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Preface
Uttar Pradesh government has set out ambitious goals for itself in the health sector in its
Eleventh Five Year Plan (2008-12). One-sixth of the world's population lives in India
and one-sixth of India's population lives in UP. The biggest resource for Uttar Pradesh
is its large population and about 51.68 per cent of the state's population is in the 15-59
age groups. In the years to come, the large and young working population of the state is
going to be the chief asset for the state. If the state is to reap the benefits of a
demographic dividend and become an economic powerhouse, it will have to ensure
that people are healthy and live long. However the challenges are enormous looking
at the huge gap between demand and supply of manpower, infrastructure,
orientation and training, provision of all types of health services and existing
pitfalls in vertical administrative control. With the shrinking budgetary support
and growing fiscal problems, state governments are finding difficulty in
expanding their public facilities to cater to the growing healthcare needs of the
population.
Thus requires a massive scaling up of investment in health, especially in rural health
services. The most probable and effective option lies in public private partnership. Many
state governments have already taken up such initiatives and these have yield a good
results by making the regulatory mechanism transparent and accountable.
However looking at similar efforts done all over the country and in the world, I have
tried to give a competitive edge to the subject matter in context to India. Further owing
to the grassroot level realities of the state and many complexities in the health sector,
efforts have being made to develop a revenue sustainable model using five basic elements
(Identification of `gaps'; defining source for revenue collection, pooling of resources,
process of utilization - which is largely based on resource allocation and purchase
(RAP.) and measuring the outcome in terms of equity, efficiency and indicators based
health outcome) with suitable strategies recommended for public – private partnership.
The report is divided into five chapters. The first chapter narrates relevance of the study
and justifies public private partnership to develop a revenue sustainable model in
the health sector. It also describes previous work done in this area. The second chapter
gives the descr i pt i on of the study with objectives, methodology, study design and
sample framework, while the third chapter describes the findings of the research
study. The fourth chapter justifies the findings with probable revenue susta i nable
model for the health sector in the context of public private partnership and quotes
Indian examples in this area. The Policy implications with recommendations and
conclusion of the study are given in the last chapter.
The current report is based on both primary and the secondary data made available
to share. I hope the policy makers and programme mangers will benefits from the study
and to achieve the desired set of goals at the end of the eleventh five year plan.

Harshit Sinha
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Executive Summary
India continues to follow the primary healthcare approach of 'health for all' and
the government of Uttar Pradesh has implicitly adopted the national health policy to
promote public healthcare approach. However with shrinking bud g etary support
and growing fiscal problems. the state government -' are findin g to difficult in
expanding their public facilities to cater to the growing healthcare needs. -faking lead
from this. the GoUP had planned t o und e rt a k e a research study to develop revenue
sustainable model. The purpose Of' this study is to analyses the income and
expenditure of' the institutions at three tier level of public health system there by
focusing oil disease surveillance and quality of services rendered by these
institutions and expenses incurred oil human resources i n the sample districts. It also
explores the bud g etin g process. fund flow mechanisms, and optimum usage of the
designated resources. The study incorporates the experiences of public private
pa r tnership 1`61- sustaining revenue in the health sector in various states (Haryana;
Gujarat; Karnataka, - anvil Nadu etc). The results are justified vl i i!-4 thit,
recommendations made at (World Health Organization) and national
l e v e l s ( M u da l i a r C om mi t t e e a n d N a t i o na l R ur a l H e a l th M i s s i on ) on va r i ous
i s s ue s f or developing a viable revenue sustainable model for the health sector.
T he c ur re nt s t udy i s c onf i ne d t o t wo di ff e r e nt ge o g r a phi c a l r e gi ons i n t he
s t a t e . Meradabad district is largely a progressive district due to a ll industrial base in
western Uttar Pradesh and Gonda district basically rural economy i n eastern Uttar
Pradesh. The sample classification of the services institutions at primary. secondary
and tertiary level has been done in the context of distance from head quarter and
using multiple stratified sampling procedures to understand the grassroot level
realities among households, with PRI members, and public and private service
providers. The study has used complete set of secondary data for the year 2004-05
and the survey was carried out for six months during 2005-2006. It must be noted
that only working health service institutions were taken as sample for the current
study. Findings of the study have been narrated in three parts. First, the study
narrates about the income and expenditure and second, the quality of services are
rendered through the services institutions in the three tier system of public health while
the third part describes community ruction, PRI viewpoint and opinions about
public and private service providers. Given these realities, a revenue sustainable
model is described using five basic elements. Suitable strategies have been
recommended for public – private partnership.

(I) Related to Income and Expenditure
The income of Moradabad district is only 2.5 per cent and of - Gonda is L - 5 per cent
ofthe total expenditure incurred in the districts. It has bein g found that 30 per
cent of the expenditure is centrally assisted whereas state government bears the
maximum (70%) burden of expenditure in the sample districts. Salaries and allowances paid
are the major items of expenditure followed by purchase of necessary items ( medicines,
chemicals equipments etc). Construction and maintenance of building are lar g ely
dependent on external project funding and the indirect expenses (electricity charges.
water charges etc) vary as per usage. Institutionalization of sound financial
management practices has received less attention and the issues of under financing; under- or over-utilization of resources allocated for several schemes. The cash
flow remittances to finance various.
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schemes and their components and funds to procure drugs and medicines locally
at district level are hi g hly variable and uneven. Since majority of the health programmes
are centrally assisted (RCH, Lepros y, Ma laria, etc), the capacit y of state
progra mme mana gers to plan effectively is largely affected. Overall, the
government budget allocations and expenditures in the health sector reflect more of'
supply side factors than demand side factor.

(11) Quality of Health Services
-

I lie number of' primary health centers per lakh population in Moradabad district is
2.46 and 2.54 in Gonda district. During 2004-05, there was one government health
institution (any type) per 41,000 persons in Mora-dab.-d district while i n Gonda
district it was per 36,000 persons. The government doctor (any type) population ratio
in Moradabad district is 1: 27,000 persons, while in Gonda district it is 1: 19,000
persons. The tertiary level health infrastructure is better than the rural areas of the
sample districts. The occupancy of quarters by service providers is better at tertiary
level compared to primary and secondary level and thus the utilization of the
health infrastructure is more in tertiary level compared to primary and secondary
levels. Irregular supply of electricity is a major hurdle in providing services at all
three levels of public health system. Further. Ill the absence of medical doctors,
supervision is weak and an extension activity becomes haphazard, irregular and
baseless. Weak worker - community contact is due to the fact the most of the workers
do not stay in their area of work and lack of adequate micro-level planning,
supervision and. monitoring. Commitment and accountability to work in the PHC has
been deteriorating. The service centres do not start working at 8.30 am which is the
stipulated time, as staffs come late, usually by 1 - 3 hours, partly because they do not
stay in the PHC or SC village and partly because there is no monitoring.
The training has not been linked to the actual work performance of the workers.
Besides, all sorts of corrupt procedures and practices, nepotism, and political
influence have become the yardsticks of achievement in public health. The CHC and
PHC showed that the current practices are limited only to symptomatic treatment
without arriving at a clinical diagnosis based on proper examination. Almost all
doctors do not take adequate cl i nical history and do not conduct proper physical
examination. Further, most of them t-ven don't have standard set of instruments for
basic clinical examination. Laboratory services at block level CHC and PA 1 4C are
currently ver y weak. primitive or non-existent. In our study only 20 per cent of the lab
technicians posts have been filled up. III nia.101-Ity of service centres the post of lab
technician is vacant and their scope of work are limited only to blood tests for
malaria, sputum for TB, and urine sugar and albumen and some time routine tests
like hemoglobin. Even urine microscopy is not done at many places owing to lack
of simple instruments like centrifuge. Ha,-dlN • any attention is given to e ns ur e
pr i va c y a nd c onf i de nt i a li t y of t he i nc omi ng pa t i e nts a t t he publ i c he al t h
institutions. .-Besides—weak- inforniation. counselling and communication process lead to
under-utilization of public health services and have created i g norance about public
health services in rural areas. The referral syste m i n t he PHC is currently ad
hoc and unsystematic. In the two sample districts, the referral system does not exist or
is considered to be negligible.
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(111) Responses Of Supporting Groups
Ninety per cent of the household respondents prefer to utilize public health services
and i n the case of major illness they all prefer district government or private health
services. In both districts, families below poverty line and from poor economic .
classes prefer public health services as their first option. This because the cannot
afford the cost of private treatment. The middle-income group spent at least 22 to 27
per cent of' their annual income_ lower income groups front 28 - 30 per cent after acquiring a
loan and poor income groups 45 - 50 per cent after acqUirill(I loans Oil treatment for their familv
members. The household respondents were not aware of any role of the Panchayat in providing
different types of health services to the resident population nor did tile) , report about
any self-help group takin g initiative i n this re g ard. The PIZI members were found
ignorant about the public health system and the duties allotted to them as
Panchayat members. None of them has ever undergone any trainin g or orientation
related to public health. There is always conflict between PRI members and health
staff, as the latter perceive themselves superior, and are not willing to be
monitored by PRI members. Majority (80%) of private , qualified doctors agreed to
serve the population under public private partnership model, but was worried about
regulatory mechanism which tile) , insist should be transparent and result oriented.
(IV) Defining Revenue Sustainable Model
The current revenue sustainable model is basically designed using five basic
elements: identification of `gaps'; defining source for revenue collection, pooling
of resources, process of utilization - which is largely based on resource allocation
and purchase (RAP) and lastly measuring the outcome in terms of equity.
efficiency and indicators based health outcome. These components have direct
influence on understanding that ho". much resource is required for filling the gap.
What are the sources of generating revenue and how much is the deficit? What and
which criteria would be the best to allocate the resources to the service institution?
What are the services that could be out sourced or purchased such that the poor are
not affected? and How to measure the impact of revenue invested in various health
programmes?
The first component of the model expresses the need to understand the gaps related
to infrastructure, human resources, training, provision of all types of services and
related pitfalls in the administrative set-ups. After understanding the gaps, the
model explains the generating of generatin revenue from different sources. Some
sources are inevitable such as central and state government contributions. others
sources can b0- categorizing the user fees in an effective manner, giving subsidy
and generating a corpus fund and community health insurance schemes to acquire
sustainability in health programme. Tile third component of the model _is the
pooling of the resources. The model explains the effective management of accumulated
resources generated through various means for the g a p i d e n t i f i e d . H e r e p a r t n e r s h i p
f o r e n s u r i n g f i n a n c i a l n o household spends so much on health that it falls into
and cannot overcome poverty. It lays more emphasis on the rank classification
looking at the load and the priority set for the programme.
The fourth component is related with the strategies of purchase and allocation.
Allocation criteria are basically based on doing zero based budgeting, calculating unit cost,
microCARDS - Vardaan Foundation, Baroda. Gujarat. INDIA
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level planning etc while the purchase options largely depend upon the publicprivate partnership using different types of regulatory mechanisms as per
requirements. To make the revenue sustainable, the last component of' the model
lays stress oil the issue 01' monitoring and evaluation at programme and policy
level. it is an essential component of SL[Sta.:-.ability issue that needs to be redefining
III
the power. duties and responsibilities in sharing resources and adopting the process
ol'deccntralizatloil (b y adoptln(_ , the defined c r i t e r i a or nor ms of N R HM ) a n d
ma n da t or y e va l ua t i on t o be don e i n t h e ve r t i c a l administrative hierarchy.
Ownership of'comillUnIty for monitoring health services usin g a " Ci t i z e ns Cha r t er"
i s a ls o a il e ff e c ti ve opt i on a nd t he r ol e of ' PR I. V HC a nd Sl IG memberss change
agent could be considered. A sound centralized management centralized ancient information
system 1or the mortalit y and morbidity of diseases would be result oriented at district,
region and state le ve l. Howe ver ma king e ffective use of ' equipment and its
maintenance could largely affect the performance of the health services. Thus
change in the procurement procedure with the supplier and giving them the sole
responsibility of maintenances and operation could be a better option for monitoring the health
services.
V Recommended Strategies for Revenue Sustainable Model under PPP
(Va) Zero Based Budgeting: In order to make revenue sustainable, the Uttar
Pradesh government should exercise ZBB to opti mi ze the cost of '
governance by sla king public expenditure more effective and need-based as:
 It is not the expenditure that should justif y the output but it should be the
output that must justify the expenditure.
 I t i s n ot n e c e s s a r y t ha t c e r t a i n b u d ge t he a d s r e q u i r e d f u n ds , b ut i t i s
f o r implementing certain decisions (programmes) that funds are needed
(Vb) Calculating . 0iii Cost: Costing is essential part of budgeting for many reasons.
The syste m of c osting ensures cost effe ctiveness of progra mmes and
provides some method of benchmarking the performance of the programme.
Thus the state should come out with an appropriate method of costing and
should develop a - unit cost of delivering all types of health services and
leveloping health related infrastructure. Such costing will suggest which
services could be contracted out. It would also be helpful in understanding
sustainability issues of different programmes.
(Vc) Micro Level /'Tanning: Many studies have preferred micro level planning,
compared to current top-down and target-based planning. Both policy and
programme level managers should use village level data oil client needs to
formulate micro-level plans a i me d a t i mp r o vi n g s e r vi c e s c o ve r a ge b y u s i n g
C o m mu n i t y N e e d A s s e s s me n t Approach (CNAA). Such initiatives would
improve client -responsiveness of the healthcare service deliver y system and
provide a basis toi- increased decentralization and community involvement. It
wdl also help to know the unit cost of deliver y to make the health strategy
more cost effective that would promote equity i n the use of' health services.
(Vd) Revenue Generation: A key component to narrowing the gap between
escalatini, expenditures and the resource a vailable is to find al ternate
wa ys of ge nerating revenue. The following are recommended for generating revenue:
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Rural or Community based health insurance schemes should be prioritized with the
fee of Rs.365 per annum per household (at the rate of Rs.1 per day) and
accumulating the amount should be deposited in a trust account of the different
districts in the state. Various permutation and combination could be worked out
such as making the BPL household totally free (Curative Seiwices.- Specialized
and Normal.- Essential .Services: Pathology. X—Ray,. Blood supply and Basic
Services: Ambulatory and Pantry) and APL with a minimal charges for all type of
health services.
• Another way of collecting revenue is to provide subsidy , at the production
Items like medicines, solutions, chemicals, equipments, and other related items
should directly purchased at production centre providing benefits of taxes (sales
taxes, VAT, income tax etc). Electricity and rental of the premises for running the health
services could also be included in giving subsidy.

•

•

Out of - pocket expenses from poor beneficiaries as user charges or fees have ,,,
always been considered as source of revenue collection and but largely vary artu
controlled as per political agenda and other oblivious reasons making it a public
policy decision. Looking at the cultural and political matrix of the state, 'user
fees' for registration should be categorized. Members of BPL families should pay
only Rs. 1 and all indoor services (curative and other pathological) should totally
be made free. For others, the minimum charges for OPD registration should be
Rs.5 and charge for all indoor curative services as decided by the authorities.

The state has to work out a necessary regulatory mechanism for adopting the above
process or something similar type for generating revenue. Apart from political will,
canvassing and policy initiative will be necessary at both centre and state level.
(Ve) Decentralization in the health sector: The study reveals that majority of the work
in the health sector centralized and monitored and control directly at state level. A
paradigm shift occurred after the ICADD conference (1994) and AFR of World Bank (1987),
the following initiatives are recommended under the decenlralizalion process for the
health sector in th%-, state:
• One of the key recommendations of the Mudaliar committee (1962) was to
establish regional organization in each state between the headquarters
organization and the district should be in charge of a regional deputy or assistant director
– each to supervise two or three district medial and health officers. Even after the
separation Uttarnchal state, the state has seventy districts for governance.
It requires deconcentration of power for effective monitoring and control. It is
recommended to divide the state into five separate region comprising of 14 districts in
each region or vice a versa.
• Power to exercise the contingency grant for the routine functioning as well as
minor repairs in the PHC and C1-1C.
• Each region must have one deputy director and an assistant director to ensure
routine functioning of all health services and effective monitoring and evaluation of
health programmes. Thus devolution of powers could be made region-wise and also at
the grassroot level with Panchayat bodies for the following
o Monitoring health staff in delivering desired health services.
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•
•
•
•
•

Re gistration and issuin g birth and deaths certificate b y the
Parichavat office.
Maintenance of building (SC, PI-IC and CI-IC) delivering health services
In generating demand for health services b y propa g ating it with
'Citizen Charter' such that it becomes people participatory programme
Ensuring quality services to the resident community through all types all
types Of' health services
Mainstreaming the AYUSH system of' medicine with regular
allopathic s ystem of medicine.

Conduct and monitor effective health and sanitation programmes
with the help of SHG, NGO and ASHA volunteers
•
Delegating, managerial responsibilities to tile local bodies for the following:
o Self Help Group and NGOs should be made responsible for the activities
l i ke b e h a vi o ur c ha n g e c o m m u n i c a t i o n. a d vo c a c y s u p p o r t ,
e me r ge n c y referral linkage, extending the reach of health services
transportation and refei
linkage, extending
a n d a l s o i n t h e d e ma n d ge n e r a t i n g a c t i vi t i e s o f t h e h e a l t h
s e r vi c e s . Besides, NGOs along with PRI members should be invited to
set-up and operate medical and paramedical educational institutions.
o The Rogi Kalvan Samiti along with the PRI me mbers s houl d
largel y concentrate for taking responsibility of managing operations of
selected PHCs and Sub Centres with the involvement of local doctor/ nurses.
o Under NRHM, t he ASHA volunt eer s should be ma de r es pons ible
f or creating awareness, counsel women issues, mobilize the community
and facilitate them in accessing health services. and to promote all
types of basic health services. By all means the ASHA volunteers
should act as a catalyst between the community and health functionaries.
Promoting public-private partnership: The state has been found deficit at many
front in the delivery and management of health services at tertiary, secondary
and pr i ma r y l e ve l . T he bur de n of de f ic i t coul d be re duc e d usi ng publ i c
pr i va t e partnership. To achieve the ambitious targets there is need to
introduce radical reforms, which represent a challenging agenda of reorientation of the public sector. It has beer recognized that government has a
stewardship role to play in government to ensure that both the public and private
health systems operate and interact i n such a way that ail parts of society and
particularl y the most vulnerable parts have access to affordable good-quality
essential services. The following are the recommended under the public private
partnership:
o One of the key recommendations of the Mudaliar committee - was
s t r e n gt he n t o e xi s t i ng h e a l t h i n f r a s t r uc t ur e r a t h e r i n ve s t i n g o n
n e w premises. Thus it is recommended that old structures should be
renovated as i)er dualit y norms (as done b y UPHSDP) and poorl y
performed or areas having no health Infrastructure should be outsourced or
run oil rental basis. T he - buil d, ope rat e, a nd tr ansfe r ( BUT) model or
pri vat e fi na nci ng. construction and leaseback of' a new public
hospital – build, own. and operate (BOO) model or Private financing,
construction and operation of a new public hospital – build, own, operate, and
transfer (BOOT) model are
•
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some of the probable options available for strengthening
h e a l t h infrastructures.
in
o The situation of manpower public health services is very pathetic and
is not as per WHO norms. To fill the gap a HR company should be
r
hired to take cont act for regular supply of qualified man power. .
Another option is to out source the desired services to private doctors.
in
rural health
Fresh passed out or young doctors can be attracted
services with lucrative package.
o Medicines are supplied as per the resources available and n o t as
per requirements or demand of the health Institutions. Joint venture
y
Company between DoHFW, GoUP could not onl cope up the demand
but can yield capital equity in any form, or share equity in the company etc.
o Delivering health services in combinations such as 'TRIO' model. I
TRIO models are basically the combination of PRI members. public
health s,...Yand NGO or ANA Anganwadi worker – ASHA and TBA
to conduct health activities at the village level.
o The Pr e vent i ve, basi c a nd other alli ed or s upport se r vi ce s could
be outsourced under social franchise schemes with strict guidelines
framed by the state government. The promotive services "are better

provided through social marketing
Monitoring and evaluations measure routine
activities and actual impact of any health programme. The state has many pitfalls
in planning, distribution of resources, monitoring the progress and calculating the
actual impact of services. Giving these realities, the following steps are recommended to
judge the actual performance of the health sector:
• The responsibilities of pooling of resources, criteria for allocation of resources
and identifying partners to fill the deficit should assign to the planning division of
state. This will ensure optimum usage of resources for the most vulnerable
section.
• In order to know the actual performance of any health programme, it is essential
to design input, process and output indicators. Under NRHM, the Government of
India has clearly defined
J to judge the performance of ASHA volunteers.
• Monitoring of health programmes and routine duties should be decentralized. They
should be assigned to the regional office. PRI members and villager
health committee members with ASHA volunteers are the best TRIO
combination to monitor grassroot level health activities. However looking
the grassroot level realities in the state, the monitoring of health staff through
PRI is a policy issue and could be resolved with appropriate policy formulation.
• Self-monitoring and peer-review networks of professionals can also be one of the
innovative monitoring and evaluation strategies. The state government should take
steps io increase accountability to the public by issuing a Citizens- Charter that
describes what services are available and how much the patient will pay.
• Evaluation at regular intervals of project intervention should be done by recognized
institutions preferably established institutions like PRC, or medical
colleges. Agencies outside the state are better suited to judge the actual
impact and avoid bias.
(VI) Monitoring and Evaluation-.
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•
Manage ment infor mat ion syste m (M IS) should be a mandator y t ool for
assessing the trends and ma king assess me nts about the efficacy of health
progra mmes under public private partnership.

