Further views about this relationship from Oxfam India program officers and NGO fieldworkers were compiled and attached in annex F). The views highlighted the emphasis of NGO relationship with Oxfam India and the benefits of the underserved population. Both Oxfam India staff (interview 4 and 5, 2011) and NGO fieldworkers (responses to four structured questionnaires) agreed that their relationship considered mutual positions and stuck to service provisions to the beneficiaries.  
However, if there were an integrated cooperation, more people with no health insurance might not be refused treatment or healthcare in hospitals which contradicted the major goal of a GHJ approach. This section responded to the research sub-question three on additional insights that can be gained by the two partners from a GHJ approach as compared with the RBAH. It outlined and discussed four value-added insights from a GHJ approach. The following section looks at the extent to which the approach could actually inspire the Oxfam partners to address all health disparities.     
4.6. Do the aspirations of a GHJ approach go far enough? 
This section analysed the strides of a GHJ approach. After presenting its value-added insights above, I wanted to know whether that is enough to address health disproportions in New Delhi.  It is then worth revisiting the limitations of health capabilities theory as being narrow with insufficient attention to power, social construction and constraints on choice as pointed out by Clark (2006) and Robeyns (2003). Unfortunately, such limitations also affect the GHJ approach as it bases its aspirations on creating capabilities and functionings for the underprivileged people. Its value-added insights, though much inspiring on integrated cooperation emphasis might not adequately aspire to address all health issues and accountability problems much far better than the RBAH.
In my opinion, a GHJ approach added significant value but is not a do-it-all approach. It is still complementary to the RBAH and there is no need to abandon the latter. There are still similarities and differences that result from either using a Rights-Based Approach to Health (RBAH) or a GHJ Approach in the work of the Oxfam partners in this study i.e. Novib and India. The similarities might have been intentional or the partners may not even have been conscious of the health justice realization since GHJ is quite a new approach. I first discuss the RBAs as well-established approaches in all the work of the members of Oxfam International. Then I analyze the points of convergence and divergence between the two approaches. 

4.6.1. The Rights-based approaches in Oxfam Novib – Oxfam India: Rhetoric and Practices

The Rights-based approaches (RBAs) are long time conventional approaches in Oxfam International development work. This section explores the Oxfam partners (Novib and India)’s rhetoric in understanding and applying RBAs to health (RBAH) and how they are practically experienced by the program officers and fieldworkers. The RBAs are conceived as frameworks for the process of human development intervention based on protecting and promoting the inalienable rights of human beings. In practice, the understanding of such approaches is lost or influenced by other situations. 

Sophie Conin conducted an extensive research on RBAs within the Oxfam Novib. Her findings were very critical and inspiring from an insider’s perspective. Conin (2009: 31, 43-44) asserted, 
While Oxfam Novib is acknowledged by its sister organizations as an early adopter of RBA, if it is expected to produce proof of its expertise in RBAs, this might not be readily available. 
Conin was trying to say that the understanding and interpretations of RBAs vary even among the Oxfam’s staff. She implied that RBAs are contradictory, ambiguous and risk not meeting the development goals for which they claim to advocate as long as the fieldworkers confuse them.

There is still an ambiguity of RBAs as perceived by the Oxfam Novib staff in understanding and applying them. Still, the RBAs share some features in common with the GHJ approach especially when it comes to advocating for health equity. Within Oxfam India, the right-based approach was understood as striving to secure the right to a life with dignity by actively engaging people and policy makers in the inclusive development of society (Oxfam India 2011). On strategic point of view, Oxfam India perceives that all its work is framed by commitment to rights-based aims (interview 4, 2011).  Oxfam India’s rhetoric becomes problematic as it reserves the right to bypass its strategic orientations while seeking public, private or civic partners in its life-transforming programs. 
The RBAH has its limitations as the root approach itself (RBAs) has varying interpretations within Oxfam partners. Its legal enforceability limitations are consequently applicable to the global health justice approach. As long as health disparities are being integrated into rights discourse (Meier 2007: 551) both RBAH and GHJA matter to the international civic partnership in health projects funding. The discussion on perception and application of RBAs was a starting point to analyse how the two partners understood a GHJ approach. The latter may also risk to being confused as long as it shares some principles with the RBAH. The following section explores the points of convergence and divergence between the two RBAH and GHJ approaches. 
4.6.2. From RBAH to GHJA: The points of convergence and divergence 

