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PREFACE 

The Government of India (GoI) spends close to Rs. 14 lakh crores annually on development 
activities, through nearly 750 schemes implemented by Union Ministries. To improve the 
effectiveness and efficiency of public finance, and the quality of service-delivery to citizens, all 
schemes have been mandated to undergo third party evaluations, to provide an evidentiary 
foundation for scheme continuation from 2021-22 to 2025-26. In 2019, the Development 
Monitoring and Evaluation Office (DMEO), NITI Aayog was assigned the task of evaluating 28 
Umbrella Centrally Sponsored Schemes (UCSS), which  are  schemes/programmes funded jointly 
by the Centre and the States and implemented by the States. This historic exercise, undertaken 
between April 2019 and February 2021, evaluated 125 Centrally Sponsored Schemes (CSS), 
under 10 Sectors, together covering close to 30% of the GoI’s development expenditure, 
amounting to approximately Rs. 3 lakh crore (USD 43 billion) per annum. 
 
In order to fulfil this mandate to the highest standard possible, to optimize both the robustness 
and the uptake of the evidence generated, DMEO adopted a nationally representative mixed 
methods evaluation methodology and a consultative review process for the reports. Through 
qualitative and quantitative analysis of secondary literature, analysis was done at three levels: 
the sector, the umbrella CSS and the scheme itself. The studies thus produced then underwent a 
review process involving consultations with NITI Aayog subject matter divisions, concerned 
Ministries and Departments, and external experts. 
 
The present report is an outcome of this evaluation study and presents an analysis of the Health 
Sector based on primary and secondary data collection. In this Report, we seek to cover Health 
Sector in India, identifying the intended and actual contribution of GoI schemes to sector 
outcomes. This includes areas for more focused effort to achieve national priorities/SDGs. It also 
identifies opportunities for convergence of the schemes within the sector to other developmental 
programmes of the Central Government. 
 
We hope that this Report will further our understanding of the Health Sector and help us move 
towards achieving the Sustainable Development Goals and the National Development Agenda, to 
promote the well-being of all sovereign citizens of India. 
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Sectoral Analysis 

India has recorded several gains in health since the last decade by improving life expectancy, 
reducing fertility rates, reducing maternal and child mortality rate. Focused efforts have been 
made to meet the targets set under Sustainable Development Goals (SDGs). Further, the share of 
public sector has also improved in the last five years. 

The burden of communicable diseases like tuberculosis and malaria still remains high. 
Simultaneously, the incidence of non-communicable diseases like cancer, diabetes etc. is also 
increasing rapidly.   

Further, health sector in India is highly fragmented in terms of service providers. Significant 
proportion of the health needs (OPD and IPD) of the population are served by the private sector 
(formal and informal). 

Further, the fragmentation is not just in terms of provision of healthcare in the country, but also 
in terms of other dimensions such as financing, service delivery, insurance coverage (risk 
pooling), standardisation in use of IT/Technology, quality of care standards etc (NITI Aayog, 
2019). The public sector has multiple levels of care: SC, PHC, CHC, SDH, DH, Medical Colleges and 
Super Speciality Tertiary Centres. Unclear/uncontrolled referral pathways lead to random health 
seeking behaviour of patients among multiple levels in search for care (NITI Aayog, 2019).  

While continuum of care has been well conceived, the tertiary care institutions are serving a 
significant proportion of primary and secondary care requirements as well. Because of relatively 
weak primary care system and broken referral pathway, tertiary care public health facilities are 
often overburdened with primary and secondary care patients. 

Though evidence suggests improvement in health indicators, the affordability of healthcare still 
remains a key issue in the country. The major contributor to total healthcare expenditure is the 
out of pocket expenditure on healthcare (National Health Accounts, 2018).  

A detailed analysis of the Indian health sector has been presented in this report. Section 1.1 
describes the evolution of the health sector in India post-independence. Section 1.2 discusses the 
performance of the sector. Section 1.3 discusses the inter-sectoral convergence of ministry of 
health and family welfare with different ministries. Sections 1.4 identifies the upcoming trends in 
the sector. Section 1.5 highlights the challenges faced by the sector.  

1.1 Background 

While public health falls under the State list, the Ministry of Health and Family welfare plays a 
critical role in shaping the sector through National Health Policies, centrally sponsored schemes, 
central sector schemes, and institutions for research & development. 

While public health is a state subject under the Constitution of India, the Central Government has 
given directions and thrust to the healthcare regime in India through many national 
programs/CSS (Baru, 2013). The Constitution of India, in Schedule VII, identifies various 
components of healthcare under Union, State, and Concurrent lists as detailed below: 
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* subject to the provisions of entries 63, 64, 65 and 66 of Union List; 

1.1.1 Evolution of public health care 

Development of the health sector has been a priority area for policy makers since Independence. 
The first National Health Policy (NHP) was formulated in 1983, incorporating the aspiration 
envisioned in Alma Ata Declaration (1978), with a focus on the provision of primary healthcare 
to all by 2000.  This was followed by NHP (2002) in the backdrop of Millennium Development 
Goals (MDGs).  

Table 1-1: Highlights of evolution of public healthcare in India (1947-present) 
Period Focus Key Events 
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 Bhore Committee (1946) laid out a proposal for a national program of 
health services in India stressing on the importance of integration of 
preventive care and curative treatment;  

 National Malaria Eradication Program (1958) was launched to combat the 
international threat of malaria; 

 Mudaliar Committee (1959) assessed the progress made in relation to 
broad areas of Bhore Committee recommendations and advised to 
consolidate and build on the gains in the field of public health and medical 
relief. 
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 National Tuberculosis Program (1962) gave operational guidelines for 
Tuberculosis Control; 

 National Goitre Control Program (NGCP) was launched in 1962 ( now 
called National Iodine Deficiency Disorders Control Program(NIDDCP) 

 Chadha Committee (1963) outlined details of requirements related to 
planning and functioning of PHCs and performance of National Malaria 
Eradication Program; 

 Mukherjee Committee (1965) reviewed staffing pattern and financial 
provision under Family Planning Program; 

 Jain Committee (1966) looked into medical care services; 

 Jungalwalla Committee (1967) reviewed integration of health services, 
abolition of private practice by doctors in government services, and the 
service conditions of doctors; 

 Kartar Singh Committee (1973) studied the issues of integrated services, 
training, and mobile services; 

 Minimum Needs Program (1974–78) was launched for social and 
economic benefits to the underprivileged;  

 Shrivatsava Committee (1975) deliberated on medical education and 
manpower; 

 National Program for Control of Blindness was started in 1976; 

 Alma Ata Declaration in 1978 led to the launch of “Health for all by 2000”. 

Concurrent List 
Entry 20A: Population control and family 
planning 
Entry 25: Education, including technical 
education, medical education and universities* 
vocational and technical training of labour 
Entry 26: Legal, medical and other professions 

Union List 
Entry 28: Port 
quarantine, 
including hospitals 
connected therewith; 
seamen’s and marine 
hospitals 

State List 
Entry 6: 
Public health 
and 
sanitation; 
hospitals and 
dispensaries 
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Period Focus Key Events 
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 National Mental Health Program (NMHP) was launched in 1982; 

 Medical Education and Review Committee 1983 recommended out-patient 
exposure for medical students;  

 National Health Policy 1983 called for universal, comprehensive primary 
health care services; 

 Bajaj Committee 1986 was constituted for Health Manpower Planning, 
Production and Management; 

 National AIDS Control Program 1987 was launched to coordinate national 
responses like blood screening and health education for HIV and AIDS; 

 MDGs 2000 were launched with 8 goals and 18 measurable targets; 

 In 1982, the government made a policy decision to iodate all edible salt in 
India. 

 National Leprosy Eradication Program (NLEP) was started in 1983; 

 Reproductive and Child Health Program, 1997 was launched for safe 
pregnancy and child-birth. 
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 National Population Policy 2000 provided for an overarching policy 
framework for child health and family planning goals; 

 National Health Policy 2002 gave comprehensive primary healthcare 
services linked with health education; 

 National Vector Borne Disease Control Program (NVBDCP) including 
monitoring of all vector borne diseases like Malaria, Filaria, Dengue, 
Japanese Encephalitis Plague, Kala Azar etc. was introduced in 2003; 

 Integrated Disease Surveillance Program (IDSP) was started in 2004; 

 NRHM was introduced in 2005 to improve access and availability of 
healthcare in under-served rural areas; 

 Janani Suraksha Yojana was also launched in 2005; 

 National AIDS Control Program III, 2007 focused on outreach programs, 
decentralised support and inputs by state governments and local NGOs to 
provide welfare services to the affected  

 National Ambulance Service (108) was started in 2009; 

 National Program for Prevention & Control of Cancer, Diabetes, 
Cardiovascular Diseases & stroke (NPCDCS) was launched in 2010. 

 A pilot project initiated during 9th /10th FYP for strengthening Emergency 
Services in Hospitals on National Highways, was approved as a National 
Programme by CCEA during 11th FYP 

 A pilot Project for Prevention and Management of Burn Injuries (PPPBI) 
was implemented during the 11th FYP. 
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 Janani Shishu Suraksha Karyakaram (JSSK) was introduced in 2011 to 
reduce maternal and neo-natal mortality by promoting institutional 
deliveries; 

 National Program for Palliative care (NPPC) was started in 2012; 

 National Programme by CCEA was extended in 12th FYP with additional 
components such as-setting up of NISC to strengthen data aspects, 
provision of Rehabilitation services in level II and above TCFs, provision of 
monitoring cell, IEC activities, capacity building through various modes etc. 
For the extension of the Programme beyond 12th FYP, it was approved that 
Trauma care facilities upto District level may be supported under NHM; 

 National Program for Prevention and Management of Burn Injuries 
(NPPMBI) by CCEA during 12th FYP for setting up of Burn Units in 60 
Medical Colleges and Burn Units upto District Hospital level were to be 
supported under NHM; 

 NRHM and NUHM were merged into NHM in 2013 to provide 
comprehensive services to improve availability, accessibility and 
affordability of health services focusing on urban poor and vulnerable 
population; 

 Rashtriya Bal Swasthya Karyakram was started in 2013; 

 RMCH+A, 2013 aims to address major causes of mortality among women 
and children as well as the delays in accessing and utilizing health care and 
services; 

 Adolescent Health (RKSK), National Ambulance Service (102) and National 
Oral Health Program (NOHP) were launched in 2014;  

 National AYUSH Mission introduced in 2014 brought considerable focus to 
alternative and indigenous forms of medicine under the healthcare sector; 

 Mission Indradhanush was started in 2014 to achieve full immunization 
coverage for all children and pregnant women; 

 SDGs were launched in 2015 with 17 goals and 169 targets (Goal 3: Good 
Health and well-being); 

 Free Drugs & Diagnostics Service Initiatives were started in 2015; 

 Pradhan Mantri Surakshit Matritva Abhiyan was launched in 2016; 

 NHP 2017 envisaged its goal for attainment of highest possible level of 
health and well-being for all; 

 National Program for Prevention & Management of Burn Injuries 
(NPPMBI) was introduced in 2017; 

 Ayushman Bharat launched in 2018 looks into primary, secondary and 
tertiary care systems, covering preventive, promotive, curative and 
ambulatory care; 

 Aspirational Districts Program was introduced in 2018. 
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1.1.2 National Health Policy 2017 and Sustainable Development Goals- 2015 

The latest NHP (formulated in 2017) focuses broadly on the areas listed below. The policy has 
also defined goals for key health indicators which have been discussed in Section 1.2.1. 

 

SDG 3 Good health and Well-being: aims to end preventable deaths from communicable 
diseases, NCDs and illness caused by different forms of pollution. It also aims to achieve universal 
health coverage, including financial risk protection, access to quality essential health care services 
and access to safe, effective, quality and affordable essential medicines. Mental has also been a 
key focus under this goal. 

Sustained efforts have to be made towards achieving all the SDG targets. India has made notable 
gains on key health indicators. For example: MMR has declined to 113 in 2016-18 from 254 in 
2004-06. U5MR in 2018 was 36, down from 74 in 2005-06. The detailed SDG target mapping is 
given in Section 1.2.1 

1.2 Performance of the Sector 

Health sector performance is analysed on various parameters such as: health indicators, 
affordability, equity and social inclusion, coverage and accessibility, quality and hygiene, public 
vs private healthcare scenario, healthcare financing, use of technology and data reporting, 
employment generation, governance, IEC and outreach activities and community interventions, 
key legislative changes and regulatory reforms, and research and development.  

  

Key Thrust Areas: 

 Urban Health 
 Regulatory reforms for clinical 

establishments, professional and technical 
education, food safety, medical 
technologies, medical products, clinical 
trials, 

 Improving availability of drugs and medical 
devices though ‘Make in India’ approach 

 Application of digital health technology 
 Disaster Preparedness with Emergency 

Care 

 Preventive and promotive Health 
through intersectoral coordination and 
“Health in all” approach  

 Strengthening primary care services, and 
continuity of care 

 Strengthening tertiary care services 
 Strengthening human resources for 

Health through emphasizing on medical 
education, attracting and retaining 
doctors in remote areas, specialist 
attraction and retention, nursing 
education etc. 



 
 

6 
 

1.2.1 Health Indicators 

Tables 1-2 and 1-3 present the performance of the health sector in India with reference to the 
NHP 2017 targets and SDGs respectively.  

Table 1-2: Current Status of NHP 2017 Targets 
NHP 2017 Target 

Value 
Target 

Year 
Status  
(Year of achievement) 

Increase Life Expectancy at birth (years) 70 2025 69.46 (2018)1  
Reduce TFR per woman 2.1 2025 2.2 (2018)2 
Reduce Under Five Mortality per 1,000 live 
births 

23 2025 36 (2018)3 

Reduce MMR (maternal deaths per 
1,00,000 live births) 

100 2020 113 (2016-2018)4 

Reduce IMR per 1,000 live births 28 2019 32 (2018)5 
Reduce neo-natal mortality per 1,000 live 
births 

16 2025 23 (2018)6 

Reduce still birth rate per 1,000 live and 
still births 

<10 2025 4 (2018) 7 

Reduce HIV detection, diagnosis and viral 
suppression 

90% 2020 HIV detection – 79% of people 
living with HIV knew their status 
(2017)8 
Treatment - 56% of people 
living with HIV were on 
treatment (2017)9 

Elimination status of Leprosy  100% 2018 81.13% (2018)10 
Elimination status of Kala-Azar  100% 2017 92% (2018)11 
Reduce incidences of new cases of TB  2025 Incidence Rate reduced from 

217 in 2015 to 199 in 2018  
(per Lakh population)12 

Reduce the prevalence of blindness  0.25/100
0 

2025 0.36% (2019)  
 

Reduce premature mortality from 
cardiovascular diseases, cancer, diabetes 
or chronic respiratory diseases 

By 25% 2025 Reduction in premature 
mortality is 11% from 2012 to 
201613 

Sustain antenatal care coverage above 90% 
and skilled attendance at birth above 90% 

 2025 96.1% PW are ANC registered 
(2018-19) 
73% of ANC registered PW 
received 4 ANC check-ups 
(2018-19) 

                                                             
1 World bank data, last retrieved September 09, 2019 ; 
2 Sample Registration System, 2019; Rural - 2.4 Urban - 1.7 
3 Sample Registration System, 2019; Rural - 40 Urban - 26 
4 Sample Registration System- MMR Bulletin, 2020;  
5 Sample Registration System, 2020; Rural - 36 Urban - 23 
6 Sample Registration System, 2019; Rural – 27 Urban- 14 
7 Sample Registration System, 2019; Rural – 4 Urban – 4  
8 UNAIDS, 2018; last retrieved on September 10, 2019 
9 UNAIDS, 2018; last retrieved on September 10, 2019 
10 Annual Report, Ministry of Health and Family Welfare 2018-19 
11 Annual Report, Ministry of Health and Family Welfare 2018-19 
12 WHO Tuberculosis Country Profiles, 2019 
13 WHO NCD Profile, last retrieved on September 10, 2019 
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NHP 2017 Target 
Value 

Target 
Year 

Status  
(Year of achievement) 

Increase health expenditure by 
Government as a percentage of GDP  

From 
1.15% to 
2.5 % 

2025 ~1.6% (2019-20)14 

Decrease in proportion of households 
facing catastrophic health expenditure 
from the current levels 

By 25% 2025 24.9 (2014) 

Table 1-3: Current Status of Health-related SDG Targets: Indian Overview 
SDG 3 Global Target Target Value For 2030 Status (Year of 

achievement) 
Maternal Mortality Ratio (deaths per lakh live
births) 

70 per 100,000 live births 113 (2016-18)15 

Proportion of births attended by skilled health 
personnel (%) 

- 81.4 (2018)16 

Under five mortality rate 25 per 100 live births 36 (2018)17 
Neo- natal mortality rate 12 per 100 live births 23 (2018)18 
New HIV Infections among adults 15-49 years old 0 per 1000 uninfected 

population 
0.06 per 1000 
uninfected 
population (2017)19 

TB Incidence (per 100,000 population) 80% reduction in TB 
incidence compared with 
2015 baseline 

199 (2018)20 

Malaria Incidence (per 1000 population) 90% reduction in malaria 
incidence compared with 
2015 baseline 

 7.66 per 1000 
population at risk 
(2017)21 

 23% reduction from 
2015 to 2017. 

Reported number of people requiring 
interventions against NTDs 

0 15.4% (2017)22 

Probability of dying from any of CVD, cancer, 
diabetes, CRD  between age 30 and exact age 70 

1/3rd reduction from 2012 
baseline 

23.3% (2017)23 

Suicide mortality rate (per 100,000 population) - 16.3 (2016)24 
Total per capita alcohol consumption (>15 years 
of age), in liters of pure alcohol 

10% reduction in harmful 
use of alcohol 

5.7 (2016)25 

Road traffic mortality rate (per 100,000 
population) 

50% reduction 23  (2016)26 

Adolescent birth rate (per 1000 women aged 15-
19 years) 

- 13.17 (2017)27 

Coverage of essential health services 100% 56.8% (2017)28 

                                                             
14 National Health Profile, 2019 
15 Sample Registration System- MMR Bulletin, 2020 
16 Worldbank; last retrieved on September 10, 2019; 
17 Sample Registration System, 2019; Rural - 40 Urban - 26 
18 Sample Registration System, 2019; Rural – 27 Urban- 14 
19 UNAIDS, 2018; last retrieved on September 10, 2019; 
20 WHO Tuberculosis Country Profiles, 2019; 
21 Worldbank; last retrieved on September 9, 2019; 
22 https://vizhub.healthdata.org/sdg/, last accessed on September 12, 2019; 
23 Worldbank; last retrieved on September 11, 2019; 
24 Worldbank; last retrieved on September 11, 2019; 
25 Worldbank; last retrieved on September 11, 2019; 
26 Worldbank; last retrieved on September 11, 2019; 
27 https://vizhub.healthdata.org/sdg/, last accessed on September 12, 2019; 
28 https://vizhub.healthdata.org/sdg/, last accessed on September 12, 2019; 
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SDG 3 Global Target Target Value For 2030 Status (Year of 
achievement) 

Financial Protection when using health services  % of households spending 
more than 10% on health 

- 

Mortality rate attributed to household and 
ambient air pollution (per 100,000 population) 

-  184.3 (2016)29 

Mortality rate attributed to exposure to unsafe 
WASH services (per 100,000 population) 

- 18.6  (2016)30 

Prevalence of tobacco use among persons 15 years 
and older (%) 

30% reduction in current 
tobacco use 

28.6% (2017)31 

Proportion of the population with access to 
affordable medicines and vaccines on a 
sustainable basis 

- - 

Skilled health professionals’ density (physicians 
/nurses/midwives per 10000 population) 

44.5  30.2 (2017)32 

The life expectancy at birth has increased substantially over the last four decades. Infant 
mortality; under-5 mortality; maternal mortality; and disease burden for communicable, 
maternal, neo-natal, and nutritional diseases have also seen a steady reduction (SRS, 2019). 

Further, the rate of reduction in some of the major indicators vis-à-vis global rates is presented 
in Table 1-4. India has performed better than the global CAGR and the performance during the 
study period has been better than in previous years. Further, the desired rate to achieve the goal 
as per NHP 2017 is lower than the present rate thereby suggesting that the country is on its way 
to meet the target (except for IMR). 

Table 1-4: Compounded annual rate of reduction of mortality rates- Global comparative 

Indicator Global CAGR33 India CAGR Global CAGR India CAGR Desired CAGR34 

2005-2013 2014-17 

IMR -3.6% -4.5% -2.9% -5.4% NA35 

MMR -3.2% -6.0% -2.0% -6.74% -4% 

TFR -0.5% -2.9% -0.4% -1.5% -0.6% 

U5MR -4.0% -5.0% -3.1% -6.3% -5.8% 

NMR -3.1 % -3.7% -2.4% -4.4% -4.4% 

Source: World Bank Data, SRS Report 2018, EY Analysis 

While the progress on the outcomes is good, there are also concerns around some of the 
parameters. Against the SDG target for 100% full immunization (BCG, Measles, and three doses 
of Pentavalent vaccine) of children aged 12-23 months, India reported 68% (NITI Aayog, 2018).  
Also, Disability-Adjusted Life Years (DALYs) from all causes (communicable and non-

                                                             
29 Worldbank; last retrieved on September 11, 2019; 
30 Worldbank; last retrieved on September 11, 2019; 
31 http://cancerindia.org.in/wp-content/uploads/2018/09/GATS__2_India-Report.pdf; last retrieved on 
September 11, 2019; 
32 http://www.cbhidghs.nic.in/Ebook/National%20Health%20Profile-2018%20(e-
Book)/files/assets/common/downloads/files/NHP%202018.pdf; last retrieved on September 11, 2019; 
33 CAGR= (final value/initial value)1/n-1, where n = number of years. 
34 To achieve the NHP target (from 2017 data) 
35 Not applicable as the target was for 2019 
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communicable diseases) remains high for India as compared to the international benchmark36.  

Figure 1-1:DALY per 1,00,000 population- Global Comparative 

 
Source: IHME, Global Burden of Disease 2017 

The break-up by disease categories is presented in Table 1-5 below.  

Table 1-5: India-level contribution of disease categories to DALYs, 1990 and 2016 
Disease Percent of 

DALYs, 1990 
Percent of 
DALYs, 2016 

Communicable, maternal, neonatal, and nutritional diseases 60.9 32.7 
HIV/AIDS and tuberculosis 5.1 4.2 
Diarrhea, lower respiratory, and other common infectious 
diseases 

33.2 12.7 

Neglected tropical diseases and malaria 2.1 1.5 
Maternal disorders 1.4 0.6 
Neonatal disorders 13.9 7.9 
Nutritional deficiencies 3.8 4.6 
Other communicable, maternal, neonatal, and nutritional 
diseases 

1.5 1.1 

Non-communicable diseases 30.5 55.4 
Cancers 2.3 5.0 
Cardiovascular diseases 6.9 14.1 
Chronic respiratory diseases 4.5 6.4 
Cirrhosis and other chronic liver diseases 0.9 1.6 
Digestive diseases 1.3 1.5 
Neurological disorders 2 3.6 
Mental and substance use disorders 2.9 5.6 
Diabetes, urogenital, blood, and endocrine diseases 2.6 5.6 
Musculoskeletal disorders 2.3 4.6 
Other non-communicable diseases 4.9 7.4 
Injuries 8.6 11.9 
Transport injuries 1.7 3.3 
Unintentional injuries 4.6 5.4 
Suicide and interpersonal violence 2.1 3.1 
Other 0.1 0 
Source: Disease Burden Trends in the States of India 1990-2016, ICMR 

                                                             
36 India was compared to that in select emerging economies (Brazil, China), high-SDI countries (USA, UK), 
South-East Asian countries (Thailand, Indonesia, Philippines) and low middle-income countries (Egypt 
and Sri Lanka). 
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Figure 1-2: Communicable Diseases Burden 

  

  
Source: National Health Profile 2015, 2016, 2017, 2018 and 2019 

Key Findings 

 The decline in IMR, MMR, U5MR, NMR, and TFR are promising and have moved closer to the 
targets set under the NHP-2017. Except for IMR, the desired rates of reduction for meeting 
the NHP 2017 goals are lesser than the present rates thereby implying that India is on its way 
to meet the target. 

 The rate of decline has been higher as compared to the global average rate of decline. It may 
be said that CSS have contributed towards meeting the targets. Further, a complementary 
role has been played by other ministries like the Ministry of Drinking Water and Sanitation 
(ICDS, POSHAN, Pradhan Matri Mantru Vandana Yojana), Ministry of Women and Child 
Development (Swacch Bharat Mission -  Kayakalp &  Swachh Swasth Sarvatra), Ministry of 
Rural Developemen (Pradhan Mantri Gram Sadak Yojana). 