One of the key components for the success of any health programme is
p u r c h a s e . distribution, installation, management and maintenance of equipment that
requires special s u p p o r t s e r v i c e s . T h e s e s e r v i c e s c o u l d b e , o u t s o u r c e d t o
m a i n t a i n t h e q u a l i t y a n d efficiency of the equipment. Policy initiatives are required for
the following":
• Change the procedures of procurement so that good quality
e q u i p m e n t s a r e pr ocur e d f Or a l a r ge nu mbe r he a l t h i nst i t ut i ons i n s uc h
a wa y t ha t s uppl i er s a r e authorized t o distribute the equipment, install it
and provide maintenance and after sales services 16r a specified period of time as
part of the procurement contract.
y
y
• To ma ke t he s s te m of e qui pme nt re cor d ver t ra ns pa re nt i t s ugges te d t o
pai nt or , paste a copy of the list of equipment available in services
institutions. It should be ma n da t or y t o s i gn b y a ut h or i ze d pe r s on s . T hi s
w i l l a l l o w e a s y i de nt i f i c a t i o n o f non-functioning or missing, equipment.
The study explores a ll effective and systematic way of developing revenue
sustainable model using five basic elements. The current operation of health
activities is largely dependent supply side based rather catering to the actual needs.
The model first identifies the gaps and defines alternate way of generating revenue.
However, for this, canvassing. political will and policy initiatives would be required
to implement rural or community based health insurance schemes. making effective
user fees and in giving subsidy. The major steps in making the model successful are
related to the pooling of resources which defines the criteria for the allocation and
purchase of the desired services through various options like ZBB, calculating unit
cost, micro level planning, and existing models under operated under PPP. The
matrix defined in the model identifies the areas of partnership. and institutional
regulatory mechanism with sound strategies. This could be effective in n a r r o w i n g
t h e ga p b e t w e e n i n c o me a n d e x p e n d i t u r e a n d mo vi n g t o w a r d s s e l f sustainability.
Strategies to promote effective PPPs must consider how governments can further
reduce bureaucracy, counter corruption. and create a more stable business
environment to stimulate growth and accountabilit y . Equally important is to
determine how the private sector can be encouraged to make genuine commitment to
sustainable development "Dille adhering to High standards of governance and
accountability and transparency. Further there is a need for understanding community
dynamics. Ownership of community should be roped In for sustainability of PPPs.
An understanding of the role of panchayat and community based organizations facilitate
in successful PPP arrangements. Effective way of monitoring and evaluation strategy using the
predefined indicators could make the model to provide alternative solutions in the
context of national health p ro g ramme. PPPs could improve accessibility and quality
of health services and can work together, albeit with different motivations, and
are able to contribute to health of the people and development of the country.
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Chapter 1: Background and Relevance of the study
1.1 Introduction:
During the last five decades the centre and the state government, have built up a vast
health infrastructure at primary, secondary and tertiary level throughout the country. Despite this
progress, coverage in terms of health services availability to the needy is well below
expectations. The delivery of health services in the rural, remote and backward areas,
by and large, is still inadequate and therefore requires a new thrust and momentum. In
order to improve the outreach of' health services in these remote and backward areas. new
initiatives have to be developed, implemented and sustained. The National Rural Health
Mission (NRI-IM) is the latest in the series of government's action programme to reach
these areas with new frameworks which would improve the situation in the health sector
and bring in incremental benefits to the population. In this initiative, the proposal of
establishing s ystems for workin g with the private sector hold promise since it would help
the government narrow gaps of' accessibility and availability of services for the partiallyserved and un-served section.., of tile society.
Thus accessibility and availability to the health services has been one of the major
thrust areas in the social development programme of the country. The areas of
attention in the Tenth Plan include the reorganization and restructuring of existing
health care infrastructure and service deli ver y s yste m by ma ki ng horizontal
integration of all aspects of the current vertically control health system. The escalating
health care costs are one of the reasons for rising indebtedness not only among the poor
but also in the middle-income group. It is therefore essential that appropriate
mechanisms by which cost of severe illness and hospitalization can be borne by
individuals or organizations or states are explored and affordable appropriate choice
made. Global and Indian experience in this area, including efforts at risk pooling, cross
subsidy at local levels, social insurance, health insurance, or health maintenance organizations
have to be reviewed and appropriate steps initiated. At the same time, suitable strategies
will have to be evolved, tested and implemented for levying and collecting user charges
from people above the poverty line and utilizin g the funds thus obtained for improving the
quality of healthcare services.
1.2 Background:
India continues to follow the primary healthcare approach of health for all and the
government of Uttar Pradesh has implicitly adopted the national health policy and the
strategies of all the five – year plans. its allocation of funds to promote the public
health care approach is an important prerequisite for achieving, the goal of health for all.
The period from 1974 to 2003 saw significant changes in public financing for health
in India. The amount of funding increased sharply, and there was a marked shift
towards primary and preventive services. There was also a modest reduction in
interstate expenditure differential, althou g h it remained large even in 1989. More
recently, these vains have been threatened with erosion as result India's structural
adjustment programme. This threat has come in the form of reduction in central
government transfer to state governments, which is an important source of support for
disease control and other public health activities and of the health programmes of poor
states. The central government would be well advised to reconsider the pattern of cuts in its
transfer payment. However, at least some cuts appear inevitable, so states their financing. Recent
trend shows that will have to adjust to continuing pressure on their financing. Recent trend
shows that
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the state government either from its own resources or from central government funds incurs
all public health expenditure within state. However the share of the central government
funds is decreasing, over period of time (Tulsidhar 1993). Another major problem is related with
the analyses of government health expenditure that have been fraught with methodological
problems largely attributable to lack of disaggregated data (Berman 1993; . Bhaskra Rao
and others 1993). Hence a study of health expenditure at state level provides an
opportunity to understand the exact nature of allocation that can lead to long-term
sustainability. The situation leaves all states to develop a revenue sustainable mode! for
health sector so that the most disadvantaged group benefits the maximum, and part of the
cost is recovered from users of health facilities without hurting the poor.
13 Relevance the Study :
According to World Bank's assessment the Indian public healthcare sector is basically underfunded and not large enough to meet the current health needs of the country (Peter et al
2002). In India. health is a responsibility of state governments and therefore the budgets
allocations of each state include the allocation to health sector programmes. The need for studies
also arises because of dwindling budgetary support to finance healthcare programmes. It is
also well known that government resources have not kept pace with , the requirements.
The way the policy gets implemented cr eates considerable amount of uncertainty in
financial flows to districts and blocks. The state governments receive support from the central
government through central sponsored programmes and various national programmes.
Looking the trend, the government budget allocations to health sector would reflect more of
supply side than demand side factors. Private sector healthcare expenditures would represent
more of demand side conditions than supply side (Bhat and Jain, 2006). Hence an analysis
of public health expenditures by states assumes greater significance.
Interstate analysis for the period from 1980-81 to 2003-04 (SF 2003-04) saw
significant changes in per capita expenditure on education, medical and public health in
India. However, in Uttar Pradesh the level remained the second lowest after Bihar as
indicated in annex 1. Presently, the state governments are facing pressure to increase
budgetary allocations to social sector. There has been suggestion to increase the budget
allocations to health sector and increase it to 3 per cent of GDP. To achieve this goal,
it becomes apparent to have some understanding of the behaviour of public expenditures on
health. Public Health spending in India has declined from 1.3 per cent of GDP in 1990 to
0.9 per cent in 1999. Public Health spending in India is among the lowest in the world
and onl y Burundi, Burma, Pakistan, Sudan and Cambodia spend less than India. India
is one of the fifteen countries in the world where the private sector accounts for 80 per cent
of household expenditure on health.
The analysis of healthcare expenditure in general has been a topic of research and
discussion in recent times. In particular, the relationship between the income and
health care expenditure (HCE) has been a subject of research because it helps us to
understand the key determinants of healthcare expenditures and also provides insights into
linkages between income variable on the one hand, and demand and supply side of health
on the other. Thus it is obvious that analysis of sources and uses of financial resources and
later use of these resources in efficient ways assumes critical importance. It has
always been endeavour of policy makers to design structures that ensure efficient and
effective use of resources with sustainable strategies.
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Particularly the services- where the expenditure of private providers are less than what the
government incurs and where the scale of operations does not justify large
intervention may turn out to be appropriate situation for which contracting out options
c oul d be e xpl or e d. Suc h i nf or ma t i on woul d a l s o he l p i n unde r s t a ndi ng t he
sustainability issues of the programme. Furthermore, such information would also
hel p i n de velopi ng appr opri ate c ost re cove r) , st rat e gies i n i mpl e me nti ng t he
programme. The income and expenditure information can be effectively used to
communicate with the communities to appraise them about the cost of services and
brings more transparency and to provide insights to develop a revenue sustainable'
model (RSM) for health sector through PPP.
1.3a In context to Uttar Pradesh
Uttar Pradesh (UP) is the Most populous state in India, with an estimated population of
about 166 million as of March 2001 and a land area ot'294,411 sq. km. One-sixth of the
world's population lives in India and one-sixth of India's population lives in UP. The
biggest resource for Uttar Pradesh is its large human resource and there is urgent need
to invest in human capital if the state is to improve its ranking on human development.
About 51.68 percent of the state's population is in the 15-59 age groups. In the years to
come, the large and young working population of the State is going to be the chief asset
for the state and if the state is to reap the benefits of a demographic dividend and become
an economic powerhouse, it will have to ensure that people are healthy, live long,
produce wealth and shake off the tag of a 'high risk state'. This would imply taking a
holistic view of the health sector with adequate focus on preventive, promotive and
curative aspects of health. The State planning commission has predicted that 3.3% of the
population is estimated to be getting pushed below the poverty line on account of high
costs of medical treatment. Therefore, investing in health is investing in economic
development and equitable growth.
Although Uttar Pradesh has a fairly large public sector health infrastructure2
comprising of one super specialty institution (SGPGI). 7 government and 4 private
medical colleges and hospitals, 53 district hospitals. 13 combined hospitals, 388
community health centres, 823 block PHCs, 2817 sub block PHCs apart from 20521 sub
centres, yet only 9 percent of the state's population actually make use of these
facilities for treatment of ordinary ailments and people mostly have to depend on
private healthcare. In the private sector, there are four Medical colleges and Hospitals
and "1913 male/female hospitals/nursing homes at district level in the State. However,
there is a large number of registered and non-registered medical practitioners in the
state and they play an important role in providing medical service to the rural
population. The physical health infrastructure in the state is still much below the
country average. Further, even when accessed, there is no guarantee of sustained care.
Several other deterrents such as bad roads, unreliability of finding the health provider,
costs for transport and wages foregone, etc. make it cheaper for a villager to get some
treatment from local untrained persons or faith healers. A World Bank studies shows
that Uttar Pradesh at 273.2 DALYs, has the highest loss rate among all the Indian
states
I Sustainable/sustainability refe,s to the probability that an organization's activities will continue to produce
outcomes of sufficient value for their intended client population(s) so that they generate adequate local resources to
support the continuation of benefits at a steady or growing level.
2

Note on Health Sector in Uttar Pradesh, Department of Planning. Govt. of Uttar Pradesh. LucKnow. 2005.
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Analysis made of the state planning commissions report-, of five year plan over the years
throws interesting results. Budgetary\ allocation of the state governments in public
health showed a sharp decline from 7 per cent in 1990 to 5.5 per cent in 1999. It Must
be remembered that state governments spend 85 per cent of' total per capita health
expenditure and only 15 per cent conies from the government of India. In Uttar Pradesh,
public health spendin g has increased from 0.91 per cent of SDP in 2002-03 to 0.98 per
cent in 2003-04. Tracing the share of resources deplo y ed on medical and public health
in the five year plan schemes, it was observed that during the First Five Year Plan, it
was 9 per cent which came down to I per cent in the Fifth Five Year Plan and then
again it rises up to 4 per cent in the Seventh Plan. However during Ninth Five Year
Plan ( 1997-98 to 2001-02). it again declined to 2 per cent. In the first years of the Tenth
Plan, the share of' expenditure on medical and public health was 4.1 per cent and 3.2
per cent respectively. The share of Outlay in 2004-05 and 2005-06 is 3.4 per cent and
5.0 per cent respectivel y . The share of health in revenue budget of the state declined from
7.67 per cent ( 1985-86) to 4.42 percent ( 1999-2000). However, thereafter there was a
rising trend and specially durin g 2003-04 (5.13%) and 2004-05 (5.75%). The state
g
overnnient has taken steps to rectify the declining trend in per capita expenditure on
health durin g the Tenth Plan. This has increased from Rs.89.91 in 2002-03 – first year
of the Tenth Plan – to Rs. 152.04 in 2005-06. During the Ninth Plan (1997-98 to 200102) the total per capita expenditure on health in the state, was only Rs.403.91.
Taking account of expenditure, many studies (Mahal et al 2001, Bajpai 2005 and
Chakarborty, 2003) reveal that health expenditure is the second biggest cause for rural
indebtedness and hospitalized Indians spend on an average 58 per cent of their total annual
expenditure. Over 40 per cent of hospitalized persons borrow heavily or sell assets to
cover expenses and 25 per cent Indians fall below the poverty line because of hospital
expenses while in Uttar Pradesh this figure is around 34 per cent. Further analysis
data relating to 59th round of consumption expenditure reveals that in the rural areas
of Uttar Pradesh monthly medical expenditure (institutional & non-institutional) is
Rs.43.15, which is 8.48 per cent of total monthly - Consumer expenditure of
Rs.509.03. In the urban areas of the state, the corresponding monthly medical
expenditure is Rs.50.36, which is 6.41 per cent of total monthly consumer
expenditure of Rs.785.52. A comparative analysis of medical expend i ture and
percentage distribution from total expenditure per person per 30 days of rata
pertaining to the National Sample Survey (NSS) 50th round to 59th round of Uttar
Pradesh and Karnataka shows that percentage expenditure on non-institutional
medical care is much higher in Uttar Pradesh than in Karnataka. Further, the poorest 20
percent of the population gets only 10 per cent of the subsidy, less than a third of that
captured by the richest 20 percent (Mahal, ei al 2001). Given these realities, it
becomes important to recognize and increase investment in health and its allied
services. Since the state government has limited resources, it becomes apparent to
achieve higher returns on investments already being made in infrastructure and service delivery
system. Thus there is need to locus for the optimum utilization of government resource
by restructuring the financing, and organizational system under the public – private
partnership (PPP) and decentralization of power to the grassroot level.

3 Downloaded from the reports of Five year Plan of the Mai Pradesh from http://planning up nic.in/
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1.4 Whv PPP for-RSM in Health Sector?
The Voluntary Health Association of India (VHAI) pointed out that PPP was evolved
through centuries and draw attention only after independence. 4 The current debate on the
role of PPP in the development process has its roots in the discussion of a welfare reform in
the industrialized countries, notably the US and UK. The concept of PPP in itself is therefore
not new and dates back from 1960 to the early eighties'. In India, the concept of PPP gained
momentum in the health sector from late eighties.
During, the last three decades there has been a great deal of criticism of public health
services with several studies highlighting their inadequacies. Most studies on the
problems of health services begin with the proposition that they are inefficient and
unresponsive. Further an analysis of health status indicators and utilization of health
services acts as a vigilance window through which one can see- the many grassroot level
realities in which we live. It is in this context, that the importance of and need for a
nartner q hip in the health sector become important. A partnership, which blends the best of
the public and private sector in a synchronized fashic . to meet the demand of quality services
in the remotest and farthest areas, both socially and geographically.
Today, health care in India is made up of services provided by two sectors: public and private.
Additionally, an important feature of the Indian public and private health care system is that it
has perhaps the world's largest community-based tradition of indigenous systems of
medicine, which include Ayurveda, Yoga or Naturopathy, Unani, Siddha and
Homeopathy (AYUSH). Promoting health through PPP in developing countries,
however, proves to be difficult and complicated. As governments face increasing
fiscal constraints, as it accounts for approximately 20-25 per cent of the total health care
expenditure, which represents only 1 per cent of GDP and puts India's public health care
expenditure among the bottom 20 per cent of countries (MOHFW 2005 and Peter et al
2002) The public sector is financed through tax and non-tax revenues from both internal and
external agencies. The public sector's major role is to plan, regulate, and shape the Indian health
care delivery system. With
4

In India the concept of PPP in sustaining revenue had evolved for centuries when traditional healers had taken
burden of the health needs responsibilities of their own community. Unfortunately during colonial ern;, the Christian
missionaries work dominated and completely ignored the traditional voluntarism. The Indian elite, who had been partially
involved in the voluntary effoit during that phase, also firmly believed in the supremacy of everything Western.
Consequently, there was little possibility of evolving a health system that assimilated i.ti* best of both schools. Perhaps,
the major exception was Mahatma Gandhi's cont.;nuous efforts to popularize naturopathy, yoga and vegetarianism through
the ashram that he had set up in various parts of the country .................................................. After independence. until the
mid sixties, voluntary efforts in health care were again limited to hospital-based health care by rich family charities or
religious institutions. In the mid sixties, the effectiveness of the western curative model of health care in the less developed
countries came under serious attack by development planners. The Chinese experience of decentralized health care
through effective use of motivated health cadres at the grassroots level also received widespread attention. Out of this
rethinking, grew various models of community health programme that emphasized decentralized curative, promotive and
preventive services under public private partnership in health sector ~Iukhopadya.2000).
One of the earliest evidence of contracting out of public services (on a long term) is found in regard to implementation
of 'the war on poverty' programme of the federal government in the United States of America during the 1960s'. Title II-A of
the 'Economic Opportunity Act, 1964' required the poor/people themselves to assume the responsibility, both for
planning and implementing the war on povrty at the local level. Financial resources were accordingly allocated among
the city's low-income neighborhoods through the Community Action Agency (CAA), and residents werQ to elect individuals as
members from their neighborhoods on the CAA Board of 0'. actors. The Office of Economic Opportunity (OEO) ceased
funding with US involvement in the Vietnam War in 1967, but the experiment survived as subsequent years saw enhancement
in federal expenditures on social services that rose from 39 per cent in 1965 to 65 percent in 1980. Since most of the social
services funded by the federal government were implemented through contracting/public-private-partnership. this led to
proliferation of government sponsored --n-profit service agencies. The Omnibus Reconciliation Act, 1981 under Preaident
Reagan reduced federal funding for social services by 20 percent and the responsibility for most of the (social) services was
passed on to the states (PPP, PCI. GOI 2004).
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shrinking budgetary support and growing fiscal problems, most of the state
governments are finding difficulty in expanding their public facilities to cater to the governments
finding expanding growing healthcare needs of their population. in terms of resource allocation,
the most affected areas are secondary and tertiary care. The difficulties experienced
in providing medical services specifically in these areas have compelled many state
governments to explore alternative options. Having experienced significant growth in the
private sector at curative primary and high-tech secondary care, some of the state governments
are exploring the options of promoting public-private partnerships in the health sector. Most of
these options are being explored in the areas of curative and tertiary care, and provision of
medical services in remote places. However access to and utilization of public sector health
care varies regionally as well as by urban versus rural areas and by income groups.
The private sector, in comparison, accounts for 70-80 per cent of health care
expenditure, one of the highest proportions of private healthcare spendin g in the
world.(WHO, 1999; Bush and Wait, 2002). This sector has g row n i n the past 15
years, making India one of the largest private healthcare sectors in the world. The burden
of financing the private sector, however, comes almost exclusively from out-of-pocket
household spending. While the exact number of private healthcare providers is not
known as many are unregistered, approximately 80 per cent of the re g istered providers
work in the private sector that is highly diverse, ranging from voluntary, not-for-profit,
for-profit, corporate, trusts, stand-alone specialist services, diagnostic laboratories, pharmacy
shops, and unqualified providers. Approximately 80 per cent of all outpatients visits (hospital
and non-hospital based) take place in the private sector. This finding is similar for income
groups, urban and rural populations, by gender, caste and tribe affiliation, and above and
below the poverty line (Mahal et al 2001).
In some countries, the share of the private sector can even be larger than their public
counterparts. At the same time, the private sector is involved in service delivery
alongside the government. This public-private mix in financing and provision of
health services in the region raises the issue of how to coordinate the roles played by these
sectors and use resources more effectively. Attempts to shift the roles between the public
and private sectors to improve the efficiency and effectiveness in delivery and
management of health have been controversial and not always successful.
Decentralization has often been introduced to transfer functions that were previously
under ta ke n by the c entr al gove rnme nt to l oc al l e vels of governme nts a nd
communities, with public-private partnerships in the social sector the hope that central funding
could be brought down.
Similarly, several state governments have encouraged privatization through a range of
policies designed to strengthen market forces. Often these reforms have led to
conflicts with the policymaking functions of the government. The implementation of
both decentralization and privatization policies so far has shown mixed results.
by
a
governance
of
Health
services
is
characterized
degree of centralized policy and finance, with decentralized management and some
local funding. In terms of the administration of the health and education services, both
public and private approaches can contain costs and improve quality of services, but
private approaches must always operate within the framework of public policy. So,
how do we explore the complementary advantages of both public and private sectors
through revenue a sustainable model? Unfortunately, there are no easy answers. But
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we can say that the roles of public and private sectors need to be reassessed in view of forming
workable partnerships, and policyinakers can then plan for effective collaborations. WHO has
formally encouraged strategies that involve a public-private mix as a way of improving
health, particularly in resource-limited settings so as to make sustainable strategies (Peter,
2002).
The increasing interest in the potentials of a PPP for health sector to provide social
protection with revenue sustainable model in developed as well as in developing
countries can be mainly explained by three factors: First, due to fiscal pressures
governments have to reallocate resources with utmost effectiveness. Second, private providers
(both non-profit and profit oriented) play an important role in social service provision; a role
which has been largely neglected by governments. For example in India more than 80 per
cent of healthcare expenditure goes to private providers. Third, given the intrinsic, albeit
different strengths and weaknesses of the state, for-profit and non-profit institutions, what
should be the framework or regulatory mechanism that strengthen, this, partnership?

1.5 -R e v i e w o f R S M Through PPP:
Since the healthcare infrastructure in India is vast and complex, and no one sector is
meeting all of the population's healthcare needs, it is clear that public-private
partnerships are necessary. Though it is claimed that PPP was evolved through
centuries, however looking its real essence, it seems to be in the infancy stage in the
context to develop revenue sustainable model for health sector. Summarizing the
previous experience is not an easy task and have been equally difficult as to develop a
revenue sustainable model in the health sector. Approaches to engage the private sector
are as market-based (contracting, financing, franchising, social marketing, collaborating...
etc), administrative (regulatory mechanism, ensure minimum standards, preparing
guidelines, imposing fine or reward, etc), public empowerment (informing, educating, and
communicating, enhance demand, public accountability, etc); as equal partner (for
resource generation and mobilization; strengthening programme operation,
development of infrastructure and allied services) and, many more.
1.5.1 International – World wide,

"Sustainability" is neither a new, nor an especially obscure concept in social
development. Buzzard's discussion paper, "Development Assistance and Health
Programmes: Issues of Sustainability," which reviewed USAID's worldwide
experience with health service projects in order to identify factors necessary to their sustainability
(USAID, 1987). This review coincided with the initial stages of a USAID-sponsored review,
conducted from 1986 to 1989, of U.S. government funded projects in health, population and
nutrition in five countries (Honduras, Guatemala, Zaire, Senegal, and Tanzania) for the
purpose of beginning, to develop guidelines for the design of sustainable projects (Thomas,
1990). Similarly, the World Bank also undertook its first reviews of project sustainability in
several sectors at this time.
There was growing realization in International organizations - the UN and WHO
among them - of the need to engage the corporate sector whose influence reached beyond
the confines of nation-states. This was especially important for the success of international
campaigns for the eradication of diseases, because these required adequate availability
of drugs and vaccines, and their effective distribution on a global
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scale. For example, the establishment of the United Nations Foundation Inc in 1998 and a
vast endowment froth Bill and Melinda Gates Foundation were instrumental in the
formation of public private partnerships involving WHO.
The World Health Organization documents (Buse and Walt, 2002) point out on public private
partnership is the Global Alliance for Vaccines and Immunisations (GAVI). Partners of'
this alliance include national governments. PATH which is an international NGO,
tile International Federation of Pharmaceutical Manufacturers Association (IFPMA),
public health and research institutions, private foundations such as the Bill and Melinda
Gates Foundation, the Rockefeller Foundation, the World Bank group and UNICEF
and WHO. This partnership aims to promote immunization of children in developing
countries and provide financial support for the development of new vaccines. Similarly The
Global Fund to fight AIDS, TB and Malaria is another Global public private partnerships.
The Fund has been established to support interventions for the prevention, treatment, care
and support of people with AIDS, TB and malaria (Reich, 2002).
Further, medicines for malaria venture, set up as an independent foundation to spur the
development of new anti-malarial drugs, brings together WHO and the World Bank,
IFPMA, the Rockefeller Foundation, a number of bilateral donors and the Global
Forum for Health Research as well as the global Roll Back Malaria partnership. In
the area of sexual and reproductive health, Accelerating Access Initiative (AAI) is a
global public private partnership to provide access to HIV/AIDS related treatment and care in
poor countries, in which five international organizations collaborate with five transnational
pharmaceutical companies. Such types of partnership also exist in Asian countries. In
Thailand the government has entered into partnership with the private sector for the production of
medical supplies and drugs.
UNFPA's Global Initiative on Contraceptive Requirements and Logistic Management Needs
aims to expand commercial markets for contraceptive products. It also forges public-private
partnerships to reduce contraceptive costs. The Rockefeller Foundation, Packard Foundation and
the DFID have funded this initiative. Further to penetrate and explore the market under Global
Sustainable Development Facility (GSDF) Glaxo Smith Kline invests in hygiene and
sanitation activities across Africa so that there is greater awareness about worm disease,
and consequently, a greater demand for the drugs produced by the company for treating this
condition (Thomas 2001).
Similarly in developing countries Botswana, Sri Lanka and Zambia, under PPP
specific drug donation or discount price programmes operate at global level and they relate
to broader partnerships in which they participate (Gaines and Lush 2004). It has also helped
in alleviating the health consequences of poverty by enhancing public-private
collaboration (Druce, 2004)
In order to generate resource for social sector and social security, community-based financing has
evolved into a generic expression used to cover a large variety of health-financing arrangements.
A common feature of all these programmes is the