There are a number of similarities as well as some differences between the rights-based approaches to health (RBAH) and the global health justice (GHJ) approach. Basing on primary interviews 1 to 4 (2011), the Oxfam India and Oxfam Novib staff responses; they focused on ‘poor people friendly health policies and laws’ and ‘freedom from environmental health threats’. They were giving their views to question 3 and 6 respectively i.e. progress indicators to monitor the realizations of healthcare interventions using RBAH) and question 4 and 7 i.e. progress indicators using GHJA). The friendly health laws and policies focus on collective rights instead of individual rights. Such potential insights from a GHJA added new frontiers to the aspirations of RBAH not only in monitoring health programs impact but also in planning and implementation processes.  
While collective right to health is emphasized by a GHJA, freedom from environmental health threats is a point of a convergence between the two approaches. The four interviewed program officers (ibid. 2011) also thought that the following indicators mark the points of convergence that both approaches aspire to promote: 
a) Increased government’s financial provisions in HIV and AIDS prevention and treatment  

b) Increase in number of people able to get care from nearest health facility (hospital or medical/health centre)

c) Community members able to monitor their daily health and

d) Timely and appropriate healthcare to all the people.

I observed in many instances that despite the notable advances of a GHJ approach, there is also much in common between what contributes to RBAH and what is fundamental to GHJ approach. I admit that the Oxfam partners’ respondents were not very familiar with the GHJ Approach. Fortunately, after being shown its key aspirations, the same respondents were able to consciously relate it to how they understood the RBAH, which they had all been working with in some way. The GHJA was understood as part of global social justice. This too made it appear an extension of the previously praised RBAH rather than a completely new approach (Bankovsky 2011: 96). 

Basing on the new possibilities for more strategic intervention opened by the GHJ approach, the Oxfam partners’ respondents (interview 1 to 3, 2011) were quite keen to consider the adoption of GHJA
. However, the Oxfam India staff might be justifiably more conservative in their perspectives (interview 4 to 5, 2011), since they still needed time to become familiar with the approach in the first place. However, this was not an objective of this study. The points of divergence were discussed above as value added insights from a GHJ approach. The above statements answered the research sub-question two which asked about the points of convergence and divergence between the two approaches. The next section rounds off this chapter. 
4.7. Conclusion
Chapter four put together all the research results and derived some correlations from the findings. I discussed the value-added insights from a GHJ approach as well as some of its limitations that hinder the realization of health justice aspirations. I analyzed the points of convergence and divergence of the two competing yet complementary approaches i.e. the RBAH and GHJA. The chapter revealed that the rhetoric behind RBAs has been practically contradictory and ambiguous no matter that it was basically mainstreamed in health interventions. The RBAs legal enforceability limitations were unfortunately applicable to the GHJA.

The chapter laid emphasis on the value added insights while using a GHJ approach. The findings highlighted that some issues not previously underscored in RBAH re-emerged through GHJ approach’s lens. Such health issues are inefficient health facilities and weak health systems, health legislations and regulations not implemented, ill-health conditions at a community level inadequately tackled, and disintegrated cooperation in health. The contribution of Oxfam partners in addressing them was also discussed. The following chapter concludes on the entire study. 
Chapter 5: REALISING HEALTH JUSTICE: NO ONE-SIZE-FITS-ALL APPROACH    

5.0. Introduction 
This chapter sums up the discussions of my whole research paper. I conducted this research due to the gap in literature (Joseph et al. (2008: 5) and Rani (2004) about the linkage between health care and social justice in New Delhi. Health equity was not integrated in a truly sustainable development of Delhi. The study aimed to find out how a global health justice (GHJ) approach can explain the cooperation of Oxfam Novib and Oxfam India in strengthening health care systems in New Delhi. The study highlighted that a GHJ approach has significant value-added insights while addressing health disparities compared with the rights-based approaches to health (RBAH). However, I conclude the research that a GHJ is not a one-size-fits-all approach. It has limitations though it enriched the way the NGOs dealt with health inequalities. I also suggest a further area of research. The next section brings to light the major value added insights of a GHJA. 

5.1. The value-added insights of a GHJA: Compatible with health capabilities?
The research findings revealed that a GHJ approach helped to come up with four major insights highlighting the new ways to deal with health issues in New Delhi. I then wondered whether they are compatible with enjoying and achieving health capabilities. Such added-value insights are: 1) inefficient health facilities and weak health systems, 2) health legislations and regulations not implemented, 3) ill-health conditions at a community level that were inadequately tackled, and 4) disintegrated cooperation in health. 