1.2.2 Affordability 

Affordability of healthcare is an important factor affecting universal health coverage. 7% of the 
Indian population fall below the poverty line due to indebtedness for health expenditure (Ravi, 
Aahluwalia, & Bergkvist, 2016)37.  

In 2016-2017, the out of pocket expenditure per capita over healthcare in India was INR 2,570 
(Ministry of Health and Family Welfare, 2019). The average medical expenditure per 
hospitalisation case has reduced from 2014 to 2017-18 in public health facilities while it has 
increased in private hospitals as given in Figure 1-3. In the case of public hospitals, there is a 
considerable reduction in expenses on medicines (Rural 16%, Urban- 18%) and diagnostic tests 
(Rural -19%, Urban -22%) per hospitalisation case in 2018 compared to 2014. However, in same 

                                                             
37 The study period of the paper is from 2004-2014. 
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reference period, in the case of private sector, there is an increase in expenses on the diagnostic 
test (Rural 17%, Urban 6%) and medicines (Rural 10%) per case hospitalisation (NSSO-75, 
2018); (NSSO-71, 2014)38. 51% of the households reported either decrease or no increase in 
OOPE on healthcare services during the last 5 years (EY Primary Analysis: Household Survey, 
2019). 

Further, the average medical expenditure for childbirth and for the OPD cases shows an 
increasing trend as given in Figure 1-4 and Figure 1-5 respectively. 

Figure 1-3: Average medical expenditure per hospitalisation 

 
Source: Key Indicators of Social Consumption in India: Health NSS 75th Round, 2019 
Figure 1-4: Average medical expenditure per childbirth 

 
Source: Key Indicators of Social Consumption in India: Health NSS 75th Round, 2019 

Figure 1-5: Average medical expenditure per non-hospitalisation case 

 
Source: Key Indicators of Social Consumption in India: Health NSS 75th Round, 2019 

 
                                                             
38 National Health Accounts reports OOPE on healthcare. While NSSO gives average medical and non 
medical expenditure which may include reimbursement amounts.  
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While the share of OOPE as % 
of total health expenditure in 
India is amongst the highest in 
the world, there has been 
monotonic reduction over the 
years (WHO, 2018); (National 
Health Accounts 2016-17, 
2019). 

 

To reduce OOPE burden, 
various programs have been 
implemented including those 
related to free drugs, free 
diagnostics, free dialysis, free 
transport services, and 
incentives under specific 
schemes to promote service 
utilization. The primary 
survey revealed that 61% of 
the households spent money 
at public health facilities (EY 
Primary Analysis: Household 
Survey, 2019).  

Payer consolidation 

To ensure continuum of care, in 2018, Ayushman Bharat- Pradhan Mantri Jan Arogya Yojana was 
launched to provide free health coverage at the secondary and tertiary level to India’s bottom 
40% poor population. The scheme provides a health cover of Rs. 5 lakhs per family per year for 
hospitalization to over 10.74 crores eligible families (approximately 50 crore beneficiaries). More 
than 1 crore beneficiaries (till June 2020) have availed the services under this scheme. 

PMJAY and other state insurance and assurance schemes mostly cover the lower income group of 
the population. A large portion of the population (non-poor or near poor) which includes those 
working in informal sector are missed out. These informal non-poor represent the “missing 
middle” that remains without financial protection and gets neglected (Kumar, 2019). There is a 
need to focus on this vulnerable section of the population as they are at the risk of falling into 
poverty due to catastrophic expenditure on healthcare. 

                                                             
39 A household may or may not have incurred expense under more than one head. 

Figure 1-6: Out of Pocket Expenditure 

 
Source: WHO, 2018; National Health Accounts 2016-17, 2019 

Figure 1-7: Major expenditure heads at public health facilities39 

 
Source: EY Primary Analysis: Household Survey, 2019 
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 Case Study 1 - Universal Health Insurance – Turkey 
Introduction 

Health Transformation Program (HTP) launched in 2003 aimed to increase access to health 
services. Health expenditures in 1990’s was low in Turkey averaged ~3.8%of GDP and had 
an inequitable and fragmented health insurance system. Turkey also had the lowest number 
of doctors and nurses per capita leading to unequal delivery of health services and access to 
health facilities in rural and urban areas. 
HTP expanded health insurance coverage and access to healthcare services for all citizens, 
especially the poorest population groups, to achieve universal health coverage. Under HTP, 
multiple health insurance schemes were integrated into a single purchaser. The coverage 
included in-patient treatment costs, outpatient services and outpatient prescription drugs. 
Health expenditure ranging from 4.5% to 5.8% of GDP since 2000 contributing significantly to 
the UHI Invalid source specified.. 

Key Stakeholders 

 Ministry of Health, Turkey 
 Social Security Institution 
 Employed citizens 
 Registered hospitals and pharmacies 

Implementation of the practice  

 HTP included eliminating fragmentation in financing by merging the then five health 
insurance schemes (including the Green Card Program) into Universal Health Insurance 
(UHI) scheme. The new scheme was managed by newly created institution SSI – Social 
Security InstitutionInvalid source specified.. 

 Turkey created a single purchaser model through which the Social Security institution 
assumed full responsibility for all health financing functions, including collecting revenues, 
pooling resources and expenditures and purchasing relevant goods and services. 

 The coverage included in-patient treatment costs, outpatient services, outpatient 
prescription drugs. 

 The public sector doctors were given responsibilities to provide healthcare for a population 
in a defined area and incentivised accordingly based on beneficiaries’ feedback  

 For the provision of primary and preventive care on priority basis, the remuneration of the 
doctors is based on the population covered 

 The government of Turkey strongly discouraged public sector doctors to go for private 
practice  

 Adoption of Universal Health Insurance Law, 2008 
 The adoption of the Social Security and Universal Health Insurance Law in 2008 created 

the legal and institutional basis for a fully harmonized health insurance system (UHI) 
 Execution of a single Health Implementation Guide, published annually 
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 Key developments in the HTP  

2002-2006  Focus on improving access to health services 
 Health Transformation Program (HTP) is designed, building on work 

done in the previous decade, including elements of the Basic Health Law 
 Introduction of higher salaries and performance incentives for hospital 

clinicians to encourage a voluntary transition from dual practice to full-
time working 

 Green Card benefits expanded to include outpatient benefits and 
pharmaceuticals. Conditional cash transfers were introduced, covering 
6% of the population (for pregnant women and children from the most 
disadvantaged households), to encourage the use of maternal, neonatal, 
and child health services 

 Contract-based employment introduced for healthcare personnel in 
rural and less developed regions 

 Major changes in pharmaceutical policy, including changes to pricing 
and value-added tax 

 Hospitals belonging to the Social Insurance Organisation integrated 
with the Ministry of Health hospitals 

 Universal health insurance is legally adopted as a part of broader social 
security reforms 

2007-2010  Contract-based family medicine scaled up in all provinces of Turkey 
 Cost-sharing for primary health-care services was abolished. Primary 

health care available for all citizens free at the point of delivery. 
 Social Security Institution established as a single organization for 

financial pooling and purchasing 
 Free availability of emergency services and intensive care services 

(including neonatal intensive care) for the whole population 
 Mobile pharmacy services introduced to improve access in rural areas 
 Tracking system for drugs introduced 

2011-2013  The Green Card scheme joins the Social Security Institution and unified 
social health insurance is fully implemented 

 The Ministry of Health strategic plan for 2013–17 is developed 

Results of practice  

 Key improvements in health indicators in the decade since implementation: 
Indicator Before Implement of program Results after short span 
Life Expectancy 71 (2000) 75 (2009) 
Infant Mortality 36 (2000) 9.6 (2011) 
Under 5 Mortality 42 (2000) 12.5 (2011) 

 Formal health coverage of Turkish population increased by 95% in the period 2000-2015. 
 Significant improvement in health coverage for the poor in Turkey. 
 Gradual steps taken in this regard, helped in improved targeting, expand benefits to the 

Green Card Program, including the improvement in the quality of service delivery within 
a comprehensive reform in the sector. The patient satisfaction improved from 39.5% in 
2000 to 75.9% in 2011 (TurkStat - Life Satisfaction Survey, 2011). 
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Key Findings: 

 OOPE as a % of healthcare expenditure has reduced monotonically since 2004-05. During the 
study period average health expenditure in government facilities per hospitalisation reduced. 

 51% of the households reported either decrease or no increase in OOPE on healthcare services 
during the last five years (EY Primary Analysis: Household Survey, 2019). 

 61% of the households spent money at public health facilities (EY Primary Analysis: 
Household Survey, 2019).  

1.2.3 Equity and Social Inclusion 

The equity and social inclusion has been discussed with respect to: a) urban and rural divide, b) 
castes and tribal areas, c) income quintiles, d) gender, and e) EAG and non-EAG. 

a. Urban and rural divide: Significant divide is observed between urban and rural populations in 
accessing the Government/Public Hospitals, both for OPD and IPD. The shortfall in doctors at 
PHCs is 16.7% in urban areas while only 5.9% in rural areas, and the shortfall in specialists at 
CHCs is 45.8% in urban areas and 81.8% in rural areas (Rural Health Statistics, 2019).  

b. Castes and Tribal areas: While significant progress has been made through the NHM budget is 
spent under Schedule Caste Sub-Plan (SCSP) and Tribal Sub-Plan (TSP)40, the health outcomes 
for schedule caste and schedule tribes leave much to be desired. The risks of mortality before 
the age of five years are higher in girls than in boys; among SCs & STs as compared to others 
(National Family Health Survey-4, 2016).  

                                                             
40 There has been significant growth in budget allocation during the study period. 

Lessons learnt  

The success story of Turkey can be attributed to the following factors: 
 Legislation like Social Security and Universal Health Insurance Law in 2008 that ensured 

UHC 
 Proactive role of the Government 
 Importance had been given to given to primary health care 
 Importance of patients’ satisfaction 

Conclusion  

 Health expenditure as a % of GDP plays a critical role in achieving the goal of UHC. Health 
expenditure in Turkey ranges from 4.5% to 5.8% of GDP since 2000 contributing 
significantly to the UHI Invalid source specified. 

 UHI implementation has led to the elimination of major sources of fragmentation of public 
health delivery system and has reduced the inequality in access to and utilisation of 
services across the nation. 

Further reading 
Successful Health System Reforms: The case of Turkey 
Tirgil, A., Gurol-Urganci, I., & Atun, R. (2018). Early experience of universal health coverage in 
Turkey on access to health services for the poor: regression kink design analysis. Journal of 
global health, 8(2). 
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Studies suggest poorer health indicators for tribal people than the rest of the population ( 
Ministry of Health and Family Welfare and Ministry of Tribal Affairs, 2018). Life expectancy at 
birth for scheduled tribe population in India is 63.9 years as against 67 years for the general 
population ( Ministry of Health and Family Welfare and Ministry of Tribal Affairs, 2018). The 
risks of mortality before the age of five years are higher in girls than in boys; among SCs, STs 
and OBCs as compared to others (NFHS-4, 2016).  

Sharp regional and socio-economic divides in health outcomes, with the lower castes, the poor, 
and the less developed states bearing the burden of mortality disproportionately have been 
observed. These inequities are also accompanied by wide gaps across castes (NFHS-4). Rural 
Health Statistics reveal huge gaps due to geographical challenges in health infrastructure and 
resources in tribal areas (RHS, 2019). 

Figure 1-8 : Allocation under SCSP and TSP (in Crore) in respect of major health schemes/programs 

 
Source: MoHFW Annual Report 2015-16, 2016-17, 2017-18, 2019-20   

The tribal population of North-East India comprises of one-eighth of the total tribal population 
( Ministry of Health and Family Welfare and Ministry of Tribal Affairs, 2018). It has been 
observed that though the nutritional status of these communities is much better than that of 
the tribal population in the rest of the country, the disease burden among the tribal 
communities in the north-east is high ( Ministry of Health and Family Welfare and Ministry of 
Tribal Affairs, 2018).  

c. Income quintiles: The average medical expenditure per hospitalization between 2014 and 
2017 for various income groups (by quintiles) has changed inequitably both for urban and 
rural areas. The percentage change presented in Figure 1-9 is based on constant prices with 
2014 as the base. The reduction has been higher for the highest quantile while there has been 
relatively high increase for the middle class (2nd and 3rd quintiles). 

Figure 1-9: Change in average medical expenditure by income quintiles 

 

Source: Key Indicators of Social Consumption in India: Health NSSO 75th Round, 2019 
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d. Gender: Sex ratio in the country has improved in India from 943 to 949 in rural areas and from 
900 to 929 in urban areas between 2001- 2011 (Census, 2011). However, sex ratio at birth has 
shown a declining trend in the study period. It decreased from 906 in 2012-14 to 899 in 2016-
18 (SRS Reports 2014 and 2018).  

Family planning methods are largely targeted towards women. The proportion of male 
sterilisation (vasectomies) to total sterilisation was only 1.8% while for females the 
proportion was 98.2% (HMIS, 2019). 

Health including food security and nutrition is a priority in National Policy for Women, 2016. 
Maternal and peri-natal mortality have been given priority and the government is focusing on 
building the capacity of ASHAs, Anganwadi workers and trained skilled home birth 
professionals (Ministry of Women and Child Development, 2016).  

Researchers have found that due to the continued prevalence of patriarchal dominance in the 
rural apparatus of Indian society, voluntary involvement of women in health committees has 
been difficult (Scott, et al., 2017). Hence, despite the noticeable initiatives taken by the 
Government in mainstreaming women in the healthcare system in India, certain gaps still 
exist. 

e. EAG States and Non EAG States: Sharp regional and socio-economic divides in health outcomes, 
with the lower castes, the poor, and the less developed States disproportionately bearing the 
burden of mortality have been observed.  

% of DALYs due to communicable, maternal, neonatal and nutritional diseases is highest in 
EAG States (ICMR, PHFI and IHME, 2017). However, number per 1000 persons treated as in-
patients (excluding hospitalization for childbirth) during a period of 365 days, remains low for 
EAG states(Figure 1-10). With high disease burden the average in-patient treatments in the 
EAG states remains low as compared to the non-EAG and NE States. This may be attributed to 
low public awareness; and poor availability and accessibility of healthcare services. For eg. 
The average time taken to reach a public health facility and the average distance to reach 
nearest public facility for EAG states collectively was found to be higher than the non-EAG 
states collectively (EY Primary Analysis: Household Survey, 2019). The lowest availability for 
doctors was reported in Bihar while lowest availability of nurses was reported in Odisha (EY 
Primary Analyis : Facility Survey, 2019) 
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Figure 1-10 : Number per 1000 persons treated as inpatients (EAG versus other states) 

 
Source: NSSO-75, 2018 

 

The ‘Transformation of Aspirational Districts’ Program aims to improve the socio-economic 
status of most underserved 117 districts in the country by focusing on Health & Nutrition, 
Education, Agriculture & Water Resources, Financial Inclusion & Skill Development, and Basic 
Infrastructure (NITI Aayog, 2018).  

Key Findings: 

While there has been a noticeable effort made on ensuring equity and social inclusion, there is 
still a lot desired across the spectrum.   

1.2.4 Coverage and Accessibility 

India ranks 145th amongst 195 countries in the Healthcare Access and Quality (HAQ) Index 
(Fullman et al., 2018). India performed poorly in tackling cases of tuberculosis, rheumatic heart 
diseases, Ischaemic heart diseases, stroke, testicular cancer, colon cancer and chronic kidney 
disease among others (Fullman et al., 2018). 

Coverage and Accessibility have discussed on various parameters : 
a. Distance b. Time 
c. MMUs, Telemedicine, and transport facilities d. ICT 
e. Infrastructure f. Human Resources 

a. Distance: 

The status of population coverage and the number of facilities as per national norms has almost 
been achieved.  
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Table 1-6: Status of accessibility of public health facilities 

Indicator National Norms Status -2019 
Rural Population (Census, 2011) 
covered by a: 

General Tribal/Hilly
/ Desert 

General Tribal/Hilly/
Desert 

Sub Centre (SC) 5,000 3,000 5,616 3,394 

Primary Health Centre (PHC) 30,000 20,000 35,567 23,115 

Community Health Centre (CHC) 1,20,000 80,000 1,65,702 95,243 

Number of Sub-Centres per PHC 6 6 7 

Number of PHCs per CHC 4 5 4 
Table 1-7: Average area and distance covered by primary healthcare facilities 
Average Rural Area (Sq. Km) covered by a: Rural Area (Sq. Km) Tribal Area (Sq. Km) 

Sub-Centre 18.98 17.10 

PHC 120.19 116.46 

CHC 559.96 479.84 

Average Radial Distance (Kms) covered by a: Rural Area Tribal Area 

Sub-Centre 2.46 2.33 

PHC 6.18 6.09 

CHC 13.35 12.36 
Source: Rural Health Statistics, 2019 

Odisha and West Bengal were the states with the highest distance to the government health 
facility, with 8.1 km & 7.5 km respectively (EY Primary Analysis: Household Survey, 2019). 

Figure 1-11: Average distance to the government health facility (in km) – Geographical Distribution 

 
Source: EY Primary Analysis: Household Survey, 2019 

 

In 2018-19, the percentage of SCs and PHCs functioning without all-weather motorable 
approachable road were 11.5% and 8.2% respectively (Rural Health Statistics, 2019). The 
primary survey also revealed that ~10% public health facilities were not connected with a 
motorable road (EY Primary Analysis: Facility Survey, 2019). The average distance travelled to 
reach Government facilities has been found to be 5.80 km in rural areas and 2.77 km in urban 
areas (EY Primary Analysis: Household Survey, 2019). It can be inferred that SC is not serving as 
the first port of call for various reasons including limited services (RCH) and lack of optimally 
functioning facilities (functioning without regular water supply and electricity) as in Figure 1-12.  
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Figure 1-12  : Service Status of public health facilities 

 

*reporting for 2019 is done only for facilities in rural areas, for previous years it is together for both 
urban and rural health facilities 
Source: Rural Health Statistics: 2015,2016,2017,2018,2019 

b. Time: 

Average time taken in rural areas was observed to be ~25 minutes while that in urban areas was 
~20 minutes (EY Primary Analysis: Household Survey, 2019). Road accident and cardiac arrest 
victims’ survival rate is lower because of failure in providing golden hour treatment. It has also 
been observed that the ambulances do not adhere to the standard response times of 20 minutes 
and 40 minutes of urban and rural calls (Ralph, et al., 2019). Bihar and Delhi were the states with 
the highest average time taken to reach the government facility, with ~35 minutes & ~30 minutes 
respectively (EY Primary Analysis: Household Survey, 2019). 

Figure 1-13: Average time taken to reach the government facility (in mins) – Geographical Distribution 

 
Source: EY Primary Analysis: Household Survey, 2019 

c. MMUs and transport facilities:  

Mobile Medical Units (MMUs) under NHM is a strategy to increase the access of public healthcare 
to people living in remote, difficult, under-served, and unreached areas.  As of 31st March 2020, 
there were 1,669 operational MMUs in the country (NHM Quarterly MIS Report: March 2020). 
The deployment of MMUs is based on a population norm of 1 MMU per 10 lakh population subject 
to a cap of 5 MMUs per district. Figure 1-14 shows the number of MMUs operational in larger 
states of the country against the required number as per population criteria. 

 Figure 1-14: MMUs operational in larger states against the required number as per population criteria 
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Source: NHM Quarterly MIS Report: March 2020; Projected population for 2019 from National Health 
Profile-2019 

While some states like Jharkhand, Madhya Pradesh, Gujarat and Tamil Nadu have more than the 
required number of MMUs (as per population criteria), in states like West Bengal, Uttar Pradesh 
and Maharashtra deployment is found to be sub-optimal as per the population norms. States like 
Bihar, Telangana, Sikkim, Tripura and a few UTs do not have any MMUs deployed (NHM Quarterly 
MIS Report: March 2020). 

Further, transport facilities under 102 and 108 have added to the accessibility. As of 31st March 
2020, there were 10,147 102-ambulances and 10,238 108-ambulances operational in the country 
(NHM Quarterly MIS Report: March 2020). According to the operational guidelines, there should 
be one 108-ambulance and one 102-ambulance per 1 lakh population.  

Figure 1-15 and Figure 1-16 shows the number of 108s and 102s operational in larger states of 
the country respectively against the required number as per population criteria. 

Figure 1-15: 108-ambulances operational in larger states against the required number as per population 
criteria 

 
Source: NHM Quarterly MIS Report: March 2020; Projected population for 2019 from National Health 
Profile-2019 
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It has been observed that most states have optimal deployment of ERS ambulances -108 and 102 
as per the required population norms with a few exceptions. 

Figure 1-16: 102 ambulances operational in larger states against the required number as per population 
criteria 

 
Source: NHM Quarterly MIS Report: March 2020; Projected population for 2019 from National Health 
Profile-2019 

d. ICT: 

ICT innovations are being used to promote telehealth solutions to deliver basic and specialized 
health care services nearest to the end-user in inaccessible and rural areas. National Telemedicine 
Network, SATCOM based telemedicine nodes, and National Medical College Network are the key 
initiatives of the Government (Ministry of Health and Family Welfare, 2019).  

e. Infrastructure 

 Health Facilities 

There has been a substantial increase 
in health infrastructure since the 
centrally sponsored schemes were 
launched. Although, the country has 
witnessed 41% more SCs, 18% more 
PHCs, and 7% more CHCs functioning 
in government buildings, the concern 
of slow pace of construction remains 
(Ministry of Health and Family Welfare, 2017) (11th CRM , 2017). Further, lack of specialists has 
also led to an inverse load on the health system.   

As of 31st March 2019, 3,204 FRUs are functioning in the country. Approximately 4-6 FRUs will 
be needed for 20 Lakh population, for an “on time to care” approach. Out of all the PHCs and CHCs 
(35,960) only 8.95% facilities are functioning as FRUs. 
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Figure 1-17 : Government Beds per 1000 Population in India 

 
Source: National Health Profile 2015, 2016, 2017, 2018, 2019
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Figure 1-18: Increase in FRUs and 24×7 Facilities  

 
Source: NHM Quarterly MIS Report: March 2015, March 2020; Rural Health Statistics, 2019; MoHFW, 2020 

From Figure 1-18 above it can be inferred that- all CHCs are required to be 24×7 functioning 
facilities, but still 12.7% CHCs are not functioning 24×7 (RHS, 2019). A few reasons attributing to 
non-functioning of all CHCs as 24×7 were reported as lack of specialist and blood storage facilities 
(EY Primary Data Analysis: KII, 2019). While for PHCs, out of 30,045 PHCs only 9,445 PHCs 
(31.43%) are functioning as 24×7 (RHS, 2019).   

The new Ayushman Bharat-Health and Wellness Centres aims to address the increasing burden 
of diseases like NCDs (hypertension, diabetes and cancer etc.) along with the services which aim 
at providing screening and preventive care.  

AB-HWC program strives towards comprehensive primary healthcare through transformation of 
existing 1,50,000 Sub- Health-Centers (SHCs), Primary Health Centers (PHCs) and Urban Primary 
Health Centers (UPHCs) to AB-HWCs by 2022.  

The expansion of services has been planned in an incremental manner. The services envisaged 
under AB-HWCs are: 

1. Care in pregnancy and childbrith 
2. Neonatal and infant health care services 
3. Childhood and adolescent health care services 
4. Family planning, Contraceptive services and Other Reproductive Health Care services 
5. Management of Communicable diseases: National Health Programs 
6. Management of Common Communicable Diseases and General Out-patient care for acute 
simple illnesses and minor ailments 
7. Screening, Prevention, Control and Management of Non-Communicable diseases and chronic 
communicable disease like TB and Leprosy 
8. Basic Oral health care 
9. Care for Common Ophthalmic and ENT problems 
10. Elderly and Palliative health care services 
11. Emergency Medical Services 
12. Screening and Basic management of Mental health ailment 

As on July 01, 2020 total of 40,890 HWCs have been created in the country, out of which 21,152 
are SHC-HWC, 16,423 are PHC-HWC and 3,315 are UPHC-HWC41. It was observed that only 59% 
HWCs had a designated area for wellness activities and 73% HWCs had started to provide 
diagnostic services (EY Primary Analysis: Facility Survey, 2019). 