6 Different author used the term in different ways micro insurance; rural health insurance. community health funds,

mutual health organizations. social health insurance, revolving drug funds, and community involvement in
user-fee management have ail been referred to as community-based financing.
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predominant role of collective action in raising, pooling, allocating, purchasing, and
supervising the management of health-financing arrangements. - A second common
feature is that the people covered often have no other financial protection or collective
financing arrangement to pay for their healthcare, and government-provided services do not
reach them. A third common feature is the voluntary nature of these schemes and the
tradition of self-help and social mobilization that embraced by the poor in many lowincome countries. Countries like Philippines, Chile, Venezuela, Zimbabwe, Bolvia,
Kazakhstan, and Kyrgyzstan are largely adopting the principle and l a r g e l y
a d o p t i n g g e t t i n g sustainable results in health sector. (World Bank
2002; Mating 1999; Robles et al, 1996). In Malaysia, for example, the proportion of
physicians in private practice rose from 43 per cent in 1975 to 70 per cent in 1990. In
Indonesia about half of the hospitals are private run. In Thailand the share of beds in
private hospitals grew from 5.4 per cent in 1970 to 13.7 per cent in 1989 (Van der Gaag 1995).
Many developed and developing countries have successfully implemented contracts Gw
the delivery of public health services as a means of harnessing the resources of the private
sector and making publicly funded services more accountable, transparent and efficient. This is
also argued for health reforms in many low - and middle - income countries, where
reform packages often promote the use of contracts despite the comparatively weaker
capacity of markets and governments to manage them (Palmer, N 2000). In order to a
implement effective health programme, it becomes imperative to hold health institutions
accountable for achieving explicitly defined results by linking' reimbursement to results.
This can be a powerful strategy to improve health system performance. This has been
running successful in Italy under GO – NGO partnership (Eichler, et al 2001).
The Phya Thai Group in Thailand, which runs a private hospital chain, has recently entered
into a partnership with the Ministry of Public Health (MOPH). The Group's Rangsit
University and MOPH have come together in the establishment and running the hospital by
recruiting super-specialists on a part-time basis (Ourairat 2000). In Indonesia, an
example of a broad public-private partnership in the health sector is `.managed care'
introduced in 1992 through the National Health Law. Here the health and allied services are
outsourced under predefined terms and conditions to encourage private 'managed care' or
'health maintenance' organizations (HMO) to enter the market (Hotchkiss and Jacobalis,
1999).
The way drinking water is managed is changing worldwide. The current system,
dominated by public provision, is increasingly perceived as inefficient, lacking
innovative capacity and, in some countries, corrupt. Both developing and developed
countries require huge investments to meet the basic needs of their population, and the
private sector is seen as a way to bring finance and efficiency to the water sector.
PPPs cannot of and by itself remove many of these barriers because private
investment is limited compared to demand. Hygiene and sanitation is an important
aspect of the health sector. Washing hands with soap could save a million lives. The trio
combination-of expert, industrial resources, and government have helped design and deliver
large-scale, high-impact hand wash promotion programmes. This has had yield good
results in Ghana and Kerala and offers lessons for those interested in setting up such
programmes in future (Curtis, 2002).
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1.5.2 National - India Level
The World Bank has played an instrumental role in fosterin g support for publicprivate partnerships in developing countries like India. Contracting out of non-clinical services
in hospitals - e.g. laundry, cleaning services, drivers, and dietary services - is a feature of
state-level HSR projects in all the seven World Bank funded State Health Systems Dev- 1 9pinent Projects (India-ISHSD, 1996; A.P. ISHSD 1994; Orrisa
ISHSD 1998;
Maharshatra. ISHSD 1998; and UP ISHSD 2000). In 2002, in four of the states, there were at
least 500 hospitals contracting non-clinical services ranging from ranging ambulance services
and maintenance of medical equipments to cleaning and laundry and caterin c , services.
In Maharashtra, a joint venture company including the government and the private
commercial sector has been launched to set up a super-specialty hospital (Muraleedharan
2002). In Uttar Pradesh government is planning to lease out, spaces in public hospitals to
private diagnostic services (UP ISHSD 2000). Besides these, which are a part of the
'reform' packages, there have been public private partnerships initiated in these and
other states through independent initiatives in the face of resource constraints. In Kerala
and Rajasthan, Hospital development committees have been set up to mobilize private
resources in addition to charging fee for services (Purohit, 2001, IIHMR, 2000).
The Global Sustainable Development Facility (GSDF), a partnership between leading
corporations and the UNDP aims to include two billion new people in the global
market economy by 2020. Hindustan Lever in India wants to invest in water and
sanitation development in the country because this will contribute to the creation of a
market for its soaps and hygiene products (Buse and Walt, 2002). In India, the
corporate sector (Apollo hospital Madras, Beach Candy Hospital), and insurance
company (SBI mediclam, Worckhardt Medical Centre, etc) has taken the initiative
(Bhat 1995) to sustain revenue through PPP model. There are several community-based
model as SEWA for marginal women workers in Gujarat, and the Narasipur and
Bailhongal model in Karnataka (GTZ, 2005)
Further monetary incentives in some cases have also been employed and are found
successful. Professional societies such as the Indian Medical Association have also been
involved in helping with communication between public and private health care providers.
Mobilizing and partnering with local non-governmental organizations have also been very
useful. NGOs have disseminated key information regarding where to seek care and
treatment. They have also played a role in actual referrals, follow-up and communication
between public and private providers. Such strategies have led to increased case detection and
improved clinical outcomes for tuberculosis (Arora et al, 2003; Rangan et al, 2004, and
Dewan et al 2006). Further in the case of leprosy control, an organized strategy of
information, education and communication (IEC) between public and private providers
has greatly improved referrals of patients for leprosy treatment (Subbanna 2004 and Shepard
2001),
Evidence for promoting the reproductive health programme through PPP through
Social social franchising, and in manufacturing reproductive health product
(Ravindran TKS', 2005) is now available. Ravindran pointed out that India has a long
history of a condom (Nirodh) social marketing programme sponsored by the
government in. 1968, procured from Indian condom manufacturers and supplied to
marketing companies and NGOs called social marketing organizations (SMOs). SMOs
get a promotional incentive per- condom sold. A similar social marketing
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pro g rarnme for oral contraceptive pills was launched in 1987. Since 1988, the
government of India has provided funding to specific commercial organizations, and
NGOs to implement social marketing.
In Uttar Pradesh, an extensive social marketin g pro g ramme was started in 1992,
designed and managed by the State Innovations i n Family Plannin g Services Agency
(SIFPSA), constituted jointly by USAID, the government of India and the government of
Uttar Pradesh (Berg, 2004). There is a lar g e oral pill social marketin g project, also
funded by USAID, operating in eight Indian states: Madhya Pradesh, Bihar, Jhrakhand,
Uttaranchal, Uttar Pradesh, Chattisgarh and Delhi. The private sector partner for this
project is the Indian owned Industrial Credit and Investment Corporation of India
(ICICI) Bank. Similarl y , technical support is provided by Commercial Market
Strategies (CMS), and PATH (Pro g ramme for Alternative Technology in Health),
both US-based consultancy organisations. This social marketing programme called
'friends of the pill' (goli ke humjoli) is based on partnership between users,
pharmacists, and traditional doctors using the IEC medium.
In the health sector human resource is the major challenge and is inevitable. Several
studies have pointed out the shortage of manpower, if at all exist they are questionable for
high commitment and also technical competencies as public"health system of our
country has no adequate policy or system to check their accountability (Bhat and
Maheshwari 2004). Owing to these shortcomings PPP remains the best possible
option to outsource the activity to the private sector. One of the studies narrates that IEC
strategy has led to more than 30 per cent of cataract surgeries being done in the private
sector (MOHFW, 2005 and Shepard 2001).
The TB Control Programme of India has used a diverse group of strategies for
engagement of community private providers to participate in the referral, diagnosis, or
treatment of patients with TB (Dewan et al 2006). The government of India (GOI) has
five schemes for involving NGOs under the RNTCP (referral services provision of
DOTS, Designated Paid MC (microscopy only.) Designated Paid MC (microscopy
and treatment) Designated MC (microscopy only) and Designated MC (microscopy
and treatment). The collaboration with the private sector has shown that PPM-DOTS
provides access to better quality of dia g nosis and treatment for patierts, less cost to
patients and improvements in productivity and economy. Tf.e programme has shown that
mutual trust and respect between two partners is the foundation stone for the PPM.
Such partnership was very much successful in Maharashtra. Gujarat, Karnataka, Andhra
Pradesh and Rajasthan. Similarly the Government of India have initiated a National
Vector Borne Disease Control Programme NGO partnership. The concert result of this
partnership are not yet known.
Many studies in India show that 80 per cent of the population prefers private
healthcare. Thus outsourcin g contracts for primary care with private providers are
often therefore seen as a quick and simple solution to gaps-iri-coN;-erage--especially in
areas where government provision is inadequate and there are private providers
already practisin g . The Karuna Trust manages 24 PHCs in Karnataka and 9 in
Arunachal Pradesh under PPP that indulges the dialogue on consistent basis with
people of 1 3 HC area, gram panchayat, zila parishad and upi-vard. Under NHRM
covering a wide range of services partnerships have been desi g ned for contracting the
management of the organ health centre to NGOs, contracting in private practitioners
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or specialists for public sector facilities, providing outreach services, contracting
delivery of health services in un-served areas to NGOs, social franchising or social
marketin g . partnership with corporate sector. and formation of community based
organizations under the MNGO / SNGO scheme. In Delhi and Bangalore. it is already
implemented in urban slums areas.
In Tamil Nadu, the state government has involved private-for-profit organizations in
construction, maintenance and provision of equipment in public hospitals and health
centres. The government provides staffand dru gs and mana ges the facilities. As mane as
100 primar y health centres (PHCs) in Tamil Nadu are to be maintained through various
private companies and industrial houses (Purohit, 2001). Further the state government had
approved private hospitals for performing vasectomy, tubectorny, MTP and other contraceptive
services in the state. The Government covers the drug cost of' the sterilization acceptors
and gives bed grants to NGOs for sterilization services. Urban family welfare centres run
by voluntary organizations are also given similar grants. The private sector cooperates 6y
miring --)Lrvices of private sector anesthetists and obstetricians for government hospitals Is
and PHCs when government specialists are not available. Private hospitals and NGOs are
allowed to organize eyecanips and accreditation of private hospitals also ensures
confidence. Financial allocations are shared for certain categories of services through
special schemes covered under the Prime Minister's and Chief Minister's relief funds. The
Karnataka government has proposed to engage NGOs to operate some of the
government facilities in remote tribal and backward districts, in an attempt to enhance
coverage (India-ISHSD, 1996).
In Haryana the strategy for making the revenue sustainable through PPP is in infancy.
However, government efforts are on to provide quality PHC services and make them easily
accessible to the poor. Shedding power to PR! tinder the decentralized process in health
sector could be better strategy. One of the attempts suggests that TRIO model (Public
Health Staff, NGO volunteers and PRI members) could be effective in imparting effective
public health services to the poor and extend the reach to remote places (Sinha 2005).
In Gujarat the PPP to sustain revenue has been experimented since long. SEWA Rural in
Jhagadiya in Bharuch district and Silaktikrupa Charitable Trust in Sinor taluka in
Vadodara are the prime examples of PPP to make the services within the reach of the poor
and people in the remote place. The state government is planning to operate all civil
hospitals under PPP with the corporate sector. In West Bengal, the state
government has initiated several models (Build Operate Model: Joint Venture
companies, buying a Product /Services, out sourcing etc) under PPP to make the
revenue sustainable.
Overall it is concluded that PPP is the most viable option all over the world for
making a revenue sustainable.--modell-in health .sector. Similar efforts are planned
through the research study in Uttar Pradesh and the details herein are explained in the next
chapter.
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2.1 Objectives
Specifically, the objective of this study is to analyses the income and expenditure of the
institutions at three tier level of public health system thereby focusing on disease surveillance and
quality of services rendered by these institutions and expenditure on human resources in the
sample districts. It also explores the budgeting process, fund flow mechanisms, and
optimum usage of the designated resources. The study incorporates experiences of
public private partnership for sustaining revenue in the health sector in the various states
(Haryana; Gujarat; Karnataka etc). The results are justified with the recommendations .
made at international (World Health Organization) and national levels (Mudaliar
Committee and National Rural, Health Mission) on the establishment and human
resources such that a viable revenue sustainable model for the health sector in Uttar Pradesh
could be developed.
The study was conducted in. Moradabad and Gonda districts
with the following specific objectives:

2.1 a Specific Objectives
1.

Explore and understand the type and quality of the services rendered by the three-tier
system of public health.

2.

Conduct analysis of the income and expenditure for effective management of different
health services provided at primary, secondary and tertiary level of the public health
system.

3. Incorporate the recommendation made by national (Mudaliar Committee and National
Rural Health Mission' and international (World Health Organization) bodies to
understand needs of human resources (medical and pars medical) and expenses
incurred on them.
4. Explore the potential areas and other possibilities of rendering cost effective health
services through public partnership with sustainable strategies.
5. Explore the possibilities of disease surveillance and prevention through
community participation, self help groups and PRI members.
6. Explore the potential areas and possibilities of income generation schemes such
that poor sections of society are least affected.
7. Incorporate the recommendation made by the National Rural Health Mission for
necessary architectural correction in the basic healthcare delivery system such as
expenditure on health, reducing regional imbalance in health infrastructure,
pooling resources, integration of organizational structures, optimization of health
manpower, decentralization and district management of health programmes,
community participation and ownership of assets, induction of management and
financial personnel in the three their system of public health-
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8.

Incorporate experiences related to public private partnership in health sector
reforms in states such as Haryana, Karnataka, and Gujarat.

9. Develop a revenue sustainable model that is feasible owing to the current
circumstances and matrix of the public health system in Uttar Pradesh.
2.2 About Study-area
Uttar Pradesh has -a population of about 17 crore, and this human resource is
undervalued compared to its material resources. It becomes challenge and vital to
promote health programme and other basic enmities for the resident population. The
human development index of the state had improved from 15 (1990-91) to 12 position "(2000
among 01) among the major states of India. The prevailing quality of life and access to basic
necessities have forced the government to redefine strategy in the health sector. In order
to narrow the gap between health expenditure and income, a micro level study has
been conducted in two districts. The current study is confined --io--two different
geographical regions in the state. Moradabad district largely progressive region, due to
an industrial economy in western Uttar Pradesh and Gonda district is based on rural
economy in eastern Uttar Pradesh. The disparities between these two districts are given
in Table 2.1.
Table 2.1 District level social and demographic disparities in comparison to state.
Variables

Uttar Pradesh

Moradabad
Dist
3749630 (6)
26.45

Population (Rank)
166052859
25.80
% Decadal Growth of Pop. (1991-2001)
Proportion of Urban population
20.8
30.5
Sex Ratio (Rank)
898
885 (31)
Sex Ratio 0-6 age group
916
912 (42)
Population Density (Rank)
689
1028 (11)
Household size
6
7
*Composite Health Index (2002-03)
49.08
52.50
For all age group:
45.74
57.36
Total Literacy Rate in %
56.66
70.23
Male Literacy Rate in %
33.32
Female Literacy Rate in %
42.98
y
Total Literac Rate in % For 0-6 age group
57.36
45.74
Work, Participation rate (%)
32.5
31.0
Proportion of main worker (%)
23.7
26.1
Proportion of Marginal worker
8.8
4.9
Proportion of Non worker
67.5
69.0
From the total worker:
41.1
37.6
Proportion of cultivator
24.8
17.8
Proportion of Agriculture Labour
5.6
5.5
Proportion of workers in HH industries
28.5
39.1
% of other workers total workers
Mean Age at Marriage: (2003-04)
21.48
21.9
Boys
18.02
18.8
Girls
Source : *UP health note; State planning commission, (December 2005) : Uttar
Pradesh Census 2001.
: Rank is given in the bracket among the district of Uttar Pradesh

Gonda Dist
2765754 (27)
25.46

7.0
899 (21)
952 (7)
625 (47)
6
43.98
42.99

56.93
27.29
42.99
34.0

2.2
8.7
66.0
59.7
23.9
2.7
13.7
19.8
16.5

In order to develop a revenue sustainable model it becomes apparent to understand the
economic conditions in the context of health as indicated in Table 2.2. Since
Moradabad district is based on industrial economy, its economic condition is far better
than Gonda district, which mostly relies on rural economy. The cost of
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industrial production in Moradabad district is ten times more compared to Gonda
district. Similarly income of gram panchayat (refer table 3.12) in Moradabad district is 2.4
times more compared to Gonda district. Further in Moradabad district, money deposited
i n commercial banks is 2.9 times more and loan distributed is 5.3 times more compared
to Gonda district.
,

Table 2.2 Economy Status f6r theyvear 2004-0.5
Variables
Industrialization: (2001-02)
Registered factories
Working factories
Factories from which return is obtained
Average number of daily labour and workers
Cost of production (in Rs. '000)
Status of Commercial Banks:
Amount deposited
Total Loan distributed
Percentage of loan on amount deposited
In Private Sector from total loan:
Percentage of Loan distributed for Agriculture
Percentage of Loan distributed for SSI unit
Percentage of Loan distributed for others
Source: www.upqov.up.nic.in1enqspatrika as on 15th June 2006

Moradabad Dist.

Gonda Dist.

405
134
134
19539
18821984

22
8
8
1183
1976046

28135199
18781092
67

9682900
3528600
36

25.4
24.7
20.8

63.4
3.04
13.7

Based on these secondary data, the sample framework was designed considerin g all these
socio – economic factors which are equally represented in the geographical area of said
districts for the primary. secondary and tertiary level of health services institutions and
its related services.

2.3 Studv Design and Saari le framewor
Owing to the objectives, representative samples of ten per cent from both districts were
taken in context of distance from the respective headquarter. Basically two main groups were
assigned for each service centre: one which falls under 10-15 km and second which is

located more than 15 km away from of the services institution. This is basically done to
cover all communities residing at the grassroots level and also to understand community
behaviour for the utilization of health services, type and quality of health services
providers, and possible linkage with the community in providing health services among
all three tiers public health system.
Actual income and expenditure were collected from secondar y data available at
district level at treasury and all other concerned health institutions and department. The
study collected secondary data for the year 2004-05 and the survey was carried out for six
months during 2005-2006. It must be noted that onl , .- working health service
institutions were included in sample for the current study. The sample classification
is being done at two levels. In order to understand the quality of the services the following
sample was used as given in Table 2.3.
At tertiary level district hospital, secondary level block CHCs/PHCs and primary level
additional PHC with their SC were taken as sample to understand the type and quality of
services provided with their expenditure and income. Separate data tools were prepared
for CHIC, PHC and SC health services institutions.
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Table 2.3 Sample Frameworks for the Study for Health Service Centre

Note: Figures in bracket are distances from respective head quarter.

Further standard classification of each budgetary item as mentioned in the finance
and treasury department were used to calculate the income and expenditure of
these institutions. Further in order to understand the utilization of health services
among the resident population, possibilities of integration of private doctors, and
integrating of PRI in the public health system, the following sample was used as
indicated in Table 2.4.
Table 2.4 Sample Framework of Household (HH), PRI members and Private
Doctors.

Note: From each gram panchayat, at least one PRI members was interviewed.

Separate data tools were used to understand the health seeking behaviour of.
the resident population of the villages, the role of PRI members and opinion or
viewpoint of private doctors on the public health system. In selected sample villa ges,
at least one PRI member was interviewed from each grain panchayat. In household
survey usually (lie head of the household was the main respondent. The houses were
selected using
All desired information was collected without any compulsion from only those who were
willing to share there experiences with the same strategy private doctors located
in the urban city (Moradabad) or town (Gonda) were interviewed. At block
level medical doctors. ANMs from each sub centre village and anganwadi
workers were interviewed.. for the services they rendered through the public health.
Details are given in Table 2.5.
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Table 2.5 Sample covered for the study

*Urban Family Welfare Centre.
The Survey results were compared with other similar types of studies. The problems
of human resource for service providers as well for beneficiaries were explored in
relation to -the services and possibility to strengthen the public
health system.
The current study is basically meant to understand the grassroot level dynamics
among the resident community as well as among service providers. Hence the focus of
the study is more on qualitative aspects rather quantifying the problems. Further
apart from data tools, qualitative data have been generated through focus group
discussions with different service providers as well as district state level health
officials and other concerned departments.
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Tile findings of the study are given in three parts. In the first part, the study narrates the
income and expenditure at primary, secondary and tertiary levels from the secondary
records at the district office. Actual income and expenditure incurred in the entire district at
all three levels of public health system are given using the actual data of income and
expenditure from the treasury of respective districts as well from Financial and
Statistic Directorate of the state. In the second part, the study narrates the findings of the
quality of health services bein g provided at various levels. It explores the type of
infrastructure and health services being provided at all three levels of health
institutions in the selected samples. It also narrates the quality of' services rendered and
technic.-I. competency and responsibilities conducted by the service providers at all
three levels of institutions. In the third part results of the discussions made for the
utilizations and health seeking behaviour among, the resident community in the sample villa(l
es are narrated. Further the opinion about the role of PRI members and future partnership
between public and private health providers are. discussed.
3.1 The Financial Management and Budget Process
The yearly budget is prepared based on past experience and is a totally centralized
system, prepared at district and state level. There are no strict norms for preparing the budget;
however, the budget of the district is largely based on the expenditure incurred in
the previous year. In practice, salary-based budgeting is done based with additional
information of incremental travelling and dearness allowance. The budget is generally
reviewed twice a year. The first part of the budget is generally for the period of eight
months from April to November. The latter four months budget is generally revised
and is submitted to the department. This practice has been adopted since last two years.
However the budget is released after the demand generated every three months of the
financial year. The revisions later are done after observing the expenditure of eight
months. The grant left unused for the current financial year is generally carried forward
to the next financial year. The details of the budget at district level were loosely
recorded and in spite all efforts, the true picture of district level budge± from the district
and state treasury cell i s not disclosed. Income and expenditure data from the treasury for
the year 2004-05 are indicated in Table 3.1 and item wise details of income and expenditure
are given annexure 2.
Table 3.1 Details of income and expenditure at district level
District

Moradabad
Gonda

Expenditure (in Rs.)

Income (in Rs.)

333326399
229409621

8337276
3338176

Source: Financial Statistic Directorate, Lucknow.

One should note that 90 per cent of the income of the district is generated through user
charges and the rest through selling of medicines, blood etc. It is astonishing to note
that. the income of Moradabad district is only 2.5 per cent and of Gonda is 1.5 per cent of
the total expenditure incurred in the districts. Besides half of the income is submitted
in the treasury of the district and the remaining half is retained in the account of
health improvement institutions committee. From the total expenditure, the
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tertiary share is (33.6% in Moradabad district and 27.2% in Gonda district) more
compared to primary and secondary level in both districts.
Overall 30 per cent of the expenditure is centrally assisted whereas state government bears
the maximum (70%) burden of expenditure in the sample districts. One of the interesting,
features observed in both district is that the state non-plan expenditure contributes less
than 5 per cent of the total budget of Family Welfare programme in th%-, The Family
Welfare Programme is largely centrally assisted. While in Health and Medical
Services it is by the state. The maximum burden (70%) to run tertiary level health
institutions is borne by the state government, while the centrally assisted programme (Malaria,
Leprosy, blindness control, TB, vaccination, pulse polio programme accounts for 30 per cent
only. The dependence on central plan to finance the Family Welfare Programme has number
of advantages but also many undesirable consequences. On the one hand, the continued
dependence on the central plan has protected the funds as each flow is earmarked to
implement specific components of th- RCH programme. But on the other hand, the way the
policy gets-implement it creates considerable amount of uncertainty in financial flows to
the districts and blocks. It has also been observed that the programme implementation
personnel have no information on the total amount of resources available to implement the
programme.
The family welfare finance information system in Uttar Pradesh does not provide
adequate information needed either to implement or evaluate the performance of the programmes
effectively at various levels. The institutionalization of sound financial management practices
has received less attention and the issues of under-financing; under- or over-utilization of
resources allocated for several schemes go unnoticed. For example funds for organizing RCH
camps come from four sources (SIPFSA, GOI, EAG, and EC) depicts over financing of a
single activity. However on discussion with finance authorities, it was found that the bill of
one camp is accounted in all the accounts of four -sources . Si milar is the case of
"DIA" training. There are considerable delays in making funds available to district
level agencies. For example the TA and DA bills of the services providers especially of
field worker, are delayed for nearly six months. Delays (treasury and systemic delays)
occur at various levels and because of several reasons. The major contributory factor
causing delay is lack of a sound financial and accounting system to handle the modern
day complexities of funds management.
Besides, cash flow remittances to finance various schemes and its components funds to
procure drugs and medicines locally at district level are highly variable and uneven. For
example Our observation in Moradabad district hospital shows that purchase of medicines
was being done in the last week of the financial year 2005-06. This is also true at the state
directorate office where no set purchase norms were adopted in purchasing of syringes
and DD kit items and as a result an inquiry was made by the State economic of fence team.
Besides, many irregu,'arities were found in the purchase of many other items. The discussions
with district level officials suggest that flows of other components are highly unpredictable.
The criteria for allocating the funds from centre to state and from state to district are less
explicit and less known to officials managing the programme. The study of cash flow
patterns for the IECI programme of two districts indicates that during the first nine months of
the financial year, the
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budget amount for the IEC programme remained absent and in the remaining three
months the said budget was released and consumed by the end of the financial year.
Z~p

Over all it seems that financial management practices (e.g., planning and budgeting
systems, purchase and payment procedures, funds flow mechanisms etc.) at state and in
sample districts are largely influenced by many obvious reasons as discussed above.
These systems considerably are based, on the availability of finances and ensure that
pro g ramme mana g ers can make payments to suppliers or provider of services.
Looking the trend in the sample district, the government budget allocations and
expenditures in health sector reflect more of supply side than demand side factor.
3.2a.Tertiary Level Income and Expenditure
At tertiary level Moradabad district has one district hospital with a capacity of 200 beds
of which 90 beds is for females. In Gonda district the total capacity of the hospital is
around 255 beds of which 140 beds are female. The details of income and expenditure are
given in Table 3.2
Table 3.2 Details of income and expenditure at Tertiary level
District
Moradabad
Gonda

Expenditure (in Rs.)
111174572
62195604

Income (in Rs.)
2716837
1239596

Source: Financial Statistics Directorate, Lucknow

The Gonda district hospital was renovated under the World Bank project and
controlled by UPHSDP. From the total income generated in sample district (see Table 3.
1), about 32.6 per cent in Moradabad and 28 per cent in Gonda district belongs to tertiary
level The income of the tertiary level health institution in Moradabad district is 2.5 per
cent and for Gonda district, it is 2 per cent of the total expenditure incurred at tertiary
level. The pattern of income at tertiary level is almost same as observed at district level.
Further both districts show similar patterns of expenditure for different systems of
medicine. From the total expenditure, majority is spent on the Allopathic system of
medicines followed by,familt, welfare and ayurvedic and unani systems of medicine. The
share of homoeopathic system of medicines was lowest after public health programme
(Annexure 3). The analysis of the income generated at the tertiary level is indicated in
Table 3.3.
Table 3.3 Details of the Income Generated at Tertiary Level.
Moradabad District Hospital
Gonda D i s t r i c t
Male
Total
Female
Male
Hospital
Hospital
Hospital Hospital
Hospital
Female
Total OPD Cases Register
236120
49381
285501 250703
55694
787
164
952
835
185
Per day patients visiting hospital*
8020
9313
17333
6235
9133
Total Indoor Cases Register
3.4
18.9
6.0
2.5
16.4
% of total indoor cases register
110
90
200
85
140
Total number of beds
1421481
1295356
2716837 607460
632136
Total income generated
17
4
10
41
9
% of A-OPD Registration @ of Rs.1
83
96
90
59
91
% of A-indoor services & other charges
Source: Male and Female Gonda and Moradabad district hospital; •Assuming 300 working days in a -ear
Income Details of the Hospital

Total
_ Hospital
306397
1021
15368
5.0
225
1239596
25
75

From the table it is quite evident that 90 to 75 per cent of the income are generated from
the indoor services imparted in the respective district hospital. The daily total OPD in the
male hospital ranges from 700 to 800 patients per day while in the female hospital it ranges
from 160 to 180 patents per day. Further looking the expenditure
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incurred in providing health services at tertiary level, there is wide variation among the
expenditure items as indicated in Table 3.4.
Table 3.4 Details of Expenditures in Percentage at Tertiary level
Expenses Head
Salary
AlIowance Paid
For necessary Items
Construction and Maintenance
Rental/Tax/Bill & others
Total

Moradabad
43.15
32.52
10.35
4.7
9.28
100

Gonda
49.27
32.86
10.23
0.17
7.47
100

Source: Financial Statistics Directorate, Lucknow

Here the analysis of the expenditure is done as direct 7 and indirect 8 expenses. In
Moradabad district almost 75 per cent and in Gonda district 82.13 per cent of the
expenditure is allocated to salary and related allowances paid to the service providers. This
is a major chunk of expenditure, followed by expenditure on necessary items such as
purchase of furniture, equipments, medicines, and other rC-'&a*LeU-' consut-nables. However
medicines account the major share. Construction and maintenance is an important item
of expenditure and vary according to the need. This largely depends upon external aided
projects. In Moradabad district it is 4.7 per cent while in Gonda district it is 0.17 per cent.
Indirect expenses such as electricity bill, water tax, rentals etc vary from 7 to 10 per cent and
depend upon the extent of use.
3.2b

Primary & Secondary Level Income and Expenditure

At primary and secondary level the share of expenditure and income is more
compared to tertiary level. From the total expenditure, Moradabad district accounts 67 per
cent and Gonda district 73 per cent in primary and secondary level. The large share is
because the primary and secondary levels of services are widely spread in the district and the
numbers of institutions are more compared to tertiary level. The details of the income
and expenditure are given in cable 3.5
Table 3.5 Income and expenditure at primary and secondary level
District
Moradabad
Gonda

Expenditure (in Rs.)
222151827
167214017

Income (in Rs.)
5620439
2098580

Source: Financial Statistics Directorate, Lucknow,

The income of primary and secondary level health institutions in Moradabad district is 2.6 per
cent and in Gonda district, it is 1.3 per cent of total expenditure. The trend of income is
same as observed at tertiary level and also for the overall income of the entire district.
Further both districts show similar pattern of expenditure for different systems of medicine.
From the total expenditure, majority is spent on the allopathic system of medicines
followed by family welfare and ayurvedic and unani system of medicine. The share of the
homoeopathic system of medicines was lowest after public health programme (Annexure 4).
However there is a wide variation among the expenditure items as indicated in table 3.6
7
Those expenses or the necessary items which have direct influence or linkage or are primary elements in imparting health services
are termed as direct expenses.