The theory of health capabilities though endorsed by a GHJ approach (Ruger 2009: 294) is controversial since choosing capabilities depends on the person setting the agenda.  As I argued in this research, Sen and Nussbaum’s capability approach was criticized of being too narrow with no sufficient attention to power, social construction and constraints on choice, too much prescriptive, universalistic and formulated at a highly abstract level (Clark 2006, Roybens 2003). In this research however, I preferred limiting myself to contextualizing the health capabilities to New Delhi. I noticed that there are close relationship between the GHJ approach’s value-added insights to the central health capabilities. 


The insights brought to light some issues which were not previously stressed in RBAH. The issues like inefficient health facilities and weak health systems, non-implemented health legislations and regulations, inadequately tackled ill-health conditions at a community level, and disintegrated cooperation in health re-emerged through a GHJ approach’s lens. In case the above insights gained central focus in health intervention, the basic health capabilities such as health, bodily health, sense, emotions, thought, and affiliations would be given a due consideration. Highlighting the above insights responded to research question three which asked, “What additional insights can be gained by Oxfam Novib and Oxfam India from the GHJA as compared with RBAH?” I will discuss below how the approach revitalized the focus on health equality in Oxfam partners’ work.  
5.2. GHJA reinvigorated the NGO advocacy for health equity
The GHJ approach is an open-ended theory as it emphasizes global partnership and responsibility for health intervention as was claimed by its developer Jennifer Ruger (2009: 282). This research highlighted that through the lens of a GHJ approach, the NGOs would tackle a number of health issues not previously underscored by a conventional rights-based approach to health (RBAH according to interviews 1 to 5 (2011). However, Ruger did not go further to hold accountable either the government or private aid agencies including NGOs for paying no attention to some health inequalities. 
Handmaker and Berkout (2010: 180) argued that the dynamics of civil society speak to the interactions with the state while mobilizing social justice. Their statement entailed NGOs’ advocacy for the state accountability. As Oxfam India acted within the State of Delhi, it had an opportunity to engage in civic-driven change though it did not conspicuously seize it. For instance, Delhi government spent more money on health (10.3% of its annual budget) than the rest of other Indian states during the last 20 years (Hazarika et al. 2009: 199). But there was no accountability measures on quality and service access since health activities were duplicated by multiple public actors which resulted in waste of efforts and funds to achieve health justice.  
I personally supported the value-added insights from the GHJ approach revealed from interviews 1 to 5 (2011) to the Oxfam partners’ i.e. Oxfam Novib and Oxfam India staff, NGO fieldworkers (four structured questionnaires) and community health workers (interview 6 to 26, 2011). However, the advocacy of Oxfam partners had limitations while focusing on the state government of Delhi as long as the major component of healthcare sector (80%) was owned and operated by the private providers. While GHJ approach may be applied in the work of Oxfam partners in New Delhi, it may not necessarily apply to other areas or countries of operations since the realities differ. However, recommending the approach is not an objective of this research. 
The contribution of Oxfam partners on curative care, mass mobilization and campaigning for better health and involvement in research and trainings applied to the researched areas. In its “new strategy 2010 – 2015”, Oxfam India (2010: 19) advocated for availability and affordability of generic drugs at the health facilities in New Delhi. Nonetheless, it became problematic at the whole area of Delhi given the limited sample used in this study. Despite this limitation, the GHJ approach revitalized the intervention strategies of Oxfam partners to cooperate with other stakeholders to collectively address health inequalities. This included influencing health legislative change, tackling health issues at a community level and ensuring well functioning and strengthened health systems. The above statements answered the main research question which asked, “How, from a GHJ perspective, can the Oxfam partners’ health partnership be understood in principle and practice?” The following section looks at the major challenges.  
5.3. Towards health justice in Delhi? The challenges loom large
In a GHJ perspective, the issues of health systems efficiency, quality of healthcare and affordability of health services and drugs were seen to have a central focus. The approach entails giving opportunities to all the people to achieve and enjoy better health capabilities. A GHJA endorses a number of basic health capabilities and it is embedded in realising the right to a better standard of healthcare. Despite its appreciative strides, the GHJ approach has so many operationalisation impediments. The latter are related to various challenges identified by the Oxfam partners’ program officers (interview 4 and 5, 2011) while they thought of using the GHJ approach.  
 The NGO fieldworkers’ responses to four structured questionnaires equally revealed that the major challenge that the population below the poverty line face is; ‘limited services by public health facilities’. If health justice is not fulfilled, people are unable to enjoy other rights because their body cannot function. As long as the poor Indians in New Delhi cannot be treated even when they can pay later, this scenario contradicts the principles of both RBAH and GHJ approaches. The legislative related challenges were also revealed. The most recurring was that the right to health was not domesticated in Indian Constitution which remained a major loophole for the people in New Delhi to claim their rights. 
For instance, I can revisit the court order of 22 September 2009 by the High Court of Delhi. It resulted from a lawsuit filed by All India Lawyers Union (Delhi Unit) vs. Govt of National Capital Territory Delhi and others (Government of Delhi 2010).  This court order showed that realizing health justice is difficult though possible. It guaranteed 40% reduction on actual medical costs in Delhi public hospitals paid by the disadvantaged outdoor patients mostly below the poverty line of 1$ a day. The order was slowly if at all implemented. The interviews and responses to questionnaires showed that a GHJ is not a one-size-fits-all approach though it enriched the way the NGOs dealt with health inequalities by looking at various new dimensions of interventions. However, while using the approach, the actors would be more accountable not only in funding but also by monitoring and evaluation of health services even from the private providers in New Delhi.  
5.4. Area of further study
This research investigated the understanding of health partnership of Oxfam India and Oxfam Novib in principle and in practice. It was limited to analysing such understanding through the lens of a global health justice (GHJ) approach. The research showed that though the GHJ approach may be broader than the rights-based approaches to health (RBAH), both approaches aim to tackle health disparities with competing yet complementary procedures. Therefore, there is a need for a study to thoroughly investigate the realization of health equity using a combined rights-based health justice approach in strengthening healthcare systems. The new approach would be stronger and apply to wide research area. It would be better not to be limited to the NGOs’ interventions but also include the private health providers for accountability and equity purposes. Hopefully, the constraints of a GHJ approach that stem from its embedded capabilities theory would find convincing justification.     
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APPENDICES 