                                                             
41 https://ab-hwc.nhp.gov.in/ ; last accessed on 1 July 2020 
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 Drugs, Diagnostics and Medical Equipment 

Considering the challenges with respect to optimal availability of drugs and diagnostic services 
at the health facilities, initiatives like free drugs and diagnostics were rolled out in 2013. Further, 
only 8% people (out of 1610 respondents) had to get their tests done outside the health facility, 
which shows that the free diagnostic initiative has a significant impact on public health (EY 
Primary Analysis: Household Survey, 2019).  

f. Human Resources 

The sector has done well to keep pace with the increasing requirements of human resources in 
public health facilities except for substantial shortfall of specialists (~80%) at CHCs and Health 
Assistant Male Workers (~60%) at PHCs. Further, a shortage in the Mid-level health providers 
(between doctors and ANM) has been observed. Also, the specialization for CHOs and other mid-
level health providers is usually not in public health (IIPH & IIM-A, 2020).  

In India, there are 0.91 doctors available for 1000 population, which is low as compared to the 
WHO recommendation of 1:1000 doctor-population ratio42 (MoHFW, 2020). While, we are 
moving away from just 1:1000 norm of doctor: population ratio, there is a need to emphasize on 
the 44.5:10,000 norms of health care workforce: population ratio as achieving health care 
outcomes involves a multi-disciplinary approach. One of the factors for it has been the case of 
maldistribution in India, with dense concentration of workforce in urban areas and limited 
concentration in rural areas causing challenges of inequity and inaccessibility of services 
(MoHFW, 2020). India has a shortage of 6,00,000 doctors and 2 million nurses (Centre for Disease 
Dynamics, Economics and Policy , 2019). 

Figure 1-19 : Doctors per 1000 population 

 
Source: National Health Profile 2018, MoHFW 2020 

 

Lack of specialists has also led to an inverse load on the health system. 

                                                             
42 If AYUSH practitioners are also considered a part of the doctors’ workforce, the desired threshold of 1 
doctor per 1000 will be achieved (1.29 per 1000 population) 
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Figure 1-20 : Shortage of Specialists in CHCs 

 
Source: Rural Health Statistics 2015-16, 2-16-17, 2017-18 
CHCs face scarcity of specialists like surgeons, obstetricians/gynecologists, physicians, and 
paediatricians (RHS, 2018). 

It is important to point out that the shortfall observed is also accentuated due to increase in the 
number of facilities (resulting in the requirement of more human resources). A national policy for 
Human Resources in Health is under discussion in the Ministry to overcome the challenges of 
shortfall and rational deployment of health workforce is concerned. The deployment of specialists 
and technical staff in administrative work may need to be managed/ addressed locally.   
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Case Study 2 – HR Strategies adopted in Bijapur, Chhattisgarh 

Introduction 

The district of Bijapur in Chhattisgarh has more than 70% tribal population with deprived 
basic healthcare facilities due to a shortage of doctors and allied healthcare staff, and 
healthcare infrastructure. Most of the deliveries till July 2016 were non-institutional due to 
sudden bandhs, blocked roads etc. With a revamp of the health system in the district, 
conditions have drastically improved and percentage vacancy of health workforce has 
changed from almost 100% to less than 40-50% within 2-3 years. Many tribal women have 
also been opting for institutional deliveries with well-equipped district hospitals, round-the-
clock availability of gynaecologists, paediatricians and nurses. 

Implementation of the practice 

 The vision to provide comprehensive health improvement of tribal population in the 
district was started with the available local funds. 

 The project was a joint effort by the Directorate of Health Services (DHS), Govt of 
Chhattisgarh (GoCG) in collaboration with UNICEF and Public Health Foundation of India 
(PHFI) and the main agenda was to attract and retain specialised Human Resources (HR) 
for health in districts of Chhattisgarh. 

 Filling of vacant posts of the health workforce to meet the shortage was targeted and 
hiring fresh medical graduates on contract and paying them a high salary to serve in 
remote areas was promoted. 

 Lucrative salaries and packages were offered to fill the shortage of specialist doctors and 
medical officers. 

 The district utilises the corpus of INR 40 Crores per annum to cater to the health needs. 
 The administration trained the tribal women to become ASHA workers to participate in 

health system strengthening. 
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Key Findings 

 Accessibility and coverage of healthcare facilities have improved in terms of the creation of 
physical infrastructure, road connectivity, transportation etc. However, lack of optimal 
availability of human resources and reliable services lead to broken linkages of car pathways 

 Average distance to government facilities has been found to be 5.8 km in rural areas and 2.7 
km in urban areas (EY Primary Analysis: Household Survey, 2019). 

 Average time taken in rural areas was observed to be ~25 minutes while that in urban areas 
was ~20 minutes (EY Primary Analysis: Household Survey, 2019). 

 With the increased accessibility and limited availability of healthcare professionals especially 
specialists, there may be a need to study the linkage of SC, PHC, CHC, and DH to arrive at an 
optimal configuration. 

 Provisions of incentives like jobs for spouse, education for children were the key 
initiatives taken to support the health workforce. 

Results of practice – outputs and outcomes 

 Vacancy of health workforce has reduced drastically. 
 2016-17 2017-18 
 Sanctioned Posted Sanctioned Posted 

Doctors 
Doctors (MBBS) 44 15 33 30 
Specialist 40 1 84 44 

Allied Healthcare Staff 
Staff Nurse 114 16 114 108 
Pharmacist 21 10 21 14 
Lab Technician 30 7 30 15 
ANM 176 111 176 150 
MPW 92 21 92 40 

 Institutional deliveries increased to an average of more than 100 institutional deliveries 
per month at public health facilities. 

 Involvement of tribal communities in healthcare delivery has increased. 
 Health indicators have improved in the district. 

Lessons learnt 

 With the right strategies and actions, improving health services is possible even in 
remote and difficult areas. 

 Provisions like jobs for spouse, education for children etc., can help in attracting a health 
workforce even in difficult areas. 

Conclusion 

Retaining doctors and paramedics in the Naxal affected belt and other difficult to reach areas, 
addressing the shortage of human resource in healthcare with minimum cost has been a 
public health contribution. 

Further Readings 
Outsourcing of Recruitment and Management of Human Resources for Remote and Conflict 
areas in Chhattisgarh: A Case Study 
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1.2.5 Quality and Hygiene 

To maintain the quality of healthcare delivery in India, the Government introduced Indian Public 
Health Standards in 2007 for primary and secondary healthcare services  (Wennerholm, Scheutz, 
Zaveri-Roy, & Wikström., 2013).  These standards were last revised in 2012 (and are under the 
process of revision now). Quality of healthcare is also maintained through medical audits and 
accreditation under National Quality Assurance Standards (NQAS-MoHFW, 2017), National 
Accreditation Board for Hospitals and Healthcare Providers (NABH), and the National 
Accreditation Board for Testing and Calibration Laboratories (NABL). Other initiatives like 
LaQshya, Swachh Bharat Mission, Swachh Swasth Sarvatra, Kayakalp etc. have been launched by 
the GoI towards improving quality. Adherence to clinical practice and guidelines has increased to 
manifold since the launch of NHM. Every labour room has clinical protocols.  

While these institutional mechanisms are in place, the adherence of public facilities and services 
to such standards needs to be improved. The number of health centres (SCs, PHCs, CHCs) meeting 
IPHS norms has been falling since 2015 (RHS, 2015-2019). As per RHS 2019, only 3.4% SCs, 8.3% 
PHCs and 21.8% CHCs are functioning as per IPHS norms in rural areas.  

The initiatives taken towards improving quality and hygiene appear to have an impact in terms 
of Kayakalp and NQAS certification (EY Primary Survey: KII Analysis, 2019). Adherence to clinical 
practice guidelines has been low in the country (WHO, World Bank, and OECD, 2018; EY Primary 
Survey, 2019). There is a need for adherence to Standard Treatment Protocols (STPs) and further 
improvement in hospital infection surveillance.  

In the current healthcare environment, where both private and public players work tirelessly to 
grow into a network of healthcare delivery networks, from tertiary to secondary, primary, home, 
and individual care, ensuring and improving the standard of service and patient experience is 
critical (EY FICCI, 2019). 

An improved correlation between patient satisfaction rates, medication adherence, and 
treatment success has been observed (Bhattacharya, et al., 2018). Patient satisfaction as an 
indicator of healthcare quality has developed as an outcome metric, however, surveys of patient 
satisfaction are increasingly being described as assessing the performance of the operational 
service delivery process in hospitals (Bhattacharya, et al., 2018). Satisfaction with the service 
provider, i.e. the prescriber, is a vital component of the entire consultation process and ultimately 
dictates the patient's compliance with the prescribed treatment. Besides this, performance often 
varies depending on the beneficiaries’ socio-demographic characteristics (Kumari, et al., 2009). 

~77% of labour rooms in district hospitals were found to be clean and hygienic (EY Primary 
Analysis: Facility Survey, 2019). ~80% households reported functional equipment in the health 
facilities (EY Primary Analysis: Household Survey, 2019). It was observed that the respondents 
were largely satisfied with the services provided at health facilities (EY Primary Analysis: 
Household Survey, 2019).  

There were some concerns reported around lack of privacy and confidentiality faced by the 
patients at health facilities (EY Primary Analysis: Household Survey, 2019). Some patients 
preferred private hospitals to public ones because of level of care, lesser waiting time, and 
availability & quality of the services in private hospitals (EY Primary Analysis: FGD, 2019).  
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Key Findings: 

 Hospital Infection Surveillance and development and adherence to STPs is a concern in 
public health facilities. While adherence to clinical practice guidelines is low in the country, 
respondents were largely satisfied with the services (EY Primary Analysis: KIIs, 2019); (EY 
Primary Analysis: Household Survey, 2019).  

 Uptake of NQAS, LaQshya, Kayakalp has been increasing and yielding results (EY Primary 
Analysis: KIIs & FGD, 2019). 

 Some patients prefer private hospitals to public ones because of level of care, lesser waiting 
time, and availability & quality of the services in private hospitals (EY Primary Analysis: FGD, 
2019). 

 77% of labour rooms in district hospitals were found to be clean and hygienic (EY Primary 
Analysis: Facility Survey, 2019).  

 ~80% households reported functional equipment in the health facilities (EY Primary 
Analysis: Household Survey, 2019). 

1.2.6 Increase in the share of Public Hospitals 

The share of Government/public hospitals in both OPD and IPD has increased since 2014. The 
service providers remain fragmented in the private sector 

The share of public sector in both OPD and IPD has marginally improved in the last 5 years, Figure 
1-21. According to the HMIS data, the improvement has been more significantwith 27% increase 
in IPD from 2014-15 to 2019-20 and 26% increase in OPD during the same period. 

Figure 1-21: Increase in share of public health facilities 

  
Source: NSSO 71st and 75th Round  

~50% of respondent households consulted a government doctor first in case of illness (EY 
Primary Analysis: Household Survey, 2019). ~50% population in each social group surveyed, 
preferred consulting government doctors (EY Primary Analysis: Household Survey, 2019).  

1.2.7 Healthcare Financing 

Government’s expenditure on healthcare has been 1.6% of GDP for FY 2019-20, while the NHP 
sets a target of 2.5% for the year 2025 (Figure 1-22). As per the current trend, the target of 2.5% 
is unlikely to be met. Also, the Government’s expenditure on healthcare as part of GDP remains 
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much lower as compared to other countries as shown in Figure 1-23. 

Figure 1-22: Government expenditure as a % GDP in India  

 
* Expenditure on ‘Health’ includes expenditure on ‘Medical and Public Health’, ‘Family Welfare’ and ‘Water 
Supply and Sanitation’. 
Source: Economic Survey, 2019 
Figure 1-23: Domestic general government expenditure (% GDP)  

 
Source: World Bank data 

Scheme-wise aggregate level discussion is presented below.  

The expenditure is largely on central sector schemes and CSS (Table 1-8 and 1-9). CSS constitutes 
nearly ~60% of the healthcare expenditure.  

Table 1-8: Centrally Sponsored Schemes’ allocations (in INR Crore) 

Centrally Sponsored Schemes 
RE  

2016-17 
RE  

2017-18 
RE  

2018-19 
RE  

2019-20  

NRHM43 (MoHFW) 19,462.00  25,458.61  25,243.05  28,783  
 

NUHM (MoHFW) 575.00  652.05  875.00  950.00  
 

Tertiary Care Schemes (MoHFW) 660.95  665.90  345.00  300.00  
 

HR for Health and Medical Education 
(MoHFW) 

1,500.00  4,025.00  4,220.00  4,500.00  
 

AB- Pradhan Mantri Jan Arogya 
Yojana (MoHFW) 

- - 2,400.00  3,200.00  
 

NAM (Ministry of AYUSH) 399.40  439.40  503.53  500.60  
 

Total 22,597.35 31,240.96 33,586.58 37,490.20 
 

Source: Union Budget for Ministry of Health and Family Welfare; PMJAY Annual Report 2018-19; Union 
Budget for Ministry of AYUSH 

Apart from CSS, central sector schemes also contribute to the overall healthcare outcomes. The 
allocation is nearly ~15% of the total budget. 

                                                             
43 Does not include the component of Strengthening of State Drug Regulatory System with Rs 206 Crore 
budget allocation which is a NHM component and not NRHM. 
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Table 1-9: Central Sector Schemes’ allocations (in INR Crore) 

 Central Sector Schemes 
RE  

2016-17 
RE  

2017-18 
RE  

2018-19 
RE  

2019-20  
Pardhan Mantri Swasthya Suraksha 
Yojana 

1953.24 3175.00 3825.00 4733.40 
 

National AIDS and STD Control 
Program 

1753.00 2163.06 1925.00 2956.00 
 

Family Welfare Schemes 639.04 787.87 518.96 514.15 
 

Health Sector Disaster Preparedness 
and Management 

15.00 26.13 90.00 117.28 
 

Other Central Sector Schemes 20.44 193.36 89.36 144.43 
 

Total 4,380.72 6,345.42 6,448.32 8,465.26 
 

Source: Union Budget for Ministry of Health and Family Welfare; PMJAY Annual Report 2018-19; Union 
Budget for Ministry of AYUSH 

On an average approximately 40% expenditure of the scheme was incurred towards 
strengthening of health facilities at the level of CHC and below. Considering the status of health 
facilities at CHC and below, the proposed additional expenditure may be substantially spent on 
strengthening primary healthcare facilities. 

Table 1-10: Budget allocation(2020-21) against projected demand 
 Budget 2020-21 
 Projection (in 

INR Crore) 
Allocation (in 
INR Crore) 

Shortfall (in 
INR Crore) 

Allocation as % 
of Projection 

Umbrella NHM  85,158.62  39,839.00  45,319.62   46.78  
Central Sector 
Health Scheme  

32,033.20  25,172.80   6,860.40   78.58  

Total  1,17,191.82 65,011.80  52,180.02  55.47 
Source: Department-Related Parliamentary Standing Committee on Health And Family Welfare Report no. 
118 , 2020 

In BE 2020-21 for the health budget INR 65,011.80 crore has been allocated against the projected 
demand of INR 11,7191.82 crores leading to a shortfall of INR 52,180.02 crore. This allocation of 
INR 65,011.80 crore amounts to only 55.47% of the projected demand. This shortfall in allocation 
might result in difficulty in upscaling of various schemes and projects under the health ministry. 

State Fund Allocations 

Figure 1-24: Expenditure reported by States and Centre under NHM 

 
Source: Department-Related Parliamentary Standing Committee on Health And Family Welfare Report no. 
118 , 2020 ; Source: Union Budget for Ministry of Health and Family Welfare 

Out of the overall health expenditure under NHM (States+Centre), the contribution of States is 
~55%.  The average annual rate of increment in expenditure by States is ~8.9%, while that of 
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centre is ~11.8%. It has been observed that most states allocated less than 2% of their GSDPs (in 
2017-18 and 2018-19) towards health against the NHP-17 recommendation of 8% of GSDP 
(MoSPI, 2020); (Department-Related Parliamentary Standing Committee on Health And Family 
Welfare Report no. 118 , 2020) 

Figure 1-25: State fund allocation per capita under NHM 2019-20 

 
Source: Department-Related Parliamentary Standing Committee on Health And Family Welfare Report no. 
118 , 2020; Projected population for 2019 from National Health Profile-2019 

The average State share per capita under NHM in India (2019-20) was INR 1533.22 with highest 
State share per capita in Arunachal Pradesh (INR 11001.48) and lowest in Bihar (INR 853.46).  

8-EAG states and Assam have the highest MMR and IMR load in the country while their state share 
per capita remains almost equal to or lower than the average for all the States.  

While 22 out the 32 States/UTs having a state share are above the overall average with large 
states such as MP, UP, Bihar, Maharashtra, Jharkhand and Andhra Pradesh fall below the average. 

Key Findings:  

 Government’s current expenditure on healthcare has been ~1.6% of GDP. With the current 
trend, the target of 2.5% of GDP (2025) is less likely to be achieved. 

 Out of the overall health expenditure under NHM (States+Centre), the contribution of States 
is ~55% (EY Analysis); (Department-Related Parliamentary Standing Committee on Health 
And Family Welfare Report no. 118 , 2020); (Union Budget for MoHFW) 

 Most states allocated less than 2% of their GSDPs (in 2017-18 and 2018-19) towards health 
against the NHP-17 recommendation of 8% of GSDP (MoSPI, 2020); (Department-Related 
Parliamentary Standing Committee on Health And Family Welfare Report no. 118 , 2020) 

 8-EAG states and Assam have the highest MMR and IMR load in the country while their state 
share per capita remains almost equal to or lower than the average for all the States. 

 Ministry of Health & Family Welfare (MoHFW) drives the healthcare largely through 
Centrally Sponsored Schemes (CSS) (upwards of 70% of total healthcare expenditure is the 
share of CSS and Central Sector Schemes of GoI). CSS attract nearly four times the budget of 
central sector schemes.  
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1.2.8 Use of Technology and Data Reporting  

Interoperable Electronic Health Records 

► EHR Standards: The revised version of 2013 standards has been notified in December 2016. 
The EHR Standards include standards for Disease Classification, Medicine and Clinical 
Terminology, Laboratory Data exchange, Digital Imaging and Communication etc. for semantic 
inter-operability.  

► Metadata & Data Standards (MDDS): To enable interoperability among healthcare applications 
MDDS were developed following the guidelines of Ministry of Electronics and Information 
Technology (MeitY) and open standards policies of GoI. The MDDS have more than 1000 data 
elements to be used in healthcare applications and are aligned with the global health IT 
standards. The approved MDDS were notified by MeitY in August 2018.  

► National Identification Number (NIN) to Health Facilities in India: a unique identification 
number, which is essential for achieving inter-operability and creation of EHRs, is being 
assigned to all health facilities (both public and private). So far, almost 99% of public health 
facilities have been allocated NIN. The process for setting up the mechanism for allocating NIN 
to private facilities is underway.  

► Hospital Information System (HIS): HIS is being implemented for computerized registration 
and capturing EHR/ EMR of patients in public health facilities upto PHC level. This will also 
facilitate workflow management leading to better delivery of services to patients and 
improvement in efficiency of processes in these facilities. So far, financial assistance has been 
provided to 21 States/UTs for implementation of HIS application. Current status of HIS 
implementation is as below: 

o eHospital (NIC): implemented in more than 320 hospitals 
o e-Sushrut (C-DAC Noida): implemented in more than 80 Hospitals in State of Maharashtra 

(1), Telangana (3), Rajasthan (72) and Delhi (1). 

► My Health Record: provides a single online personal medical record storage platform to 
citizens of India to enable them to manage their own medical records in a centralized way, 
which greatly facilitates the storage, accessibility and sharing of personal health data. 

 

Case Study 3 – Electronic Health Record Sharing System in Hong Kong 

Introduction 
The Electronic Health Record Sharing System (eHRSS) is a Hong-Kong government-led, non- 
compulsory program launched in March 2016 for sharing of the health records of citizens in 
both public and private healthcare sectors in Hong Kong. The centralized repository contains 
details of the patient’s drug reactions, diagnosis, procedures, medications, immunisation etc. 
and is stored and shared across the health care providers with the patient’s consent. 
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Key Stakeholders 

 
Implementation of the practice  

 The first stage of the eHR program was implemented from 2009 to 2015 as a sharing pilot 
called “Electronic Patient Record”. In March 2016 eHRSS was launched. 

 The data privacy and security of the eHRSS was given legal protection.  
 An information infrastructure is provided for the healthcare providers via the eHRSS. 

With the consent of patients, the records can be retrieved by healthcare professionals. 
 In stage one of eHRSS, they developed eHR sharing platform core infrastructure, the CMS 

Adaptation modules (CMS Adaptation modules are modules developed to facilitate 
private hospitals to connect to and interface with the eHRSS.) and CMS On-ramp 
application (CMS On-ramp is a clinical management software with sharing capability 
developed under the eHR Programme. It is a turn-key system readily usable by private 
clinics.), as well as the standardisation and interfacing component 

Results of the practice 

eHRSS has helped promote public-private collaboration, facilitate the continuity of care and 
improve the quality and cost-effectiveness of healthcare services. According to the Hospital 
Authority (2018), more than 485,000 patients and 3,500 private healthcare professionals 
were enrolled in the PPI-ePR pilot up to January 2016. 

Lessons learnt 

The predominant challenges faced on the development of eHR are concerns over data privacy 
and cyber security of the database. As health-related data is highly personal and sensitive, 
patients generally wish to keep such data sharing on a need-to-know basis. To address this 
issue, following measures were introduced under PPI-ePR: 

 Electronic Health Record Sharing System Ordinance became effective from 2 December 
2015 for the establishment of the eHRSS. It provides a legal base to protect the system, 
data as well as information (Privacy Commissioner for Personal Data, 2018). 

 There are two options for voluntary registration- indefinite sharing consent and one-year 
sharing consent for patients. Consent is valid until revocation by the patient’s registration 
is being withdrawn or cancelled.  

 Only patients’ data which are within the scope of sharable eHRs will be uploaded to the 
system and accessed by clinicians on a need-to-know basis. 

 Some members have proposed the inclusion of a "safe deposit box" containing sensitive 
data in the system, in which patients can have control over access to data put in the box. 
While claiming that such functions might undermine the comprehensiveness of eHRSS, 
the Government is now exploring the feasibility of the proposal in the enhancement of 
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Conclusion  

With the increasing ageing population and rising NCD burden in India, information systems 
like eHRSS will help in devising future health policies for the nation. Implementing electronic 
health records will further help in streamlining the referral and follow up processes in the 
country with strong gatekeeping. 

Further reading 
https://www.ehealth.gov.hk/en/publicity_promotion/ehealth_news_09/the_new_world_of_he
althcare.html 
https://www.legco.gov.hk/yr18-19/english/panels/hs/papers/hs20190520cb2-1432-3-e.pdf 
https://www.legco.gov.hk/research-publications/english/essentials-1718ise09-electronic-
health-record-sharing-system.htm 

Case Study 4: Digital Healthcare Solutions- South Korea 

Introduction 

The Korean healthcare system is run by the Ministry of Health and Welfare (MoHW) and is 
funded by a compulsory National Health Insurance Scheme (NHIS) that covers 97% of the 
population.  Government of Korea has implemented various measures aimed at expanding its 
digital health industry, i.e., Digital healthcare for Korea. Since 2017 digital healthcare has 
become a top priority in the country with increased investment and deregulation where 
appropriate to spur innovation. Digital health is one of the four pillars of the current 
administration’s plan for the fourth industrial revolution, with emphasis placed on areas such 
as healthcare related Big Data, Health IT (HIT) and artificial intelligence (AI). The Korean 
healthcare market majorly focuses on IT related solutions to be provided to the patients and 
as a result they have recently started heavily investing in AI and Block-chain implementable 
solutions to create a total digital healthcare system that will enable sharing of accountable 
patient data via secure means in real-time. Korea envisions creating more IT enables solutions 
and customer centric products designed and customisable for different patients according to 
their need basis their medical records. In South Korea, 5G coverage is already relatively 
widespread which severs as a backbone for the digital health infrastructures, with 
approximately 80% population coverage, and demand for 5G services from consumers is 
higher than in most other countries. 

Key Stakeholders 

 

• Provides regulations and developmental plan for other players 

Government Institutions

•Korea's Big 5 hospitals
•Asan Medical Center, Severance Hospital, Samsung Medical Centre, eoul National 
University Hospital, Seoul St. Mary’s Hospital

Medical Centers

•Major Conglomerates in Digital Health
•Samsung Electronics, LG Electronics, KT Corp, SK Telecom etc.

Large Corporations 

•Notable Digital Healthcare Start-ups/Scale-up
•Insung Information, H3 Systems, Biospace, Vuno etc.