8 Those expenses or related items which have indirect linkage or influence or are secondary elements in imparting health services
are termed as indirect expenses
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Table 3.6
Details of expenditures in percentage at primary and secondary level
Moradabad
Gonda
Expsenses Head
Salary
Allowance Paid
For necessary Items
Construction and Maintenance
RentalfTax/Bill & others
Total

49.92
34.96
3.16
10.69
1.27
100

55.70
37.38
4.14
2.01
0.77
100

In Moradabad district almost 84.88 per cent and in Gonda district 93.08 per cent of the
expenditure goes towards salary and related allowances paid to the service providers.
This is a major chunk of expenditure. In Moradabad district, construction-and maintenance
is the second major item followed by necessary items, while in Gonda it is the other
way for these items. Indirect expenses such as electricity bill, water tax, rentals etc vary
from 1 to 1.3 per cent and depend upon the extent of use. From Table 3.6 it is very clear
that there is shortage of supply of necessary items in both districts. Further it is also
predicted that the cost of construction and maintenance in future would be very hi g h as in
many parts of the sample districts the service centres at primary and secondary level are
yet to be constructed. The current trend and the amount of expenditure done for providing
health services at primary, secondary and tertiary level in both districts are not justified
with the quality of services as discussed in the next section. A detailed analysis of income
at primary and secondary level is not possible because of poor maintenance of desired records.
3.3 Quality of Health Services
UP has long been the dominant state in India, not only in terms of population but also in
Indian politics and culture since independence. However it still remains one of the leastdeveloped states in India. UP ranks among the lowest in terms of both literacy and per
capita income. Further about 44,450 million disability-adjusted life-years (DALYs) were
lost in UP during 1994 (Mukherjee 2003). It has the highest rate of DALYs lost per
1,000 people at 273 among all the states whose estimates are available. Health
conditions in Uttar Pradesh remain poor and morbidity and mortality remain high in comparison
to other states of India. The high rate of population growth is major strength but continues to
have an adverse affect on health of the people and the quality of life. In Uttar Pradesh the
quality of health services has always been questioned in the context of huge setup of public
health infrastructure. However, there is considerable diversity in different regions of the
state. Given the diversity among the two sample districts, the findings among the selected
critical topics represent the reality in all parts of the district as well as of other districts in
the state. This study gives the major findings under seven critical aspects of public health
services.
3.3a 0perational Services Infrastructure
The urban and rural health infrastructure is well equipped; however it utilization varies
among rural and urban. Other details of the survey are given in Table 3.7. inuring the
survey it was found that at the tertiary level the health infrastructure is better then the
rural areas of the sample districts. Irregular supply of electricity is a major hurdle 'in
swift operation of the services at all three levels of public health system. Doctors and
staff quarters at the district hospital are widely used. However in rural areas it is not so and
remains un-utilized. Most of the staff members prefer to reside at private hired houses in
small towns or district. The ICMR study showed that 52 per cent of ANMs do not stay at sub
centre villages (ICMR, 1997).
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Table 3.7 Availabilit of Public Health Infrastructure Facilities

This is a true picture of only working public health institutions in the two districts.
Utilization of the health infrastructure is more in tertiar y level compared to primary
and secondary levels. As per the national norms for settin g up public health
infrastructure with in the rural areas, both districts are short on infrastructure as shown
in Table 3.8.
Table 3.8 Status of existing and required infrastructure as per national norms

Source for National Population Norm: Rural Health statistics. Got, 1997
Existing Infrastructure situation from CMO office of respective district.

The above figures only depict the working public health institutions. Overall, the number of
primary health centers per iakh population in Moradabad district is 2.46 and2.54 in
Gonda district. Half of the sub centres do not physically exist and the remaining
in rented buildings. Sub centers located in the small towns and villages where
CHC or block PHC are situated have better conditions compared to the rest of the district.
Overall it seems that though Moradabad district is based on industrial economy its public
health infrastructure and coverage is not as per requirements. The details of the existing
public health infrastructure available at the district information office are given in Table 3.9
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Table 3.9 Health Status for the year 2004-05

Source:'www. upgov. up. nic./engspatrika as on 15thJune 2006
Uttar Pradesh RCH survey phase — If 2003-04

There is not much variation in both districts for the ratio of population with available
number of beds in the allopathic system of Medicines. In Moradabad it is 1: 3534
persons while in Gonda district it is 1: 3227 persons. While in the AYUSH system of
medicines in Moradabad district, it is 1: 26405 persons and in Gonda district it is
around 1: 13233 persons. This is because the AYUSH system of medicine is mostly
confined in urban areas. Further looking at the important indicators of service delivery in the
allopathic system of medicines, unmet needs of Gonda district are better than Moradabad
district in spite of' the usage of' family planning method being more in Moradabad
district. There is not much difference in the institutional deliveries but the share of the
private sector in both districts is more. This could_ be one of the important indicators to pursue
a partnership with private institutions for public health.
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Both districts have plans to construct new public health institutions to increase the
coverage for the resident community. During 2004-05, about Rs.2.3 crore was spend to
construct new buildings in Moradabad district and Rs. 3.2 crore in Gonda district. Besides,
about Rs. 29.52 lakh in Moradabad district and Rs.2.21 lakh in Gonda district was
spent on minor construction and maintenance work of public health institutions. Further
u nder World Bank assisted projects, the UPHSDP spent Rs.3.60 crore to improve the
infrastructure of district hospitals and Rs.68.12 to improve and construct the CHCs in Gonda
district.
3.3b Realities of Human Resource and its Management Challenges
The availability of the resources is one part, its effective utilization is another. Both
districts show considerable variation in rural and urban areas. Taking, account of
public health status during the year 2004-05, there is one government health
institution (any type) per 41,000 persons in Moradabad district while in Gonda district it is
per 36,000 persons. The government doctor (any type) population ratio in
Moradabad di- t -ict is 1: 27,000 persons, while in Gonda district it is 1: 19,000
persons. One of the interesting features ' observed is that, apart from allopathic
medicine, the ayurvedic, unani and homeopathy system of medicines (AYUSH) are
equally popular among the resident population. However looking at the demand, it is has
limited outreach in the rural areas. The combined doctor's population ratio of these
systems of medicines is very low compared to the total number of population. For the
AYUSH system of medicines, in Moradabad district the population — doctor ratio is 1:
124988 persons while in Gonda it is 1: 61461 persons. Among the selected sample of public
health institutions, majority (90%) of the sanctioned posts have filled filled. However there is
always void for filling up the post of surgeon, gynecologist, anesthesiologist and
radiographer (especially in rural areas). Tables 3.10 shows the gap in human resources
required at rural public health institutions.
Table 3.10 Status of existing and required manpower as per national norms
Man power
as per population norms

Moradabad District
Required*
Existing
Deficit

Ooclors/35W
Nurse/5000

756

140

616

530

42

488

Two Health worker" 15000

1060

309

751

Two Health Assistance— /6 Health workers

177

48

129

Pharmacist / 10000

265

28

237

Gonda District
•

Existing

Deficit

147

588

524

58

466

1048

302

746

175

56

199

257

62

195

48

209

Required

735

22
243
257
Lab Technicians 110000
265
• Source for National Population Norm: Rural Health statistics. GOI, 1997; •* Both male acid female
Existing Manpower situation, from CMO office of respective district

Further, majority of the health personnel have undergone technical training but are
reluctant to work as per the specified norms. In urban areas those who are working
could not cope because of the shortage of specialists and high demand of the
incoming patients at OPD. In rural areas the irregularity of doctors is compounded by and is
caused by lack of interest in PHC work. Our survey reveals that with increasing
globalization, more than half (60%) of doctor's want to move to more lucrative and
satisfying private practice or join hospital located in town or urban areas. When
doctors are not available the rest of the PHC staff almost stop functioning as no one
else in the PHC including the pharmacist or trained nurses or ANMs is officially
allowed to examine patients independently and prescribe scheduled medicines even for
common illnesses. Some studies show that on an average working day of 8 hours,
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paramedical staff of the Pi-IC are available for 34 hours at their place of work. In our
survey, majority (90%) of the paramedical workers have admitted that quite often they do
not go to the allotted villages due to several reasons. Even when they go to the villages many do
not systematically visit all the houses. There is no preplanning of what activities have to
be done during home visits. Due to this haphazard way of working, the data are
manipulated t"t generally do not depict grassroot level realities of public health services. In
the absence of medical doctors, the supervision is weak and an extension activity becomes
haphazard, irregular, and baseless.
Given the socio-cultural set-up of Uttar Pradesh, it is difficult to expect that women will
come forward for any public health services especially reproductive health. In our study the
urban health institutions have female doctors and hence urban women have some respite
while in rural areas only 20 per cent public health institution have female doctors and others
have visiting female doctors.
Level of knowledge and skills of service providers are very important. Many wr,,r,6notions are common in the workers and many a time they don't know the right
techniques for various simple clinical procedures such as making ORS, testing urine for
protein, diagnosis of ARI etc. One of major findings was that training has not been
linked to actual work performance of the workers. It is not reinforced by their supervisors
in the field and required support materials are not provided to the PHC staff to practice
what they have been taught. All sorts of corrupt procedure and' practices, nepotism and
political influence have become the yardstick of achievement in public health.
ANMs and anganwadi health workers were more worried about their security driving working
hours rather than concerned on targets and quality of health services. They usually
remain confined to urban areas and pay occasional visits to their allotted villages. All
of them shared the common agenda that the entire work pressure came on the lower most
carder of the public health system. However in our study only 10 per cent of the villages
had a sound TRIO combination for imparting the public health services at the grassroot
level. The TRIO combination of ANM, TBA, 'and Anganwadi workers have done
remarkable work in popularizing public health services and extendin,-, it reach to
remote areas. Of 10 anganwadis, 90 per cent functions in government owned
building. However only 20 per cent were well equipped and were working and the
remaining were found in pathetic conditions and with the charges of corruption of selling all
eatable consumables in the market. Many operational difficulties were reported by the
TBA regarding the monitoring and evaluation their work. The non cooperation of health
staff and short supply of disposal delivery kit are generally witnessed in all sample villages.
A similar type of situation of TBA was also report in the other parts of the state (Mishra, 2002).
3.3c –Major Hindrance in providing oualitv of services

One of the important factors observed during our study for providing quality of
services is the -weak worker — community contact. This is because of to the fact that most
of the workers do not stay in their area of work, lack of adequate micro-level planning,
supervision, and monitoring, as well as overemphasis on sterilization and immunization targets.
This was also found true in the recent RCH phase two survey in
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Moradabad district, where only 15.1 per cent and 8.3 per cent in Gonda district of
women were visited by ANM or female health worker
Another major hindrance in providing quality services is deteriorating technical
competence and level of clinical practices. In our sample, CHC and PHC the current
practice is limited only to symptomatic treatment without arriving at a clinical
diagnosis based on proper examination. Almost all doctors do not take adequate clinical
history and do not conduct proper physical examination and also do not have standard set of
instruments for basic clinical examinations. Simple and essential things like torch,
spatula, thermometer, blood pressure measuring instrument and some times even
stethoscope are not found in the 60 per cent of the CHC or block PHCs. The clinical
knowledge of the doctors is now remained confined to the mercy of the state health
institute for health and family welfare and attend no regular refresher courses. None
of the doctors has undergone technical training. They are interested in knowing the results
of pay commissions and retirement benefits.
Another hindrance is lack of privacy and confidentiality in the public health system. Hardly
any attention' is given to ensure privacy and confidentiality of patients. The usual scene at
the PHC is that two or three patients are present in the doctor's room when he is examining.
Screens are not used to ensure privacy while doing physical examination. Unfortunately we
have observed that PHC staff is insensitive to these aspects of quality of care. Confidential
counselling hardly ever takes place in the PHC system. In Gonda district female hospital,
the UPHSDP has developed standard infrastructure but failed to develop any protocols
and standard procedure of working to delivery quality services at tertiary level.
In some PHCs lad y doctors visit to conduct the RCH camp. However the qualities of
services are not up to the mark and as a result those who can afford to go for private treatment
and those who can't -afford continue to suffer in silence. Cultural factors also contribute to
low turnout in RCH camps.
Besides, weak information, counseling and communication processes lead 'to under
utilization of public health services and create ignorance of public health services in rural
areas. This is because communication skills are no longer the part of the curriculum of
basic training, if at all exists, it is not seriously taught to any category of pars-medical staff
or medical doctors. Even the programme does not place importance on this and
hence the workers do not think that talking to patients or clients and explaining them
the procedures for various services is part of their job. Our study observes that at 80 per
cent of PHCs camps, and immunization or ANC clinics there is hardly any
communication with clients. Communication is limited to bear minimum necessary related
to the services given. Even proper instructions are not given regarding how to take
medicines, when to come back, what is wrong or what is done to the client.
3.3d Status of Support Service System
The referral system in the PHC is currently ad hoc and unsystematic. Our field
observation shows that the referral system in the sample districts does not exist or is considered
to be negligible. There are no referral slips or records of referred cases. Referral facilities
also do not inform the referring PHC about the follow-up action
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needed for the case referred to them. Referred cases do not get any special case or
preference at the referral centre.
Laboratory services at CHC and block level PHC are currently very weak, primitive or
non-existent. In our study only 20 per cent of the lab technician's posts have been filled.
In maiority of service centres the post of lab technicians are vacant and their scope of
work are limited only to blood tests for malaria, sputum for TB and urine sugar and
albumen and some times routine tests like hemoglobin. Even urine microscopy is not
done at many places owing to lack of simple instruments like centrifuge. Except at CHCs,
almost all block level PHCs do not have even the basic furniture, washing facilities and
autoclaving arrangements. The maintenance of laboratory equipment is lacking and
instruments once out of order remain un-repaired for Iono, time thus making laboratory
services dysfunctional. We also noticed that lab test needed to diagnose SI'Ds, HIV cases of
infertility and menstrual disturbance, and PAP smear for cancer of cervix are not available at
most of the CHCs.
Mobile health services are restricted to only Moradabad district and are largely used in
remote areas where public health services are inaccessible. However on
observation, it was observed that the vehicle is not in proper condition and needs lot of
repair and replacement of some parts. At present the vehicle is,largely used in the PHC preventive programme, transportation of materials supplies from the district head
quarters and in other personal use.
3.3e Poor Management of health services
As pointed out earlier commitment and accountability to work in the PHC - has been
deteriorating. In our sample public health institutions, the service centres do not start work
at 8.30 am which is the stipulated time. This is because staff come late, usually I – 3
hours, partly because they do not stay in the PHC or SC village and partly because
there is no monitoring. Absence from work, not going to the field area, poor quality of
services, etc are quite common in the PHC system. Field work is also not systematically
planned and happens in a haphazard way. The common complaints. of everybody are that they
are overburdened. The work output of the public health also indicates gross under
utilization of staff and PHC services at many places. The supervisors are not able to
enforce a highly productive work culture and at times encourage the lax attitude and
complacency owing to their own shortcomings or' irregularities. Accountability is
further weakened because of inability of the district and state level health managers to
take action against erring workers because of political nexus and pressure from local
politicians.
Ineffective bureaucratic work culture and lack of management training are turning
making the public health system into chaos. Most of the PHC managers including
doctors are not at all trained in the subject of management. Most of the bureaucrats in the
state do not feel to incorporate any public health or-management training. In a state like Uttar
Pradesh, a pure clinician or an orthopedic surgeon can become Director General of
Health services. Besides various government rules and regulations along with
centralization of power (specially in the case of budgeting) limit the scope of effective
management at the peripheral levels. Promotion by seniority rather than ability and
skills puts the oldest person at the top rather than the most capable or innovative and
dynamic person. One of the interesting features
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observed is that the PHC works are never taken to measure the performance of
individuals or that of PHC. There is no monitoring of how many patients come to PHC
and for what disease. Even the state and centre government health reports do not include these
data. This is one of major pitfalls in judging the accountability of public health services and also
of service providers.
3.3f Community Health Seeking Behaviour
Utilization of public or private or public or private mix health services varies in
different sections of the society in different ways. It largely depends upon the
economic status of the family and the notion they have owing to their experience with service
institutions or with services providers. The summarized details of the, households
surveyed for our study are given in Table 3.11.
Table 3.11 Details of household survey in the two districts.

• Varies as per the type of private transportation used.

The study shows that for minor illnesses 90 per cent prefer to utilize public health
services and in the case of major illness they prefer district government or private health
services. In both districts, families below the poverty line and from poor
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economic class prefer public health services as their first option. This is because they can not
afford the cost of private treatment_
However, 92 per cent households from these economic groups perceive CHC or PHC as
place for sterilization, immunization, malaria control, and treating minor illness only.
The major reason for utilization of public health services is related to free treatment
(92%). The lower and middle income group prefers public-private mix of treatment and
looking at the severity of the illness select the desired health institution. The reasons for not
selectin g public health institutions were poor quality of services (88%), non-availability of
doctors (82%), and lack of desired medicines (83%). The status of aganwadies among these
household villages was not very encouraging. We found that majority of the anganwadis are
in pathetic condition and villagers reported cases of selling all supplied consumables.
Taking account of field activities, about 42 per cent of households reported that
immunization; pulse polio, RCH camps, and ANC clinic on going hPa lt6 programmes in the
sample districts. However 13 per cent also pointed that RCH camps and ANC clinics
largely depend on the visit of lady doctors and ANMs. An all India household survey of
medical care by the National Council of Applied Economic Research (NCAER) in
1990 showed that out of all illness episodes where medical care was sought in last two
weeks, only 8 per cent went to PHCs, while 28 per cent went to government hospitals
and 43 per cent to private sector (NCAER, 1990) facilities. Similar studies done in
Sitapur and Agra district showed wide variation in percentages of households reporting
visit to PHC or sub-centre clinics in the last three months. This figure varies from low of
6per cent to high of 59 per cent. (PCI, 1995).
There is much variation in the cost of treatment per episode of any type of illness
consultation fee, purchase of medicines and transportation expenses. It all varies with-the
total amount spent on treatment from the annual income of a family in public and private
health institutions. The middle-income group spent at least 22 to 27 per cent of their annual
income, lower income group from 28 – 30 per cent with a loan amount and in poor
income groups, 45 – 50 per cent with credit or loan are spent on treatment for their family
members from the total annual income in a year. Overall given the problems with the
PHC system and its poor image the community does not perceive it to be a preferred place
of curative care in rural areas. Hence many people are using private health care
providers. The overall demand from the community for the services of PHC is low.
Studies done by UNICEF, NCAER and Population Council also indicate that majority of the
people prefer private care.
3.3g Perception of PRI Members'and Privatc Doctors for Public Health Services
Panchayats have been the backbone of Indian villages since the beginning of recorded history.
The Tenth Plan has prioritized reorganization and restructuring of the existing health care
infrastructure at primary, secondary and tertiary levels through decentralized process with t
existing structure of panchayati raj system so that for the resident population gets the desired
level of health services. Even under NRHM much impetus , was given to PRI in the
curative, preventive and promotive aspects of health.
The panchayti raj system is a very politically active body in both districts having full fledged
network from gram panchayat to zila panchayat. The major source of income
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in both districts is from the grant received by the state government. In Moradabad
district the expenditure is 1.5 per cent more than the income of the panchayati raj
System while in Gonda it is 50 per cent more than the actual income in the district.
The Uttar Pradesh panchayti raj system has no provision in either budget or
expenditure for the health and sanitation programme. Even the state level budget
records shows that there is no provision i n budget for health. and sanitation
programme which is the root cause of all diseases at the grassroot level. Other details of
income and expenditure of under panchayati raj system is given in Table 3.12.
Table 3.12 Income and Expenditure Statement under Panchayti Raj System

Source of income: Source: www.upgov.up.nic.inlengspatrika as on 15th June 2006 Source
of expenditure: Financial Statistic Directorate, Luck now

However the sanitation programme is a centrally sponsored scheme which ensure
toilets in every household, school, anganwadi, and other public institutions to make.
open defecate free by 2012. These are controlled by the gram pa nchayat and
propagated by PRI members and self help groups (SHG) wit h effective
communication strategy. A subsidy of Rs.1500/ is given to families coming from below
poverty line (BPL) and others have to bear the expenses at their own. Another World
Bank assisted schemes known as Swajaldhar Scheme for rural water supply and
environmental sanitation is control and operationalzed by from Rural Health
Department. The programme is focused on three main aspects: water supply.
including piped water supply systems, hand pumps, rainwater --tia-rves*cing---s*truc+turt-3.
and dug wells; environmental sanitation, including individual latrines, drainage
systems, and compost pits; and health and environmental sanitation awareness.
women's development initiatives, and non-formal education.
Given that the realities of the household survey and owing to the need for partnership as
public – private mix in providing health services opinion of PRI members' as well
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private doctors were sought so as to impart quality services to the resident
community With sustainable cost effective strategies. The household respondents
were not aware of' any role of the panchayat in providing different types of
health services to the resident population nor did the) , report about any self help
group taking initiative in this re g ard. Given these realties we tried to explore the
viewpoint of PRI members on public health in PHC and SC villages. The summarized
details are given in table 3.13.
Table 3.13 Summarized Results of sample household in the two districts

Most of the PRI members are if-I the older age cohort and the percentage of female PRI
members is less compared to males. All females have contested from the reserve seat. One
of the important features observed is the ignorance about the knowledge of the public
health system and none of them reported having undergone any training as PRI members.
However their keen observation on the working of the public health system in their
village reported many irregularities. Availability of doctors and their behaviour was the
major issue followed by the type and quality of services provided through these public
health institutions. On asking about the functions about of PRls, in the mater of health and
sanitations about 10 per cent reported conducting household surveys for latrine.
One of the major striking features reported by PRI members is that the public health staff
placed PRI members lower in the administrative hierarchy. They also had a
superiority complex regarding their technical qualifications. Overall, the PRI- members have
shown a great enthuse to supervise public health staff , including doctors and their activities.
They suggested sharing their routine planning of their para-medical staff so that the
desired services reached the resident population and vigil could be made on the
activities at the schedule villages as observed in Kerala and West Bengal. Further,
many studies have clearly pointed out that 80 per cent of the expenditure is taken away
by the private sector. Taking these realities, we have tried to explore the viewpoint of the
private doctors as shown in Table 3.14.
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Table 3.14 View

Mint of sample private doctors in two districts

Important Variables
Age Group

26-40
41-50
51-60
61 and Above
Sex
Male
Female
Type of Qualification
BAMS
BDMS
BHMS
MBBS
MD
Ms
Experience as doctor:
1 - 5 years
6 - 10 years
11 - 20 years
21 and above
Experience as doctor in their area:
1 - 5 years
6 - 1 0 years
11 - 20 years
21 and above

Moradabad (N=27)
Figures in percentage
16
48
28
08
72
28
08
03
04
32
08
20
08
20
48
24
12
36
40
12

Gonda (`!=23)
Figures in percentage
38
33
39
00
72
28
02
06
06
45
39
02
06
39
53
12
29
39
17
15

Owing to the urban-rural disparities of the two districts, all most all types of doctors were
interviewed in the districts about the public private partnership in public health. In
Moradabad district about 69 doctors were contacted, of which only 39 per cent agreed to
talk on this issues. Similarly out total 53 doctors, only 43 per cent showed their interest on
the subject matter. Other given found busy or were not interested in such type of offer.
Those agreed, were enthusiastic with concept of public-private partnership in public
health under government domain. From the total of 50 doctors almost 64 per cent were
very optimistic about this idea. However 36 per cent were supportive but raised the
issues of delay in mode of payment, corruption, and administrative interference.
Among the 64 per cent of the doctors, 22 per cent were ready to spend at least two days in
a week while the rest of them agreed to spend 5 days in a week. However all the doctors
agreed that such partnership will largely depend up on the government's terms of working,
incentives, and payment options.
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Chapter 4: Sustainable Models and Strategies
Health is a joint responsibility of the central and state governments as per the
provisions of the Indian an Constitution. Both central and state governments provide
funding for health services whereas delivery of health-related services is largely the
responsibility of state governments. The overall structure of funding and delivery of
health services is extremely complex and provides space for leaka ges and dilution in the
scope of programmes. It is also difficult to coordinate, implement and monitor the effects of
a programme. Taking this into account, an attempt has been made to develop a revenue
sustainable model in the health sector for the state of Uttar Pradesh.
Many complex health financing sustainability models are available and are found more
suitable to western countries where appropriate health systems have been already
developed and are largely based on tertiar y care. However, looking at the three tier
public health system of our country, the major challenge is to provide a simple and
effective model that could be cast-,'j replicated not only in the state of Uttar Pradesh but also in
the entire country. This is not possible with the increasing pressure on expenditure, low
intake of income largely depending on the 'users fee' and deteriorating quality of
health services. Further, corruption at all levels and poor monitoring add to the
problem and make the task of sustainability more complex in health sector. Given these
realities in Uttar Pradesh, a revenue sustainable model in health sector for the state is not
easy to devise Thus the emphasis is on identifying resources as per the need,
allocating the resources under defined criteria, and measuring the outcome.
I
4.1 Defining Revenue Sustainable Model
Keeping the objective of the eleventh five year plan, the current revenue sustainable
model is based on five basic elements: identification of 'gaps'; defining source for
revenue collection9, pooling'O of resources, process of utilization - which is largely
based on resource allocation and purchase" (RAP), and measuring the outcome in terms
of equity, efficiency and indicators based health outcome as indicated in Figure 1. All
these five elements are basically to provide general framework of revenue sustainable
model that are largely concerned to raise sufficient and sustainable revenues in an
efficient manner. It makes sure that individuals are provided both basics and essential
health services at the three tier level of public health system. This will help for better
management of revenues to cover maximum health risk and ensure allocation
technically and in an efficient manner. The current model could also be considered as the
process of developing the sustainable model. Since the health sector includes various
types of services like curative (normal and specialized), preventive, promotive, basic,
essentials, and other allied services, it is very difficult to develop a single revenue sustainable
model.