Annex A:  The research analytical model   
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Annex B: International standards and norms related to health justice
	Human right instrument 
	The articles corresponding to the right to health 
	Year of entry in force

	UDHR: Universal Declaration of Human Rights  
	Article 25
	1976 

	ICECSR: International  Convention on Economic, Social and Cultural Rights
	Article 12: Everyone has the right to the highest attainable standards of physical and mental health
	1976

	CEDAW: Committee on Elimination of all forms of discrimination Against Women
	Article 12: Pre and post-natal care with equal access to health care facilities and health care for all women
	1981

	CRC : Convention on the Rights of the Child
	Article 24: It has very elaborate provision on the right to health that applies to all children. It also emphasizes the highest attainable standards of children health as in ICESR (12)
	1990

	      ICERD: Convention on the Elimination of All Forms of Racial Discrimination 
	Article 25: stipulates the right to public health and medical care to everyone without distinction as to colour, race or ethnic origin
	1969 

	ICRMW: Convention on Migrant Workers 
	Article 28: requires state parties to provide emergency medical care to migrant workers and members of their families
	1990


Source: Elaborated from OHCHR (2011)
Annex C: List of All Oxfam India partner Organizations in New Delhi

	No.
	Oxfam India’s partner NGO in New Delhi

	1
	Action India 

	2
	ANHAD

	3
	Centre For Social Research 

	4
	Centre for Alternative Dalit Media (CADAM)

	5
	Centre for Education (CEC) 

	6
	Centre for Media Studies (CMS) 

	7
	Control Arms Federation of India 

	8
	Consortium for Trade and Development (CENTAD)  

	9
	CREA 

	10
	Empowerment for Rehabilitation, Academic & Health (EFRAH)*  

	11
	Environics Trust 

	12
	Institute of Human Development (IHD)  

	13
	Partners in Change  

	14
	Panos Institute India  

	15
	PRADAN  

	16
	PRAYAS*

	17
	Rajeev Neelu Kachwaha Public Charitable trust  

	18
	SEWA Bharat  

	19
	SAMA*

	20
	Society for Rural, Urban & Tribal Initiative (SRUTI)*

	21
	Society for All Round Development  

	22
	SWADHIKAR 


Source: Oxfam India annual report 2010: 63, 68

Annex D: Sampling procedure 

CHWs sample selection

	CHWs / 

            NGOs
	SRUTI
	PRAYAS 
	SAMA 
	EFRAH

	1
	S
	
	S
	

	2
	
	S
	
	S

	3
	S
	
	S
	

	4
	
	S
	
	