Start-ups
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Implementation of the practice  

Most of the digital health care projects in South Korea are based on the following digital areas: 
Digital areas Highlights 

Health IT Wide-spread prevalence of clinical IT systems, growing investment in 
patient monitoring accessories, EMR/EHR, etc; Growing trend of fully 
digitizing the hospital operations 

Big Data Strong government support for precision medicine & genomics, AI-based 
health products and services, etc 

Blockchain Growing investment in Blockchain-based medical record database, 
disease prediction services, etc; 

Telemedicine Currently blocked by regulation, but active pilot programs in patient 
monitoring systems, chronic disease management systems, etc; 

Consumer Health 
Electronics 

Currently dominated by health activity monitoring applications from 
major smartphone companies 

Image: Key Highlights of South Korea Digital Health Care 

 
The Key Feature and services in South Korean include:  

1. Korean Health Insurance Review and Assessment Service (HIRA) is a value-based 
purchasing system that guarantees medical service quality improvement and cost 
appropriateness through efficient resource distribution. HIRA system creates synergistic 
effects by combining various healthcare purchasing activities and roles. It is based on 3 
components: 
• Rule Making - Benefit standard (Treatment, Drug, Medical material) management, 
• Monitoring & Feedback – Medical claims & review, quality assessment, drug utilisation 

review, on-site investigation, medical fee verification,  
• Infrastructure Management - Healthcare resources management, Korea Pharmaceutical 

Information Service, Patient classification system, Health Insurance System education, 
Healthcare big data analysis. 

2. Excellence of Korean Healthcare relies on its Advanced Health Technology (HT). Health 
Technology (HT) translates into healthy living for all people around the world with 
prevention, treatment and diagnosis of diseases, promotion of health, improvement in 
rehabilitation, and long-term care. HT comprises of 5 components – Biotech, Material Tech, 
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Mechatronics, Nanotech and Information & Electronics. 

3. EMR systems in Korea have sophisticated functionalities such as clinical-decision support 
and warnings for drug-drug contradictions and age restrictions. Focus is given on Health 
Information exchange (HIE) rates between external organisations. Korea utilise Digital 
healthcare using IT to help distribute medical resources efficiently. 

4. As part of the government policy to encourage hospitals to share information across 
healthcare providers, the Korean government announced a three-year project in 2018 called 
FEEDER-NET. The projects ultimatum is to create a sustainable bio-health big data 
ecosystem for research, industry and policy making 

5. South Korea uses Big data for medicine - The Korean Bio-Information Center (KOBIC) 
operates the National DNA Management System which can provide customized diagnosis 
and medical treatment for patients by integrating big data on various types of medical 
patient information. Desktop virtualisation, mobile EMR, dashboard, animation based 
patient education, mobile e-consent, smart patient guide, smart bedside station and some of 
wireless device & systems are used.   

6. Paradigm shift in healthcare: Information & Communication Technology has been a game 
changer in healthcare, shifting the focus from treatment to prevention and management. 

 
7. Korea government’s direction for healthcare is supporting innovative growth in healthcare 

through DNA-P: Data – Network – Artificial Intelligence + Platform. Key Features: 

• OUR (On-Time Universal Reference) hospital that stays with patients every step of the 
care pathway 

• AI-powered smart emergency medical system – securing golden hour during an 
emergency patient and seamless integration of the emergency system. AI-based precision 
medicine services “Dr. Answer” where AI doctor answers all questions and offers medical 
diagnosis and treatments using medical big data. Targeting 8 major disease relating to 
cardio, cancer and brain, it provides solution like prevention, diagnosis, treatment and 
prognosis.  

• Post, precision, personalised hospital information system (P-HIS) – balance between 
large and small hospitals with cloud service efficiency. P-HIS – Develop a cloud HIS for 
Precision medicine to apply/ deploy to primary/ secondary and tertiary hospitals across 
the country. Cloud HIS is integrated with extensive additional features and analytics 
services for P-HIS expandability.  

• Intelligent SW Technology Development for medical data analysis – personalised 
treatment based on integrated data and activation of ICT industry (AI, Big Data) 
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• AI-based smart emergency medical system – develop a seamless integrated emergency 
medical system to secure patients’ golden hour and to reduce medical expenses. 

Results of the practice 

South Korea is a forerunner in all the health care performance metrics and the country try to 
improve those metrics with technology and innovation. Most of the performance metrics are 
better than US and many European countries. Few metrics as follows in 2017: 

• Life expectancy at birth was 82.7 years 
• Colorectal cancer survival rate at 72.8% - (OECD highest) 
• Cervical cancer survival rate at 76.8% - (OECD 2nd highest) 
• Overall cancer survival rate at 66.9% 

Lesson Learnt  

Data security and privacy become major concerns for Digital Health initiatives. Several laws 
and acts in Korea regulate the personal and medical information required to provide medical 
and healthcare services. Experts describe the regulations surrounding the sharing of patient 
data, which is important for the development of health IT and big data (AI, deep learning)-
based technologies as well as precision medicine platforms, as being both complicated and 
vague. The guidelines surrounding deidentified data, as well, is unclear, and therefore leaves 
healthcare providers and companies at risk if they were to interpret the guidelines incorrectly. 
The current administration has committed to removing excessive regulations on the data 
industry to boost the growth of the sector, especially relating to the healthcare.  The major 
data privacy regulations act in South Korea are 

 Personal Information Protection Act (PIPA):  Enacted on September 30, 2011, Korea’s 
Personal Information Protection Act (PIPA) is considered as one of the strictest data 
protection regimes in the world. According to the Act, any information that, if revealed, may 
considerably infringe on the data subject’s privacy, such as information related to an 
individual’s health or medical treatment, genetic profile, sexual orientation, criminal 
records, ideology and faith is considered sensitive data. 

 Medical Services Act: The Medical Services Act regulates matters related to quality of 
medical services, requirements for hospitals and medical records as well as prohibition 
against disclosure of confidential patient information such as treatment options and drugs 
prescribed. 

Conclusion 

South Korea uses the vast amounts of health data to which it has access to assess the 
consumption of health services and improve efficiency and cost-effectiveness. When it comes 
to public health policy, notably a collaborative governing approach and rich data 
infrastructure, the country stays ways ahead than the rest of the world. 

Further reading  

https://www.ohdsi-europe.org/images/symposium-2019/posters/17_Seongwon_Lee.pdf 
https://stlpartners.com/digital-health-telecoms/digital-health-in-south-korea-five-
examples-of-digital-health-beyond-telemedicine/ 
https://stlpartners.com/research/5gs-healthcare-impact-1-billion-patients-with-improved-
access-in-2030/ 
https://www.intralinkgroup.com/getmedia/3153c79b-463d-47c7-84e6-
56848c98aab7/Intralink-Report_Life-Sciences_June2019 
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Data Reporting 

RMNCH+A and a few other parameters are captured in HMIS quarterly. Information on disease 
control programs is available in pieces in different databases such as Nikshay (tuberculosis), 
Nikusht (leprosy) etc. External surveys such as Sample Registration System (SRS), District Level 
Household Survey (DLHS), and NFHS are available at a lag and at different periodicity excluding 
the possibility of a real-time triangulation. Further, there are disparities in the data reported in 
HMIS and NFHS for the same indicators measured across States and UTs.  

Figure 1-26:Data Integrity Measure–ANC registered within 1st Trim. & Institutional Deliveries-Study States 

Source: Healthy States Progressive India, NITI Aayog 2019 

The setting up of HRMIS and facility of e-payslip generation through HRMIS are yet to be taken 
up in many States (NITI Aayog, 2019). Many States are also not updating HRMIS data regularly. 
In absence of HRMIS in States, mismatch of infrastructure availability and human resource 
availability is possible, leading to sub-optimal use of facilities. Further, impact of absenteeism, 
posting and transfers can’t be assessed on real time basis. 

1.2.9 Employment Generation 

Health sector is a crucial aspect of an economy and also a significant source of quality jobs. While 
the exact numbers for employment in health sector (especially in private sector) are difficult to 
estimate, the below statistics could be used as broad indicators:   

 From 2015 to 2018, a total of 8,963 doctors were given employment in DHs (6,403), SDHs 
(2,414) and PHCs (146). 7,141 health workers (female) in SCs (2,768) and PHCs (4,373); and 
30,162 allied healthcare staff in DH (21,561) and SDH (8,601) were given employment in the 
same period (RHS, 2015; RHS, 2018). 

 With the increase in popularity of AYUSH, there has been a steady rise in total number of 
registered AYUSH doctors in India from 7,44,563 in 2015 to 7,99,879 in 2018 (AYUSH in 
India, 2018).  

 Total number of ANMs in India, registered nurses and registered midwives in India are 
8,60,927 and registered nurses and registered midwives in India are 2,048,979 respectively 
till 2017 (National Health Profile, 2019). Further, there were 56,469 lady health visitors till 
2017 and 1,125,222 pharmacists till March 2019 in India (National Health Profile, 2019).  

 MoHFW has proposed transformation of 1,50,000 existing sub-centres and primary health 
centres into HWCs to be managed by newly created post of middle-level health providers 
(designated as Community Health Officer). This will create job opportunities for nursing 
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professionals, AYUSH doctors, and other allied professionals. 

 A preliminary analysis of the CBHI data of over 5. 3 lakh facilities indicates potential 
employment opportunities in a variety of settings from one and two person dispensaries and 
single clinics to free standing diagnostic laboratories and specialty hospitals. Based on the 
present assumptions, it is estimated that healthcare sector can be a potential employment 
generator in the long run, and an additional ~5.5 lakh workforce could be absorbed in 
various facilities over the years (MoHFW, 2020). 

1.2.10 Governance 

MoHFW, through NHM, has supported the States / UTs technically and financially with respect to 
mechanisms for governance and HR recruitments. Public Health Management Cadre and 
decentralized planning has been discussed below. 

 Public Health Management Cadre 

The creation of Public Health Management Cadre has been approved by the Central Council of 
Health and Family Welfare (CCHFW) in 2019. There is a need to accelerate the work being done 
to set up Public Health Management Cadres in India for pre-emptive planning for responding to 
potential natural disasters, pandemics etc. (IIPH & IIM-A, 2020). 

Under extreme stress situations, the public health cadre in Tamil Nadu has played a crucial role 
(discussed in Case Study 3) (EY Primary Survey: KII Analysis, 2019). 

Public Health Cadre in India is at different stages of implementation in various states: 
 those with a well-established cadre, e.g. Tamil Nadu, Maharashtra 
 those with some select components of the cadre in place, e.g. West Bengal, Kerala 
 states actively pursuing cadre formation, e.g. Odisha, MP, Chhattisgarh 
 states still in the contemplation phase; e.g. Karnataka, Haryana, some NE states (Cleak, KR, 

Heaslop & Tonge, 2020)  
 Uttar Pradesh recently introduced guidelines for the introduction of public health cadre.  

 

Case Study 5 - Public Health Cadre in Tamil Nadu 
Introduction 

Public health interventions are delivered by different bottom-top level stakeholders lacking 
regulatory authority and powers to systematically enforce public health in the state 
(Parthasarathi & Sinha, 2016). In Tamil Nadu, there is a dedicated Public Health Cadre that 
works in administrative and management positions and manages the primary health services. 
A separate, systematically trained Cadre has helped handle stressful situations like tsunami etc 

Implementation of the practice 
 A fresh medical graduate can join as Municipal Medical Officer (MMO)in the Cadre. Within 

4 years of joining, the MMOs can also complete a diploma in public health (from Madras 
Medical College). MMOs with completion of diploma get regularized and depending on the 
vacancy can also be promoted to the Deputy Director level. 

 Three categories of such posts are – 
a) district level officer to head primary health services 
b) principal of training institutes 
c) faculty in the community medicine department in medical colleges 
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Further, with an MD degree, career progression may include working in medical colleges or 
field services. The promotions can reach further up to the director through joint director and 
additional director posts Invalid source specified.. 

 There are also incentives for working in rural areas, such as: 
o Allowance for working in rural areas is INR 1000 per month. 
o Before the introduction of the NEET exam in the State, 50% preference was given to 

the candidate for working in rural areas for two years and, they were also provided 
further preference for each additional year of work experience in rural areas (EY 
Primary Analysis: KIIs, 2019). 

o Residential accommodation is provided to the medical officers in majority of the cases. 

Results of practice 

1. Better health outcomes without high expenditure on health- Tamil Nadu without spending 
more than the national average on health has been the state with one of the best health 
indicators. Kerala also with better health outcomes, in contrast, has public health 
expenditure more than the national average and private expenditure more than twice of 
the national average (Kumar, Bothra, & Mairembam, 2016)  

2. Disaster Management- Cadre adopts annual pre-emptive planning for responding to 
potential natural disasters such as floods and cyclones. This ensures that when 
catastrophic disasters like the tsunami of 2004 strike, the state has the internal 
preparedness to deal with them (EY Primary Analysis: KIIs, 2019).  

Lessons learnt 

 Separate components in the public health workforce can be helpful:  
S.No. Health workforce categories 

1 Public health administrative and leadership posts  
(to be headed by doctors with public health training) 

2  Technical staff  
(epidemiologists, entomologists, health informatics/surveillance officers) 

3 Trained public health management staff 
4 Grassroot front-line public health workers  

(female and male multi-purpose workers) 

 Doctors joining public service can be given a choice to either enter the clinical cadre 
(providing clinical care) or the public health cadre (with a predominant public health role). 

 Doctors with pre-existing public health qualifications and/or providing in-service public 
health training to existing doctors should be included. 

Conclusion 

A public health management cadre/public health cadre maybe considered by the States for 
efficient management of public health system. This practice is replicable across States due to 
similar administrative structure and minimal restructuring at block/district/state level 
required.  

Further Readings 

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5112973/  
https://apps.who.int/iris/bitstream/handle/10665/329567/seajph2018v7n1p29.pdf 
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 Decentralised Planning and role of local bodies 

While some states have involved local Governments effectively for planning and monitoring of 
healthcare programs, due to lack of capacity at the local Government level, other states are yet to 
be effectively involved. 

In States like Gujarat, Andhra Pradesh and Maharashtra, PRIs have been actively involved in the 
monitoring of health programs (12th CRM, 2020). Few states have not been able to actively 
involve local Governments (PRIs and ULBs) in planning and monitoring of health programs, the 
major reason being the lack of capacity for active involvement (EY Primary Survey: KII Analysis, 
2019). 

In order for local bodies to become stakeholders for sustainable improvements in health 
standards a need to formalise the roles and authority of local bodies in ensuring convergence was 
highlighted (IIPH & IIM-A, 2020). 

Decentralization of decision making to meet local and regional health priorities has been the key 
national health policy principle (National Health Policy, 2017). The decentralization efforts with 
respect to the inclusion of Urban Local Bodies (ULBs), Panchayati Raj Institutions (PRIs) and 
community participation has been observed in a few States. However, instances of no support 
received from the local Government representatives were also reported in few states (EY Primary 
Analysis: KII Analysis & FGDs, 2019). 

 

Case Study 6 – Kerala Institute of Local Administration (KILA)  

Introduction 

Kerala Institute of Local Administration (KILA) was established in 1990 as an autonomous 
institution at Thrissur with several campuses in Kerala. KILA is registered under the 
Travancore-Cochin Literary, scientific and charitable society Act 1995 and supported by the 
Government of Kerala. The main objective of the institute includes strengthening 
decentralization and local governance, establishment of training and research centres, 
conducting training programs for the local government officials. KILA provides support in 
training, research and consultancy for local self-governing institutions (LSGIs). The institute 
accelerates the socio-economic development of the State through the strengthening of LSGIs.  

Key Stakeholders 

 Government of Kerala 
 Organizational Structure of KILA- The institute has been headed by the Director and 

supported by staff who together form part of different organizational committees.  

Implementation of the practice 

 KILA functions for promoting decentralized governance in both rural and urban areas. 
 The organizational committees are: 

o Training Planning & Monitoring Committee 
o Journal Committee 
o Research and Internship Committee 
o Grievance Redressal Committee 
o Help Desk Advisory Committee 
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 KILA focuses on the following core areas to strengthen the LSGIs: 

Participatory planning 
Local & Urban Governance 

and Development 
Gender Development 

Local Economic Development 
and Livelihood Promotion 

Public Health 
Child Rights Governance 

 
Natural Resource Management 
and Watershed Development 

Financial Management 
 

Food Security and Sustainable 
Agricultural Development 

Good Governance and Social 
Accountability 

Human Development 
 

Poverty Management 

 KILA has been actively engaged in capacity building programs on local governance and 
decentralization. Training programs offered by KILA are: 

o Trainers Training Program  
o Panchayat to Panchayat Program  
o Certificate Course for Elected Representatives  
o National Level Course on Decentralized Governance 
o International Course on Decentralization 
o Decentralized Training for Local Government Functionaries 

 Off-Campus Training Program-The institute also conducts research studies and 
publishes reports and working papers on decentralization and local governance. The 
institute disseminates information to the public mainly through its publications.  

 KILA also promotes training of interns on video documentation using smart phones. The 
training aims to train interns who can further train panchayats using these video 
documentations. 

Results of the practice 

 Involving all stakeholders in the discussion including the elected heads, district-level 
officials, representatives of major educational/research institutions, NGOs etc. 

 Training support provided in development sectors like health, education, agriculture etc. 
 1,041 trainings conducted in 2019-20 with ~40,300 participants.  

Lessons Learnt 

 Robust training and dissemination of information for decentralised local planning 
contributes towards smooth and efficient functioning  

 Similar curriculum maybe developed for PRI members and other LSGIs by centre to be 
taken up by States  

 Handholding support should be provided wherever required 

Conclusion 

Kerala has succeeded to a great extent in achieving local development through decentralized 
planning. With the trainings and support provided through KILA, the implementation of 
health programs has been found to be better in the State which is reflected in the overall 
health outcomes. The LSGIs using these trainings are further developing innovative models to 
address problems like waste disposal, solid waste management, employment generation etc. 

Further Readings 
http://www.dspace.kila.ac.in/bitstream/123456789/98/1/Development%20Interface%20
Between%20Local%20Governments%20and%20MLAs%20-%20Hand%20Book.pdf 
http://dspace.kila.ac.in/bitstream/123456789/228/1/Local%20Governance%20-
%20Book%206%20Institutions%20and%20Services.pdf 
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5294441/ 
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1.2.11 IEC, Outreach Activities and Community-based interventions 

The initiatives taken by the Government in the field of IEC include: awareness about National 
Health Policy, 2017, various national schemes and programs and National Mental Healthcare Act, 
2017 through print, outdoor and social media (National Health Policy, 2017).  

The Health Ministry has also partnered with Directorate of Field Publicity (DFP) to spread 
information about promotive and preventive healthcare of newborns and children, adolescents, 
expectant mothers, feeding mothers, newly married couples, NCDs etc.  

Some of the other IEC initiatives are as follows (Ministry of Health and Family Welfare, 2019): 

1. Approval of INR 25 Crore has been received by the ministry to radio broadcast on all health 
issues, especially Dengue and Chikungunya. 

2. Outdoor publicity has been used as a part of 360-degree approach for creating awareness. 
3. Department of Audio Visual and Publicity (DAVP) has been partnered with to create 

awareness about RCH/non-RCH issues within guidelines approved by the Ministry of 
Information and Broadcasting. 

4. Social Media platforms like YouTube, Facebook and Twitter are used to upload videos, short 
films and speeches on health.  

5. 9th Vibrant Gujarat Global Trade Show, 2019 was the platform to display components of 
Ayushman Bharat. 

Information regarding facts and proper hygiene practices are also promoted and achieved 
through IEC activities such as compulsory sex education in schools, educational programs, 
television and interaction of adolescent girls with sociologists, health personnel, teachers & 
parents (Kamaljit, Arora, Singh, & Neki, 2012).   

IEC activities are also conducted for programs like National Leprosy Eradication Program (NLEP) 
for creating awareness amongst the population and especially reducing the stigma against 
leprosy affected people. These activities are usually carried through outdoor and rural media, 
mass media, advocacy meetings and special focus is given on inter personnel communication 
(DGHS, 2019). Initiatives like celebration of Rakhi festival with leprosy patients are undertaken.  

Maharashtra has initiated “IEC Wall”, where Gram Sabha building is used to document and spread 
awareness about various schemes. Uttarakhand has shown an improvement in the awareness on 
JSY, JSSK and emergency transport services due to efficient IEC practices (Ministry of Health and 
Family Welfare, 2017).  

However, targeted IEC interventions are required to increase public awareness on healthy 
lifestyles and on availability of services for curbing Non-communicable diseases. Most IEC 
activities are skewed towards RMNCH+A programs. Interpersonal Communication (IPC) is rarely 
used to increase awareness. “Know your health facility”, a web portal aiming to locate the nearest 
health centre in Uttar Pradesh, was observed to be non-functional. There is a need of targeted IEC 
addressing local myths, misconceptions, and stigma related to disease conditions (Ministry of 
Health and Family Welfare, 2017). 

1.2.12 Key Legislative Changes and Regulatory Reforms 

To meet the current challenges, many legislative changes and regulatory reforms have been taken 
up. The Epidemic Diseases (Amendment) Ordinance, 2020 was promulgated to amend the 
Epidemic Diseases Act, 1897.  The Ordinance amends the Act to include protections for healthcare 
personnel combatting epidemic diseases and expands the powers of the central government to 
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prevent the spread of such diseases. The National Medical Commission Act, 2019 repeals the 
Indian Medical Council Act, 1956 and replaces the Medical Council of India with the National 
Medical Commission. The Mental Healthcare Act, 2017 aims to provide mental healthcare and 
services for persons with mental illness and to protect, promote and fulfil the rights of such 
persons. The Act does not apply to all mentally disturbed persons44 (Math, Basavaraju, Harihara, 
Gowda, Manjunatha & Kumar, 2019) and mental conditions associated with the abuse of alcohol 
and drugs (Duffy & Kelly, 2017).  

The Human Immunodeficiency Virus and Acquired Immune Deficiency Syndrome (Prevention 
and Control) Act, 2017 provides for the prevention and control of the spread HIV and prohibits 
discrimination against persons with HIV. Bio Medical Waste Management Rules, 2016 in 
supersession of 1998 Rules aims to improve the collection, segregation, processing, treatment 
and disposal of biomedical wastes in an environmentally sound manner.  

The Medical Termination of Pregnancy (Amendment) Bill, 2020 has added the definition of 
termination of pregnancy to mean a procedure undertaken to terminate a pregnancy by using 
medical or surgical methods. Allied and Healthcare Professions Bill, 2018 recommends regulating 
and standardising the education and practice of allied and healthcare professionals. Digital 
Information Security Healthcare Act, 2018 seeks to establish National Digital Health Authority to 
enforce privacy and security measures for electronic health data. Public Health Bill, 2017 
provides for the prevention, control and management of epidemics, public health consequences 
of disasters, acts of bio terrorism.  

Many legislative and regulatory changes have been carried out during the study period including 
regulating the prices of medical devices such as pricing control of stents in 2017 (Bhat and John, 
2017). 

Over the Counter (OTC) drug is not a defined term and has been available at the counter freely 
including online sales (Marathe et. al., 2020). With the increasing usage of teleconsultation,45 the 
availability of drugs including the Schedule H drugs46 needs to be revisited. Further, there is 
higher risk of antibiotic resistance.  

A detailed discussion is provided in Appendix 4. 

1.2.13 Research and Development 

Department of Health Research (DHR) under MoHFW aims to translate modern technologies and 
innovations into public health systems through research and development relating to diagnosis 
and treatment methods, and transforming the same into products.  

The Central Sector Schemes rolled out in 2013-14 to achieve this DHR objective are:  

 Establishment of a network of Laboratories for managing epidemics and Natural Calamities 
(VRDL)- Viral Research & Diagnostic Laboratories (VRDLs) were set up to enhance early 
identification and diagnosis capacity of all viral infections.  

                                                             
44 The Mental Healthcare Act is applicable only to those who have “substantial” impairment in thinking, 
mood, perception, orientation or memory that grossly impairs judgment, behaviour, capacity to recognize 
reality, or ability to meet the ordinary demands of life 
45 Telemedicine Practice Guidelines, 2020 
46 Schedule H, Drugs and Cosmetics Act 1940 
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 Establishment of Multi-Disciplinary Research Units (MRU) in Government Medical colleges - 
Research Institutions - To promote and encourage quality medical research in the country and 
provide assistance to medical colleges to set up appropriate research facilities. 

Table 1-11: Physical performance of VRDLs and MRUs 
 Scheme Target Achieved upto 

2018-19 
Target for 
2019-20 

Achieved 
2019-2047  

Shortfall  

VRDLs 125 95 30 11 9 
MRUs 90 79 11 1 10 

Source: Rajya Sabha, 2020 

The reasons for shortfall for achieving the 2019-20 target for VRDLs and MRUs were observed 
as- delays by the State Governments to submit proposals, time taken to identify required space 
by the medical colleges/institutes etc. (Rajya Sabha, 2020).  