9 Revenue Collection is how systems raise money from various public and private sources
10 Pooling deals with the accumulation, allocation and management of the revenue so that individuals from different
economic strata of society shares collective health risk and protect them from large. unpred;ctat'le health expenditure such
that they can bear an average expenditure cost under community based financing and are entitled for
compensation for any loss.
Purchasing mechanism refers to the process used to share the burden of cost in providing health services either through
public — private partnership or only through a group of public or private entrepreneurs.
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external or international Funding. However the state has already initiated steps in
some districts b y establishing the UPHSID1 1 with the assistance of' the world Bank.
Their construction is largely based oil predefined international norms in order
to achieve (greater share for providing qualit y services at the tertiary and
secondary (CHC) level. 'File state authorities have planned to construct the
nursin g , college otherwise it will largely affect the service provided in the three tier
system of public health.
Similarl y the major chunk expenditure in is on human resources. The salar y ranges
from to 85 per cent of the total expenditure in the sample districts. Thus at macro
level it becomes essential to know the exact status of human resources existing
and required to make a l l effective execution of - health services. The details oFtlic
human resources are indicated in Table 4.1.
Table 4.2 Status of the Human Resource required during 11th plan in the State of
Uttar Pradesh as net- the national norms.

Estimates -based on the number of district hospitals (both male female, block CHCs and PHCs and additional PHCs* as per the
population norms: — Filled Post *** Include both male and female: Source: Uttar Pradesh Population Policy. Govi. of Uttar
Pradesh. *** Estimation based on status for the 2001. ^ Estimates based on the number of Block CHC: male and female district
hospital required as per the population norms.

There is serious shortage of manpower in the rural areas and needs the attention of'
policy makers for filling up the deficit during I I' ll plan. Similarly training need y of
human resources are also important to ensure the technical competence of services
providers. District wise classification of approved cadres of the posts filled for training
will help to know the load of trained persons and required to undergo orientation training, of the
topics applicable to them.
Another major aspect is to know the provision of basic, essential and specialized
services in service institutions in urban and rural areas. Specialized services like
emergency obstetric care.(EOC). MTP, ICU unit etc, and services like delivery.
family planning, operations, blood bank. etc are some of the essential services for the resident
community. Another majoraspect is to deal with materials and supply. In the two districts that
the budget of for equipments. medicines. Consumables and other medicines related items
reflects more of supply side factors than demand side. -there should be a simple and
effective lo g istic support system that can cater to the actual demand of service institutions
and supply quality items in time.
Another major deficit observed is related to the administration and monitoring
system. In the two districts we found that administrative. control and monitoring
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system were loosely bound because of several factors. Two major factors observed
were related to the centralized system and the leniency showed by authorities to take
any mandatory action against defaulters. Data maintained at the district level are
haphazard and are according to the health programmes maintained at different
departments but are integrated at the state directorate office.
4.2b Defining Resources
The period from 1974 to 2003 saw significant changes in public financing for health in
India. However due to structural adjustment programme, a major threat came in the
form of reduction in central assistance to state government for disease control and
other public health activities and of the health programmes of poor states like Uttar
Pradesh. So the state will have to adjust to the continuing pressure on their financing.
Recent trend shows that the state government either from its own resources or from
central government funds incurs all public health expenditure within the state;
h
owever the share of the central government funds is dct;reasing over period of time. In
the sample districts this was restricted to 30 per cent during 2004-05. Here the need
arises to explore new ways of sources of funding to narrow the gap between income
and expenditure of the health programme in the state or limiting all health activities
(curative, preventive, and promotive) within the resources available ip the
state.

Figure 4.3 Defining different sources for generating revenue.
Given the realities gaps, it now becomes apparent to know the various sources of
revenue to develop a revenue sustainable model in the health sector. Since health is the
state responsibility, the contribution of the central and state government is
obvious but the share of the central government is slowly decreasing, putting the
entire pressure on the state government to meet the demand. Thus the state
government should segregate the expenditure of all those health programmes (NLEP,
NMCF, NBCP, RCH-11 etc) and must calculate the actual demand in the state for
health services. One source of funds could be the central government recognized
international agencies. The central government has recognized six international
bodies (World Bank, Asian Development Bank, USAID, DFID, European
Commission, and organization under United Nation) to provide financial assistance
for developing different sectors of the country. The state is already active in acquiring
funds. SiFPSA is operated through funding received from USAID, UPHSDP from
World Q ank,, under the Sector Reform Project, the Department of Family Welfare
through the European Commission and for other health programme from World
Health Organization and UNCIEF.
Another source of revenue is out of pocket expenses from the poor beneficiaries as
user charges or fees. This is an issue that continues to generate debate. This item has
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always been at the centre of politics and varies as per the political agenda, not as per
demand or requirement. Ina state like Uttar Pradesh there is always politics over the issue
of user fees. The reduction of user fee from Rs.5 to Rs.I for OPD registration affected
revenue collection at primary, secondary and tertiary level. In the two districts, it only
accounts 2.5 per cent of the expenditure. Thus it suggests that the overall effect is negative.
The absence of' resources to fund drug purchase, provide facilities with some
discretionary fundin g , and constant pressure to motivate beneficiaries to use
primary, secondary and tertiary services are some of the contributing factors which
result in low (especially poor people) use of both rural and urban health services. Thus the
poor are forced to purchase the same services from the private sector. The authorities have to
play a significant role to pursue user fee as a major source of revenue collection such that the
qualit y of' all health services are improved to narrow the gap between expenditure and
revenue collection.
As long as the fees are set below private market levels, this saving may result in a net
reduction in overall out-of-pocket spending for the poor. However, the World Bank
(2003) points out that, -user fees, as with other public polic y decisions, must balance
protection of the poor, efficiency in allocation, and the ability to guarantee that services
can be implemented and sustained". Owing to the experience in the sample district it is
proposed that 'user fees' for re gistration should be categorized. The members of BPL
families should pay only Rs. I and other indoor services (curative and other
pathological) should be made free. For others. the minimum charges for OPD
registration should be Rs.5 and charges for curative services could: be decided by the
authorities. In Uttar Pradesh the PGI institute in Lucknow is a prime example of tertiary health
services. It collects user fee less than the market value and able to sustain all type of
tertiary health services. Another major issue is to give liberty to use the entire 'user
fee* for better quality of services and supplement essential expenditure (electricity
and water tax, maintenance, contingency ...etc) rather remitting fifty per cent of collection
to the treasury of the government.
A third way of collecting revenue is under the public-privale partnership: As per
information made available by the Registrar of Indian Medical Council. Uttar Pradesh about
59.783 tivurvetlic and 14,905 unani practitioners and 27548 registered homeopath
doctors practice in the state. Similarly the private hospital set-up has increased four-fold
in providing quality services. Thus today the most feasible option is increasing availability
of private practitioners or use of public-private mix. The public and private sectors
should explore the feasibility of sharin g, certain facilities and providing services jointly
in an attempt to reduce prices or to develop more equitable payment mechanisms. Another
way of partnership is the public acid private insurance sector in both urban and rural areas. At
least four alternative organizational arrangements exist for risk covera ge and prepayment:
ministries of health (MOH) or NHS, social security organization (SSO), voluntary private
health insurance and community-based health insurance. Each of these is linked io a
distinctive instrument for revenue collection and purchase of health services.
Tile rural or community insurance scheme is one of the probable sources of revenue generation
to increase the covera g e and sustain the publ i c health pro g ramme in remote and rural
areas such that the poor arc least affected. The Indian government is also using political
initiatives to support pro-poor development in the form of health. insurance schemes. Rural
health insurance in India is at infancy stage compared to
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urban areas. However looking at what the government spends and on what, most of the
insurance policies have been confined at a macro level. Very little is known about micro
initiatives in health financing in India for example the effect of user fees or community
health insurance on access to care; the impact of out-of-pocket expenditure on
economic status; the coping mechanisms of the households during high cost health events
etc.
To date, however, only 10 per cent of the population has enrolled for health insurance in
India. Citizens not employed in an occupation where contributions are mandatory often
live without any insurance protection. Many of them cannot afford the policies on offer
from state or private insurance companies. The state social insurance scheme is only
compulsory for certain groups in the formal sector (normally government employees
and permanent staff in larger companies). It also earns criticism for poor quality in its
health centres and high co-payments and premiums. In order to improve the quality of care
and also to give access to appropriate health services for poor segments of the
population, ---an–e-qcr'i-t-a-We solia'arity-based system of financing is necessary.
Thus, the prerequisites must be put in place to enable efficient collection of
contributions and processing of insurance claims even in the informal sector. As yet,
micro insurance schemes are only available to a relatively low number of Indian
citizens. For the population in the informal sector, it is critical that outpatient services,
medicines and the indirect costs of illness (e.g. transport costs and loss of earnings) are
included in the package of benefits. Some community-based and. commercial health
insurance schemes are therefore trying to develop innovative products which take account
of the needs of the poor. The first attempt in India was initiated by the state government of
Karnataka in association with the United Nations Development Programme (UNDP), it has
taken the lead to offer health insurance to its rural population. The details of the
Karnataka model (The Narasipur and Bailhongal model) for community or rural health
insurance are given in box 1.
In Uttar Pradesh the pre-sent status of public health does not generate In. uch optimism in
the system ability to achieve its goals. Health is still away from the reach of people below
poverty line. A single earning member in these families will opt not to get hospitalized
despite his or her illness. Far greater all round efforts, innovative approaches like
Rural Health Insurance Schemes or Community Health Insurance needed to make
optimum usage of the health services among the desired groups of rural population.,
Replicating the Karnataka model in Uttar Pradesh, it is very essential to understand the
professional linkage and dynamics matrix of health providers, insurance
companies, and the self-management group. The following steps are required in
I

implementing the Karnataka model:
•

Classify the rural population as below poverty line, population under
cooperatives as sugar/farmer etc., and other groups of population and fix
a criterion for insurance premium.

•

Identif y all working public and private health institutions and
Insurance company/companies under some regulatory framework for
providing health insurance policy to the desired groups.
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Box 1: Health Insurance Model
*The Narasipur Model-This model is based on the scheme of Community Health Insurance. The
scheme provides for 'NGO and Government collaboration at three levels-, it envisions
developing Community Herbal gardens for common ailments. Creation of Self Help Groups, as
par t of this model, and to encourage the community to explore alternative sources of financing
that would further assist in establishing micro-credit for out-patient care. The model provides for
pre-paid insurance for in-patient care, and hospitalization expenses. This scheme will cover
100,000 SC/ STs population and 20,000 people living below poverty line.
*Bailhongal Model-This scheme will be implemented by Zila Parishad with the aim of
covering one lakh 8C/STs population and 30,000 people living below poverty line. However, it does
not cover private health services. The Insurance cover is Rs. 22 per person per year with
costs shared by the community, milk cooperatives, SHGs and .UNDP. This model provides
Rs. 50 io the patient for daily wages lost and Rs.50 to the hospital for extra drugs per day of
hospitalization.
Note"
The scheme was materialized with the joint efforts of RIOCON Foundation and Narayana
Hrudayalaya in collaboration with ICICI Lombard General Insurance Company has launched a
new rural healthcare scheme called Arogya Raksha Yojana (ARY). Affordable medical care
rural dwellers was the goal of the current scheme. According to Biocon Foundation, the first
phase of the scheme launched will cover over six lakhs people residing in Anekal taluka near
Bangalore and will be taken across the State in the coming months. Under ARY, people of rural
India can access high quality healthcare services of a network of renowned hospitals and clinics
at affordable rates. The health insurance scheme starts at Rs 120 per year per person and
covers critical illnesses and surgeries and also offers free or subsidized medical examinations
and low-cost medicine. Its other services include free out-patient consultation, generic medicine
at special rates from network hospital pharmacies and BioCare Pharmacies, diagnostic tests at
discounted rates at the hospitals, up to three days of non-surgical hospitalization and free
surgical interventions.
The current Karnataka Governments health insurance scheme was found very popular, for
farmers' cooperatives, which will for the first time extend a healthcare benefit to the
community. With 90 per cent of the members of the over 30,000 cooperatives societies in the
States, being farmers the scheme comes as a welcome step and aims to provide the best
medical care and services to 25 lakh farmers co-operators in Karnataka. The scheme Yeshasvini - entails that each member of farmer cooperative-societies pays Rs.5 a month or
Rs.60 per annum to get insured for 'surgeries and post-operative treatment at'67 identified.
private and government hospitals across the state. The first lot of 1.7 million farmers, who
have paid the small amount, have created a corpus of Rs.150 million that has been further
bolstered by the state government contributing an additional Rs.2.50 per farmer per month. Tile
hospitals are paid from this amount once the cooperative society sends the bill to the staterun National Insurance.
The predication made for the schemes suggest that the financial health of the hospitals is
going to change so dramatically that the costs of healthcare will come down. Occupancy rates in
hospitals had gone down to as low as 10 percent in several cities and semi-urban towns
because of the high cost of healthcare. The success in this schemes is due to the quality of
healthcare under this scheme is monitored by Shetty's Narayana Hrudalaya, a cardiac
hospital that has come to be known for reducing costs. It is predicted that this scheme will last as
long as the Rs-170 million last. The state government planned to have *another schemes to cover
more farmers and create bigger corpus to cover other rural part of the state. An interesting
aspect of this insurance scheme is - that-- the -- number-of-fan nei r s-constitutes 7 15 percen t of the
total number (2.14 million) of health insurance policies I n the country. The corpus is 1.5
percent of the total health premium in the country that stands at Rs.10.41 billion, according to
the Insurance Regulatory and Development authority (IRDA) estimates.
*
Report: N-Aional planning workshop on Public Private Partnership in the Health in India. NIHFVV (2005) **
www.isec.ac.in/Karnataka–Ku(uvillal6.5.05_aligned.pdf-. www.microhealthinsurance-india org/
1
,
i
www.hindu.com/2006/08. 02/stories/2006080224730400.ht. n. www.infochangeind a crq/features347.jsp:
www.thehindubusinessline.com/bline/2004/12r23/stories/2004122302981700.ht(n.-.
www.hindti com/2005/11/06/,,torie%/2005110604050300 him
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•

Identify the risk involved and minimize it with effective operational and
monitoring strategies.

•

Create a corpus fund under statutory guidelines as defined by the state
government. Payment should be made to health institutions through selected
insurance company /companies.
Ensure strict monitoring/vigilance by appointin local professional bodies or capable
NGO or village SHG or rural cooperative group so that the desired health
services are provided to the classified group of rural population in the appropriate
manner.

•

g

It is advisable that current strategy should be pilot tested in few districts in different sociocultural settings and implemented through out the state. However, a thorough research
study is very essential. An estimate made for the entire state at various periods of
time using either community or rural health insurance is given in Table 4.3
Table 4.3 Estimates for initiating community or rural health insurance schemes in
Uttar Pradesh for the respective veers.

Note: Assumption made: Population will grow with the same trend as projected; Household site will reduce by
one person during each five years plan; The Inflation rate has reducing trend.
Source: For 2001 Population Census Data of Uttar Pradesh; * Population Policy of Uttar Pradesh. Department of
Health and Family Welfare, Govt. of UP.

The estimate of revenue generation through rural or community health insurance is
based on certain assumptions. The authorities have to work out on the regulatory
mechanism for generating such revenue and a monitoring strategy for its effective
use. For example. if eight per cent of the amount in each year is used to provide all
types of health services' to the resident household, the balance amount could be
transferred in the corpus and within ten years, the corpus will have a large amount
(achieving break even point) to sustain the delivery of all types of health services.
through rural or commun ty health insurance schemes.
i

Such initiative has been experimented in initial stages in a backward state of
Chattisgarh. A corpus has been generated with the donation of the corporate sector
and the seed money given by the central government. Such schemes should have clear
assessment of risk involved,in a partnership. It is recommended that those insurance
companies should be preferred which have greater flexibility in providing curative services
for all types of disesases categorized as major and minor illnesses. Simultaneously, the
authorities responsible provide all types of health services with predefined -quality norms.
Political will is also an essential element in framing such interventions.

12 Curative Services: Specialized and Normal; Essential Services: Pathology, Pharmacy. X-Ray, Blood supply and
Basic Services: Ambulatory and Pantry.
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Another way of generating revenue is revenue is granting subsidy. The large amount of'
required for scaling up public investment in the health sector need to be either explicit 13
or implicit 13 " subsidy which indirectl y contributes to savin g s. Several options are
available to the government for making revenue saving. Among the Orations are
reforms of' the government's subsidies re g ime includin g, Implementing 111'e-line tariffs'
ear-marking taxes"' and disinvestment of' loss-makin g public sector units (Bajpai and
Goyal, 2005).
Expenses of electric supply and oil or kerosene to run public health services are some of'
the essential items which requires subsidy. Besides, the production of' essential drugs
could be compensated b y givin g rebate in the income, sales, and VAT. .171.1riller. rebate
in income tax on rent to those who provides infrastructure for runnin g health set-vices
specially in rural areas could be one of the best possible options 60r deliver% of the
health services in rural areas. The estimates (refer Table 4.1) at s t ate level suggest
that about 48 per cent of SC; 32 per cent of 'PHC and 77 per cent of 'CHC are required to be
constructed in rural areas. Since construction is lar g el y funded by external agencies
and time consuming, subsidy such as rebate in income tax to those who are ready to
lend their premises to run health services will help sustain health services where it has
not yet started and save the rental expenditure.
4.2c Pooling - of Resources
As pointed out earlier that "pooling" deals with the accumulation and management of the
revenue collected or generated through various means. This is an important step that
most of the policy makers and planners neglect and later suffer a colossal loss or cannot
maintain balance between source of income and expenditure. The current model
clearly states that pooling could only be done if the gaps and resources are thoroughly
studied and analyzed in a systematic manner using specialized data tools (refer
Annexure 5). The major target to be achieved in the health sector during the eleventh
five year plan for the projected population of 198.8 million at the end of 2011 is given
in Table 4.4.
Pooling becomes effective in developing a sustainable model. when expenditures are genuinely
estimated from all sources and dependin g upon the need desired revenue allocated to
respective areas. The pooling framework could well involve private bodies it' resources
are short or inadequate to deal with the high demand for health services. Here partnership for
ensurin g financial protection means that no household spends so much on health that it falls
into and cannot overcome poverty.
13

A large share of these subsidies was for goods and services which do not match either any externality associated
efficiency or equity criteria (Bajpai and Goyal, 2005).

14

Very poor cost recovery in public sector units leads to very large levels of implicit subsidies. Subsidies are implicit
when publicly provided goods and services are paced below the cost of providing them. They are the unrecovered
costs - excess of aggregate costs over returns - of providing public goods and services. especially social and economic
services (Srivastava and Bhujang Rao. 2004).

15

Life-Line Tariffs': charging highly subsidized initial prices for lower levels of consumption. and higher prices
for higher units of consumption. (Bajpai and Goyal. 2005)

16

India recently imposed a 2% cess on income tax. corporation tax. excise and customs duties and service tax. The
revenues from this have been earmarked for primary education. including the provision of mid-day meals in
schools This cess is expected to yield Rupees 40-50 billion. around 0.1% of GDP. (Bajpai and Goyal. 2005)
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Table 4.4 Major Targets of population and health during
Eleventh Five year plan.

Source: Population Policy of Uttar Pradesh, Department of Health and Family Welfare, Govt. of UP.

Achieving adequate levels of financial protection requires maximizing prepayment for insurable
health risk, achieving the largest possible pooling of health risks within a population
thereby facilitating redistribution among high and low risk individuals, ensuring equity
through prepayment mechanisms that redistribute costs from low to high income
individuals; and developing purchasing arrangement that promote efficient delivery
of good quality services and their sustainability. Pooling of resources ensures the
following for sustaining revenue:
•

•
•
•

It centralizes the requirement against the variety of the option available and avoids
duplication of activities.
Provide possibilities of partnership in deficit areas through pre-defined
modalities for better planning of programmes and expected result as outcome
Ensure the pool share through collective efforts thereby protecting individual pool
members from large unpredictable health expenditure
Prioritize poorly performed areas (district) or back ward areas for making the
service available and for better accessibility
Help understand the current requirement for better management and
sustainability of the health programme

Another aspect of pooling -is the segregation of resources under major functions of health
services as curative, promotive, preventive and other allied services. Taking account-of-the-loadof-the – individual programme, prioritize the health services by giving rank. Further, preference
should be given by rank and selecting a suitable partner to delivery it. Such rank
classifications of the services help us for better pooling of resources and attain the
desire quality and coverage of health services. Thus while preparing the budget, it is
very essential for planners and programme managers to emphasize on the pooling of
resources with its proper management and avoid duplication.
CARDS - Vardaan Foundation, Baroda. Gujarat. INDIA
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4.2d Probable Strate - ies for Sustainabili Allocation and Purchase
The current strategies are explained in context to the real time situation experienced in the
sample districts (Moradabad and Gonda) of Uttar Pradesh and the gaps identified at the
state level strengthening the health services in the state. After understandin g the ground
realities, the deficiencies are justified with similar types of ongoinu strategies in other
parts of the country. However. it is not an ease task to define sustainability in the health
sector. Here we have defined the option of sustainability in two ways. The strategies
related to allocation of' resources are defined first and later looking at the gaps (for
infrastructure, manpower, training, etc) in health services tile. purchase options are
put forward. The options of allocation and purchase are defined as per the existing
national health and finance polic y . and taking account of similar experiences in other
parts of the country.
4.2di Zero Bused Budgeting (ZBB): Though ZBB is a old concept, the UPA
government is moving 'back to basic'. In order to achieve fiscal sustainability ill all sectors, the
concept of introducing ZBB has been the prime focus of the UPA government as
emphasized, by the depute chairman of the plannin g commission". Tile Planning
Commission and the Finance Ministry both a g reed that the ZBB process is an ideal
approach for a large countr y like India. The economics of Z1313 is implicit in its concept
and philosophy itself, which requires every or g anization and its activities to justify their
very existence and effectiveness. Bein g , in essence, an ex-ante rather than post-facto cost
benefit analysis of all decision making in an organization /unit, ZBB seeks to reverse the whole
process of conventional budgetin g b y its unequivocal assertion that it is not expenditure
which should justify the output. Instead, it should be the output, which must justify the
expenditure; its implementation requirements and implications. At the government
level, the objectives of ZBB exercise are to optimize the cost of governance by
making public expenditure more effective and need-based. Thus the Government of
India has reiterated its intention of implementing ZBB while presenting the budget for
the year 1999-2000. In the sample districts conventional budgeting process is bein g
practiced and none of accounting authority have knowledge about ZBB. Owing to this
deficiency, the other details of the ZBB are narrated in Annexure 6. In the sample
districts the proportion of the expenditure does not match the volume of the health data
and hence the ZBB would be the first option for the sustainable model.
4.2dii Costing: Another way for effective allocation of resources is to calculate unit
cost of" intervention. The development of 'costing system is first step towards building
such effective structures. Tile development of such s y stems ensures that programme
implementers get appropriate information about the use of resources which enables
them to take appropriate actions leadin g to optimal uses of scare resources. Tile cost
analysis, inter alia, further helps the pro g ramme mana g ers address many other
management issues. The critical information for doing cost anal y sis is information about finances and other resources used in the programme_ Financing of government
pro g rammes is through bud g et support b y the centre and state g overnments. The
financial allocations for these programmes are available in bud g et documents of the and
centre governments. The way the budget information is provided it is not state possible to decipher
how much does it cost to the government to provide different

17 http):I/www.thehindubusinessline.com/2006/01/09/stories/2006010903110500.htm
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types of services. As a result the programme managers are not in a position to find
whether the scales of operations are optimal and whether resources are being used
efficiently. For the effective utilizations of resources it is important that the
programmes are cost effective.
The usefulness of appropriate costing system is also desirable for several other
reasons. The system of costing ensures the cost effectiveness analysis of programmes and
provides some method of benchmarking the performance of the programme. Cost analysis would
also suggest which services could be contracted out. Particularly the services where the costs of
private providers are less than what the government incurs and where the scale of
operations does not justify large intervention may turn out to be appropriate candidates for
which contracting out options could be explored.
Box 2: Various Attempts made on Costing Models
Costing Attempts: Evens before the lCPD conference. one of the earlier costing studies (Bang et at. 1989) pointed out clinical
approach in calculating the cost of the health services. The costing study (Mavalankar, P 11 and Sinha,-_H-,1998)-conuuctea under the
pilot project of reproductive health is also programme oriented and is restricted to provide services for diagnosing the RTls1STls and
infections among women and children through camp based approach in rural health institutions of Gujarat. The costing is done
taking the account only of clinical activities and calculating the cost of individual patients. The study does impact analysis. The
study ignores the direct and indirect cost involved in rendering such type of services. Earlier several studies (BCC, 1994; and
Chetna, 1993;) used the similar type of approach in doing the costing of the reproductive health services. Very few studies focus on
detailed analysis of costs and methodological issues in costing of services. Costing of the services provided at a primary health
centre in Chhainsa and Haryana (Anand 1995) was calculated under different heads for different types of activities conducted in
the PHC. The analysis was done based on time and space utilization. A similar type of attempt have been made to analyse costs of
government hospital (Community Health Centre) at bloc W4PJ in providing various services in Sanand taluka of Ahmedabad district in
Gujarat (8hat. Sinhe & Mavalankar. 2001). It discusses the approach in developing the cost estimates of various services provided by
the bloc level hospital. The results of this study are expected to provide framework, which can be used "to develop cost
estimates in similar hospitals (Annexure 7b).
Population Council Study: There are very few studies, which have examined the cost of each category of services
provided under the new RCH programme. The Population Councilmade one such attempt by developing a model to cost out
RTI case management services in Uttar Pradesh. The study used the PHC as the unit at which RTI case management services win
be provided. The costs per client vary from Rs. 73 to Rs. 157 if the utilisation is 65% and 15% respectively during the second year.
The costs are higher in first year. Various cost estimates have been made under different infection assumptions. The estimates
are used to extrapolate the costs at district Level. The study finds that the annual costs of providing R11 case management at district
level (all bloc PHCs. and CHCs) would be minimum of Rs. 23 (Aft. Given the UP has 68 districts the annual requirements would be
about Rs. 170 takhs and five years requirement work out Rs. 850 Whs. Given ft budget estimates of the Gol to support the new RCH
package. the cost of RTI case management is about 50 per cmd of the envisaged budget. The study concluded that costs of RTI
case management vary widely by levels- of utilization and levels of infection and the laboratory testing and treatment costs are higher than
currently expected. The estimated costs for RTI management are beyond existing budgets. However the costs savings are
possible if whole RCH package is considered. (Rama Rao et al, 1996)
EC Approach: The EC Study examined the financial allocation in the Family welfare sector. The study suggest that sector
needs must defined in terms of actual plans based on field realities in terms of what can be implement able over a given period of time.
The study makes broad estimates of financial requirements in relation to the GOI programme for next five years. However. the study
stresses that government and the donors need to cost out the projects they jointly finance. The study also points out the consequences of
under-funding of ft FW programmes in terms of crowding out of developmental expenditure in implementing the new RCH
programme. (www.delind.cec-eu.int/en/featurestproject.htm)
Orissa study: An attempt was made while developing the programme of work for the Health Sector Reform Project in Orissa
(Shat 1999) to find out financial requirements
for supporting sub-centres in the stalle. Using
I
assumptions to make a sub-centre to function a gap in resource requirement was worked out. The calculations in annexure 7c suggest a
gap of Rs. 242 million in meeting the recurring costs of sub-centres. This worked out about 7 per cent of the state!s_budget-for-healthand-family welfare. The conclusion drawn from the review of these studies suggest that (tie methodologies used in doing costing
studies vary significantly across the programmes and interventions. These also depend on purpose for which the cost analysis is
done. There are very few studies which have focused on factory based costing of services. Secondly, majority of costing studies
neglect the direct observation study to the real time situation existing in the complex set up of health care system,
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The cost information would also help in understanding the sustainability issues of the
programmes. Furthermore, the costin g information would also helps in developing
appropriate cost recovery strategy in implementing the programmes. The cost
information can be effectively used to communicate ,.vitli the communities to appraise them
about the cost of services and brings more transparency in developing strategies for cost
sharing. World Bank had done some cost estimates for RCH programmes are indicated in
Annexure 7a.
In India research on costin g of health services is at the nascent stage. There is no study
on costing of clinical services. Recently there has been significant emphasis-on costing of
RCH services. Most of these studies have been aimed at estimating the total financin g
requirements for the pro g ramme. I- lie methodology used in costing studies critically
depend on the purpose for which costing is done. Therefore, there are significant variations
in approaches used by these studies. Several individuals and agencies have adopted various
costing models (refer Box 2) to make the-programme effective. In Uttar Pradesh, UPHSDP
has developed the similar type of costing to ensure the cost benefit analysis of
infrastructure construction and operation of the health services in the newly constructed
service institutions.
y