	5
	S
	
	S
	

	6
	
	
	
	S

	7
	S
	
	S
	

	8
	
	S
	
	S

	9
	S
	
	
	

	10
	
	S
	
	S

	11
	
	
	S
	

	12
	
	S
	
	S

	13
	
	

	14
	
	S


By taking into account the population standard deviation, 5 CHWs were selected for SRUTI, PRAYAS and SAMA while 6 CHWs applied to EFRAH. To make sure they all have equal chance of being selected, both odd and even numbers were assigned randomly and no number was selected more than twice in all four categories. They were finally clustered following their geographical proximity. This resulted into three clusters. After fieldwork exercise, all interviews were scheduled and the questionnaires were returned except one from Oxfam India. Such staff remained unreachable even after fieldwork.
Annex E: Research Plan and Budgeting

Researcher: Nelson Juve Mugarura, SB 0988

Topic: 

Realizing Global Health Justice: Dutch-Indian Civic Cooperation 

in Strengthening Health Care Systems in New Delhi

Research period: July – August 2011

Time schedule 

	Activity 
	Timeframe 

	Submission of RP design 
	10 June 2011 at 12h00hrs

	Literature review
	11 June – 28 July 2011

	Data collection 
	30 June – 15 August 2011

	Analysis of data, discussion and interpretation of findings
	16 August – 30 August 2011

	Writing conclusions
	2 September – 14 September2011

	Submission of RP first draft
	17 September 2011

	Research paper seminar 
	26 September – 5 October 2011

	Final editing 
	6 October – 14 November 2011

	Submission of RP final version
	15 November 2011--


Annex F: Data collection instruments / tools

Oxfam India --- Questionnaire: Please tick the box as you judge appropriate 

The questions below are mainly related to the achievements in health sector of your partnership with Oxfam Novib from 2008 – 2010.

Respondent function:  ---------------------------------------------- Sex: ------------------

OIQ1. How do you perceive your relationship with Oxfam Novib today as part of single management structure?
A) [image: image48.emf] 
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Mutually benefiting

B) Emphasis on Oxfam India accountability to Novib, not vice versa

C) [image: image50.emf] 

 

Focus on learning from each other [image: image2.emf] 

 


D) [image: image51.emf] 

 

Equal participation in programs decision making

E) Any other perception, please specify ……………..

OIQ2. What health programs do you focus on (health components you fund) resulting from your partnership with Oxfam Novib? 

A) [image: image52.emf] 

 

[image: image53.emf] 

 

[image: image54.emf] 

 

[image: image55.emf] 

 

Health infrastructures (physical, human, material)

B) Health research / training

C) Health informatics

D) Essential drugs

E) Any other program, please specify ----------------------------------

OIQ3. What notable strands of national and/or Delhi health policy cum laws have you influenced?
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Domestication of the right to health in Indian constitution

B) [image: image59.emf]                                              Source:   My own construction adapted from  Das Gupta and Rani (2004: 9)      Essential Public Health Functions  

1  Health situation monitoring and analysis  

2  Epidemiological Surveillance  

3  Health Promotion  

4  Public health laws and their enforcement  

5  Social Participation and Empowerment  

6  Development of policies and  planning  

       7  Ensuring equitable access to health services  

8  Human resource development and training  

9  Ensuring the quality of health services  

      10  Research, development, and innovation  

      11  Management capacity to organize services   

      12  Reducing impact of emergencies &        disasters  

Affordability of essential drugs

C) Health insurance scheme to the poor

D) Non-discrimination in emergency health services

E) Coverage of quality healthcare to rescheduled castes in Health Bill 

F) Any other aspect, please specify? ----------------------------------------------  

OIQ4. What were the results of health campaign/ advocacy work you undertook? 

A) Increase in number of people with health insurance

B) Decentralization of health services

C) Primary health care became affordable

D) Maternal and child mortality reduced

E) Any other result, please specify --------------------------------------------

OIQ5. While becoming a self-financing NGO, what will be your major focus in health interventions in New Delhi?