 Establishment of Model Rural Health Research Units (MRHRU) in the States- The MRHRU acts as 
an interface between patients, health providers, and health researchers to provide the latest 
technology for diagnosis and management of disease in rural areas. 25 MRHRUs are to be 
established during the 14th Finance Commission period. Each MRHRU will be linked to the 
nearest ICMR institute to mentor the research activities of MRHRU relevant to local needs 
(Rajya Sabha, 2020). 

 Human Resource Development for Health Research (HRD) - To create talented health research 
personnel by upgrading skills of faculty of Medical Colleges/Institutes, mid-career scientists, 
medical students, and others by specialized training in priority areas of health research. 

 Grant-in-aid (GIA) Scheme for Inter -Sectoral Convergence & Coordination for Promotion and 
Guidance on Health Research- Provides support in the form of grant-in-aid for carrying out 
research studies to identify the existing knowledge gap and to translate the existing health 
leads to into deliverable products. 

Other new initiatives of DHR includes preparation of standard treatment workflow for 53 
common and serious medical and surgical conditions, a national list of essential medicines, India-
TB Research Consortium, etc.  

Budgetary Allocation and Utilization 

 A marginal increase in budgetary allocation to DHR in last 2 years 

Table 1-12: Budgetary allocations and utilisations – Department of Health Research 

 

BE RE AE Utilization % 
(in respect of BE) (in INR Crore) 

2016-17 1,144.8 1,344.8 1,323.6 116 

2017-18 1,500.0 1,743.4 1,731.7 115 

2018-19 1,800.0 1,742.7 1,727.9 96 

2019-20 1,900.0 1,950.0 1,801.648  95 
Source: Ministry of Health and Family Welfare Union Budget, 2016-2020 

 The parliamentary standing committee on Health and Family Welfare, in Demands for Grants 
for the year 2020-21 has also highlighted a lower marginal increase in budgetary allocations 
to DHR given the magnitude and incidence of the diseases in the country (Rajya Sabha, 2020). 

                                                             
47 upto January, 2020 
48 Upto February 10, 2020 
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 The projected demand for the year 2020-21 was INR 2,812.72 Crore while the allocation in BE 
has been INR 2,100 Crore with a shortfall of INR 712.72 Crore. This shortfall is expected to 
affect the establishment of VRDLs, MRUs, and MRHRUs in States (Rajya Sabha, 2020). 

 The allocations for health research have been the lowest as compared to the allocations for 
other departments engaged in R&D activities. 

Figure 1-27: Allocations in BE 2019-20 (DHR viz-a-viz other Scientific Departments) 

 
Source: Union Budget, 2020 

 NITI Aayog has also suggested the need for an increase in Central outlay on health research 
for meeting national health priorities, and the development of new technologies, diagnostics, 
and treatments including the development of new vaccines (Rajya Sabha, 2020). 

 Under-utilization of funds during 2019-20 for projects like establishment of a network of 
VDRLs for managing epidemics (74% of BE), the establishment of MRUs (72.50% of BE), 
Establishment of MRHRUs (63% of BE) (Ministry of Health and Family Welfare Union Budget, 
2016-2020). The under-utilization reflects the weakened absorption capacity of implementing 
agencies of the Schemes and the need for improving the monitoring mechanism for the timely 
execution of the DHR Schemes (Rajya Sabha, 2020). 
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1.3 Inter Sectoral Convergence 

Health is impacted and influenced by factors not limiting to the traditional scope of public health 
and healthcare interventions. The importance of collaboration across organizational and sectoral 
boundaries for improvement of health and development outcomes has been recognized (Glandon, 
2019). The introduction of the SDGs and increasing commitment of governments to achieve 
Universal Health Coverage has renewed interest in multi sector collaboration (Glandon, 2019). 

Figure 1-28: Inter-sectoral convergence of MoHFW with other ministries49 

 

Ministry of Jal Shakti - Department of Drinking Water and Sanitation 

 Swacch Bharat Mission (2014) 

The public health requirement of sanitation and cleanliness programs is to terminate the open 
transmission of pathogens and prevent harmful germs from entering human bodies (Raman & 
Muralidharan, 2019). Swachh Bharat Mission acted as key preventive tool and barrier to open 
defecation through toilet construction and promotion of toilet use. The widespread sanitation 
coverage in India through Swachh Bharat Mission is estimated to significantly improve health 
and nutrition benefits for children and reduce household health-care costs (Raman & 
Muralidharan, 2019). 

The impact of Swachh Bharat Mission is not restricted to sanitation coverage only as it 
influences public health, the environment and economy of the country. As per WHO50, the 
Swachh Bharat Mission is estimated to have potentially averted 300,000 deaths in 2019, 
preventing nearly 200 million cases of diarrhoea occurring annually (WHO, 2018). Children and 
mothers residing in Open Defecation Free (ODF) areas are likely to be healthier, with a 15% 
decrease in stunted growth rate, and a 32% reduction in the number of mothers with low BMI 
(Bill and Melinda Gates Foundation, 2017). UNICEF estimates significant economic benefits of 
the mission calculated as approximately INR 50,000 a year on account of financial savings due 
to lower likelihood of disease from using a toilet and practicing and washing and the value of 
time saved due to a closer toilet for a family living in an ODF environment (UNICEF, 2017).  

                                                             
49 Not exhaustive  
50 http://www.searo.who.int/india/news/detail/27-07-2018-health-gains-from-the-swachh-bharat-
initiative; last accessed on November 17, 2019. 
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In the household survey conducted by EY, it was observed that 78% villagers were aware of 
Swachh Bharat Abhiyan (EY Primary Analysis: KII, 2019). Villagers believe that as much as 95% 
ODF has been achieved while some people still choose open defecation. The mission has led to 
an improvement in cleanliness and encouraged people to avoid littering, usage of plastic, and to 
plant trees (EY Primary Analysis: FGDs 2019). 

 Kayakalp: Assuring Quality across Health Systems for Improving Outcomes (2015) 

The lack of protocols for cleanliness and sanitation in healthcare facilities in India can lead to 
spreading various infections and diseases. To address this threat under the National Quality 
Assurance Program, Kayakalp: Clean Hospital Initiative was launched in 2015. Kayakalp is an 
addition to the Swachh Bharat Abhiyan in the public health system (Ministry of Finance, 2019). 
The Kayakalp initiative aims to promote and improve the state of sanitation and hygiene in 
public healthcare facilities in the country. The facilities are assessed objectively using a checklist 
covering 7 domains- (a) Hospital upkeep (b) Sanitation & Hygiene (c) Waste Management (d) 
Infection control (e)Support Services (f)Hygiene Promotion (g)Beyond the hospital boundary 
(Ministry of Health and Family Welfare, 2015). 

Initially in 2015-16 only district hospitals were involved in the program, later other facilities 
like SDH/CHC, PHC, UPHC, and UCHC were also involved in the program (Ministry of Finance, 
2019). 9 Central Government hospitals, 395 district hospitals, 1,140 Community Health 
Centres/ Sub-district hospitals, 2,723 Primary Health Centres, 556 Urban Primary Health 
Centres, 6 Urban Community Health Centres have scored more than 70%. Total of-4829 
facilities have been awarded. This is for the first time, private hospitals have also been included 
this year and Kayakalp Certificates were given to 635 private health care facilities (Ministry of 
Health and Family Welfare, 2020). 

Figure 1-29: Percentage of facilities scoring more than 70% in external assessment 

 
Source: NHSRC, 2020 
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Case Study 7 - Integrated Hospital Sanitation Monitoring System Dashboard – Andhra 
Pradesh 

Introduction 
In this project Government of AP has developed a web-based Hospital Sanitation Monitoring 
System Dashboard (http://aphospitalsanitation.com). This application tracks sanitation, 
security and pest & rodent control services outsourced to different vendors on daily basis 
with scientific check points. As a result of this tracking system, patient satisfaction at public 
health facilities has increased. 

Key Stakeholders 
• Ministry of Health and Family Welfare (AP) 
• Vendors for Sanitation, Security, Pest control 
• Andhra Pradesh Quality Assurance Division  
• Hospital Administrators and Superintendents 
• Patients  

Implementation of the practice 
Government of AP has formulated and approved the New Scientific Sanitation Policy-2015 
largely based on ‘Swachhata guidelines for public health facilities’ for better implementation 
of sanitation in government hospitals wherein sanitation, security, pest & rodent control 
services would be implemented by different service providers for better implementation of 
the services to create a visible impact in maintaining health facilities up to the satisfaction of 
the patients. In order to manage, track and monitor three different service providers, a web-
based application has been developed, reviving the monitoring process. 
 HSMS Application developed by Andhra Pradesh Quality Assurance Division is meant for 

improving efficiency and efficacy by creating a real time monitoring tool. The monitoring 
items have been grouped within the ten parameters according to the weightage.  

 Each monitoring items further has specific measurable elements. These measurable 
elements are checked in each department of a health facility through specific checkpoints.  

 All Checkpoints for monitoring items are collated, and together they form an assessment 
tool called ‘Checklist’. Scored/ filled-in Checklists would generate scores reflecting the 
percentage of performance along with hospital average score (Sanitation, Security, P&R 
control) 

 Each facility under Scientific Sanitation Policy-2015 should perform online assessment 
thrice a day in different shifts by  

o Medical Superintendent  
o RMO  
o Hospital Administrator /Nursing Superintendent /Head Nurse.  

 Scores will be reflected only after a minimum of 2 Assessments of each service 
 Scores entered by Facilities will be reflected on the CM COREDASH BOARD along with the 

facility photographs. 
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 Measuring Metrics: 

 Monitoring items identified for the three different services as follows: 

          
 Data is collected on a daily basis on the assessment scorecard for the above-mentioned 

monitoring items through the web-based application. 

Results of the practice  

 Public Perception and Patient satisfaction towards Hospital sanitation, security services 
have increased. (as per Patient satisfaction Survey in Likert Scale). 

 
 Reduced hospital acquired infection rate. 
 Increased footfalls (Increased No. of public utilising Public Health Services). 
 Hospital scores are kept in the public domain in order to maintain transparency 

accountability and to maintain the integrity of the program. 

Lesson Learnt: 

Healthcare workers adapting this new monitoring application was the major hurdle in this 
project. The resistance to adapt technology was reduced through training programs for 
healthcare workers. 

Conclusion: 

HSMS is implemented in 33 District Medical Education (DME), 11 Teaching Hospitals, 11 
Specialty Hospitals, 11 Medical Colleges & Hostels, 7 DH, (District Hospital), 33 AH, (Area 
Hospital), 3MCH (Mother & Child Hospital) and 2CHCs (Community Health Centres) to 
improve the hospital sanitation and reduce hospital acquired infection rate.  

Further reading  
http://www.nhmmp.gov.in/WebContent/IndoreSummit/Day%203/11%20Core%20dashB
oard%20Integrated%20Hospital%20%20sanitation%20Monitoring%20System%20in%20
Andhra%20Pradesh%20Final.pptx 
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 Swachh Swasth Sarvatra (2016) 

Swachh Swasth Sarvatra, an inter-ministerial joint initiative between the Ministry of Drinking 
Water and Sanitation and the Ministry of Health and Family Welfare was launched in December 
2016 (Ministry of Drinking Water & Sanitation, 2016). This initiative was designed to build on 
and leverage the achievements of the two programs – Swachh Bharat Mission (SBM) and 
Kayakalp – of the Ministry of Drinking Water and Sanitation and Ministry of Health and Family 
Welfare, respectively. This scheme aims to strengthen Community Health Centres in ODF blocks 
across the country along with the behavioural change to enable them to achieve higher levels of 
cleanliness and hygiene to make India free of open defecation (Ministry of Drinking Water & 
Sanitation, 2016). Three broad objectives of this scheme are ( Ministry of Health and Family 
Welfare and Ministry of Drinking Water and Sanitation , 2018): 

a) Enabling Gram Panchayats where Kayakalp awarded PHCs are located to become ODF; 
b) Strengthening Community Health Centres (CHCs) in ODF blocks to achieve a higher level 

of cleanliness to meet Kayakalp standards through support of INR 10 Lakh under NHM; 
c) Building capacity through training in Water, Sanitation, and Hygiene (WASH) of 

nominees from covered PHCs and CHCs. 

Based on its success in rural India, ‘Swachh Swasth Sarvatra’ was extended to urban areas in the 
year 2019, as a joint initiative of the Ministry of Housing and Urban Affairs and the Ministry of 
Health and Family Welfare.   

Frequency of sickness in households was found to be less in households using tap water as 
compared to those using tube well/hand pumps (EY Primary Analysis: Household Survey, 2019). 

Ministry of Women and Child Development 

 Integrated Child Development Services (ICDS) (1975) 

ICDS was launched in 1975 to provide a well-integrated package of services through community 
level Aanganwadi centres to children, and women. ICDS scheme is a multi-sectoral initiative led 
by the Ministry of Women and Child Development (MWCD) in collaboration with NRHM of 
MoHFW, to deliver services essential to maternal and child healthcare, along with early 
childhood education, in around  1 million villages across rural India (Glandon, 2019).  

There has been widespread national coverage through community-based Anganwadi centres 
and frontline worker staffing (AWWs, ASHA, and others) (Glandon, 2019). In order to create 
convergence of schemes at the village level the AWWs, ASHAs, and ANMs, representing both 
ministries work together, to deliver health services to the population (Glandon, 2019). 
Convergence through common use of infrastructure- Panchayat buildings or community centres 
are used for conducting joint meetings of field functionaries under different programs related 
to health and nutrition.  

ICDS has a positive impact on cognitive achievement, primarily for girls and children in low-
income families. Since the influence of ICDS intervention is observed for these groups, it can be 
said that the ICDS plays a critical role in reducing gender and income-related gaps in cognitive 
achievement in India (Vikram & Chindarkar, 2019). Mixed results have been observed: some 
evaluations have reported reduced stunting among individual children receiving services under 
ICDS program, while other evaluations do not show any village- or population-level impact, 
owing to gaps in implementation and funding issues (Jain, 2015). Need for improvement of 
scheme’s convergence across sectors at the village level has been identified (Glandon, 2019).  
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 Pradhan Mantri Matru Vandana Yojana (PMMVY) (2010) 

PMMVY is a Direct Benefit Transfer (DBT) scheme under which cash benefits are provided to 
pregnant women in their bank accounts directly to meet enhanced nutritional needs and 
partially compensate for wage loss. Implementation of the scheme started with effect from 
January 01, 2017 (Ministry of Women and Child Development, 2019). Under this scheme, 
Pregnant Women and Lactating Mothers (PW&LM) receive a cash benefit of INR 5,000 in three 
installments on fulfilling the respective conditionality, viz. early registration of pregnancy, ante-
natal check-ups and registration of the child birth and completion of the first cycle of vaccination 
for the first living child of the family. The eligible beneficiaries also receive cash incentives under 
Janani Suraksha Yojana (JSY). Thus, on average, a woman gets INR 6,000. 

PMMVY, a flagship scheme of the Government for pregnant women and lactating mothers has 
achieved a significant milestone by crossing one Crore beneficiaries by reaching a total of 
1,00,11,200 beneficiaries as on September 19, 2019 (Ministry of Women and Child 
Development, 2019) The total amount disbursed to the beneficiaries under the scheme has 
crossed INR 4,000 Crore so far (Ministry of Women and Child Development, 2019). 

 Prime Minister's Overarching Scheme for Holistic Nutrition (POSHAN) Abhiyaan (2018) 

The National Nutrition Mission now recognised as the POSHAN Abhiyaan aims at reducing 
malnutrition adopting a convergent, life-cycle, and result-oriented approach. The focus is on 
adolescent girls, pregnant women, lactating mothers, and children from 0 to 6 years of age 
(Ministry of Women and Child Development, 2018). The first 1000 days of a child are the most 
critical in addressing undernutrition, which includes the nine months of pregnancy, six months 
of exclusive breastfeeding, and the period from 6 to 24 months (Ministry of Women and Child 
Development, 2018). Timely interventions during the first 1000 days of child care (9 months of 
pregnancy and up to 2 years) contribute to improvements in birth weight and reduction in both 
IMR and MMR (Ministry of Women and Child Development, 2018).  

The focus of the Abhiyaan on making Nutrition a ‘Jan Andolan’ has led to a large scale, multi-
sectoral and convergent behaviour change campaign that has resulted in greater awareness on 
the importance of, and the key behaviours to be practised in the first 1,000 days. 

The Abhiyaan calls for cross-sectoral convergence, as given in the guidelines and blueprint of its 
implementation strategy (Paul, Singh, & Palit, 2018). Planning and implementation of POSHAN 
Abhiyaan is decentralised by creating Convergence Committees across block, district and state 
levels. The National Council on India’s Nutrition Challenges has been created to drive this 
Abhiyaan, review its implementation, and facilitate convergent action at the highest levels (Paul, 
Singh, & Palit, 2018). At the micro-level, the Village Health, Sanitation and Nutrition Days 
(VHSND) have been identified as the platform for convergent action. A series of activities are 
being lined up under the Community-Based Events (CBEs) components (Paul, Singh, & Palit, 
2018). These will serve the dual purpose of driving behavioural change and engaging the 
community at the grassroot level. The VHSNDs are being visualized as the platform for these 
events. They can also be used for service delivery (growth monitoring, immunization, 
distribution of Take-Home-Rations (THR) and Iron and Folic Acid (IFA) tablets) as well as for 
IEC and SBCC (Paul, Singh, & Palit, 2018).  
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Table 1-13: Participation under POSHAN Abhiyaan51 
Participation Male  Female Total 
Adult 51,69,02,008 77,87,07,002 1,29,56,09,010 
Child 43,81,06,107 47,10,28,494 90,91,34,601 
Total 95,50,08,115 1,24,97,35,496 2,20,47,43,611 

POSHAN Abhiyaan focuses on convergence with NHM on various services and interventions 
such as- immunization, vitamin A and IFA supplementation, iron supplementation for children, 
deworming, ANC check-ups, management of acute malnutrition, diarrhea management 
(ORS+Zn) (Ministry of Women and Child Development, 2018). 

Ministry of Panchayati Raj 
Panchayati Raj Institutions (PRI) 

Panchayats in India is an age-old institution for governance at the village level. Panchayati Raj 
Institutions (PRI) have been assigned several development activities including health and 
population stabilization. The Gram Sabha acts as a community level accountability mechanism 
to ensure that the functions of the PRI respond to people’s needs (National Health Mission, 
2016). Initiatives by MOHFW and donors in various states have focused on engaging PRIs in 
health programs. MOHFW has supported the development of a training module for community 
and women’s health, which deals with Panchayat engagement. MOHFW has also implemented 
the community needs assessment, the National Maternity Benefit Scheme and the Referral 
Transport Scheme through PRI in various states. Most experiences have been positive but 
recognize that the capacity of PRI members and enabling environment for panchayats to 
function need further strengthening (National Health Mission, 2016). 

The preparation of Gram Panchayat Development Plan (GPDP) had been mandated for 
economic development and social justice utilizing the resources available to the Gram 
Panchayats through convergence between Panchayati Raj Institutions (PRIs) and concerned 
Line Departments of the State. Ministry of Health and Family Welfare has been engaged with for 
2 out of 29 subjects of the Eleventh Schedule of Constitution of India namely 1) Health and 
sanitation including hospitals, primary health centres and dispensaries and 2) Family Welfare 
(Kathiresan, 2019). GPDP focuses on multiple services like infrastructure development which 
includes physical connectivity and maintenance of public assets, skill building, development of 
localised SDG framework, e-Enablement of Panchayat etc. 

Several challenges are arising from PRIs involvement, such as prioritisation of service providers 
and users, lack of communication and coercive unethical work (Kumar, Mishra and Anindya, 
2016). However, there are some benefits associated with the involvement of the PRIs in service 
provisioning, including improved availability and regularity of healthcare providers at the 
health centres. Overall, the PRIs play an important role in healthcare provisioning, but their 
involvement is ineffective due to their partial capabilities and approach, which creates a non-
conducive environment (Kumar, Mishra and Anindya, 2016). 

The Kerala experience in strengthening PRIs, while not immediately and completely replicable, 
offers useful insights and lessons. Several factors influence the progress of decentralized 
planning and implementation such as political will and people’s readiness to engage with 
decentralization (National Health Mission, 2016). PRIs in Kerala also have very strong 
institutional support in terms of the Kerala Institute of Local Administration (KILA).  

                                                             
51 http://dashboard.poshanabhiyaan.gov.in/aa/#/ ; last accessed on 20 August 2020 
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Ministry of Human Resource Development 

Sarva Shiksha Abhiyan (SSA) 

Sarva Shiksha Abhiyan (SSA), a flagship program of the GoI under the MHRD aims at achieving 
Universalization of Elementary Education (UEE) in a time bound manner, as mandated by the 
86th amendment to the Constitution of India making education free and compulsory for children 
in the age group of 6-14 years age group, a fundamental right (All India Council for Technical 
Education, 2019). It has been operational since 2000-2001. 

SSA has a special focus on children of weaker sections. Various initiatives such as mid-day meal, 
free health check-ups etc have been undertaken in SSA to target these children. As per research 
studies, mid-day meal scheme has contributed towards the improvement of the health status 
(Deepti Singh, 2016). SSA supports health and physical education at the upper primary level. 
Under SSA, programs under the NRHM are mandated to undertake school health programs, 
including de-worming and micronutrient supplementation with special attention to vulnerable 
groups and girls approaching adolescence (Ministry of Human Resource Development, 2011). 

Health plays an important role when it comes to girls’ education. Malnutrition and lower family 
priority affect the capacity to learn for the girls (Ministry of Human Resource Development, 
2011). Under SSA, school is involved general health check-up with follow up for girls.  

Ministry of AYUSH 

National AYUSH Mission (2014) 

Mainstreaming of AYUSH was introduced via MoHFW to revitalize local health traditions and 
mainstream AYUSH into the public health system by increasing and improving availability of 
human resources in rural areas by convergence with AYUSH. The convergence initiatives 
included: 

 Setting up of AYUSH units in CHCs/PHCs 
 Strengthening through posting/appointment on contract of AYUSH doctors, over and 

above the Medical Officers posted 
 Providing a choice to the States about integration of AYUSH human resources either 

through PHC or by new contractual appointment 

Ministry of Rural Development 

Pradhan Mantri Gram Sadak Yojana (2000) 

The scheme aims to provide connectivity by way of all-weather roads to unconnected 
habitations for access to necessary services , education, health, markets, etc. (Wagale, Singh, & 
Sarkar, 2019). 

Key Observations 

Ministry of Health and Family welfare has multisectoral convergence approach involving 
different sectors and stakeholders to work towards achieving policy outcomes.  Various 
convergence mechanisms exist at all levels for implementing national health programs: 

Central Level – Mission Steering Group ; State Level – State Health Mission; District Level- 
District Health Mission; Village Level – Village Health Sanitation and Nutrition Committees, 
ASHAs.   
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Across the study states we have observed that District Health Mission meetings are happening 
and helping the mission in coordination with other departments (EY Primary Analysis: KIIs, 
2019). It was also observed that participation of senior officials from various departments was 
sub-optimal (EY Primary Analysis: KIIs, 2019). Planning in isolation of various department in 
relation to health departments which may lead to conflicts and duplication of efforts (Salunke 
& Lal, 2017).  

Multisectoral convergence can be improved by - Joint formulation of BCC strategies and IEC 
material; Joint Planning at village, block and district level; Join management information system 
including common indicators; Joint training of key functionaries (Salunke & Lal, 2017).  

 

 Case Study 8- Patient Safety & Quality Improvement through Inter-Departmental 
Convergence under Swachh Bharat Abhiyan – Uttar Pradesh 

Introduction:  

The safety and quality of services provided by the public health facilities are interconnected 
with many other departmental activities apart from the health department. It is crucial to 
identify the critical bottlenecks that hinder collaboration. It is essential to streamline those 
processes and make the interdepartmental process self-driven and sustainable. 

Key Stakeholders 
• Health and Family Welfare Department UP 
• Police 
• Department of Excise 
• Ministry of Urban Department 
• Municipal corporation 
• Disaster management department  
• Police and Fire services  
• Department of Medical education 
• Public Works department 
• Horticulture department  
• Panchayati Raj institutions 

Implementation of the practice 

The key strategies followed on the initiative are as follows: 

 

Bottlenecks with concerned departments found are listed below: 

• Police and Fire services– Infrequent on-site hands-on trainings provided in a hospital 
• Disaster Management department – Trainings not provided in health facilities 
• Municipal corporations– Infrequent audits and check-ups 
• Panchayati Raj institutions– Poor engagements with health-related issues. Social audits 

not done  
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• Horticulture department– No plans for maintenance of planted trees and gardens and 
long processing time for the request 

• Public Works departments– Delayed response to requests for budgetary estimates 
• Police – Inadequate support from home guards in facilities and inadequate crowd 

management support during emergencies and disaster. 
• Ministry of Urban Department– Lack of awareness for compost pit for biodegradable 

waste 
• Department of Excise– Delay in issue of licence for storage of spirit  
• Department of Medical education– Poor emphasis on preventive aspects of medicine 

Meeting convened by PS Health with secretaries of all concerned departments and 
commitment to change is secured from senior officials. Directives to eliminate bottlenecks 
were issued to district officials. Process improvements were monitored continuously.  