4.2diii Decentalization18 The process of decentralization was initiated onl after the

1978 declaration of Alma-Ata about focusing oil PHC. It gave impetus to the reform process,
which expanded the health policy arena to include many groups other than medical
professionals. Donors made loan agreements conditional upon a reduced public sector
role, the introduction of user fees and relaxation in the regulation of the private sector.
These polices were promoted to remove control from central authorities, promote
greater flexibility for local ma na ge me nt, and greater accountability of the
management to the community and to the centre. In India it gained momentum first in
1994 after the international conference on population and development (ICPD) in Cairo and
second when health sector as one of the policy reforms was discussed in the Agenda
for Reforms (AFR) of the World Bank published in 1987. The options of decentralizations
are many; however, owing to they experience of evaluating health system at three tier level
in the sample districts, the current description is restricted to four main modalities as
applicable to the entire state of Uttar Pradesh. However one should not forget that the
useful definition as it illustrates that decentralization is essentially a political issue
involving the transfer of power and authority. It can be used as a means to enhance
health service policy but is a tool of policy rather than all end in itself'
One of the first options of decentralization is deconcentration" In Uttar Pradesh in spite of
the four defined zones (western, central, eastern, and Bundelkhand). the entire health, medical
and family welfare department is centrally controlled b y the state authorities at the
respective directorate offices located at the capital cit y . This gave birth to irregularities
at many fronts including the administration and monitoring of' the activities. The system is so
rigid that even for a minor repair or purchase under
18

Decentralization means granting greater financial, and management autonomy to local
units of the system. it gives local units greater responsibility for planning and budgeting.
for collecting user charges and for determining how
collected funds will be spent.
19
The handing over of some authorities to local offices of the MOH by administrative means (Conyers 1981). It
implies establishing local management with clearly defined administrative duties and with
a degree of discretion that would enable the local officials to manage without constant
reference to the MOH
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contingency grant the district has to largely depend upon the approval from the state ate
authority. Even services providers at tertiary level have no power to take any decision. Thus
the main recommendation is deconcentration of powers by developing regional offices and
deputing regional deputy directors having mandatory power for execution and monitoring of
health programme for better quality of services, regular monitoring and performance based
system. However, the major threat in a state like UP would be spread of power among several
hands. This may lead to conflicts and may be misused for personal gains. Further to ensure
quality services, power to exercise the contingency grant for the routine functioning as well
as minor repairs in the PHC and CHC should be granted to institutional head.
Such initiatives have already being done in state like Gujarat. The Government of
Gujarat (GOG) has developed the structures to implement the decentralization
strategy in the health sector. For the purpose of managing health facilities, particularly the
hospital sector, Gujarat in 1986 has been divided into six regional zones. Each zone has a
regional office which among other things also looks after the hospitals in each region. Each
regional office is headed by a Regional Deputy Director (RDD) and is assisted by one
Assistant Director. The regional offices have an important role in monitoring the health
activities of the region and control the functioning of their region. For this purpose the
DoHFW has developed MIS. Each hospital is required to submit this statement every
month to the RDD. The RDD generally holds monthly meetings to review the progress
of various health programmes. The meeting also discusses functioning of hospitals
(various technical and administrative matters) and take decisions to implement
programmes and sort out any problems. In some places under each district hospital, some
departments have been granted full autonomy to raise resources through donations and other
grants. However while implementing this intervention, the resource allocation decisions and
the transfer and promotions of staff have not been delegated to regional offices.
The second option of decentralization is related with the devolution 20 of power. Under the
tenth five year plan, the panchayati raj system was given- major impetus in
restructuring the rural administration by increasing the share of power to PRI
members to initiate all developmental programmes with effective management.
However, during the 11th five year plan recognizing the importance of health in the
process of economic and social development and improving the quality of life, the
government of India has resolved to launch the National Rural Health Mission
(NRHM) to carry out necessary corrections in the basic health care delivery system.
The main focus of the mission is to improve the segments of nutrition, sanitation,
hygiene, and safe drinking water. It also aims at mainstreaming the Indian systems of medicine
(AYUSH) to facilitate healthcare. The plan of action includes increasing public
expenditure on health, reducing regional imbalance in health infrastructure, pooling
resources, inte g ration of organizational structures, optimization of health manpower,
decentralization and district management of health programmes, community
participation and ownership of assets, induction of management and financial. personnel
into district health system, and operationalizing community health
20 -The legal transfer of power to locally elected political bodies {focal government) that are substantially independent of the
national level with respect to a defined set of functions (Mills et al 1990; Conyers 1981). They are rarely 'completely
autonomous' but are bodies largely independent of the national government in their areas of responsibility e.g. raising
revenue and staff appointment. The policy function is usually the only function retained centrally.
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centers into functional hospitals meeting Indian public health standards in each block of the
country. Owing to the experience in tile sample districts, the following
recommendations are made to carry out the vision of' NRHM:
1.
Special emphasis should be given to restructure rural health services in the district
plan
and should be prepare: right from the grassroot level that is the village plan
C,
to the block level and integrate it with the district plan. It is also known as micro-level
planning.
2.
The major focus of the district plan should be oil sanitation and hygiene, nutrition,
and safe drinking water.
3
Panchayati raj institutions members should play a major role to achieve the goals
of the NHRM by acquiring special power of execution:
• One of the major issues in delivering the health services is the absenre of the
service providers from their allotted headquarters. PRI members should have power
to monitor attendance of service providers as observed Kerala. Gujarat and West
Bengal.
~L_

•

Registration of birth and death is governed by the state health department.
However in the study, user have complained about the non-availability of the
service providers for registration. To avoid unnecessary follow-up, the power for issuing
birth and death certificates should be dele gated to the panchayat office.

•

Absence of buildings or poorly maintained building for delivering health building
delivering services are common features in the state. The panchayat should bemade responsible to allocate land to the health department for construction of the
buildings and the cost of maintenance should be borne by the panchayat office.

•

There is a widespread ignorance about the provision made for public health. A citizen
charter is the best possible option to remove this ignorance, which should be in
the local language. For sample see annexure 8. This has generated enormous demand for
the health services at the grassroot level and the results are encouraging as observed in
Gujarat.

•

All the health planning related to preventive and promotive services should be made with
people participation as happening in Kerala (refer Box 3).

•

One of the major pitfalls in deliverin g health service
system. p anchayat members should make provision
committee for an effective referral system. In Gujarat
experimented in collaboration with NGOs and were
effective in providin g health services durin g any medical
crisis time.

is ineffective referral
for a local transport
such strategies were found successful and
emergenc y or any other

4.
The village level health committee should involve people from all
economic and social strata residing permanently in the village.
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B o x - 3
People's Planning Campaign in Kerala
•

•
•

•

•
•
•

•

•

People's campaign for Planning was launched in Kerala State in 1996, with the aim of
empowering local bodies in the State to function as institutions of local self government as
well as the agents of local development.
Devolution of 35% to 40% of the State's Plan outlay for projects and programmes drawn up
and implemented by local bodies.
The People's Campaign has been organized in six phases with clearly defined objectives
for each phase.
Phase I - Gram Sabha: Identification of the needs of the people has been accomplished
by convening Gram Sabha. Priorities listed and Awareness' created.
Phase 11 - Development Seminars: Make an objective assessment of the natural and human
resources in the locality. Development Seminars also discuss the Development Reports
being prepared for each Panchayat.
Phase III - Task Forces: Sector-wise Task Forces have been constituted in local b o d i e s t o
p r o j e c t i l e t h e & s u g g e s t i o n s f r o m t h e d e v e l o p m e n t seminars.
Phase IV - Annual Plan Finalisation: The major task was finalisation of Annual
Plan of Gram Panchayat by including projects approved by the local bodies.
Phase V - Integration of Plans of Higher Tiers: Every Block Panchayat has to prepare its
development Plan integrating village development reports as also the Centrally Sponsored
poverty alleviation programmes. Similarly, each District Panchayat has to prepare a
development report integrating the suggestions and programmes of the lower tiers.
Phase VI - Plan Appraisal: This phase is organised to ensure technical soundness and
viability of projects prepared by the local bodies before they are approved for
implementation. For this, a new concept of Voluntary Technical Corps (VTC) has been
adopted. Retired technical experts & professionals were encouraged to enroll themselves as
volunteers to appraise the projects and Plan of local bodies. Further, Expert Committees
were formed at Block (BLEC), Municipality (MLEC), Corporation (CLEC) and District
(DLEC) levels drawing personnel from the VTC and including certain categories of
mandatory officers. The Committees have Subject Committee and their tasks are
technical and financial appraisal of the projects and issue of technical sanctions.
Training Programmes: For ensuring the success of local level planning, training at the State,
District, Block and Gram Panchayat levels has been organized for the elected members,
officials, resource persons and non-official experts.

Source: Report on Panchayati Raj System, Chapter 10, government of India 2001.

5. Preventive and promotive aspects of different health programmes can easily
through local SHGs or NGOs or with the help of panchayat members. The
Department of Health and Family Welfare, GoUP should invite NGOs to partner in
the following areas:

•

Behavioural Change Communication initiatives focusing on improved
household practices especially child bearing and rearing, small family norm,
increasing age at marriage of girls, improving health seeking behaviour,
promoting higher utilization of government healthcare facilities.

•

Advocacy support initiatives aimed at promoting partnerships with the
community and community based organizations such as self-help groups, youth
clubs, mahila mandals, village panchayats, village health committees etc.
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•

Responsibility for provision of specific support services such as emergency,
transportation, sanitation and maintenance of public hospitals as well as
running of diagnostic facilities.

•

NGOs along with PRI me mbers should also be considered for taking
responsibility  of managing, operations of selected P1 QCs and sub centres will the
involvement of local doctors/ nurses.

•

NGOs along with PRI members should be invited to setup and operate medical and
paramedical educational institutions in the State.

8. The Uttar Pradesh government had spent about Rs. 1.08 and 1.05 crore in 2004-05
and 2005-06 for providing ayurvedic medicines and Rs. 89.91'and Rs.79.80 lakh in
homeopathy medicines dispensaries. However majority of the share is restricted at
tertiary level. The following steps are recommended to mainstream the AYUSH at
primary and secondary level:

a. AYUSH health personnel may work under the same roof of the health
Infrastructure, (PHC, CHC); however, separate space should be allocated for them.
b. Provision of one doctor of any of the AYUSH systems as per the local

acceptability assisted by a pharmacist in PHC.
c. Provision of one specialist of any of the AYUSH systems as per acceptability assisted by
a pharmacist in CHC.
d. Supply of appropriate medicines pertaining of AYUSH systems. The already existing
AYUSH infrastructure should be mobilized.
e. AYUSH dispensaries Mal are not functioning well should be merged with PHC or
CHC.

f. Cross-referral between allopathic and AYUSH streams should be encouraged based
on need.
g. Choice of specific AYUSH system should be decided b y the state depending on
local preference.
h. AYUSH doctors should be involved in IEC, health promotion and supervisory activities.
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Another way of decentralization is delegatition . The ACCREDITED SOCIAL
HEALT H ACT IV IT IS T S ( AS11A) i s a pri me e xa mpl e of ' de l e g a t i on unde r t he
NIMM. AS11A is supposed t o be done tinder specified guidelines as narrated by
Government of' India (refer box 4). The Untied Fund of Rs. 10.000 at the sub-centre
level (to be Jointly operated by the ANM and (lie sarpanch) could be used as monetary
c o mpe ns a t i on t o A S HA f or t he s e ke ) , pr o c e s s e s . T he e x a c t pa c ka ge w o ul d be
determined at the state level depending on supply-side constraints and what is feasible
to achieve within the specified tithe period. Field experiences su gg est the following
matrix for the NRHM, as indicated in table 4.5.
Box No: 4 Guidelines for ASHA worker
i.

ASHA will take steps to create awareness and provide information to the community on
determinants of health such as nutrition, basic sanitation & hygienic practices, healthy
living and working conditions, information on existing health services and the need for
timely utilization of health & family welfare services.
ii. She will counsel women on birth preparedness importance breastfeeding and
complementary feeding, immunization, contraception and prevention of common
infections including Reproductive Tract Infection/Sexually Transmitted Infection
(RTIs/STIs) and care of the young child.
iii. ASHA will mobilize the community and facilitate them in accessing health and health
related services available at the village/sub-center/primary health centers, such as
Immunization, Ante Natal Check-up (ANC), Post Natal Check-up (PVC), ICDS, sanitation
and other services being provided by the government.
iv. She will work with the Village Health & Sanitation Committee of the Gram Panchayat
to develop a comprehensive village health plan.
v She will arrange - escort/accompany pregnant women & children requiring
treatment/admission to the nearest pre- identified health facility i.e. Primary Health
Centre/Community Health Centre/ First Referral Unit (PHC/CHC /FRU).
vi. ASHA will provide primary medical care for minor ailments such as diarrhoea, fevers,
and first aid for minor injuries. She will be a provider of Directly Observed Treatment
Short-course (DOTS) under Revised National Tuberculosis Control Programme.
vii. She will also act as a depot holder for essential provisions being made available to every
habitation like Oral Rehydration Therapy (ORS), Iron Folic Acid Tablet (IFA). chloroquine,
Disposable Delivery Kits (DDK), Oral Pills & Condoms, etc. A Drug Kit will be provided to
each ASHA. Contents of the kit will be based on the recommendations of the
expert/technical advisory group set up by the Government of India.
viii. Her role as a provider can be enhanced subsequently. States can explore the possibility
of graded training to her for providing newborn care and management of a range of
common ailments particularly childhood illnesses.
ix. She will inform about the births and deaths in her village and any unusual health
problems/disease outbreaks in the community to the Sub-Centres/Primary Health
Centre.
x. She will promote construction of household toilets under Total Sanitation Campaign.
xi. Fulfillment of all the se roles by ASHA is envisaged through continuous training and
upgradation of her skills, spread over two years or more.

It involves the transfer of managerial responsibility for defined functions to the organizalions, that are outside the central
government structure and only indirectly controlled by the MOH. Ultimate responsibility remains with the MOH. but its
agent has broad discretion to carry out its specified functions and duties (Mills et at 1990). The exact managerial and
funding relationships vary. but all day-to-day executive decisions are given to the institution
21
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There are direct and indirect involvement of individuals in the control and
execution of* health activities and some are overlappin g functions. This matrix will
be only successful if strict monitorin g norms are accomplished with the execution of
programme w ith monitoring with i n d i v i d u a l s a s d e s c r i b e d i n N R H M . M o r e o v e r
t h e p e r f o r m a n c e a n d sustainability of services rel y upon the teamwork and the
leadership undertaken by the sarpanch. Our stud y shows a mixed reaction lor
promotin g rural health services through PRI members. There are always risks
related to difference of opinion and also in power sharing while executing such
health programmes. Such situations have existed In tile states like. Kerala, Madh y a
Pradesh. Gujarat etc where rational change for rural health Services have been made
b y the panchavati raj system(Behar and Kumar. 2002).
.1
'The most probable option of ' decentralization public private partnership
The national and international experiences of' public-private partnership have
alread y been discussed in the previous chapters. However, there are many successful
models existing Under PIT in the health sector. In . order to provide quality
services, the Government of' Gujarat is planning to outsource the tertiary level health
services to the corporate sector. The Government of West Ben g al (GOWB) is in the
process of adoptin g different t y pes of PIT models (refer Box 5) in the health sector.
Box 5: PPP Models adopted by Govt. of West Bengal
Model 1: Build, Operate and Transfer: Build, Operate and Transfer Model is, usually
preferred for projects involving large size and long duration lease (usually 25 to 30 years). In
this option the private sector will bring in the required capital investment, build and operate the
facility as per the specified outputs of DoHFW, GoWB. At the end of the lease period. the
facility will be handed over to the DoHFW, GoWB.
Model 2 Joint Venture Company: Joint Venture, as a model for private sector participation,
entails both the DoHFW, GoWB and the private sector partner bringing in equity capital, which
need not necessary be in monetary terms for the DoHFW. GoWB. DoHFW, GoWB will enjoy a
proportionate share in the equity in the company for the opportunity, space, market,
authorization, goodwill, etc. that it will provide to the private sector for operating a particular
service or a set of services.
Model 3 Buying a Productf Service: . Buying of a product or service will be usually preferred by
the DoHFW, GoWB to meet gaps/ demands in services for a short period of time. This option
might not always be a cost effective solution and therefore will be a short-term solution to the
need. Usually products purchased are in form of specialized services, like conduction of
lithotripsy, dialysis etc.
Model 4 Outsourcing: Outsourcing. as a model, is similar to 'Buying a Product" except that
unlike the later the former covers the entire service package for a particular area, like the
complete diagnostic set up could be outsourced by the DoHFW. GoWB to a private partner to
provide all diagnostic tests that the DoHFW, GoWB wants.
Model 5 Social Marketing and Franchising: The DoHFW, GoWB will work closely with the
private sector/ NGOs to use their extensive marketing and distribution capability to promote
social services/ products to meet community needs through a combination of social marketing and
social franchising approaches.
Model 6 Working with Civil Society: The Government is committed to the concept that
health of the community. The Government's role is to empower the communities and
work with them for service delivery in some identified areas.
Source: Assam Administrative Reforms Commission – Report 2005
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This involves the transfer of government functions to voluntary organizations or to private profit-making or
non-profit making enterprises either fully or partially depending upon the needs.
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The salient features of these models are explained in annexure 9 and the Model in is shown
in Table 4.6. The matrix of health services with various models are developed after looking
at the demographic profile and other health indicators. The matrix provides more than
one option of different public private partnership models and various health activities to
be conducted. However there is no clear definition about PPP using the any type of
regulatory mechanism and de, -nding upon the capacity of the partner. The government of
India has initiated some diversified public private,,_ partnership models for different
health programmes (Annexure 10). Table 4.7 identifies a matrix for judging the
effectiveness of components of regulatory mechanism for PPP.
Table 4.7 Matrix for judging the effectiveness of components of regulatory
mechanism for PPP

Source: Author

While framing any regulatory mechanism between the licensee and licensor in PPP, it is
essential that there should be transparency in the conditions of accountability of the work.
Further, technical competency (organization of individual) of the partner and strategy of
working should be feasible and replicable to judge the e impact of the work done under
partnership. The total matrix will give the actual effectiveness of public private
partnership for any health programme.
Thus the PPP model will only be used where it is appropriate and where it can deliver value
for money. Enhanced competitions, innovation, optimal risk transfer, the use of whole life
costing, and improved asset maintenance are some of the expected benefits' of the PPP
approach. But these potential benefits must not be taken for granted and must be
demonstrated on the basis of evidence in each case. A robust and transparent process for
assessing the value for money of each project should therefore be essentially
adopted. Further, the PPP approach will be used where the private sector can offer
innovative design, management skills and expertise, which can facilitate risk reduction and
can, bring substantial benefits. It should be kept in mind that the PPP mo d e l wi l l n ot
b e u s e d w h e r e t he t r a n s a c t i o n c o s t s of p ur s u i n g P P P a r e disfte6pbffit dnfe-1-y--hi
g-fcco-i-m- pared to -the overall value of the project.
In Uttar Pradesh the major gaps are for a shortage of manpower and poor or no
infrastructure. The former accounts the major share of expenditure as observed in the
sample districts while the latter depends upon various international agencies (external aided
projects). However such improved facilities also tend to run down rapidly in the
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absence of adequately funded maintenance systems and problems relating to
management systems. The options available are:
•
Purchase services or outsource the desired services to private doctors.
•
Depute fresh passed out or young doctors in rural health services with lucrative
package.
•
Outsource the health service of the area to resident industries.
•
At tertiary level tie up with the corporate house could be possible option.
•
Contract out manpower, supply to repute human resource agencies.
The government of gujarat is now planning t o outsource tertiary level health services to
the corporate sector while in Tamil Nadu, rural health services are outsourced to
the resident Industries. A similar option could be worked out in Uttar Pradesh. This
Will not help onl y maintain tile qualit y of' health services but also ensure variet y of"
specialized services under one roof The income generated could be equally shared or
I
Could be given as subsidy in taxes.
• Equipments, medicines and other related consumables are important elements to be
brought under PPP. The Global alliance for manufacturing ufacturin drug works directly with
companies as observed in tile case of drugs for AIDS, malaria.. etc. A similar option
could be used for supplying drugs, medicines, and other consumables through joint venture
companies
• Preventive, basic and other allied services could be cutsourced under social
franchise schemes with strict guidelines framed by the state government.
Promotive services are better promoted through social marketing, The state is
already promoting OCP and condom through SIFPSA. Another v.-ay is to
outsource allied services (pantry, medical store, lenin and laundry work, cleaning of
bat hs a nd la bora tor y, s ec ur it y, and ga rde ni ng) t hr ough he alth s er vic e
institutions located at tertiary level.
• Delivering health services in combination such as 'TRIO* model. The TRIO
models are basically the combination of PRI members. public health -staff and
NGO or ANM, Anganwadi worker – ASHA and TBA to conduct the desired
health activities at the village level. This model has been found quite successful in
Kerala, Wcst Bengal, Haryana. Gujarat and Maharashtra.
y
y
• Another wa to ge nera te revenue through PPP is communit based insurance
schemes. Some discussions have already taken place but the state authorities
should be well aware the risk factors involved (as mentioned in the report of
Government of India. (2004) with the partner organization) and the process
adopted.
4.2e Measurement of Outcome
Outcome or output is the major component to sustain intervention cost er.ectively.
There are two wo major issues: How to measure the performance and who will monitor
the performance of health services and of services providers. Table 4.4 gives the combination
to measure work performance. Thus it becomes essential to classify the outcome
into two major groups: programme and policy based as mentioned in Figure 4.4. At
programme level the input indicators gives an idea about.
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Example are of Gujarat and Kerela. The state government has taken steps to
increase accountability by issuin g a Citizens Charter" that describes what
services are available and how much the patient will pay. District and tehsil (subdistrict) committees can be used to address public complaints, to collect
information on patient satisfaction, and to assess the performance of health_,
institutions, ideally with the active support and involvement of local communities
(SHGs and NGOs).
•

Management information system (MIS) should become a mandatory
management. tool for assessin g
trends and making assessments about the
efficacy of health programmes under the public private partnership.

One of the issue that in the success of any health pro g ramme is mana g ement and
monitoring of equipment for specialized services like EmOC, MTP. Blood supply etc
specially at rural level. In resource poor countries, substantial sum of funds, from donors. are
used to purchase equipment for health facilities. WHO estimates that 50-80 per
cent of such equipment remains nonfunctional (Mavalankar 2004). The ke y
issues in the purchase , distribution, installation, management and maintenance of
equipment that requires special support services and these services could be outsourced
to maintain the quality and efficiency of the equipment. In Uttar Pradesh the UPHSDP
has made many quality norms of construction, monitoring the work of NGO etc.
However protocols for imparting quality health services and also for using equipments
were totally absent. Looking at the grassroot level realties of operation and management
of equipment in the state, the key suggestions are as follows:
•

Change the procedures of procurement so that good quality equipment is procured
for a large number health institutions in -such a way that the suppliers are
authorized to distribute, install provide maintenance of the equipments and after
sales services for a specified Period of time as part of the single procurement
contract.

•

To make the system of equipment record very transparent it suggested to paint or
paste . a copy of the list of equipment available in services institutions and should
made mandator y to sign by authorized persons. This will allow easy identification
of non-functioning or missing equipment.