A) Strengthening health facilities (centers /hospitals/ mobile van clinics)

B)  Facilitating health access in poor suburban neighborhoods

C) Campaigning/ advocacy on health service to the poor below poverty line

D) Focus on income generating activities to enable the urban poor access to health service

E) Any other focus, please specify ---------------------------------------------------
OIQ6. What criteria do you emphasize while tracking the achievement to the right to health interventions using the rights based approach to health?

A) Reduction of HIV and AIDS prevalence rate and care of people living with HIV and AIDS

B) Community members able to monitor their daily health

C) Timely and appropriate healthcare to all people

D) Equitable access and affordable health services by the poor 

OIQ7. Suppose you are using global health justice approach, which indicators would you consider monitoring your health programs’ impact?

A) Access to maternal and child health care irrespective of income

B) Availability of essential drugs

C)  Freedom from environmental health threats and hazards

D) Solidarity, responsibility and accountability in health partnership with public, [image: image3.emf] 

 

private and civic actors

E) Friendly health policies and laws to the poor people 

OIQ8. Would you prefer assessing your health interventions progress in terms of global health justice approach or RBAH?

A) Continue using rights based approaches to health only

B) Using global health justice alone

C) Using global health justice approach alongside RBAs to health

D) Using both approaches’ indicators at equal pace

Oxfam Novib Questionnaire – Please tick the box as you judge appropriate 

Respondent function:  ---------------------------------------------- Sex: ------------------

ONQ1. What are the major health programs did you fund to Oxfam India over the last three years (2008-2010)?

A) Health campaigning for policy change

B) Awareness-raising processes on primary health care access

C) Strengthening health infrastructures

D) Health research and training

E) Any other program, please specify ------------------------------------------- 

ONQ2. How do you perceive Oxfam Novib partnership with Oxfam India in single management structure? 

A) Mainly for knowledge-exchange

B) Emphasis on Oxfam making major decisions on partner programs?

C) Oxfam Novib sharing technical know-how / expertise with Oxfam India?

D) Any other perception, please specify -----------------------------------------

ONQ3. What progress indicators do you focus on to track realizations of your health interventions using rights-based approaches to health?

A) Access to quality healthcare and affordable vital drugs

B) Reduction in # of HIV/AIDS infection and treatment to the infected people

C) Increased governments financial provisions in HIV and AIDS prevention and [image: image4.emf] 

 

treatment

D)  Increase in # of people able to get care from nearest health facility (hospital, clinic)

E) Any other indicator, please specify ------------------------------------------------- 

ONQ4. Assume Oxfam Novib is using global health justice approach, which indicators would you consider tracking change for your health interventions?

A) Quality healthcare systems and infrastructures (health centers, hospitals, mobile van clinics)

B) Freedom from environmental health threats and hazards[image: image5.emf] 

 


C) Solidarity, responsibility and accountability in health partnership with public, private and civic actors[image: image6.emf] 

 


D) Poor people friendly health policies and laws 

ONQ5. Would you consider using global health justice approach in the future for programs health assessments?

A) Using global health justice alone

B) Using global health justice approach alongside RBAs to health

C) Continue using rights based approaches to health only[image: image7.emf] 

 


D) Using both approaches’ indicators at equal pace
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ONQ6. What else do you think of global health justice approach?

----------------------------------------------------------------------------------------------------

----------------------------------------------------------------------------------------------------

-----------------------------------------------------------------------------------------------------

NGOs Questionnaire --- Please tick the box as you judge appropriate 

NGO name: ------------------------------------------------------------Location: --------------- 

Function of respondent -------------------------------------------------Sex: ----------------

NGQ1. Since when is your organization affiliated to Oxfam India?

In what capacity:

A) Contracting NGO 

B) Fund recipient NGO

C) Consulting NGO

D) Any other reason, please specify -------------------------------------

NGQ2. Have you ever been to the meeting of Oxfam India – Oxfam Novib partnership?

Yes


No

If yes, so you think their partnership contributed to health improvement in New Delhi?

Yes


No

NGQ3. How do you view your relationship with Oxfam India?