Results 

This project is considered as a first step for improving inter-departmental convergence. This 
convergence initiative enables the departments to share resources, such as finances, 
knowledge, and people. Also, collaborative effort creates mutual benefits for both 
departments like reduced cost, optimization processes, improved time efficiency, elimination 
of redundant activities etc. 

Lessons Learnt 

Involvement of many stakeholders makes the monitoring process and accountability of the 
initiative very complicated. Meetings have been held only at senior official level; all major 
stakeholders of the departments must be included to identify impediments in inter-
departmental process. Conflicts between the departments might arise while defining the 
responsibility of the activities will fail to deliver to their full potential of the initiative.  

Conclusion 

The Standard Operating Procedures with the assurance of concerned departments will help 
in further improving the inter-departmental collaborative activities. Detailed sequence 
activities with clear roles and responsibilities, including time timeline for completion, will aid 
the process more self-driven and sustainable. 
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1.4 Upcoming Trends 

 

 

 

  

Double burden of NCDs and CDs 
coupled with rapid urbanisation 
India is facing a double burden of 
disease - with rising NCDs burden 
along with persistent communicable 
diseases. NCDs will dominate the 
future of healthcare in India.  

The challenge is deeper with the 
pace of urbanization, in terms of air- 
pollution, vector borne disease 
outbreaks, lifestyle diseases, 
substance abuse and lack of basic 
civic amenities in growing slum 
population 

Increased awareness for preventive care & AYUSH  
Preventive healthcare lifestyle and treatment have 
been on the rise. It is estimated that India is home 
to 90 million health conscious individuals, and this 
is expected to rise to 130 million by 2022 (RedSeer 
Consulting, 2018).  Preventive healthcare focusing 
on heart diseases, diabetes, hypertension, obesity, 
immunity enhancement, and depression are 
expected to be in demand.  
Further, since 2014, there has been a focus on 
AYUSH and the demand for these treatments have 
also increased. It is expected that this demand shall 
increase further for the promotive, preventive and 
primary care 

Ageing Population & Home-based Care 
With increasing life expectancy in the 
country, the elderly population is 
expected to rise. Demand for health 
services like home-based care and 
palliative care will increase. 

Further, Post COVID-19 pandemic, it is 
expected that home-based care might not 
only be restricted to elderly people. A 
shift towards increased home-based care 
might emerge as a preferred option for 
primary healthcare services 

Technology Penetration 
A paradigm shift is 
expected in the 
healthcare with current 
developments like AI, 
IoT, Drones, robotics, 
telemedicine, 
teleradiology, blockchain 
etc. Major challenges in 
the coming years are 
inter-operability and 
protection of patient 
privacy 

Medical Value Travel 
(MVT) 

MVT involves activities 
relating to travel and 
hosting of a foreign 
tourist for the purpose 
of restoring, improving, 
maintaining health 
though medical 
interventions. India 
faces a challenge of 
unregulated facilitators 

Upcoming 
Trends  

Focus on Atmanirbhar Bharat 
India among the top-20 markets for medical 
devices in the world, which is expected to 
reach $ 50 bn by 2025. The number of 
ventilators manufacturers has grown to over 
50 (around 1,000 ventilators daily) from eight 
before February 2020. Similarly, number of 
PPE manufacturers have increased to over 600 
with an estimated 6 lakh personal protective 
equipment (PPE) kits.  

Pharma is also expected to experience a 
domestic growth 

Adequate regulation and facilitation would be 
required  



 

58 
 

1.5 Issues and Challenges 

Affordability 

 Share of OOPE in total household expenditure on healthcare in India is amongst the highest 
in the world (Salvaraj, 2018), with the highest spending on medicines of the total OOPE 
(National Health Accounts, 2019); (NSSO 75th Round, 2018). 

 WHO's health financing profile for 2017 shows 67.78% of total expenditure on health in India 
was paid out of pocket, while the world average is 18.2%. As per National Health Accounts 
Estimates 2018, the OOPE as a % of total health expenditure has reduced from 69.4% in 
2004-05 to 58.70% in 2016-17. 

 7% of population fall below the poverty line due to indebtedness for health expenditure 
(Shamika, Ahluwalia, & Bergkvist, 2016)52. 

 With limited resources available for the public healthcare services and partial insurance 
coverage, the average cost for healthcare and increasing catastrophic health expenditure is 
pushing more people below the poverty line (Kumar et al., 2015); (EY Primary Analysis: KIIs, 
2019). 

 Initiatives like free drugs, free diagnostics, free dialysis, free transport services (108, 102 
ambulances) etc have been started by the Government. The impact for them is yet to be 
studied and can be carried out in future studies. Positive early signals of the initiatives have 
been observed, 51% of the households reported either decrease or no increase in OOPE on 
healthcare services during the last 5 years (EY Primary Analysis: Household Survey, 2019). 

Equity 

 Inadequate data reporting for health outcomes of tribal population and budget utilisation for 
TSP and SCSP observed. 

 Gender budgeting under health programs across the sector has been observed to be missing. 

Accessibility  

 While considerable progress has been made in the last few years in improving access to 
health facilities and services in India, there remains a need to focus on infrastructure (both 
physical and human resource) as per the prescribed norms (both Indian and International 
standards). 

 The average radial distance from the community for Sub Centres, Primary Health Centres 
and Community Health Centres has been 2.44 km, 6.04 km and 12.93 km respectively (RHS, 
2019). While the difficulty in physical reach to the health infrastructure has been decreasing, 
India is behind in terms of population-based requirement of sub-centres, PHCs and CHCs. 
Lack of specialists at CHC leads to disproportionate pressure on higher level of health 
facilities. 

 There has been an asymmetry in access to health facilities between the rural and urban 
population (RHS, 2019).  

                                                             
52 The study period of the paper is from 2004-2014. 
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 The National Ambulance Services of 102 and 108 are not optimally available in all the states 
as per the standard population norms. Adequate availability of ambulances will increase the 
accessibility of health facilities (NHM Quarterly MIS Report March 2020). 

Human Resources 

 While an increasing trend in filling-up vacant posts for health workers is observed, shortage 
of specialists and mid-level health providers remains a concern towards delivering quality 
and continuum of services (RHS 2019, EY Analysis, 2019). 

Quality and Hygiene 

 Expansion of infrastructure supplies and human resources for health in our country over the 
period of time has extended the outreach of health care services in quantitative terms but 
much leaves to be desired in terms of quality and contents of care. This is also evident by the 
fact that steady improvement in institutional delivery coverage (78.9% as per NFHS-4) is not 
accompanied by a proportionate decline in maternal and neonatal mortalities (WHO, World 
Bank and OECD, 2018).  

 Adherence to clinical practice guidelines in eight low and middle-income countries was 
below 50% in several instances resulting in low quality antenatal and child care and deficient 
family planning (WHO, World Bank and OECD, 2018).  

Healthcare Financing 

 India spends only 1.6% of its GDP, as public expenditure on health (Economic Survey, 2019). 
Substantial increase in allocation is required to achieve the target of 2.5% by 2025 (as set in 
NHP 2017). 

Data Reporting 

 External surveys such as Sample Registration System (SRS), District Level Household Survey 
(DLHS), and NFHS are available at a lag and different periodicity excluding the possibility of 
a real-time triangulation.  

 There are disparities in the data reported in HMIS and NFHS for the same indicators 
measured across States and UTs.  

 The setting up of HRMIS and facility of e-payslip generation through HRMIS are yet to be 
taken up in many States (NITI Aayog, 2019).  

 Many States are also not updating HRMIS data regularly. 

Governance 

 Meetings held for the preparation of District Health Action Plans have been sub-optimal due 
to lack of stakeholders’ involvement and participation at the senior level.  

 Lack of coordination between State Health Mission and Directorate of Health Services has 
been observed in some states except for a few like Maharashtra, Tamil Nadu and Karnataka 
(EY Primary Analysis: KIIs, 2019). 

 HRMIS database is not maintained/updated in most of the states. There is a need for a 
common data-sharing platform amongst different stakeholders (Directorate of Health 
Services, State Health Mission, State Health Society, Directorate of AYUSH) for information 
relating to recruitment, transfers, and postings of health officials.    
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Public health management cadre 

 States like Tamil Nadu have established Public Health Cadre, while other states like 
Maharashtra and Madhya Pradesh have recognized the need to have public health cadre/ 
public health management cadre.  

 Development of public health management cadre has been a discussion point amongst 
policymakers however, there has been limited efforts to establish a Public health 
management cadre in many states. 

Local Government 

 In States like Gujarat, Andhra Pradesh and Maharashtra, PRIs have been actively involved in 
monitoring of health programs (12th CRM, 2020). 

 In a few states, lack of capacity for the active involvement of Local Government remains one 
of the major hindrances (EY Primary Analysis: KIIs, 2019) 

 Local Government- Panchayati Raj Institutions (PRI) and urban local bodies have not been 
actively engaged in planning and monitoring of public health programs (Sukumar, Lal, & 
Mishra, 2019).  
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1.6 Conclusion and Recommendations 

The study focuses on evaluation of Centrally Sponsored Schemes in Health Sector- National Rural 
Health Mission, National Urban Health Mission, Tertiary Care Program, Human Resources for 
Health and Medical Education and National AYUSH Mission. 

For the evaluations mixed method has been used with a combination of qualitative approach 
followed by quantitative approach (statistical analysis), using both secondary and primary data. 
For secondary analysis, past studies, research papers etc. published during the study period have 
been reviewed. For primary analyses data has been collected from household/facility surveys, 
Key Informant Interviews (KIIs) and Focus Group Discussions (FGDs).  

This chapter concludes the study with the summary of key findings and recommendations.  

1.6.1 Key Sector Findings  

Table 1-144: Gap map synthesis of Sector and CSS 
Key Findings Sector Objective  Schemes addressing the issue  Coverage 

High OOPE  

Decrease in proportion of households 
facing catastrophic health 
expenditure from the current levels 
by 25%, by 2025 

 AB-PMJAY 
 NRHM 
 NUHM 
 Tertiary Care Programs 
 NAM 

Adequate 

Shortage of 
healthcare 
professionals 

 Universal Health Coverage 
 Reinforcing trust in public 

healthcare system 
 To have at least two beds per 

thousand population 

 NRHM  
 NUHM 
 Tertiary Care Programs 
 Human Resource for Health 

and Medical Education 
 NAM 
 AB-PMJAY 
 Pradhan Mantri Swasthya 

Suraksha Yojana 

Adequate 
Weak primary 
infrastructure 
and care 
pathway 
linkage 

Ensuring 
equity 

Universal Health Coverage 

 NRHM 
 NUHM 
 Tertiary Care Program 
 Human Resource for Health 

and Medical Education 
 National AYUSH Mission 
 AB- PMJAY 
 Pradhan Mantri Swasthya 

Suraksha Yojana 

Adequate 

Meeting 
SGD/NHP 
goals 

Increase Life Expectancy at birth from 
67.5 to 70 by 2025 

 NRHM  
 NUHM 
 Tertiary Care  

Adequate 

Establish regular tracking of 
Disability Adjusted Life Years (DALY) 
Index as a measure of burden of 
disease and its trends by major 
categories by 2022 

 NRHM  
 NUHM 
 Tertiary Care 
 National AIDS Control 

Program 

Reduction of TFR to 2.1 by 2025 

 NRHM  
 NUHM  
 Family Welfare Schemes 

Reduce U5MR to 23 by 2025 and MMR 
to 100 by 2020 
Reduce IMR to 28 by 2019 
Reduce neo-natal mortality to 16 and 
still birth rate to “single digit” by 2025 
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Key Findings Sector Objective  Schemes addressing the issue  Coverage 
Achieve and maintain elimination 
status of Leprosy by 2018, Kala-Azar 
by 2017 and Lymphatic Filariasis in 
endemic pockets by 2017 

NHM - Flexible Pool for 
communicable diseases 

Achieve and maintain a cure rate of 
>85% in new sputum positive 
patients for TB and reduce incidence 
of new cases, to reach elimination 
status by 2025 

NHM - Flexible Pool for 
communicable diseases 

Reduce the prevalence of blindness to 
0.25/ 1000 by 2025 and disease 
burden by one third from current 
levels 

 NHM - Flexible Pool for non-
communicable diseases 

 Tertiary Care Programs 

Reduce premature mortality from 
cardiovascular diseases, cancer, 
diabetes or chronic respiratory 
diseases by 25% by 2025 

 National Health Mission 
 Tertiary Care Programs 
 National AYUSH Mission 

Quality and 
periodicity of 
data 

 Ensure district-level electronic 
database of information on health 
system components by 2020.  

 Strengthen the health surveillance 
system and establish registries for 
diseases of public health  
importance by 2020.   

 Establish federated integrated 
health information architecture, 
Health Information Exchanges  
and National Health Information 
Network by 2025. 

 NRHM  
 NUHM 
 Tertiary Care Program 
 Human Resource for Health 

and Medical Education 
 National AYUSH Mission 
 AB-PMJAY 

 Inadequate  

Low 
Technology 
penetration 

 NRHM  
 NUHM 
 Tertiary Care Program 
 Human Resource for Health 

and Medical Education 
 National AYUSH Mission 
 AB-PMJAY 

Inadequate53 

Fragmentation 
of service 
providers 

Universal Health Coverage 

- No Coverage 

Missing 
middle 

Health Assurance through: 
 NRHM 
 NUHM  
 Tertiary Care Programs 
 National AYUSH Mission 

 Inadequate 

Health seeking 
behaviour 

 NRHM  
 NUHM 

Inadequate 

Medical Value 
Travel 

Employment Generation - No Coverage 

  

                                                             
53 National digital health mission has been recently launched which would provide adequate coverage 
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1.6.2 Recommendations 

Reduction in OOPE 

Multiple schemes as detailed in Table 1-14 adequately cover various elements relating to 
reduction in OOPE at the design stage. Services like free transport, free diagnostics, free dialysis, 
and free drug / Jan Aushadhi Kendras are initiatives that have helped reduce OOPE. Most of these 
programs have been launched during study period and some of these are still in roll out phase. 
However, learning from the experiences till date, the implementation of the programs needs more 
attention. The monitoring mechanism needs to be further strengthened to ensure effectiveness 
and efficiency 

While continuing the ongoing efforts, public health facilities need to expend quality assured 
services to a larger population with the inclusion of more essential services with higher reliability. 
With increase access through transportation and motorable roads, the public health facilities and 
their linkages with each other (viz SC, PHC, CHC, and DH etc) needs to be revisited to ensure 
efficient availability of optimal services. A separate study may be carried out in this direction. 

This study also revealed that public awareness about entitlements and benefits under various 
programs/schemes including PM-JAY needs to be enhanced. For this purpose, focused IEC (based 
on channel effectiveness); and involvement of local governments and communities need to be 
further increased. The medical expenditure has reduced during the study period for public 
hospitals. 

Some of the new initiatives which may be considered include: 

► While, NHM has certain provisions and initiatives for strategic purchasing of select services 
from the private sector, the Government may consider higher level of engagement with the 
private sector to increase strategic purchase of services across urban and rural areas post 
establishment of strict referral mechanisms. Without a strict referral mechanism and 
adequate monitoring, the strategic purchase may not be successful. Such a strategic purchase 
shall be largely for IPD services 

Further, on pilot basis, OPD services may be purchased to understand the possibility of 
scalability. The strategic purchase needs to be mapped and designed by States/UTs 
depending on their need. In case of strategic purchase, outreach activities also need to be 
planned separately by the government through select government facilities.  In order to 
reduce the fragmentation and ensure that end patient continues to receive the services, there 
is need for an aggregator for different service providers. The same has been highlighted by 
stakeholders in KII. A detailed policy paper may be explored in this aspect. 

► Cost of healthcare has been a concern. In order to reduce the cost of healthcare, there is a 
need to incentivize the private sector to drive efficiency & quality improvements. Various 
existing programs like PMJAY may also be instrumental in this regard. Further, continued 
investment in development of public health facilities for households not covered under the 
PMJAY is required. 

► Government may also consider setting up of a Challenge Fund to promote entrepreneurs 
driving technology penetration and various innovations which ultimately lead to reduction 
in cost of service delivery and increasing the availability of services.  

► There is also a need to further encourage Make in India for medical supplies/manufacturing 
across the value chain. Along with incentives and facilitation to attract private sectors for 
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manufacturing, there is a need to create an eco-system for the sector. Complete eco-system 
creation itself would be a good attraction. 

Increased availability of healthcare professionals 

Availability of healthcare professionals both technical and managerial has been a constraint. 
Various programs have been initiated for increasing technical manpower including doctors 
(general practitioners), specialists, nursing staff, and allied healthcare staff and these programs 
are also showing the impact. To further reap the benefits, it is required that a transparent and 
robust policy for recruitment and posting of human resources maybe developed. MoHFW may 
develop a model policy to aid and support the states. Further, policy for training of healthcare 
professionals also need to be clearly articulated and implemented. 

On the managerial side, public health management cadre, as also approved by Central Council of 
Health and Family Welfare, MoHFW, may be conceived combining the public health and health 
management skills. Once trained, these officers should be posted in public health positions rather 
than as medical officers as also recommended by IIPH & IIM Study, 2020.  Further, periodic 
capacity building of in-service health professionals using digital platforms should be encouraged 
and training outputs for health professionals should be regularly monitored. For this purpose a 
dedicated digital learning platform may be developed. The same platform can be leveraged for 
training other stakeholders involved in healthcare 

Further, medical curriculum should also have courses on national health programs and on 
manging local health needs. Further, courses focusing on development of mid-level health 
professionals should be introduced including enriching their role in primary care. 

Strengthening of health infrastructure and care pathway linkage 

Various service delivery aspects of the Comprehensive Primary Health Care (CPHC), such as out-
patient care, palliative care, preventive health, IEC etc. are closely interlinked and the CPHC can 
be best delivered through an integrated service delivery system. It is precisely with this objective 
the AB-HWC programme has been launched by the government where the full range of primary 
care services including all its aspects is envisaged to be provided through the public health 
system. 

The budgetary allocation towards achieving comprehensive primary healthcare needs to be 
increased, focusing on:   
► System strengthening initiatives like increased uptake and upgradation of FRUs, SNCUs and 

24×7 facilities, human resources  
► Ensuring availability and reliability of service at HWCs, PHC, and CHCs by 

 Adhering to quality norms  
 Periodic infrastructure & audit 
 Increased pace of upgradation of facilities to HWCs 

► Specific focus is required to increase availability of functional facilities and reliable services 
► Leveraging technology: CPHC-NCD App, Telemedicine, Artificial Intelligence, Block chain etc 

To increase the reliability of services, quality assurance should be an area of focus with special 
focus on establishment of standard treatment protocols. 100% compliance with quality 
certifications (such as NQAS, Kayakalp, LaQshya) and its continuous monitoring against defined 
standards is required. The identified gaps should be addressed health facility-wise, in a 
systematic manner. 
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The care pathway linkage also needs to be improved through 
► enforcement of gate keeping mechanism,  
► availability of reliable services at various levels leveraging technology 
► active involvement of local governments (PRI and ULBs) in planning and monitoring of 

healthcare programs. For this purpose, adequate training to local government 
representatives needs to be imparted which can be achieved using technology as the one of 
the tools. Technology can also be used to monitor learning. 

The R&D component of central sector scheme should provide adequate fund to facilitate research 
on development and operationalization of Integrated Care Pathway involving AYUSH and modern 
medicine. Integrated care pathway would also help in reducing the manpower and infrastructure 
requirements for modern medicine. 

Ensuring equity 

Various schemes / programs adequately cover the equity aspect at the design stage. There is a 
need to strengthen the implementation of the schemes / programs on certain aspects including: 

► Targeted IEC activities making beneficiaries aware of their entitlement would facilitate 
effective utilization of healthcare services for equitable access 

► Ongoing efforts in bringing social behaviour change should be augmented further with 
involvement of local governments and community outreach 

► Enabling access to health in tribal areas requires better infrastructure planning including 
free transport services, Mobile Medical Units, increased local HR, innovations in retention 
strategies and training for HR need to be considered in the local context. 

Meeting SGD/NHP goals 

The schemes are adequate in design, further focus is desired on the implementation including: 

► Technology for monitoring scheme implementation progress 

► Stronger convergence with other ministries through task force 

► Community based follow up of children discharged from nutrition rehabilitation centre and 
intense collaboration with ICDS as per POSHAN recommendations 

► Convergence with Swachh Bharat, Jal Jeevan Mission and Poshan Abhiyaan etc. 

► Stronger IEC campaigns against consumption of tobacco and alcohol 

► Higher taxation for tobacco and higher criminal punishments for substance abuse 

► Development of infectious disease wards each district to cater to the future challenges 

Quality and Periodicity of Data 

There is a need to ensure data availability with higher periodicity and of certain quality to 
facilitate evidence-based decision making. To enhance the periodicity of data, it is recommended 
that the MoHFW or NITI Aayog may consider carrying out annual surveys through third party 
survey agencies in addition to augmenting the data in HMIS (e.g including CD & NCD data apart 
from RMNCH+A).  

Further, following recommendations would help enhance the quality of data, among others: 
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► National Health Digital Mission should be established to implement National Digital Health 
Blueprint recommendations 

► Increased focus is required for database integration, introduction of e-health records (both 
for patient record and health infrastructure/ resource record) and capacity building of health 
workforce for data collection and reporting 

► Capacity building of health workforce including ASHAs is required to effectively use 
technology in data collection and reporting 

► Need to further develop systems, standards and regulations to ensure portability across 
systems and adapt to increased digitization of the healthcare delivery 

► HRMIS database should be regularly updated for common data sharing amongst different 
stakeholders (Directorate of Health Services, State Health Mission, State Health Society, 
Directorate of AYUSH) for information relating to recruitment, transfers and postings of 
health officials 

Facilitating Technology Penetration 

Technology is expected to play a greater role in the next decade in delivery of healthcare services. 
For this purpose, it is suggested that an open health network may be developed to allow 
portability of data across various stakeholders without compromising on the security and 
identity.  

Further, Challenge fund may be set up to provide entrepreneurs who facilitate technology 
adoption in the healthcare sector. The challenge fund may be set up at the state level to ensure 
that the entrepreneurs are encouraged to develop solutions as per the local needs and are 
replicable in nature. 

Dealing with fragmentation of service providers 

Fragmentation of service providers not only hinder the portability of healthcare service but also 
adversely impact the quality of service. Presently, none of the schemes / programs address the 
fragmentation of service providers. A mechanism may be developed to incentivize private sector 
providers to (a) drive efficiency, (b) adherence to quality, (c) participation in strategic purchase 
(if conceived). This will drive some level of consolidation and standardization of service 
providers. Further, standardization may be achieved through capacity building of service 
providers on various aspects through digital mode. 

Missing Middle (Fragmentation of purchaser) 

While PM-JAY has consolidated the bottom 40% of the population, there is a large segment of 
near below poverty line and informal work-force who do have institutionalized insurance / 
assurance for getting healthcare services. There is a need to enable risk pooling for missing 
middle (middle income population not covered under Ayushman Bharat or any other institutional 
purchase of insurance/assurance) through insurance or assurance model.  

Health seeking behaviour 

There is an increasing trend of people becoming health conscious. According to an estimate 9 Cr 
people were health conscious in 2018 and it is expected that the number would increase to 13 Cr 
by 2022 (RedSeer Consulting, 2018). There is a need to provide incentives and have targeted IEC 
to promote health seeking behaviour. This would increase focus on promotive and preventive 
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care. There is also a need to have stronger IEC campaigns against consumption of tobacco, alcohol, 
substance abuse and lifestyle management. Further, physical and mental wellbeing may be added 
a part of academic curriculum. 

Medical Value Travel 

MVT involves activities relating to travel and hosting of a foreign tourist for the purpose of 
restoring, improving, maintaining health though medical interventions. The medical facilitators 
are the key business sourcing entities / individuals.  

The MVT facilitators are presently fragmented. They may be organized in associations and be 
regulated through the association. Further, they may also be accredited by NABH.  