Summing up, the current revenue sustainable model provides a broad idea with
probable strategies suitable to the its functioning in the state. However. there are grey
areas where policy formulation is essential and requires lot of lobbying to initiate such
intervention through public private partnership. The steps formu l ated in the model
could reduce the gap between income and expenditure and su gg est strategies that are
sustainable and cost effective according to the national health plan.
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Accessibility and availability of health services has been one of the major thrust areas. in
social development. Uttar Pradesh the most populous state and chief asset would be
the large anu young Working population III the coming years. If the state wants the
benefits of a demographic dividend and become an economic powerhouse, it will have
to ensure that people are healthy, live long,. produce wealth and project the
image as most prosperous state. III spite of a fairly large public health infrastructure in
the state, private out of pocket expenses are very high. With shrinking budgetary
support from the centre and g rowin g fiscal problems, it becomes a challen g e to
device a revenue sustainable model i n the health sector. Owing to the complexities
of the health sector. no single model sustains and caters to the needs of the health
sector III the state. However to make the revenue sustainable, public -private partnership
is the better and most feasible option. B a s e d o i l t h e f i v e b a s i c e l e m e n t s i n
d e v e l o p i n g , s u s t a i n a b l e m o d e l , t h e following recommendations:
5.1 Zero based budgeting: The UPA argues zero based budgeting as one of the
probable option to achieve fiscal sustainability in all sectors and health sector
is prime. in social sector. The conventional budget has resulted in widening the
gap between income and expenditure of the plan and non plan budget. It does not
provide any basis for restricting expenditure. On the contrary, zero based budgeting
lays stress to justify their very existence and effectiveness. In order to make revenue
sustainable, the Uttar Pradesh Government should exercise ZBB to optimize the
cost of governance by making public expenditure more effective and need-based:

•
•

It is not the expenditure that should justify the output but it should be the
output that must justify the expenditure.
It is not necessary that certain budget heads required funds, but it is
for implementing certain decisions (programmes) that funds are needed.

Thus it is suggested to integrate planning and budgeting into a single process with
the sole objective of development and redeployment of scarce resources
through a rigorous and rational scrutiny. After the ICPD conference. bottom up
approach has always been the preferred mode of' operation of all health
programmes and , hence under the process of decentralization, budgeting, should start
from the lo\%-.-r most unit – primary. secondary, and tertiary level and the final
execution should be integrated with the district. The cost benefit analysis and
the ranking priontizations could strengthen the process of ZBB in two ways:
First, amongst the decision on packages at the decision unit level and, second
among the decision units at higher management level.
5.2 Calculating, Unit cost: Costing is essential part of budgeting for many reasons.

The systeio of
provides some
Thus the state
develop a unit
infrastructure.

costing ensures cost effectiveness analysis of programmes and
method of benchmarking the performance of the programme.
should come out with appropriate methods of costing and should
cost of delivering health services and developing health related

CARDS-Vardaan Foundation, Baroda. Gujarat. INDIA

Chapter 5: Recommendations and Conclusions

This will suggest which services could be contracted out, particularly the
services where the cost of private providers less than what the government incurs
and where the scale of operations does not justify large intervention. The cost
information would also help in understanding the sustainability issues of different
programmes.
5.3 Micro level planning: Many studies in the state have emphasized for micro
level planning as compared to the current top-down and target-based planning. Both
police and programme level managers should use village level data . oil client
needs to formulate micro-level plans aimed at improvin g services covera g e
by using the community need assessment approach (CNAA). Such initiatives
would improve client-responsiveness of the healthcare service delivery system and
provide a basis for increased decentralization and community involvement. It will
also help to know the unit cost of delivery to make the health strategy more cost
effective and promote equity in the use of health services.
5.4 Pooling of the resources: Pooling of resources is the essential and is a important
step to bridge the gap between demand and supply of the existing
resources. Over budgeting, duplication and over utilization of resources, under
financing etc are some of the major financial issues that have remained unnoticed
and somehow causes delay in fund allocation. The state has remained aloof in the
process pooling of resources which has resulted in many avoidable
financial discrepancy. It is strongly recommended to set up pooling as a
mandatory process of planning which ensures the following:
• Centralizes requirement against the variety of options available and
avoids duplication of activities.
• Provides possibilities of partnership in deficit areas through predefined
modalities for better planning of programmes and expected results as outcome.
• Ensure pool share through collective efforts thereby protecting individual pool
members from large unpredictable health expenditure.
• Prioritize poorly performed areas (district) or backward areas for making
services available and for better accessibility.
• Helps to understand the current requirement for better management
and sustainability of revenue for all ongoing health programmes
The state must have a centralized system to integrate all sources of revenue underone roof and, as per the demand, prioritize allocation. The deficit could be taken
under partnership with corporates, CBO etc.
5.5 Revenue Generation: A key component to narrow the gap between
escalating expenditures and resource available is to find alternative ways
of generating revenue. i he following steps are
• Rural or community based health insurance schemes should be prioritized with a
fee of Rs.365 perr annum per household (at the rate of Rs.1 per day). The
accumulating amount should be deposited in a trust account of different
districts in the state. Various permutations and combinations could be worked
out such as making the BPL household totally free (Curative Services:
Specialized and
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Normal-, Essential Services: Pathology, Pharmacy, X-Ray. Blood
supply and Basic Services: Ambulatory. and Pantry) and APL with a
minimal charges for all types of health services.
•

Another way, for collecting revenue is to provide subsidy at the production
level. Items like medicines. solutions, chemicals. equipments. and other
related items Should directly purchased from the production centre after
providing benefits of'
Z__
taxes (sales tax, VAT, income tax etc). Electricity and rental of'
premises for running health services could also be included in giving subsidy.

•

An out-of-pocket expense from poor beneficiaries as user charges or
fees have always been considered as a source of' revenue but is
controlled as per political agenda and other oblivious reasons makin g it
more of a public policy decision. Looking the cultural and political
matrix of the state, user fees for registration should be categorized. The
members of BPL families should pay only Rs. I for which all indoor
services (curative and other pathological) should totally be made free.
While for others, the minimum charges for OPD registration should be
Rs.5 and charges for all indoor curative services as decided by the authorities.

The state has to work out a regulatory mechanism for adopting above steps or similar
for generating revenue. Apart from political will. canvassing and policy initiatives
canvassing have to be taken at both central and state level for
materializing the process of generating revenue.
5.6 Decentralization in the health sector.- Majority of the work in the health
sector is centralized and is monitored and controlled directly at state level.
A paradigm shift occurred after the ICPD conference (1994) and AFR of
World Bank (1987). The following initiatives are recommended under the
decentralization process for the health sector in the state:
•

One of the key recommendations made by the Mudaliar
commi t tee(1962) was to establish regional organization in each state.
The district would be in charge in charge of a regional deputy or
assistant director - each to supervise two or three district medical and
health officers. Even after the creation of Uttaranchal state, the state has
seventy districts and requires deconcentration of power for effective
monitoring and control. It is recommended to divide the state into five
separate region comprising 14 districts in each region for effective control.

•

Power to exercise the contingenc y grant for the routine functioning as
well as minor repairs in the PHC and CHC.

•

Each region must have one deputy director with assistant director to ensure the
routine functioning of all health services and for effective monitoring and evaluation
of health programmes. Thus devolution of powers could be made
region -wis e and als o at the grass root level with pan cha yat bodies
for th e following:
CARDS-Vardaan Foundation. Baroda. Gujarat. INDIA

Chapter 5: Recommendations and Conclusions

•
•
•
•
•
•

Monitoring health staff in delivering desired health services as per their
plan.
Issuing birth and deaths certificate by the panchayat office.
Maintenance of building (SC, PHC, and CHC) delivering health services
In generating demand for h(-qlth services by propagating a 'Citizen Charter'
such that it becomes a people participatory programme
Ensuring quality services by availing all types of health services
Mainstreaming of the AYUSH system of medicine with the allopathic
system of medicine.

•- Conduct and monitor effective health and sanitation programmes with the
help of SHG, NGO. and ASHA volunteers
•

Delegating managerial responsibilities for the specified functions to the local

bodies for the following:

o Self Help Groups and NGOs should be made responsible for activities like
behaviour change communication, advocacy support, emergency
transportation and referral linkage, extending the reach of health services.
and demand generating activities. NGOs along with PRI members should
be invited to set up and operate medical and paramedical educational
institutions in the state.
o The Rogi Kal y an S ami l i alon g with PRI m embers should largel y
concentrate on taking responsibility of managing operations of selected
PHCs and sub centres with the involvement of local doctors/ nurses.
o Under NRHM, ASHA volunteers should be made responsible to create
awareness, counsel women issues, mobilize and facilitate the community
in accessing health services, and promote all types of basic health services.
ASHA volunteers should act as catalysts role (link Person) between the
community and health functionaries.
•

Promoting public private partnership: The state has been found deficit on many
fronts in the delivery and management of health services at tertiary, secondary
and primary level. The burden of deficit could be reduced using public private
partnership. To achieve the ambitious targets, there is a need to introduce radical
reforms, which represent a challenging agenda for the re-orientation of the public
sector. It has been recognized that government has a stewardship role to play in
order to ensure both public and the private health systems operate and interact in
such a way that all parts of society and particularly the most vulnerable part have
access to affordable,' good-quality essential services. The following steps are
recommended under public private partnership
On e o f t h e k e y reco m m en d at io ns o f t h e M u d ali ar comm it tee was
strengthening the existing health infrastructure rather investing on new
premises. Thus it is recommended that old structures should be renovated as
per quality norms (as done by UPHSDP) and poorly performing centres or the
areas having no health infrastructure should be outsourced or run on rental
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o

o

o

o

basis. The build, operate. and transfer (BOT) model or private
financing, construction and leaseback of a new public hospital build, own, and operate (BOO) model or Private financing,
construction and operation of a new public hospital - build, own,
operate, and transfer (BOOT) model are some of the probable options
available for strengthening, health infrastructure.
The situation of the manpower in public health services is very
pathetic and not as per the demand of WHO norms adopted by the
Government of India. To fufill the demand. a HR compan y that takes
contract 1 1 or regular supply of qualified manpower or should be h i red or
purchase or should be out sourced the desired services to private
doctors. Another option is to recruit fresh passed young doctors to
rural health services with lucrative package.
Materials and medicines are supplied as per resources available and not as per
requirements or demand health institutions. A joint venture company between
DoHFW, GoUP could not only cope with the demand but call yield capital equity
in any form, or share equity in the company etc.
Delivering health services in combinations such as 'TRIO' model. The TRIO
models are basically a combination of PRI members, public health staff and
NGO o r ANM. An g anwadi wo rk er - ASHA and T BA to conduct
desired health activities at the village level.
Preventive, basic, and other allied or support services could be
outsourced under social franchise schemes with strict guideline framed
by the state government. Under social marketing, promotive services can be
provided.

5.7 Classifying Health Services under PPP for UP: Within the overall
framework of different matrices indicated in the report, following specific areas can
be considered by the government as well as private partners for PPP in Uttar Pradesh:
5.7a Tertiary and Secondary Level
Ou t s o u rci n g es s en t i al s erv i ces s u ch as p at h o l o g y. p h arm a c y,
X-ra y, anesthesia, and blood supply in government hospitals to specialized
private partners meeting prescribed quality standards.
o Government hospitals partnering with private hospitals for provision
of specialized curative (nephrology. cardiac. psychiatric etc) services to
patients referred by government hospitals.
o PPPs to upgrade or establish and operate specialized treatment services or
wards & facilites (including diagonistics services) within government
hospitals on profit sharing basis.
o The DoHFW, GoUP can hand over management of an existing public
hospital to a well-established private partner under a partnership agreement
with the

o
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o
o

o
o

responsibility of investing in the hospital for its up-gradation or expansion and
management.
The DoHFW, GoUP should invite private partners to invest in setting-up and
operating fair price pharmacies in government hospitals.
The operational management of linen, catering, laundry, sanitation or cleaning
and waste management, gardening, security, parking. medical waste
disposal, etc are some of the services that would be priority areas for PPP.
Partnerships for using larger government hospitals for Gol approved medical
research including drug trials should be explored on revenue generating basis.
Outsourcing shelter and sheds for the attendants of patients and other civic
amenties like public toilets.

5.7b Primary Healthcare Level

o The Department of Health, GoUP may hand over management of health sub
centres, primary health centres, BPHCs / Rural hospitals to
private/NGO partners under lease agreements (with or without government
staff).
o The Department of Health, GoUP should partner with private players to set
up and operate a network of diagnostic centres in the State covering
PHCs/Rural hospitals with appropriate range of diagnostic services on a fee
for service and profit sharing basis.
o Tile DoHFW, GoUP should invite private partners to provide emergency
transportation and trauma care services.
o Private pharmaceutical manufacturers or distributors could partner with the
Department of Health, GoUP to set up and operate a network of fair price
pharmacies for genetic drugs (essential drugs ' lists) operating - from
within/outside government hospitals.
These are some items that could be brought under PPP based on the current
study. However it is recommended to explore in detail other innovative schemes or
approaches.
5.8 Monitoring and Evaluation:

Monitoring and evaluation is essential to measure routine activities and
assess the actual impact at the end of any health-programme. The state has faltered in
planning, distribution of resources. monitoring the progress, and calculating 'the
actual impact of the services. Given these realities, the following measures are
recommended to judge actual performance:
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The responsibilities of pooling resources. criteria for allocation of resources, and
identifying the partner to fulfill the deficit should be assigned to the planning
division of the state. This will ensure optimum usage of resources and ensure that
the most vulnerable section is covered.
• In order to know the actual performance of any health programme. it is
essential to design input, process. and output indicators. Under NRHM. the
government of India has clearly defined the parameters to Judge the
performance of' ASFIA volunteers.
• Regular monitoring of health programmes and routine duties should be
decentralized. These should be assigned to the regional office. PRI and
villager health committee's members with ASIIA volunteers are the
best TR IO combination to monitor grassroot level health activities. However
looking at the grassroot level realities, monitoring of health staff through PRI is a
policy issue matter and could be resolved with sound policy formulation.
• Self-monitoring and peer-'review networks of professionals can also be one of
the innovative monitoring and evaluation strategies. The state government should
take steps to increase accountability to the public by issuing a "citizens' charter'
that describes what services are available and how much the patient will pay.
•
Evaluation at regular intervals of project . intervention should be done
by recognized institutions preferably established institutions like PRC or
recognized evaluation agencies. Agencies outside the state are better suited to
judge the actual impact and avoid bias.
•
Management information system (MIS) should become the
mandatory management tool for assessing the trends and making assessments
about the efficacy of health programmes under public private partnership.
•

One of the key components for success of any health programme is
purchase. distribution, installation, management and maintenance of equipment that
requires special support services. These services could be outsourced to maintain
quality and efficiency of the equipment. The policy initiatives required are for the
following:
•

Change the procedures of procurement so that good quality equipments
are procured for a large number health institutions in such a wa y that
suppliers are authorized to distribute- the equipment. install it, and provide
maintenance and after sales services for a specified period of time as part
of the procurement contract.

•

To make the system of equipment records very transparent it suggested io paint
or paste a copy of the list of equipment available in services institutions and
should made m and at or y to si gn b y auth orized p ersons. Thi s will
allow eas y identification of non-functioning or missing equipment.
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5.9 Conclusion:
With shrinking budgetary support and growing fiscal problems, most of' the
state governments are finding difficulty in expanding facilities to cater to the
growing healthcare needs of the population. This study explores an effective and
systematic way to develop revenue sustainable model using five basic elements. The
current operation of health activities is largely depended upon the supply side rather
catering to the actual needs. The model first identifies the gaps and defines
alternate ways of generating revenue. However, for this, canvassing, political will,
and policy initiatives are required. The major step in making the model successful is
related to pooling of resources which defines the criteria for the allocation and purchase
of the desired services through various options like ZBB, calculatin g unit cost,
micro level planning. and existin g models operated under PPP. The matrix defined in
the model identifies the areas of partnership. institutional regulator y mechanism with
sound strategies that could be effective in narrowing the between income and
expenditure and moving ward self sustainability.
Strategies to promote effective PPPs must consider how governments can further reduce
bureaucracy, counter corruption, and create more stable business environments
to stimulate growth and accountability. Equally important is to determine how the
private sector can be encouraged to make genuine commitments to sustainable
development while adhering to high standards of governance and accountability
and transparency. There is a need for public private partnership as more than 80 per
cent of patients avail services from private sector hospitals which are more likely to
detect early warning signs of disease outbreaks since these are the first contact points for
poor patients as well.
Lack of adequate facilities, chronic staff shortage, and incessant delays in provision of
treatment and healthcare in the public sector is the raison d'&re for private
sector's participation in the partnership. There is a need for understanding community
dynamics. Ownership of community should be roped in for sustainability of PPPs. An
understanding of the role of panchayats and community based organizations can
facilitate in successful PPP arrangements.
Effective ways of monitoring and evaluation using predefined indicators could make'the
model provide an alternative solution in the context to existing national
health programmes PPPs could improve accessibility and quality of health services and
result in relaxation of bureaucratic procedures and red tape. PPPs are seen as
'win-win' arrangements in which diverse actors with varied motivations and
philosophies work together, albeit with different motivations, and are able to contribute
to the health of the. people and development of the country.
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Annex 6 Details of Conventional and Zero Based Budget
Sources: http:www.rrljammu.org/Serviccs/pme/zbb.htm as on 15th August 2006
Det ai l ed co n c ep t o n Z BB
along with necessary guidelines to review projects & accord ranking
Conventional Budgeting: The nature, philosophy and practice, of conventional budgeting
system as it is practiced now is as follows:
It is accounting oriented without any specific output input linkages, presented in the form
of a departmental budget the funds being allocated to certain aggregated budget heads
rather than to certain specific activities/ programmes.
• It is an 'aggregated expenditure budget'; it does not provide to the top management
any basis for restricting expenditure, in case affordability prevents its total funding.
Hence the arbitrary across the board cuts affecting high and low priority tasks equally.
 It is an extrapolation of the last year's budget by:
Incrementing it for an assumed rate of inflation.
o Providing for wages and salaries increases.
o Adding new projects/programmes or activities.
o
Realistic submissions-imprudent if not foolish -also get the inevitable cuts, and
get less than necessary.
o
Across-the-board cuts are made again Clever not what they wanted.
o
Cleverer learn their lesion and deliberately inflate their budget submission in
future.
•
It accepts status quo as the fate-accomplishing all the activities- old and new -that
have been included in the next year's budget:
o
Are equally essential in achieving the objectives; and
o
Are currently being performed in the most cost-effective manner.
•

Zero Base Budgeting
The economics of ZBB is implicit in its concept and philosophy itself , which requires very
g
organization and its activities to justify their very existence and effectiveness. Bein , in essence,
an ex-ante rather than post-facto cost benefit analysis of all decision making in an organization
/unit , ZBB seeks to reverse the whole process of convention-of budgeting by its unequivocal
assertion that it is not expenditure that should justify the output. Instead, it should be the output
that must justify the expenditure; its implementation requirements and implications.
At the government level, the objectives of ZBB exercise is to optimize the cost of governance
by making the public expenditure more effective and need-based. Thus the Government of
India was reiterated its intention of implementing ZBB while presenting the budget for the year
1999-2000.
It is necessary for top management to examine and endorse foundational assumptions of ZBB.
The basic tenets of ZBB are:
•

•
•
•

Notwithstanding the prosperity of an organization, there will always be a gap
between desirability and affordability. In other words all what is desirable may not
be affordable.
As a corollary to the above, the greatest challenge to the decision makers, therefore,
t
dies in identifying he 'Desirable' within the limits of 'affordability'.
There is no room for improvement" is an operating philosophy of "Doom-Sayers". In
reality "even best can be improved" provided there is a WILL to do so.
Uncritical acceptance of past priorities, strategies, precedents, policies, procedures etc.,
is inimical to growth as its sets inertia and prevents organizational renewal.
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•

•
•
•

•

Past activities do not exist simply because they have acquired a history. They shall
exist, only if there is a need for their existence and at the same time someone can
take the responsibility of justifying the need for their existence.
Future activities must fit into the organizational objectives and strategy must pass the
test of 'necessity' and cost-benefit analysis.
It is not the expenditure that should justify the output: it should be the output that
must justify the expenditure.
Budgeting ins not accounting. It is accountability. As such it is not the exclusive
responsibility of Finance Manager or the top executive. Instead it commits everyone
who has to or wishes to take a decision.
It is not for certain budget heads that funds are required. Instead, it is for
implementing certain decisions (programmes) that funds are needed.

In essence, ZBB is an integration of Planning and Budgeting into a single process with
sole objective of development and redeployment of scarce resources through a rigorous and
rational scrutiny. Thus, it is a management tool which provides a systematic method for
evaluating all operations and programmes, old or new, allows for budget reductions and
expansions within the limits of affordability in a rational manner and permits the re-allocation of
resources from low to high priority programmes. Finally, ZBB is the ex-ante cost-benefit analysis
of all decision making in an organizations.
ZBB requires each manager to:
•
•
•
•
•
•
•

Establish objectives of his or her functions consistent with organizational objectives
and gain agreement on them;
Define and devise alternative ways of achieving the objectives;
Select the most practical and effective alternative from the above;
Break the chosen alternatives into incremental levels of efforts;
Assess the cost and benefits of each incremental level;
Describe the consequences of disapproval of the activity; and
Rank all the activities of his function according to the importance of each one of
them in achievement of functional objectives.
*

In Zero-Base Budgeting approach one reconstructs the operation from zero or scratch.
Each activity competes for funds on equal footing and the funding decisions are as per-the
relative importance. Zero Base Budgeting (ZBB) can be used in any area on which
p
cost/benefit analysis can be carried out and for which standard costs and erms are not
available. The process of formulation of zero-base budget consists of the following steps:
•
•
•
•
•
•

Identification of 'Decision Units'
Preparation of 'Decision Packages'
Ranking/Prioritisation of decision packages within a decision unit.
Ranking /prioritization of decision packages of various decision units.
Allocation of resources for the chosen decision packages under each decision unit.
Monitoring and evaluation.

a particular activity or a group of activities can be independent and meaningfully identified
and evaluated Further there is no overlapping between the activities of one decision unit and
the other. The derision unit should be managerially viable.
Decision Package: A decision package is a document, which identifies a discrete activity,
function or operation in a definitive manner for management evaluation and comparison with
other activities.
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In other words each decision package should be 'stand alone'. Essentially, a decision package is a
budget request ideally containing the following information for the higher management.
•

Identification data; Decision Unit, programme/activity for which the package is
made, accountability, etc.

•
•
•

Objective of the decision unit.
Objective of the decision package.
Feasibility Assessment:

Is the programme legally required?
Is the programme technically feasible?
Is the programme operationally viable?
The benefit-cost analysis:
•
•

Benefit /output (tangible) at existing, or threshold or optimum level.
Tangible costs at the existing/threshold and optimum level.
o Yearly phasing of the proposed expenditure.
o Consequence of its non-funding.
o Alternatives considered before choosing the recommended mode of achieving
the stated objective.

RANKING /PRIORITISATION: Ranking or prioritization of each decision package is done at
two levels: First - amongst the decision on packages at the decision unit level and second
among the decision units at the higher management level.
The logic of the tow tier ranking system is simple. Implicit in it is the intention that a
decision package before being funded has to compete both at the decision unit levels as well as
at the organizational level. The criteria or basis for ranking a decision package is implicit in the
objectives of decision unit, on the one hand, and that of the organization, on the other. In an
R&D organization enterprise the simple most criteria for prioritization could be on the basis of.,
•
•
•
•
•
•
•

Statutory/Legally /internationally/national committed active /programmes.
Emergent activities/programmes arising from national events
Advancement of knowledge And or
Application of knowledge Aid or
Development of Technology/ Know how And or
Societal Welfare/quality of life improvement And or
Facilitation of policy/decision making

FUNDING DECISIONS: Once all the decision packages have been -ranked on the basis of predetermined criteria, the stage set for the funding decisions by the top management the cost of
'total decision packages is higher than the affordable level, the low priority activities/programmes
i
are Cut retaining the high prioritized activ ties/programmes. While funding a decision
package, it is necessary for management to indicate also the level at which
activity/programme should be carried out existing /threshold/optimum level.
MONITORING '& EVALUATION: Needless to say that the whole process of ZBB affords the top
management and cost centers managers two opportunities for evaluating the programmes
and activities of their organization and departments/ divisions. In the first place, an ex-ante i.e.
before committing the funds-exercise is done requiring the cost center managers to evaluate
their total activities-both old and new-together with justification for their continuance. In fact it is
this scrutiny which make ZBB a distinct management technique of effectively
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Annex 9: Salient Features of the Model
(Source: Assam Administrative Reforms Commission — Report 2005)

Model 1: Build, Operate and Transfer
a) Contractor (usually a consortium of private partners) provides a running facility.
b) DoHFW, GoWB will specify clear outputs
c) Payments by DoHFW, GoW13 will be linked to and will be
proportionate to achievement of outputs type the private sector partner
d) Balance of risk will get transferred to the private partner – optimal risk sharing
e) Usually of a long term duration (25 – 30 years)
f) Needs good and efficient monitoring system. which is not easy to setup.
g) Control over the facility will be retained by the DoHFW, GoWB.
h) A Special Purpose Vehicle (SPV) will be created by the private sector partner for
implementation of the particular project. The SPV could be a separate company or
a legal entity, which comes into existence exclusively for the purpose of
than particular initiative and the life of such entity will be co-terminus with
the life of the project under consideration.
Analysis:
• Critical Success: Factors Features `c', `d' and 'g'
• Advantages: Features W, V and `g'
• Limitations: Features `e' and T

Model 2 Joint Venture Company
a)

Both, DoHFW, GoWB and private sector partner will bring in some value, which
is tangible in nature and could be quantified for determining allocation of
percentage shares in the company.
b) Risks will be shared by both the partners, but here the stake as compared to
Model I is limited because there is no -long term commitment as in the BOT
(Model 1).
c) Returns, in form of cash or services/ goods (non cash), are shared between both
the partners proportionate to the equity allocation.
d) Simple to set up
e) Government's involvement in the governing board slows down the progress
f) Usually it is difficult to monitor "benefits in kind"
g) Government may not have expertise in the relevant area
Analysis:
•
Critical Success Factors: Clarity of roles of the partners; Good monitoring
system; Clearly laid out exit policy
•
Advantages: Features 'a'
•
Limitations: Features 'T and `g'
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M od el 3 B u y in g a P r o d u c t / Ser vi ce
a)

Simplest of all forms

b)
c)
d)
e)

Outputs are easy to measure
Prices are determined in advance
Better clarity of transactions
Easy to control
No long term commitment
g) No long term risk involved

h) Low risk for both the partners
Analysis:
Critical Success Factors: Clear definition of outputs and Good contracting experience
with legal know how
Advantages: No legal entity required to delivei. Can help in managing and short term
sudden increase in demand of a particular service
Limitations: Could in certain circumstances be costly

M o d e l 4 O u t s ou r c in g
a)
Simplest of all forms
b) Outputs are easy to measure C)
Prices are determined in advance
d) Better clarity of transactions
e) Easy to control
f)
Commitment depends on the type and length of the contract
zo) No long term risk involved
h) Low risk for both the partners

Analysis:
Critical Success Factors: Clear definition of outputs and Good contracting experience
with legal know how

Advantages: No legal entity required to deliver; can help in managing short term sudden
i n c r e a s e i n d e m a n d o f a p a r t i c u l a r s e r v i c e Limitations: If unable to
delivery the outsourced items
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Model 5 Social Marketing and Franchising
a)
b)
c)
d)
e)
f)
g)

Inbuilt strategies for financial sustainability
Improved access to health care
Increased efficiency, coverage and utilization of services
Standardized quality and uniformity of delivery
Objectives and performance criteria are carefully defined and monitored
Effective decentralized implementation systems are institutionalized
Encourages healthy competition in delivery of services

h)

Standard Operation Procedures (SOP) are put in place and implementation team is well
trained on the SOP.