A) Program results-oriented 

B) Beneficiary-centered

C) Limited room for our NGO decision-making

D) Mutual positions are considered

E)  Any other view, please specify ------------------------------------------------

NGQ4. Thanks to the partnership, poor people benefited in terms of:

A) Affordable  drugs

B) Easy access to health centers/ hospitals/ clinics

C) Availability of healthcare services closer to communities

D) Many people going to the hospitals/ health centers than ever before

NGQ5. Has your NGO ever used the funding from Oxfam India in New Delhi for any of the following: 

A) Supporting health infrastructure 

If yes, which health center/hospital did you subsidize?---------------------------------------------------------------------------------------------------------------- ------------------

B) Advocacy on health access

C) Influencing health policy/ law

D) Awareness-raising on primary health care 

E) Any other function, please specify --------------------------------------

NGQ6. How many people got health insurance thanks to your campaign in New Delhi?

A) 1 – 5000 individuals 

B) 5001 – 10,000 individuals 

C) 10,001 – 20,000 individuals

D) 20,001 – 30,000 individuals

E) 30,001 – more individuals

NGQ7. What challenges do poor people encounter to claim their unmet right to health?

A) The right is not domesticated in Indian constitution

B) No regional human rights mechanism in Asia-Pacific

C) Little funding of health sector by the government

D) Health is not considered an important issue by the district administrative government

E) Their services are limited by public health facilities (hospitals, health centre) 

F) Any other challenge, please specify ---------------------------------

Interview Schedule with Community Health Workers – New Delhi

Sex: ---------------------------------
Age: ---------------------------------

CHQ1. Do you know about Oxfam India?  Yes
  No
    Since when? ----------

CHQ2. Have you ever heard of its partnership with any of the following NGOs?

A. EFRAH    

Yes


No 
B. PRAYAS

Yes


No
C. SAMA

Yes 


No
D. SRUTI

Yes


No
CHQ3. What major diseases that affected the community members here last year? 
A) Malaria
B) Tuberculosis 
C) Respiratory diseases (asthma, acute respiratory inf.) 
D) HIV and AIDS
E) Water borne diseases: cholera
F) Pregnant women diseases
G) Childhood diseases (measles, diphtheria, ) 
CHQ4. What did any of the above NGOs contribute to the primary healthcare? 

A) Many more women delivered at the hospital last year

B) The drugs became much more available/affordable

C) People with low income get appropriate care and health services they need

D) Children’s infectious diseases reduced

E) Any other contribution?--------------------------------------

CHQ5. How long distance does most people use here to get to the nearest health center/hospital?

A) 1 – 5 miles

B) 6 – 10 miles 

C) 11- 15 miles 

D) 16 and more miles

CHQ6. How are primary health care services delivered to people with little income?

A) They are given the same services regardless of income

B) The health center do not treat you without medical insurance or cash payment

C) They are given poor services than those with much income

D) Any other reason, please specify -------------------------------------------------

CHQ7. What improvement would you wish to happen in New Delhi for equity in health? --------------------------------------------------------------------------------------
Annex G: Summing up the GHJA additional insights  
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Source: my interviews with Oxfam Novib  - Oxfam India program officers 
Annex H: Partner NGOs’ relationship with Oxfam India 

[image: image10.emf]                                               Scores on a scale of 0  –   1       Source:   my interviews with NGOs fieldworkers  

NGQ  NGO r elationship with Oxfam India  

3A  Program - results oriented   

3B  Beneficiary - ce ntred  

3C  Limited room for our NGO decision - making  

3D  Mutual positions are considered  

NGQ  Health benefi ts to  the  poor people  

4A  Affordable drugs  

4B  Easy access to health centres/hospitals/clinics  

4C  Availability of accessible healthcare services   

4D  Increase in people going to hospital than before  

NGQ  Insurance coverage thanks to  the  campaign  

6A  5001  -   10,000 individuals   

6B  10,001  -   20,000 individuals  

6C  20,001  -   3 0,000 individuals  

6D  30,001   -   more individuals  


Annex I: Oxfam Novib- Oxfam India commitment to a GHJA
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	Oxfam 
	Commitment to a GHJA
	Freq
	%

	India
	Using GHJA alongside RBAs to health
	2
	33

	Novib
	Using both approaches' indicators at equal pace 
	2
	67


Source: my interviews with Oxfam Novib  - Oxfam India program officers 
Realizing Global Health Justice?
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�  I attached a diagram on summing up the respondents’ views on the GHJA additional insights in Annex G





� Annex I shows the extent to which Oxfam Novib and Oxfam India have varying degrees of commitment to a GHJ approach
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