Further, “Heal in India” as a campaign may be launched in key origin countries to attract MVT 
patients.   
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Appendix 

Evolution, Institutional Structure and Regulatory Landscape of Health Sector 

 

Evolution of Health Sector 

Focus on improving equity and coverage (1947-1960)  

The health activities of the state before the mechanism of policy-advocacy was governed through 
five-year plans and recommendations of the various committees. The five-year plans laid down 
schemes with specific targets to be fulfilled. Each plan had several schemes and based on the 
efficiency and yearly results subsequent schemes were added or dropped from the plan (Nichter 
and Sickle, 2016).  

Bhore Committee (1946) was one such first Committee constituted just before independence to 
survey the then existing health conditions in India and make recommendations for future 
development. The major recommendations of the committee included the need for social 
orientation of medical practice, increased public participation and parallel development of 
environmental health in the country (Devadasan, Ghosh, & Sundararaman, 2014). The Committee 
also suggested a blueprint for primary health centres (PHCs) and formation of village health 
committees to obtain support in development of health programs (Report of the Health Survey and 
Development Committee, 1946). 

The major focus in 1950s and 60s in the health sector was to manage epidemics. Mass campaigns 
were initiated for awareness and eradication of various diseases. National Malaria Eradication 
Program (NMEP) was started in 1958 since malaria was considered a major international threat. In 
2003 the program was converted to National Vector Borne Disease Control Program and includes 
monitoring of all vector borne diseases like Malaria, Filaria, Dengue, J.E. Plague, Chandipura, Kala 
Azar etc (Benelli & Beier, 2017). 

Mudaliar Committee (1959) was set up to assess the field of public health and medical relief after 
the first two five-year plans and to draw future path of development of health services. The key 
recommendations included strengthening of district hospitals, upgradation and strengthening of 
PHCs, extension of University Grant Commission to medical education, institution of National 
Programs for malaria, small pox, cholera, leprosy, tuberculosis and filariasis (Report of Health 
Survey and Planning Committee). 

Primary Health Approach (1960-1980) 

The third five-year plan launched in 1961 discussed the issues of health institutions and health 
personnel in the sector. The outlays were proposed for medical colleges, establishments for 
preventive and social medicine and schemes for encouraging training and research (Nichter & 
Sickle, 2016). 

National Tuberculosis Program (NTP) was formulated in 1962 and subsequently implemented in 
phased manner. With establishment of Association of India, the anti-TB movement gained 
momentum in India, leading to the introduction of mass-produced low-cost BCG vaccination. The 
deficiencies identified in NTP were addressed and Revised National Tuberculosis Program (RNTCP) 
was developed in 1997. RNTCP was renamed as National Tuberculosis Elimination Program in 
January 2020. 



 

69 
 

In 1963, Chadha Committee was constituted to investigate the requirements for planning and 
functioning of PHCs and performance of National Malaria Eradication Program. The 
recommendations included strengthening of rural health services, vigilance through medical 
institutions and developing multipurpose domiciliary health services for all health programs 
(Sharma, Raman, Kohli, & Kumar, 2016). 

With the aim of providing inputs for the third five-year plan, the committees were established and 
constituted to focus on health infrastructure and health personnel in the country. The committees 
gave serious consideration for suggesting a solution to insufficient staffing issue for rural and peri-
urban areas (Maiti, Bhatia, Padhy, & Hota, 2015). Subsequently, in 1965 Mukerjee committee was 
commissioned to review staffing pattern and financial provision under Family Planning Program. 
The aim was to review the changes required in the financial provisions and staffing pattern because 
of advent of intrauterine contraceptive device (IUCD) in the Family Planning Program (Rao & 
Mazumdar, 2017). 

Jain Committee (1966) was constituted to study medical care services. The working of different 
hospitals was studied in the country to improve the standards of medical care. The key suggestions 
were to provide specialist medical care at district hospital and improving the capacity and coverage 
of PHCs to provide maternity facilities (Lo, 2015). Further, Jungalwalla Committee (1967) was 
commissioned with the aim to study various problems related to integration of health services, 
abolition of private practice by doctors in government services, and the service conditions of 
doctors (Jungalwalla & Bhatia, 1967). 

The fourth five-year plan was developed on the lines of the third-year plan and importance of PHCs 
was stressed to consolidate the maintenance phase of the communicable disease program. 
Population growth was considered the central problem and attained government’s focus. On 
recommendations of Central Family Planning Council, Kartar Singh Committee (1973) was 
constituted to study the issues of integrated services, training and mobile services. The main 
recommendations included Multipurpose Health Workers (MPHW) for the delivery of health, 
family planning and nutrition services to the communities, at least one female health worker 
(FHW)/auxiliary nurse midwife (ANM) to be made available for a population of 10,000-12,0000, 
each PHC to have sub-centres spread over its area and training for all workers engaged in the field 
of health, family planning and nutrition (Rao, 2017). 

The fifth five-year plan recognized that though there were advances with respect to the infant 
mortality rate decreasing and life expectancy increasing, the number of medical institutions, 
functionaries, hospital beds and other health facilities remained inadequate in rural areas (Planning 
Commission, 1976). Minimum Needs Program (MNP) was introduced to provide basic social and 
economic facilities for development of the underserved community (Saxena, 2018). 

Shrivastava Committee (1975) was then commissioned to deliberate on medical education and 
manpower. The major course of action recommended was: (a) organization of basic health services 
such as nutrition, family planning and health education and training personnel for the same; (b) 
Creation of referral services by developing proper linkages between PHC, service centres and 
higher level referral; (c) Creation of administrative and financial machinery to reorganize medical 
and health education in accordance with the objectives of NHS (Ministry of Health and Family 
Planning, 1975). 

The recommendations of the Shrivastava Committee were adopted in 1977. Introduction of part-
time Community Health Workers, selected by the village and working on promotive and curative 
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healthcare, was seen as a major health innovation. These CHWs were trained for three months in 
both allopathy and indigenous medicine systems (Perry, Zulliger, & Rogers, Annual Review of Public 
Health). 

Alma Ata Declaration in 1978 led to the launch of “Health for all by 2000” ratified by 137 countries 
including India. The Declaration advocated for first contact services and basic medical care for all 
within the integrated health services. The responsibility as per this declaration for comprehensive 
primary health care further led to the formulation of National Health Policy in 1983. 

Global Development Priorities and Economic Liberalization (1980-2000) 

The sixth five-year plan was heavily influenced by the Alma Ata Declaration. The realization was 
that the existing health-services model was still depriving the rural-class from the benefits of the 
good health and medical services (ICMR-ICSSR, 1980). Also, focus was established on horizontal 
and vertical linkages between the interrelated programs like water supply, sanitation, hygiene, 
nutrition, education and family planning.  Until the 1980s, the influence in the sector was primarily 
through advocacy and ideology and hence limited penetration was seen. With the advent of 
globalization and liberalization, post eighties, the money flow increased mainly through soft loans 
(Baru & Mohan, 2018). 

National Health Policy shifted the healthcare development approach from committee to policy 
based in 1983. The major goal of the policy was in accordance with the Directive Principles of the 
Constitution of India in providing universal and all-inclusive primary health services. This was the 
first time after Bhore Committee that universal health care was being addressed (Allsop, 2018). The 
salient features of the 1983 policy included a)emphasis on a preventive, promotive and 
rehabilitative primary health care approach; b) decentralised system of health care including 
provisions for community participation; c) expansion of the private curative sector which would 
help reduce the government’s burden; d) targets for achievement that were primarily demographic 
in nature (Balarajan, Selvaraj, & Subramanian, 2011). 

Medical Education and Review Committee (1983) set up by MoHFW, Government of India 
recommended for undergraduate (MBBS) medical students to be posted in general practice 
outpatient units to be exposed to multidimensional nature of health problems and their origins. The 
committee also suggested that this practice should be further developed so that an increasing 
number of students pursue higher study in this area. 

The seventh five-year plan, in line with NHP advice, recommended development of specialties and 
super-specialties that need to be pursued with proper focus on regional distribution. An expert 
committee for Health Manpower Planning, Production and Management- Bajaj Committee (1986) 
was constituted with recommendations including formulation of National Medical & Health 
Education Policy, establishment of health manpower cells at centres and in the states, carrying out 
health manpower survey, education at 10+2 levels for health related fields for generation of quality 
allied healthcare personnel and establishment of Health Science Universities in various states and 
union territories.  

Focus on quality improvement (2000-2010) 

National Population Policy, 2000 provided for an overarching policy framework for child health and 
family planning goals. The unaddressed needs such as contraceptives, health infrastructure, health 
personnel and integrated services of reproductive and child health services were addressed. With 
support of voluntary and NGO organizations the policy aimed for delivery at village level for basic 
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RCH services. Long-term policy objective was to achieve a stable population by 2045 with 
consistent levels of sustainable economic growth, social development and environmental 
protection (Chandra, 2000). 

Attainment of health indices was improving; however, the spread was uneven with rural-urban 
divide and a wide gap between high and low performing states. The tenth five-year plan announced 
the draft National Health Policy in 2001 and invited feedback from the public. National Health 
Policy, 2002 aimed to reduce this inequality and include disadvantaged sections of society. The 
policy aimed at comprehensive primary health services linked with health education. The concern 
for regulating the private health sector through statutory licensing and monitoring of minimum 
standards by creating a regulatory mechanism was also addressed by the policy. 

National Rural Health Mission (NRHM) was launched in 2005 to undertake a shift in the public 
health system and to provide accessible, affordable and accountable primary healthcare services to 
poor households in remote parts of rural India (Samal, A review on mainstreaming of AYUSH and 
revitalization of local health traditions under NRHM , 2015). Major objectives of NRHM included a) 
to raise public spending on health; b) to provide access to primary healthcare services for the rural 
poor, with universal access for women and children; c) to achieve a concomitant reduction in IMR 
/ MMR / TFR; d) to prevent and control communicable and non-communicable diseases; and e) to 
revitalize local health traditions (Fathima et al., 2015). 

Curative, Preventive and Promotive Healthcare Regime (2010- Present) 

Sustainable Development Goals (SDGs) are an umbrella set of 17 goals and 169 targets to steer the 
development action for all by 2013. The SDGs evolved from the Millennium Development Goals 
(MDGs) for 2015. MDGs with 8 goals and 18 quantifiable targets, were the first global attempt on 
setting goals for key challenges like extreme poverty, reducing child mortality rates, fighting 
epidemics like AIDS and developing global partnership for development (Liu, et al., 2016). However, 
the benefit of growth was mixed and not equally distributed and MDGs saw its own set of challenges 
(Kanayo, 2014). As a result, in 2015, SDGs came into existence to combat the MDGs challenges with 
a more comprehensive and universal approach (Silver and Singer, 2014).  

National Health Mission (NHM) in 2013 integrated NRHM and National Urban Health Mission 
(NUHM). The major objectives of the mission are: a) Reduction in Infant Mortality Rate (IMR) and 
Maternal Mortality Rate (MMR); b) Population stabilization, gender and demographic balance; c) 
Achieve Universal access to public health services like women’s health, child health, water, 
sanitation & hygiene, immunization, and nutrition; d) Promotion of healthy life styles; e) Access to 
integrated comprehensive primary healthcare and f) Revitalization of local health traditions and 
mainstream AYUSH (Samal, Role of AYUSH workforce, therapeutics, and principles in health care 
delivery with special reference to National Rural Health Mission , 2015). Some of the initiatives of 
the mission are: community health workers like Accredited Social Health Activists, Patient Welfare 
Committee, Janani Suraksha Yojana (JSY), Janani Shishu Suraksha Karyakram (JSSK), National 
Mobile Medical Units (NMMUs) and others (Sharma A. , 2014). 

The Ministry of Ayurveda, Yoga & Naturopathy, Unani, Siddha, Sowa Rigpa and Homoeopathy 
(AYUSH) was constituted in 2014 with considerable focus to alternative (and esp. indigenous) 
forms of medicine under the healthcare sector. Various committees like Bhore, Mudaliar and 
Shrivastava Committee emphasized on improvement of traditional systems of medicine in India 
(Rudra, Kalra, & Joe, 2017). The ministry runs multiple health programs such as Homeopathy for 
Healthy Child primarily aiming at the rural population. National AYUSH Mission was launched in 
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2014 to promote AYUSH medical systems through cost effective AYUSH services, strengthening of 
educational systems, facilitate the enforcement of quality control of AYUSH drugs and sustainable 
availability of AYUSH raw materials.  

With the changing health priorities, such as growing burden on account of non-communicable 
diseases and some infectious diseases and health care costs, a new health policy responsive to these 
contextual changes was required. Hence, National Health Policy, 2017 envisaged its goal for 
attainment of highest possible level of health and well-being for all ages without financial burdens 
as a consequence. It aims at reaching universal health coverage (UHC) and delivering quality health 
services to all at affordable costs (Duran, Kutzin, & Menabde, 2014). 

Ayushman Bharat was launched as a centrally sponsored scheme in 2018 and has two components- 
1) Health and Wellness Centres (HWCs); 2) Pradhan Mantri Jan Arogya Yojana (PM-JAY). The 
scheme aims at making interventions in primary, secondary and tertiary care systems, covering 
preventive, promotive and ambulatory care, to address healthcare holistically (Lahariya, 2018). It 
subsumes multiple schemes including Rashtriya Swasthya Bima Yojana, Senior citizen health 
Insurance Scheme (SCHIS), Central Government Health Scheme (CGHS), Employees' State 
Insurance Scheme (ESIS), etc (Bakshi, Sharma, & Kumar, 2018) 

 Institutional Structure of Public Health Sector in India 

The nature of health system in India is pluralistic with existence of multiple actors performing 
diverse roles and functions (McPake & Hanson, 2016). Ministry of Health and Family Welfare looks 
after the health policy in India with a strategic vision to strengthen the public health sector of the 
country (Samal and Dehury , 2016). This section outlines the major forces driving the public health 
sector in India at various levels. Also, the role of allied ministries and departments playing an 
important role in the health sector have also been discussed.  

National Level 

Ministry of Health and Family Welfare is entrusted with formulation and implementation of health 
policy in India (MoHFW) (Samal, 2015). The Ministry of Health and Family Welfare implements its 
programs and provides services through different executing and regulatory authorities (Sheikh, 
Ranson & Gilson, 2014). MoHFW comprises of the following two Departments a) Department of 
Health and Family Welfare; b) Department of Health Research, each department headed by a 
Secretary of Government of India. These departments take required initiatives and steps to 
implement Government policies and programs to achieve the stated health goals and objectives 
(Sarwal, 2015). 

The Department of Health and Family Welfare deals with health care and family welfare, including 
awareness campaigns, reproductive and child healthcare, immunisation campaigns, preventive 
medicine, and public health (Ramadass, Gupta, & Nongkynrih, 2017). Bodies under the 
administrative control of this department are54: 

 National AIDS Control Organization (NACO) supports and provides aid to HIV/AIDS control 
program in India through 35 HIV/AIDS Prevention and Control Societies. It is the nodal 
organisation for formulation of policy and implementation of programs for prevention and 
control of HIV/AIDS in India (Paranjape & Challacombe, 2016) 

                                                             
54https://mohfw.gov.in/about-us/departments/departments-health-and-family-welfare. 
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 Central Mental Health Authority established to register all Central mental health establishments 
and develop quality and service provision norms for different types of mental health 
establishment (Murthy R. , 2014) 

 National Health Systems Resource Centre, a technical support institute with National Health 
Mission, assists in policy and strategy development in the provision and mobilization of technical 
assistance to the states and in capacity building for the Ministry of Health 

 National Health Authority (NHA) is the apex body responsible for implementing India’s flagship 
public health insurance/assurance scheme ‘Ayushman Bharat Pradhan Mantri Jan Arogya 
Yojana (PMJAY)’. It is an attached body of the MoHFW with functional autonomy and 
responsibility for PMJAY relating to guidelines, compliances and protocols and strategic 
purchasing of healthcare services (Kumar R. , 2019) 

 Central Council of Health and Family Welfare established under Article 263 of the Constitution 
of India, the Council supports and advices the MoHFW on policy formulation (Murthy R. , 2014) 

 National Medical Commission is a statutory body for establishing uniform and high standards of 
medical education in India. Earlier, Medical Council of India was responsible for the same 
(Minocha, 2017) 

 Dental Council of India regulates the profession of Dentistry and Dental Education at 
undergraduate, post-graduate and super specialization levels throughout India (Mohanty, 
Rajesh, & Aruna, 2013)  

 Indian Nursing Council is a national regulatory body for nurses and nurse education in India 
(Walton-Roberts, Bhutani, & Kaur, 2017) 

 Pharmacy Council of India is responsible for regulating pharmacy profession in India. The 
Pharmacy Council was constituted for registering and maintaining pharmacists in various states 
of India.  

 Indian Pharmacopoeia Commission (IPC) is an autonomous institution of the MoHFW for setting 
standards for drugs, pharmaceuticals and healthcare devices and technologies in India.  IPC 
plays a pivotal role in enhancing the quality and safety of medicines by adding new and updating 
existing monographs in the form of Indian Pharmacopoeia (IP) on a regular interval. 

The Department of Health Research of MoHFW focuses on the health, clinical and biomedical 
research. The studies involve basic, applied and operational research around diseases and its 
conditions, their detection, cause and strategies for health promotion, protection and rehabilitation 
(Dandona, Katoch, & Dandona, 2011).  

Directorate General of Health Services (DGHS) is an attached organization of the MoHFW with 
repository of technical knowledge concerning Public Health, Medical Education and Health Care. 
The Directorate coordinates with the health Directorates of all states and UTs for implementation 
of National Programs (Samal, 2015). DGHS also oversees the functioning of all Central Government 
Hospitals and their management (Singla, et al., 2014).  

The Central Drugs Standard Control Organization (CDSCO) under Directorate General of Health 
Services is a national regulatory authority for Indian pharmaceutical and medical devices (Dalal, 
Ganguly, & Alpa, 2016). National Pharmaceutical Pricing Authority (NPPA) is the regulatory body 
that regulates and controls the prices of pharmaceutical drugs in India. Besides pricing, NPPA also 
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deals with the legal matters arising out of drugs, drugs availability and export and import of drugs 
(Ahmad, Khan, & Patel, 2015). 

NITI Aayog is a policy think tank of GoI aiming to achieve the SDGs by involving State Governments 
in the economic policy-making process (Sengupta, 2015). NITI Aayog and MoHFW together purpose 
to achieve the SDGs including Goal 3 related to ensuring healthy lives and promoting well-being for 
all at all ages (Male, 2018). 

Ministry of Ayurveda, Yoga & Naturopathy, Unani, Siddha, Sowa Rigpa and Homoeopathy (AYUSH) 
is another government body in India purposed with developing, education and research in the field 
of alternative medicine (Chandra & Patwardhan, 2018). The NHP 2017, has strongly advocated for 
mainstreaming the traditional systems of medicines and emphasized the need of integrating AYUSH 
in the NHM, research and education (Shankar & Patwardhan, 2017). 

State and District Level 

Each State has a Directorate of Health Services (DHS) that has an important role in the provision 
and administration of health services and in order to raise the quality, extend accountability and 
deliver the services effectively (Mishra, 2014). The Directorate of Medical Education at state level 
helps in developing medical and para-medical personnel to cater to the health needs of the State. 
The department also has a role to play in establishment and maintenance of well-equipped teaching 
institutions, which are the premier referral centres with state-of-the-art equipment and technology 
(John, Bavadekar, Hasnain, & Karandikar, 2015). 

National Health Mission at the state level is guided by the State Health Mission and State Health 
Society. They are supported by State Program Management Unit (SPMU), State Health System 
Resource Centre (SHSRC) and State Institutes for Health and Family Welfare (SIHFW). The District 
Health Mission and City Health Mission are responsible for implementation and review at their 
respective administrative levels. They are supported by District Program Management Units 
(DPMU) which are linked to District Health Knowledge Centre (DHKC), District Training Centre 
(DTC) and District Health Society (DHS) (Patel, et al., 2015). 

Role of Other Allied Ministries and Departments 

The institutional structure of health system in India remains incomplete without discussing the role 
of the allied Ministries, Department and Bodies that play an essential role in strengthening and 
ensuring sustainable development, universal health coverage and health security and resilience.  

The Department of Pharmaceuticals in the Ministry of Chemicals and Fertilizers is one such body 
that aims at the development of the pharmaceutical sector in the country and regulates pricing and 
availability of medicines at affordable prices through initiatives like Jan Aushadhi (Mukherjee, 
2017). Besides this, the department is also involved in research and development to promote 
domestic manufacturing of medical devices and protection of intellectual property rights relating 
to the pharmaceutical sector (Banerjee, Chakrabarti, & Das, 2014). Also, Ministry of Tourism, is 
involved in promoting India as a medical and Health Tourism Destination. The Ministry aims to 
provide Medical and Health Care at international Standard at comparatively low cost (Dogra and 
Dogra, 2015). Indian systems of medicines, i.e. Ayurveda, Yoga, Panchakarma, Rejuvenation 
Therapy, etc. are among the most ancient systems of medical treatment of the world (Medhekar, 
H.Y., & Hall, 2014). 

Additionally, the Ministry of Women and Child Development through Central Technical Committees 
on health and nutrition looks into Integrated Child Development Services (ICDS) (Jain M. , 2015). 
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The ministry is also involved in the mid-day meal and Poshan Abhiyan for holistic nourishment and 
reducing malnutrition from the country (Ministry of Women and Child Development , 2019). 

The Central Pollution Control Board under the Ministry of Environment and Forests (MoEF) 
regulates the provisions relating to Bio-medical waste in any form from medical establishments, 
forensic laboratories and research labs. In addition to these Ministries, Swachh Bharat Mission 
under the Department of Drinking Water and Sanitation, Ministry of Jal Shakti and Ministry of 
Housing and Urban Affairs looks in to achieve universal sanitation coverage and focuses on 
sanitation and healthy practices for all (Jangra, Majra, & Singh, 2016). 

Health Sector Regulations 

The fundamental right to life enshrined in Article 21 of the Constitution also extends to the 
guaranteed protection of one’s health (Bandhua Mukti Morcha v. Union of India). The judicial 
precedents set by the Hon’ble Supreme Court establish that the right to health is an integral part of 
the right to life enshrined under Article 21 (Consumer Education and Resource Centre v. Union of 
India; State of Punjab and Others v. Mohinder Singh). As a corollary, the Constitution of India, in 
Part IV (Directive Principles of State Policy) also imposes a positive duty on the State under Article 
47 to raise the level of nutrition and the standard of living, and to improve public health.  

“Public health and sanitation; hospitals and dispensaries” is listed at Entry No. 6 in List II (State List) 
of Schedule VII of the Constitution of India. Accordingly, only State Legislatures have the legislative 
competence to enact laws on the subject. However, Article 252 of the Constitution of India 
empowers the Parliament to enact laws on any subject included in the State List where the State 
Legislatures of two or more States have adopted resolutions to the effect that such subject must be 
regulated by an Act of Parliament in those States. Any State may subsequently adopt the Act so 
passed by Parliament, by passing a resolution to that effect. Therefore, over the years, the 
Parliament has enacted several central legislations on public health in order to ensure uniformity 
of regulation in the Health sector.  

This section of the Report endeavours to analyse these central legislations and highlight the key 
reforms brought about and identify gaps in the regulatory framework, if any. 

I. THE NATIONAL MEDICAL COMMISSION ACT, 2019 

Key Achievements: 

 The Act repeals the Indian Medical Council Act, 1956 and replaces the Medical Council of India 
with the National Medical Commission.  

 The Act attempts to curb perverse practices by having eminent medical personalities who will 
be appointed for only one term of four years, without further extension. To ensure probity and 
integrity of the highest order, they will have to declare their assets at the time of being appointed 
and again while demitting office. The members will also have to declare their professional and 
commercial engagement or involvement which will be published on the website of the 
Commission (PIB, 2019). 

 In the composition of the National Medical Commission, there will be 10 Vice Chancellors of State 
Health Universities and 9 elected members of State Medical Councils. Thus, majority of the 
members would be from the States and only a minority of members will be appointed by the 
central government thereby, ensuring that the National Medical Commission is representative, 
inclusive and respecting the federal structure of Indian polity (PIB, 2019). 
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Key Gaps: 

 A fee cap may discourage establishment of new private colleges, thereby limiting the expansion 
of medical education in the country. Further, it may be difficult to enforce a fee cap and medical 
colleges may continue to charge ‘under the table’ capitation fees and other periodic fees on 
various pretexts (NITI Aayog Report, 2016). 

 The limited license granted to Community Health Providers, enabling them to independently 
prescribe primary and preventive medicine may encourage and legitimize quackery in the 
medical profession (Nishith Desai, 2019). 