Analysis:
Critical Success Factors: Features 'a', ‘e’. ‘f` and 'h`

Advantages: Features ‘b’, ‘c’, ‘d’ 'g'
Challenges: Setting up of effective service delivery management . systems and
procedures. Setting up mechanisms of total quality management and continuous quality
improvement

Model 6 Working with Civil Society
a) Clear identification and documentation of areas/ schemes where Civil Society
could be involved
b)
c)

Schemes to be easily available and accessible
Clear guidelines for pre-grant appraisal to be developed and guidelines to form
a part of the scheme
d) Strategies to be developed for institutional strengthening of NGOs
including developing governance and management systems
Analysis:
Critical Success Factors: Clear definition of outputs and 'good contracting

experience
for working at the grassroot level.
It
Advantages: Able to do all behaviour changes attempts, advocacy work and other
demand generation activities
Limitations: The capacity varies depending upon the type of NGO/CBO/SHG and lack
in technical knowledge of the subject matter.
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Annex 10: Possibilities of Public Private Partnership in Different Sector
(Source: Report of PPP sub group on Social Sector, Planning Commission, GOI,
2004)

1. Integrated Child Development Scheme (ICDS)
1. Objective & Function:
Provision of
(a) Supplementary Nutrition,
(b) Immunization,
(c) Health check up
(d) Referral Services
(e) Pre-school and non formal education,
(f) Health and Nutrition Education.
11. Client: State Government/UT Administration.
Ill. Service Providers: Anganwadi Centres
IV. Contract Structure: Public funding with private service delivery and
private management.
V. 'Selection criteria (Competitive- Biddina/Neaotiation) : The Anganwadi Workers
(AWWs) are selected by the ICDS project officer in the district on the
recommendations of the village panchayats, that is, from and by the -local community
(women's groups in the village).
VI. Payment Mechanism:
The Government of India gives grant-in-aid (100%) for Anganwadi Centres. This
includes honorarium for the AWWs to meet the travel/other costs for the
voluntary services rendered. This does not include grant for supplementary nutrition,
which is provided by the State Governments.
The Anganwadi Centres are also visited by the Auxiliary Nurse Midwives (ANMs)
appointed on contractual basis by the Department of Health of the State Governments.
VII. Penalties/incentives: National and State level awards for selected Anganwadis.
VIII. Monitoring & disbursement of funds: The State Government does the
monitoring and funds are released based on annual statement of expenditure and
the 'utilization certificate'.
IX. Remarks/Benefits: Provision of day care service to approximately 344 lakh
children below six years in age and more than 70 lakh pregnant women. ICDS is
claimed to have significantly brought down the Infant Mortality Rate (IMR).

11. The Revised National TB Control Programme (RNTCP)
I.

Objective & Function: RNTCP is a WHO-recommended Directly Observed

Treatment Short Course (DOTS) strategy to control TB with the objective of curing at
least 85% of new sputum positive TB patients and detecting at least 70% of such
patients. The components of the strategy are: (a) political and administrative
commitment at all levels, (b) diagnosis through quality sputum microscopy of patients
attending peripheral health facilities, (c) uninterrupted supply of Short-Course
Chemotherapy drugs, which are given in patient-wise
boxes, (d) direct observation of treatment through involvement of peripheral
health functionaries, NGOs and community volunteers, and (e) systematic monitoring,
evaluation, and supervision at all levels.
11. Client : State Government/District TB Control Society.
111. Service Providers:
-Private medical practitioners ( Allopathic, Indian Systems of Medicine and
Homeopathy),
-paramedics,
-private hospitals & nursing homes,
-Non Governmental Organizations (NGOs) and
-corporate sector health care institutions.
-Involvement of NGOs has been decentralized to the district level. The District TB
Control Society (!:)TCS) can approve collaboration at its level.
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IV. Contract Structure: MoU/contract is signed between the District TB Control
Society and the NGO with intimation to the State TB Cell and the Central TB Division.
The normal period of agreement is three years, to be renewed on the basis of
satisfactory annual reports/evaluation by the DTCS.
V. Selection Criteria (Competitive Bidding/Negotiation): Voluntary offer (negotiation) to
participate in the programme. Any NGO registered under the Societies Regl0ration Act
and having a minimum of 3 years experience in the area of operation and having
requisite infrastructure and staff is eligible to apply.
VI. Payment Mechanism Grant-in-aid as approved by the Gol.
VII. Penalties /Incentives: In case of poor performance and non-diligence, the
contract can be terminated any time without prior notice. Incentives, in kind or cash
assistance, for different schemes as approved by the Gol
VIII. Monitoring & Disbursement of funds: Involvement of NGOs in the Revised
National TB Control Programme (RNTCP) has been decentralized to the district level
and funds for this purpose are released from the Centre to the State
Governments for onward transmission to the District TB Societies. As such, funds are
not released by the Central Government to the NGOs directly. The Central Government,
therefore, provides grants-in-------aid to the state Governments, to be released to the service providers based on
the utilization certificate.
IX. Benefits/Remarks: NGOs have been playing an active role in health promotion at the
community level. Many patients prefer to seek treatment through NGOs having wide
spread network. . It is worthwhile involving them in RNTCP. Involvement of NGOs is
being sought, particularly, in the following schemes:
Scheme 1: Health education and community outreach
Scheme 2: Provision of directly observed treatment
Scheme 3: In-hospital care for tuberculosis disease
Scheme 4: Microscopy and treatment centre
Scheme 5: TB Unit Model
:

3. National Programme for Control of Blindness
(.Objective & Functions:
(i) Free cataract surgery including Intra-Ocular Lens (10L) implantation for poor patients*,
(ii) School Eye Screening for detection and correction of Refractive Errors in School
going children.
(iii) Support to eye banks for collection of donated eyes;
(iv) Training of eye surgeons in IOL surgery.
(v) Public Awareness on eye care.
II. Client: Department of Health, Ministry of Health & Family Welfare.
111. Service Providers: Government Hospitals and NGOs with eye care facilities.
IV. Contract Structure: Public funding with private service delivery and
private management.
V. Selection Criteria (Competitive Bidding/Negotiation): Selection is done through
Negotiation/Voluntary offers. Any NGO registered under the Societies Registration
Act /Charitable Trust and having a track record of Eye Care Services and having
requisite infrastructure and staff is eligible to apply.
VI. Payment Mechanism:
(a) Non-recurring grant-in-aid is given directly from the Government 'of India for
the followings:
(i) Strengthing an expansion of eye care facility (max. grant Rs. 17.75 lakhs)
(ii) Eye Banks. (max. grant: Rs. 5.00 lakhs.) Proposals for non-recurring grants
are considered for funding after vetting by the concerned District Blindness
Control Society and the State Government
(b) Recurring grants-in-aid are given for:
(i) For free cataract surgery (through the District Blindness Control
Society) in the following manner;
- Conventional Surgery - Rs. 400 per surgery.
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IOL surgery – Rs. 600 per surgery.
(ii) To Eye Banks (directly by Government of India) in the following manner:
Rs. 500 per donated eye.
VII. Penalties/Incentives: If the NGOs/service provider does not utilize the grant-in-aid
for the purpose for which it was sanctioned, the NGO has to refund the grant
along with interest. The service provider has also to give a Surety Bond.
VIII. Monitoring : Monitoring is done by the District Blindness Control Societies and
State Governments.
IX. Benefits/Remarks:
Sight Restoring Services for the Blind Persons, leading to reduction
in disability years.
Improvement in vision of children suffering from Refractive Errors.
Increased public awareness in eye care leading to prevention of eye
diseases, visual impairments & blindness.

4. National Cancer Control Programme:
•
•

Scheme under National Cancer Control Programme, including grant-in-aid for
cobalt machine and for awareness programmes are being revised w.e.f. 2004-05.
The proposal has been approved by the Expenditure Finance Committee and is
being taken up with Cabinet Committee on Economic affairs (CCEA). There is,
therefore, no further information to furnish.

5. National AIDS Control Programme
I. Objective & Function:
Prevention and control of HIV/AIDS in the following ways:
(a) Preventive. interventions for high-risk populations through
targeted interventions; adopting a multi-pronged strategy including peer
counseling and behaviour change communication.
(b) Preventive interventions for the general population through programmes
for blood safety, voluntary counseling and testing services, Prevention of
Parent to Child Transmission (PPTCT), Information Education and
Communication (IEC) & awareness building among adolescents and
sensitization for the AIDS Vaccine Initiative.
(c) Provision of low cost care and support services by providing community care
services, treatment of opportunistic infections and prevention of
occupational exposure.
(d) Collaborative efforts to promote inter-sectoral programme activities
including workplace interventions and public-private partnerships
(e) Build technical and managerial capacities for programme
implementation
through
surveillance,
training,
monitoring
and
evaluation, technical resource groups, operational research and Programme
management.
11. Client: Department of Health, Ministry of Health & Family Welfare.
III. Service Providers: Public Health Institutions and NGOs.
IV. Contract Structure: Public funding with public and private service delivery and
public and private management.
V. Selection Criteria (Competitive Bidding/Negotiation): Selection is made by the
State AIDS Control Societies, through Negotiation/Voluntary offers.
VI. Payment- Mechani---,m-..Grant-in-mid.
VII. Penalties/Incentives: If the NGOs/service provider does not utilize the grant-in-aid
for the purpose for which it was sanctioned, the NGO has to refund the grant
along with interest. The service provider has also to give a Surety Bond.
VIII.
Monitoring and Disbursement of Funds: Monitored by the State AIDS
Control Society.
IX. Benefits/Remarks: Prevention and control of HIV/AIDS.
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6. National Leprosy Elimination Programme (NLEP)
1. Objective & Function:
i. Solicit NGOs support for NLEP at the district level through activities such
as P la n n in g , S ur v ei l l anc e & Inf o r m ati o n S ys t em , IE C , C a p ac i t y
B ui l d i ng , Rehabilitation, Referral, Advocacy, Case Detection, MDT Delivery
and Technical Support.
ii. Organize Prevention of Impairments and Deformities (POD) care services by
undertaking Re-constructive Surgery(RCS) and providing
cellular Rubber(MCR) footwear to the needy leprosy patients.

Micro-

11. Client: Department of Health, Ministry of Health & Family Welfare, Gol.
Ill. Services Providers: NGOs and seeking grant-in-aid for SET (Summary Education and
Treatment) recognized for RCS work.
IV. Contract Structure: Allotment of working unit in rural areas comprise not less than
2075, 76-150, 151-300, 301-500 and > 501 deformity patients both active and
inactive irrespective of area, depending on the capacity of the NGO. Allotment of
corresponding working unit in urban area comprise 0.60 to 1.4, 1.4-2.0, 2.0-3.0, 3.06.0 and 6.0 to 10.0 lakh marginalized and uncovered population of poor socio economic
status. The NGOs is required to appoint a qualified doctor and adequate number of
non-medical `technical personnel in accordance with the pattern of the scheme. It
has also to be ensured that as and when doctors and other workers are called upon
for periodical orientation/ refresher training, the voluntary organization will make them
available for such training. Voluntary organizations/NGOs may undertake SET work in
more than '.one centre. However the maximum number of centres for which central
assistance is admissible to one voluntary organization is restricted to two centers in a
district, 5 centers in a State and 10 centers in the country.
V. Selection Criteria (Competitive Bidding/Negotiation): Institutions opting for SET
work are selected based on the following criteria:
i. The NGONO should be registered under the Societies Registration Act, 1860, or
should be a corporate society and/ or an institution of standing. The
institution should also have the required capability in terms of infrastructure &
expertise.
ii. T he institution s hould have ex per ienc e of work ing s atisfactor ily
and independently for a period of past three years in the field. Those NGOs that
are proposing to seek grant-in-aid should have functioned at least for 3 months
in the field after the allotment of area for leprosy work by SLO and they
should have minimum 20 active patients on record in Urban areas or 20
deformity cases in rural areas.
iii. Recognition of institution for undertaking RCS work is based on
(a) availability of Operation Theatre(OT),
(b) availability of trained manpower as Surgeons and Physiotherapists.
(c) availability of equipment and instrument for RCS and
(d) facilities for indoor admission, wards and other Infrastructure/logistics.
iv. Institution desirous of undertaking SET work should have a rolling fund of Rs. 2
lakhs. If an institution is desirous of undertaking more than one rural or urban
unit, it has to have a rolling fund of Rs.2 lakhs for each additional centre that it
wishes to cover.
VI. Payment Mechanism: Processing of the application of a new NGONO is completed
s
by 31 ' March every year. If the proposal is agreed to by the Gol, the grants-in-aid is
released to the NGO directly in two installments. The 1st installment of 50% of the funds
st
nd
is released in the 1 quarter of the fincial year and the 2 installment of funds is released
in the 3rd quarter of the same financial year on furnishing of the audited statement of
accounts and Utilization Certificates. Grant-in-aid is provided through Demand Draft
which is issuea in the name of the organization on receipt of the requisite bond and the
certificate that the institution/organization is not involved in any court proceedings.
VII. Penalties/ Incentives: If the work of the service provider is found to be to be
substandard and/or if they do not comply with Che standard laid down by the Government,
the
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assets purchased through government grants viz vehicles, cycles, other equipments
are taken possession of and further grant-in-aid is stopped.
VIII.Monitoring & disbursement of funds: The NGOs are supervised by the
National level Leprosy Division/COI on sample basis from time to time, based on indepth evaluation of performance and fund utilized.
IX. Benefits/Remarks
∗ MDT services are mau._ available in difficult, remote/tribal and urban slum areas.
∗ Continued NLEP activity would help achieve the goal of full elimination of leprosy from
the country.

7. Central Government Health Scheme (CGHS)
1. Objective & Function : Supplementing the Central Government Health Scheme(CGHS)
through outsourcing services from the private sector.
If. Client : Department of Health, Ministry of Health & Family Welfare.
III. Service providers . Private hospitals, diagnostic centres and local authorized
chemists.
IV. Contract Structure : The Ministry of Health & Family Welfare has entered into a
two year contract with some private hospitals/diagnostic centres fulfilling certain
conditions as laid down in the tender documents to provide medical/treatment facilities
to the Central Government employees and pensioners and their family
members. Chemists are authorized for two years as per the terms and conditions of
the contract.
V. Selection Criteria (Competitive Bidding/Negotiation): Selection is through
Competitive Negotiation.
Advertisement
is
placed
in
the
National
Dailies/Website of CGHS for empanelment of private hospitals/diagnostic centres
under the CGHS and a Committee of Experts scrutinizes these tender documents.
Those fulfilling the conditions are empanelled by the CGHS for a period of two
years after depositin g the security amount, which is refundable to the hospital after
the contract is over.
VI. Payment Mechanism: Government employees are entitled for reimbursement of
the amount incurred on his/her treatment and the treatment of the family members. In
the case of pensioners they are eligible for credit facilities if the treatment is
taken in a private recognized hospital. The private hospital may raise the bill and
submit the same to the Addl. Director/Joint Director of the concerned CGHS in the city
for payment. In emergency and under special financial circumstances the credit
facility may also be availed by the serving employees, beside the pensioners.
VII. Penalties/Incentives : If treatment is taken in unrecognized hospital and
without permission, no reimbursement is made
VIII. Monitoring: Monitoring is done by the concerned Department/CGHS.
IX. Ben ef it s/Remarks: It. is a we lfare measure for t he Ce ntral
Gove rnm e nt employees/pensioners and their family members. Requests have
been received for extension of this facility to more cities. Due to resource constraints
the Ministry of Health is not in a position to extend this benefit beyond Delhi.

8. Sterilization (for Population Stabilization)
I. Objective & Function: Improving access to sterilization services through involvement
of private/NGO health facilities. Beneficiaries are the acceptors of family
planningservices, both tubectomy and vasectomy.
II. Client: State Government.
III.
Service Providers: Private Practitioners/NGOs having medical facilities.
IV.
Contract Structure: Public funding with private service delivery and
private management contract /Mou is signed between the state Government
and the private practioner /NGOs having medical facilities for the services to be
provided.
IV.
Selection Criteria (Competitive Bidding/Negotiation): Different States are using
different mechanisms for selection of service providers. Some State Governments
advertise the scheme inviting applications. Others decide on the basis of sou motu
proposals submitted
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by the private sector. Eligibility criteria for service providers have been recently issued
by the Department of Family Welfare, Government of India, detailing the checklist for
basic medical facilitieslinfrastructure as a necessary precondition.
VI. Payment Mechanism: The Government of India provides grant-in-aid, to the service
providers, which is a package of Rs.300/tubectomy and Rs.200/vasectomy in nonhr
EAG States and Rs.400/sterilization in EAG States and is routed t ough the State
Government. Some State Governments give a Revolving Fund for the services. A
minimum amount of Rs. 150/sterilization has to be givento the acceptor of sterilization.
VII. Penalties/incentives: The service provider is debarred/black listed in case of
any deviation from the scheme, or on adoption of fraudulent practices.
Vill. Monitoring and Disbursement of Funds: Verification of claims is done by the
District Health Administration, and funds are released in accordance with the claims
submitted by the private practioner/NGO.
X. Remarks/Benefits: The PPP model is working well in Tamil Nadu, where 1.5
lakh sterilizations out of the total 4 lakh sterilization were executed through the private
service provider.

9. Mother NGO (MNGO) Scheme
1. Objective & Function: Involvement of NGOs for supplementing and
complementing medical services provided by the Government, especially in
unserved and underserved areas.
11. Client: State Governments.
,
III. Servi-ce Provider: NGOs with fixed assets amounting to Rs.2 lakhs, with at least 35 years experience in health and family welfare.
IV. Contract Structure: Public funding, with private service delivery and
private management. The Department of Family Welfare (Government of India)
takes a bond from the * MNGOs for the funds released. The MNGOs do the selection
and monitoring of field NGOs.
VI. Selection Criteria (Competitive Bidding/Negotiation): Prior to the Revised
Guidelines, any NGO that applied for MNGO status, could be selected after
desk review/ field inspection by National NGO, based on the recommendations of
the State Governments and approval of the Selection Committee chaired by
Secretary Department of Family Welfare, Government of India. Subsequent to the
Revised Guidelines, applications for MNGO status are invited through
advertisements. Applications received are then screened and selection is made by the
State Selection Committee after field visit, desk review etc. The final approval rests
with the Department of Family Welfare, Government of India.
VI. Payment Mechanism: The MNGO submits the proposal, which could be funded
upto a minimum of Rs.1.5 lakhs per annum. The grant-in-aid is subsequently passed
on to field NGOs, retaining only the institutional costs for overseeing project
implementation and for providing technical assistance to field NGOs. Under the revised
guidelines funds are being routed to MNGOs through the State Governments.
VII. Penalties/Incentives: The MNGOs can be blacklisted and administrative
procedure initiated for recovery of funds in case of fraudulent practice or
breaches of terms of agreement.
VII. Monitoring and Disbursement of Funds: While monitoring is done by the
State Governments, the Regional Resource Centres, Kolkatta, Mumbai, Dindigui
and Delhi managed by recognized National NGOs, provide technical assistance. The
Apex Resource Cell in the Department of Family Welfare provides overarching support
for the Regional Resource Centres and MNGOs. MNG0s disburse funds to field
be provided by them.
Vill. Remaks/Benefits: There is a network of 500 field NGOs in 439 districts,
overseen by 102 mother NGOs which have been till recently founded directly by
the Department of Family W elfare (Government of India). The scheme has been
revised recently and decentralized to State levels.
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10. Social Marketing of Contraceptives (viz. Condoms/OCPs) through Social
SMOs/NGOs
1. Objective & Function: To make available Condoms/OCPs to users at highly
subsidized rates with the aim of birth spacing/prevention from AIDS/STD, through Social
; ;
Marketing Organizations (SMOs/NGOs). Beneficiaries are ei - ble couples and other
users through out the country.
If. Client: Department of Family Welfare, Government of India
Ill. Service Provider: The Social Marketing Organizations (SMOs)/NGOs network.
Any NGO registered under the Societies Registration Act and having a minimum of 3
years experience in the area of operation and having requisite infrastructure and staff is
eligible to applyIV. Contract Structure: Public funding with private service delivery and
private management. The SMOs enter into agreement/contract with the
Department of Family Welfare.
V. Selection Criteria (Competitive Bidding/Negotiation): Selection is through
Negotiation. Applications are invited through open advertisement for SMO-ship. Final
selection is made at the level of Secretary, Department of Fan Welfare,
Government Of India.
VI. Payment Mechanism: SMOs,/NGOs get supplies of Condoms/OCPs at
highly subsidized prices.
VII. Penalties/Incentives: SMOs are required to sell at least 05 m.pcs. of condoms
and/or 5 lakh cycles of OCPs per annum. SMOs are given sales incentives/packing
subsidy. Nonperforming SMOs are excluded from the list.
Vill. Monitoring and Disbursement of Funds: Monitoring is done by the
Department of Family Welfare (Gol) and disbursement of funds is based on the
Utilization Certificates submitted by the SMOs.
IX. Remarks: New guidelines for SMOs/NGOs are under consideration of the
Department of Family Welfare.

12. Contractual appointment of Addl. ANM, Public Health Nurse (PHN),
Lab. Technician
I.Objective and Function: Improving the condition of sub-optimal manpower at
district and subdistrict levels through trained staff appointed on contractual basis.
i
Beneficiaries are pregnant women, children a4-.d others avad ling RCH Services.
II. Client: State Government (SCOVA).
III. Service provider: ANMs, Public Health Nurses and Lab. Technicians.
IV. Contract Structure: Appointments are made for one year, which is renewable
from year to year.
V. Selection Criteria (Competitive Bidding/Negotiation): Selection is through
Negotiation. Applications are invited based on the eligibility criterion as per recruitment
rules of the State Governments.
VI. Payment mechanism: The Government of India provides grant-in-aid to the State
Government. Funds are placed with the State Health and Family Welfare Society for the
Voluntary Sector (SCOVA) of the State Government. Payment to workers is made in
the form of salary equal to the basic pay plus DA, plus HRA.
VII. Monitoring and disbursement of funds: State SCOVAs have the responsibility of
monitoring
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13. Hiring of Safe Motherhood Consultant
I. Objective and Function: Improving the condition of sub-optimal manpower at
district and subdistrict level for safe abortion services and maternal health care
services available in the Primary Health Centres (PHCs) and Community Health Centres
(CHCs).
II. Client: State Government (SCOVA). Beneficiaries are pregnant women '-antenatal care and post natal care and women with unwanted pregnancies desiring
termination of pregnancy.
III. Service Provider: Private doctors (Obstetric and Gynecologists)
IV. Contract Structure: Public funding (buying of services), with private service
delivery and private management.
V. Selection Criteria (Competitive Bidding/Negotiation): Selection is through Negotiation
i
i
i
Elig bil ty cr teria for doctors include postgraduate degree in obstetric and gynecology and
training in MTP techniques.
VI. Payment Mechanism: Payments are equal to Rs.800/- per day visit.
Vll. Monitoring : Monitoring is the responsibility of SCOVA (State Government)
IX. Penaltics/Incentics: Derecognition in case of unsatisfactory performance.

14. Vande Mataram Scheme
I. Objective and Function: Improved access to ante and post natal care to pregnant and
lactating women free of cost.
II. Client: State Government (SCOVA)
Ill. Service Provider: Members and volunteers of Federation of Gynecological Society
of India (FOGS!).
IV. Contract structure: Voluntary service to provide free counseling on 9th of every
month. Private funding with private service delivery and private management
V. Selection criteria: (Competitive bidding/Negotiations): Selection is through
Negotiation Voluntary offer to provide service by the FOGSI Members and other private
practitioners.
VI. Payment Mechanism: N.A./Nil.
VII. Remarks/Benefits: The scheme is operated as per norms of the "Vande Mataram
Scheme".
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Vardaan Fou.ndation a public trust. formed in 1997 with the motto to serve the people with both
action cum research and other developmental activities from wide range of diversified field of
operation. A sub unit named: Centre for Action Research and Developmental Studies (CARDS)
was also established. The former is devoted to provide the services'ving much impetus to

behavioural science such as social work, psychology, education, communication etc. and other related
science. While latter being the sub unit of it, is devoted for doing operation and action research.
development of action plan and project strategy, monitoring and evaluation. The purpose of the
Centre, is to assist development programme of the region in conducting studies, implementation,
management, evaluation, developing strategies and policies. In doing so, the CARDS collaborate
with government and non-government research and training institutions or organizations at local,
national and international level. For more detail visit us www.varfound.orq or mail us
vardaancards(d)varfound.org
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