 Owing to instances of violence against doctors and the property of healthcare establishments, 
there were demands by doctors and allied practitioners to enact specific laws that specifically 
dealt with such situations. However, the Act does not delve into this issue (Sapra, Jain, Ghosh, 
2019). 

 The Act empowers the Central Government to override the National Medical Commission and 
the Autonomous Boards, by mandating the latter to be bound, in exercise of their powers and 
discharge of their functions under the Act, by the directions of the Central Government on 
questions of policy (Section 45). 

II. THE MENTAL HEALTHCARE ACT, 2017 

Key Achievements: 

 The Act decriminalizes the attempt to suicide and presumes that such action was committed 
under severe stress and imposes a corollary duty on the government to rehabilitate such person 
to ensure that there is no recurrence of attempt to suicide (Section 115).  

 The Act guarantees free mental health treatment to all persons with mental illness living below 
the poverty line, whether or not in possession of a below poverty line card, or who are destitute 
or homeless, in Government run or designated mental health establishments (Section 18(7)). 

 The Act enables people with mental illness to declare in advance how they can (or cannot) be 
treated. In addition, the Act empowers them to choose a person to make treatment decisions on 
their behalf when they are not in a position to do so (Section 5). 

 The Act, by including institutions belonging to other alternative health systems in the definition 
of mental health establishments, has made uniform regulations in establishing and regulating 
mental healthcare delivery services. The act regulates both public and private mental health 
sectors (Math, Basavaraju, Harihara, Gowda, Manjunatha & Kumar, 2019). 

 The Act permits the use of ambulance services in the same manner, extent, and quality as 
provided to persons with physical illness, thereby clearly aiding families, in case of emergency, 
for shifting the patient to a mental health establishment (Math, Basavaraju, Harihara, Gowda, 
Manjunatha & Kumar, 2019). 

Key Gaps: 

 As per the definition of ‘mental illness’ in the Act, the Act is applicable only to those who have 
“substantial” impairment in thinking, mood, perception, orientation or memory that grossly 
impairs judgment, behaviour, capacity to recognize reality, or ability to meet the ordinary 
demands of life. Thus, the Act does not apply to all mentally disturbed persons (Math, 
Basavaraju, Harihara, Gowda, Manjunatha & Kumar, 2019). 
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 The Act is not clear on whether it extends to persons with personality disorders. The Act is also 
ambiguous concerning substance abuse, referring to “mental conditions associated with the 
abuse of alcohol and drugs”. This could include intoxication, harmful use of substances, 
substance dependence, withdrawal, drug induced psychosis and brain damage secondary to 
substance misuse (Duffy & Kelly, 2017). 

 The Act advocates the integration of mental health into primary health care. However, the Act 
mandates all the establishments to take registration for treating persons with mental illness, 
which may come in the way of integrating mental healthcare into general health care and thus 
the implementation of NMHP (Rao, Math, Raju, Saha, Jagiwala, Sagar, 2016). 

 The Act does not specify the role of the family members in providing care in the hospital 
environment. There should be emphasis on admissions of persons with mental illness along with 
their relative (by blood, marriage, or adoption) to encourage family support during an acute 
crisis which provides moral, emotional, and physical support to the suffering individual (Avasthi, 
2010). 

III. THE HUMAN IMMUNODEFICIENCY VIRUS AND ACQUIRED IMMUNE DEFICIENCY 
SYNDROME (PREVENTION AND CONTROL) ACT, 2017 

Key Achievements: 

 The Act prohibits discrimination against persons with HIV, strengthens the existing program by 
bringing in legal accountability and establishes formal mechanisms for inquiring into complaints 
and redressing grievances. (Singh, 2018) 

 The Act prohibits hatred and physical violence against HIV positive person or affected groups. 
(Singh, 2018) 

 The Act provides for the appointment of an ombudsman by each state government to inquire 
into complaints related to the violation of the Act and the provision of health care services. (PRS 
Legislative Brief, 2017) 

 The act provides for the right to HIV prevention, testing, treatment and counselling services of 
every person in the care and custody of the state. (PRS Legislative Brief, 2017) 

IV. BIO MEDICAL WASTE MANAGEMENT RULES, 2016 

Key Achievements: 

 Compared to the erstwhile Bio Medical Waste Management Rules, 1998, the definition of 
occupier has been expanded to include various health camps such as vaccination camps, blood 
donation camps, and surgical camps. This makes the coverage of the rules more comprehensive 
(Rule 2(f)).  

 New obligations have been placed on the occupier so as to prevent leakage of bio-medical waste. 
The occupiers/healthcare facilities have been obligated to conduct pre-treatment of various 
laboratory waste and blood bags in accordance with the guidelines of WHO and NACO (Rule 4 
(c)).  

 Within 2 years of notification of the Rules, plastic bags, gloves, and blood bags have to be phased 
out to eliminate emissions of dioxins and furans into the environment during their burning (Rule 
4 (d)).   
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 The Rules also call for a bar code system for all bags/containers used for bio-medical waste 
treatment and disposal (Rule 4 (i)). 

 Bedded hospitals/occupiers will get automatic authorization and non-bedded occupiers/ 
healthcare facilities will get a one-time authorization upon application (Rule 10). 

Key Gaps: 

 To phase out chlorinated plastic bags, gloves, blood bags and to establish a bar code system for 
bags/containers the cost will be high and time span for doing this i.e. two years may be too short 
(Dutt, Kaur Mohi & Chander, 2018).  

 Considering the fact that the Rules emphasizes that occupiers and healthcare facilities are to 
transport their bio-medical waste to the common bio-medical waste treatment facilities, there 
is a dire need to increase the number of such common facilities since as of January 2018, there 
were only 198 such facilities which were operational (Dutt, Kaur Mohi & Chander, 2018). 

V. CLINICAL ESTABLISHMENTS ACT, 2010 

Key Achievements: 

 National Council for Clinical Establishment has been set-up to perform the functions of, inter 
alia, review and appeal of orders, publication of the list of all registered Clinical Establishments 
and classification of Clinical Establishments into various categories.  

 A District Registering Authority has been established to perform the functions of, inter alia, grant 
and renewal of Clinical Establishment registrations, inspection and inquiry of registered Clinical 
Establishments, cancelation of registrations and levy of penalties from violators.  

 The rates for all procedures and services provided by any Clinical Establishment shall be 
confined to the range of rates determined and prescribed by the Central Government in 
consultation with the State Government (Singh, 2015). 

 The Act mandates all Clinical Establishments to adhere to the Standard Treatment Guidelines for 
Clinical Establishments as determined and prescribed by the Central Government or State 
Government (Section 12). 

 The Act is applicable on all Clinical Establishments including all hospitals, maternity homes, 
nursing homes, dispensaries, clinics, sanatoriums or institutions by whatever name called, that 
offer services for diagnosis, care or treatment of patients in any recognized system of medicine 
(Allopathy, Homeopathy, Ayurveda, Unani or Siddha), public or private, except establishments 
operated by the Armed Forces (CEA Operational Guidelines, 2017). 

Key Gaps: 

 The National and State Councils include members from non-allopathic systems also (for dealing 
with non-allopathic establishments) but representation of members from non-allopathic 
systems has not been provided in the District Registering Authority.  

VI. NATIONAL TRUST FOR WELFARE OF PERSONS WITH AUTISM, CEREBRAL PALSY, MENTAL 
RETARDATION AND MULTIPLE DISABILITIES ACT, 1999 

Key Achievements: 

 The National Trust has been established to enable persons with disability to live independently 
through promoting measures for their protection in case of death of their parents. 
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 The Act evolves procedures for the appointment of trustee and guardian appointment and 
facilitates equal opportunities in the society for persons with disability.   

VII. TRANSPLANTATION OF HUMAN ORGANS AND TISSUES ACT, 1994 

Key Achievements: 

 The Act has established a framework to facilitate organ/tissue transplants and regulate the 
process of living and deceased donations by prescribing safeguards at each level to minimize the 
possibility of organ trade/trafficking (NOTP Operational Guidelines, 2015). 

 The National Network division of NOTTO (a statutory body created under the Act) has been 
established to function as the apex centre for all India activities of coordination and networking 
for procurement and distribution of organs and tissues (PIB, 2019).  

 The recognition of the concept of ‘brain-stem death’ under the Act has facilitated solid organ 
transplantations, including liver, heart, lungs, and pancreas, in addition to kidneys (Westphal, 
2016). Further, the Act has mandated all hospitals with ICUs to counsel near relatives of persons 
admitted in ICUs regarding organ/tissue donation after death (Section 3(1A)). 

 The Act provides for the appointment of an Appropriate Authority, which is empowered to 
investigate complaints of breach of any of the provisions of the Act and refer them to a 
Metropolitan Magistrate or Judicial Magistrate for criminal prosecution (Section 13 r/w 22). 

Key Gaps: 

 The Act follows the principle of opt-in consent for organ donation, whereby organ retrieval is 
permissible only where express consent has been given by the deceased person through 
pledging his organs or by the near relatives if the deceased person had no objection to organ 
donation after death. In India, where there is a negative attitude towards organ donation, opt-in 
consent, instead of presumed consent (where organ donation is not permitted only where the 
deceased person had expressly objected to organ donation) reduces the pool of potential donors 
(Tikoo, 2017).  

 The Act requires consent of the deceased donor as well as of the near relatives before 
organs/tissues may be retrieved. Where the deceased person had no objection to organ donation 
or even where the deceased person had expressly pledged to donate his organs after death, if 
the near relatives withhold consent, organs may not be retrieved (NOTTO FAQs).  

 The Act permits living donations only from parents, children, siblings, grandchildren and 
grandparents (near relatives). In addition, living donations from other than near relatives is 
permissible only out of affection or attachment or for other special reasons, but not for 
consideration. Thus, the purely altruistic ground for donation may not be sufficient motivation 
for many living donors to come forward (Tikoo, 2017). 

 The Act does not provide for (a) incentives to family of cadaver donor, (b) benefits to live donors 
such as life-long follow up care where donation took place, and customised Life Insurance Policy 
(Review Committee Report, 2005).  

 The Act penalises both the donor and the recipient, if convicted of commercial trade in human 
organs. Penalising donors who may be forced to sell organs due to financial need may deter them 
from reporting instances of commercial trade of organs or organ trafficking (Sanyal, 2010). 
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 The Act states that no court can take cognizance of an offence under the Act till a complaint is 
made to it by the Appropriate Authority. Any person who wishes to file a complaint must first 
give a 60-day notice to the Appropriate Authority (Section 22). 

 Despite the enactment of the legislation, over the years, multiple cases of organ commerce and 
kidney scandals have been regularly reported in the Indian media, pointing towards gaps in 
implementation of the Act (Vora, 2019).  

VIII. PRE-CONCEPTION AND PRE-NATAL DIAGNOSTIC TECHNIQUES (PROHIBITION OF SEX 
SELECTION) ACT, 1994 

Key Achievements: 

 The Act mandates the registration of all institutions, having any equipment that have the 
potential to detect sex of fetus, with the appropriate authority. 

 The Act prescribes penalties for institutions partaking or involved in sex determination of fetus. 
The Act also prescribes punishment for the family of pregnant woman that request for pre-natal 
sex-determination.  

 The Act regulates the sale of the ultrasound machines to only registered bodies. 

Key Gaps: 

 Stringent standards and punishment prescribed under the Act notwithstanding, the sex ratio 
continues to remain skewed in the country (Patnaik & Kejriwal, 2012). 

IX. INFANT MILK SUBSTITUTES, FEEDING BOTTLES AND INFANT FOODS (REGULATION 
OFPRODUCTION, SUPPLY AND DISTRIBUTION) ACT, 1992 

Key achievement: 

 The Act has managed to regulate marketing of infant milk substitutes, feeding bottles and infant 
foods and focuses on quality control measures to ensure malpractices with respect to marketing 
of such products 

X. THE NARCOTIC DRUGS AND PSYCHOTROPIC SUBSTANCES, ACT, 1985 

Key Achievements: 

 Every offence pertaining to narcotic drugs and psychotropic substances defined under the Act 
has been made cognizable and non-bailable 

 A Central Government Authority, namely the NARCOTICS CONTROL BUREAU (NCB) has been 
constituted under Section 4(3) of the Act to exercise the powers and functions of the Central 
Government with respect to coordination between different State and Central Agencies for 
enforcement of the provisions of the NDPS Act. NCB has various zones and sub-zones in different 
States for the purpose of collecting and analysing data on various aspects of usage of narcotic 
drugs and psychotropic substances. 

 Section 36 and 36A of the Act provides for constitution of special courts for speedy trial of the 
offences prescribed thereunder. All offences under the Act which are punishable with 
imprisonment for a term of more than three years shall be triable only by the Special Court 

 Section 35 and 54 of the Act place a reverse burden of proof on the accused to prove that he is 
innocent in respect of any offences alleged to be committed by him under the Act. 
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XI. HOMEOPATHY CENTRAL COUNCIL ACT, 1973 

Key Achievements: 

 The Act provides for the regulation of medical qualifications and medical colleges in the field of 
homeopathy by the formation of a Central Government Authority. 

 Section 14 of the Act also provides for the recognition of medical qualifications granted by 
medical institutions in States or countries outside India upon fulfilment of certain conditions, 
thereby enabling students to undertake the study of homeopathy outside the country.  

Key Gaps: 

 As mentioned in the Statement of Objects and Reasons of the Homoeopathy Central Council 
(Amendment) Act, 2019, the Central Council of Homoeopathy had failed in its responsibilities 
and not cooperated willfully with the Central Government in carrying out its duties in the 
manner that is required to safeguard the standard of education and practice of Homoeopathy 
system of medicine This led to the need for supersession of the Council by a fresh Board of 
Governors. It may be noted that initially the Council was required to be reconstituted within a 
year of its supersession. However, this tenure has now further been extended in 2019 to two 
years. 

XII. MEDICAL TERMINATION OF PREGNANCY ACT 1971 

Key Achievements: 

 The Act prescribes eligible personnel who may perform induced miscarriage and medical 
termination of pregnancy.  

 The Act prescribes the situations or events when the registered medical practitioner may 
terminate pregnancies. The events prescribed includes, inter alia, tests to detect anomalies 
during pregnancies and diagnosis of such tests. 

XIII. INDIAN MEDICINE CENTRAL COUNCIL ACT, 1970 

Key Achievements: 

 The Central Council has been established to perform the functions of, inter alia, mandatory 
provision of information about courses of study and examinations from every university, board 
or medical institution in India, prescribe the minimum standards of education in Indian 
medicine, for the purpose of granting recognised medical qualifications by universities, boards 
or medical institutions in India (Borkar, 2019). 

 The Act mandates the registration of all practitioners of traditional and alternative medicines 
with a State Register or the Central Register of Indian Medicine. The Act also mandates such 
registered practitioners to possess a recognised medical qualification. 

Key Gap: 

 The Act does not address the informal practices of Indian system of medicines (Borkar, 2019). 

XIV. DRUGS & MAGIC REMEDIES (OBJECTIONABLE ADVERTISEMENT) ACT, 1954 

Key Achievements: 
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 The Act prohibits misleading advertisements related to diagnosis, cure, mitigation, treatment or 
prevention of any disease, disorder or condition specified in the Schedule, which currently 
include diseases such as diabetes, cancer and obesity. 

Key Gaps: 

 The Act prohibits misleading health advertisements, where ‘advertisement’ is defined to include 
“any notice, circular, label, wrapper, or other document, and any announcement made orally or 
by any means of producing or transmitting light, sound or smoke.” This definition does not 
account for communications over web-based/digital media (Rastogi, 2012). 

 Currently, though the Advertising Standards Council of India (ASCI) self-regulates 
advertisements and reports misleading health advertisements, there is no statutory body 
established for this purpose which is empowered to undertake pre-clearance or pre-vetting of 
advertisements (Sapra, Lenin, Kulshreshtha & Birla, 2019). 

 While the Act contains provisions prohibiting false and misleading advertisements and 
prescribes a penalty for the same, there is no provision mandating the issuance of corrective 
advertisements as a remedy (Rastogi, 2012).  

 On the implementational side, there is a shortage of sufficient number of Ayurveda drug 
inspectors who are qualified to inquire into the complaints against ayurvedic companies 
promising magical remedies (Sapra, Lenin, Kulshreshtha & Birla, 2019).   

 The regulatory regime requires strengthening by ensuring stricter disciplinary action, including 
mandatory jail term for advertising magic cures. Strict action is also necessary against platforms 
that publish or broadcast advertisements which are in contravention of the Act, including 
imposing of fines, imprisonment of the concerned designees and suspending platforms which 
are repeat offenders (Parliamentary Standing Committee, 2016). 

 In order to achieve the objectives of the Act, in addition to the prohibition on misleading 
advertisements, organized awareness initiatives are necessary to adequately caution consumers 
against such advertisements and to keep them well-informed (Rastogi, 2012). 

XV. EPIDEMIC DISEASES ACT, 1897 

Key Achievement: 

 The Act has facilitated the formulation of a regulatory framework for controlling the spread of 
epidemic diseases and to govern the conduct of persons in such situations. 

Key Gaps: 

 The Act, though formulated to deal with “dangerous epidemic diseases”, does not define or 
describe a “dangerous epidemic disease”. There is also no indication of what qualifies an 
epidemic as “dangerous”, whether it is number of people affected, the extent of geographical 
spread, the demographic profile affected (women, children, senior citizens) or the severity of 
disease (potential for death or disability) (Rakesh, 2016). 

 The Act does not address the newer avenues of disease spread such as, increasing rates of 
international travel, greater economic migration within states, increased industrialisation and 
urbanisation, rise in population density, increasing chances of contact with animals and birds, 
changing climatic conditions and biosafety lapses (Rakesh, 2016).  
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 The Act provides for quarantine measures and calls for the segregation of persons who may be 
infected by a contagious disease, but is silent on other methods of epidemic management, such 
as vaccination, surveillance and organised public health response (Rakesh, 2016).  

 The Act emphasises the power of the government but is silent on the rights of citizens. While the 
Act empowers the government to quarantine individuals and to carry out inspections, the Act 
does not expressly state the grounds for the exercise of such power or the regulatory safeguards 
subject to which the authority may act (Rakesh, 2016). 

 The Act itself does not describe any standards for the control of disease spread, but only enables 
the Central or State Governments to frame guidelines in this regard (Rakesh, 2016). 

XVI. DRUGS (CONTROL) ACT, 1950 

Key Achievement: 

 During the initial implementation of the Act, it was successful in preventing hoarding and 
profiteering in medicines. 

Key Gap: 

 After the enactment of the Essential Commodities Act, 1955 and ‘drugs' having been declared as 
an essential commodity under the Essential Commodities Act, 1955, the Drugs (Price Control) 
Orders are being issued from time to time since 1970, under section 3 of the Essential 
Commodities Act, 1955. Since price control is being done under the Essential Commodities Act, 
1955, the Drugs (Control) Act, 1950 has become redundant (Drugs (Control) Repeal Bill, 2006). 

XVII. PHARMACY ACT, 1948 

Key Achievements: 

 Under the Act, at the central level, the Pharmacy Council of India was formed (Section 3) and at 
the State level, respective State Councils have been formed (Section 19).  

 The Act has empowered the Pharmacy Council of India to lay down minimum educational 
qualifications for a person to be registered as a pharmacist and dispense medicines (Sections 10 
and 11).  

 The Act has prescribed for the creation of central level and state level register of pharmacists 
and has laid down the procedure for registration (Section 15A read with Sections 31, 32 and 33).  

 There are penal provisions in place in the Act for practice of pharmacy without valid registration 
and other specific violations (Sections 41, 42 and 43).  

Key Gaps: 

 The Act empowers the Pharmacy Council of India to prescribe educational qualifications. 
However, the Pharmacy Council of India has no jurisdiction over MPharm and other higher-level 
degree programs.   

 The educational regulations laid down by the Pharmacy Council of India become applicable to a 
State only upon notification of the regulations by the State government in the official gazette. 
This causes a lack of uniformity within the country and leaves a window of opportunity for States 
to apply their own educational and training standards for registration of pharmacists (Basak, 
Sathyanarayana, 2010). 
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XVIII. DENTISTS ACT, 1948 

Key Achievements: 

 Under the Act, at the central level, the Dental Council of India was formed (Section 3) and at the 
State level, respective State Councils have been formed (Section 21).  

 The Act has specifically laid down dental qualifications which may be considered valid to enable 
persons to practice dentistry in India (Schedule I read with Section 10).  

 The Act has prescribed the creation of central level, namely the Indian Register, (Section 18) and 
State level register of dentists (Section 31) and has laid down the procedure for registration 
(Sections 32-35).  

 The Act has recognised the principle of reciprocity whereby the Dental Council of India can enter 
into negotiations and reach an agreement with other countries to recognize the dental 
qualification granted by that country (Section 10 (5)).  

 The Act lays down clear penalties for various violations such as falsely claiming to be registered 
under the Act, misuse of titles, practicing dentistry without having registration and failure to 
surrender registration certificate even after registration has been cancelled (Sections 47-50). 

XIX. DRUGS AND COSMETICS ACT, 1940 

Key Achievements: 

 The Drugs Technical Advisory Board has been created to advise the Central Government and the 
State Governments on technical matters arising out of the administration of the Act.  

 For Ayurvedic, Siddha and Unani drugs, a separate board called Ayurvedic, Siddha and Unani 
Drugs Technical Advisory Board is created. 

 The Central Drugs Laboratory has been created to undertake quality control of drugs and 
cosmetics manufactured within the country or imported into India. 

 The Central Drugs Standard Control Organization has been established to undertake regulatory 
control over the approval of drugs, conduct of clinical trials, standards for drugs, quality of 
imported drugs in the country etc. 

 An advisory committee, namely the Drugs Consultative Committee has been established to 
advise the Central Government, State Governments and the Drugs Technical Advisory Board on 
securing uniformity in the administration of the Act. 

Key Gaps: 

 The nature of allopathic drugs and Ayurvedic, Siddha and Unani drugs are distinctly different 
from each other; accordingly, the regulatory requirements are also different. Therefore, the two 
categories of drugs should ideally be regulated separately through different legislations (Expert 
Committee Report, 2003). 

 The Act indulges in excessive delegation of legislative powers to the Government. The boundary 
conditions for several issues, including those relating to clinical trials have not been provided in 
the statutory provisions. A large scope has been left to subordinate legislation (Thakur & Reddy, 
2016).   
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 Since the licensing of drugs and cosmetics is undertaken at the State level, there is fragmentation 
of the licensing regime and lack of uniformity of enforcement of the Act at the national level 
(Expert Committee Report, 2003).  

 The Central Drugs Standard Control Organization has no control over the manufacture, import, 
sale, distribution, efficacy, quality standards and pricing of food supplements claiming medicinal 
and curable properties (Expert Committee Report, 2003).  

 The Act does not contain any explicit provision for regulating clinical trials. While the New Drugs 
and Clinical Trial Rules were notified in 2019, which contains a provision for compensation, 
there is no statutory backing for the same under the Act (Sapra, Lenin & Jain, 2019).  

 Despite the notification of the Medical Devices Rules, 2017, medical devices will continue to be 
deemed to be drugs, since the definition of medical devices is tied to the definition of drugs under 
the Act. As a result, some products which are specifically included in the definition of medical 
devices under the rules would be governed by the rules, while all other medical devices would 
be governed by the Drugs and Cosmetics Rules, 1945 (Nishith Desai, 2017).   

 Despite the formulation of the Medical Devices Rules, 2017, due to the unamended definition of 
‘drug’ in the Act, which also included medical devices, the Drugs (Price Control) Orders issued 
under the Essential Commodities Act, 1955, would extend to and limit the prices of medical 
devices as well (Nishith Desai, 2017). 

XX. Cigarettes and Other Tobacco Products Act, 2003  

 The Act aims to prohibit advertisement and regulates trade and commerce of production, supply 
and distribution of cigarettes and other tobacco products in India. 

XXI. The Registration of Births and Deaths Act, 1969 

 The Act aims to provide for the regulation of registration of births and deaths. 
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Disclaimer by Consultant 

 

This report is intended for the use of Development Monitoring and Evaluation Office (DMEO), 
NITI Aayog and is subject to the scope of work and purpose defined therein. We, by means of this 
report are not rendering any professional advice or services to any third party. 

For purposes of the exercise, we have used information obtained from primary interactions and 
secondary information sources, which we believe to be reliable and our assessment is dependent 
on such information being complete and accurate in all material respects. We do not accept any 
responsibility or liability for any losses occasioned to any party because of our reliance on such 
information.  

Our procedures did not constitute an audit.  

We make no representation or warranty as to the accuracy or completeness of the information 
used within this assessment, including any estimates, and shall have no liability for any 
representations (expressed or implied) contained in, or for any omission from, this assessment. 
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