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India – A profile
India is one of the oldest civilisations in the world. The history of India has religious mythology, intrigue, war, un compared richness, arts, learning, (both scientific and spiritual)  mixed with communal strife, decade long droughts and superstitions. The country has achieved multifaceted socio-economic progress during the 60 years of its Independence. It has undergone a green revolution, a milk revolution, debated and built mammoth dams, mastered nuclear power and satellite technology, maintained an unblemished record of democratically elected Governments, undertaken wide ranging reforms in most sectors and remained largely on course to overall development. India is now the tenth industrialized country in the world, a nuclear power and a space faring nation.

India is a Sovereign Socialist Democratic Republic with a parliamentary system of government comprising 28 States and 7 Union Territories. The local self governments have substantial Constitutional empowerment. 
  
In India, as in most developing nations economic progress has not been uniform across all regions and communities. The gap between (health) Haves and (health) Have nots has also widened in modern India. In fact with rapid urbanization, not only has the divide enlarged but its beastality has also magnified manifold.
Health Sector in India

Health care services in India are available from multiple, often competing sources. These include a very large Public Sector which has phenomenal reach (although the quality and range of services is often suspect) as well as a large number of Private Practitioners who are mostly concentrated around urban areas and operate in a largely unregulated market.  In addition to these, health services are also available for specialized categories of people including the Employees State Insurance, Central Government Health Scheme, Public Sector Units Hospitals, Railway Hospitals, Municipal Hospitals, Armed Forces Medical Services etc. India also has a large number of Corporate Hospitals which are mainly catering to high end tertiary care and are often the most expensive options in a health eventuality (they are often compared to health delivery hotels). In all these facilities modern medicine as well as Complementary and Alternate Health Therapies including the Indian System of medicine are available.

On the far end of spectrum in India are the informal providers some of whom are partially trained paramedics and some others who are sans any formal training in health care at all. 
Being a state subject (and therefore subject to State (as against federal) funding and management), Health manpower and infrastructure is in the domain of respective State Governments.  The National Government does however influence health policy through preferential budgetary allocations for specific activities, Central Schemes, Centrally Sponsored Schemes and the National Disease Control Programmes. 

India is one of the early acceptors of Primary health Care model of health delivery and a very large part of health system in India caters to the requirements at the Primary levels. The National Disease Control Programmes
 address only about 25% of all morbidities. The implementation of theses Programmes uses management and implementation apparatus of state Governments. The success of these programmes, therefore,  really depends upon performance of state institutions.  The States on the other hand have been facing critical problem of designing and maintaining sustainable health systems where fund allocation for health care can be increased and capacity for utilisation of allocated resources can be augmented. 
In terms of physical infrastructure, the Primary Health Sector in India has a mammoth network of Sub-centres, Primary Health Centres and Community Health Centres
,
.  There is however, acknowledged shortage of 19269 Sub-centres, 4337 PHCs and 3206 CHCs as per 2001 population norm.  Considering the population growth since then, shortage in 2007 would be larger. Further, if the real determinants of utilisation of public facilities like transport, communication,   assured availability of skilled manpower, equipments and medicines etc are also taken into account, then the real shortage becomes much larger. 
Several of the health facilities are in poor upkeep. 60,762 existing SHCs, 2948 PHCs and 205 CHCs need Government buildings. Many others do not get adequate resources for asset management, maintenance, etc thus deteriorating into run down, dingy properties. Since community / user groups are not involved in construction/maintenance of health facilities, there is no ownership at local level. Funds are centrally managed in most states and therefore even low cost inputs like toilets, electricity, drinking water and critical inputs like equipments, medicines etc are not adequately or regularly available in many institutions.     

The Human resource Challenge

The public health manpower includes 22,273 doctors at PHCs, 3979 Specialists at CHCs,  28,930 nurse mid-wives,  1,33,194  ANMs,  61,907  male  MPWs,  17,708    pharmacists  and 58,752 paramedical staff in addition to non technical  staff.  For every 100,000   population  there  are  70   doctors in the country. There are hundreds of thousands of primary and para medical workers associated with the health system in states but inspite of the large numbers, there exists an acute shortages of skilled manpower in all cadres. It is estimated that there would be a shortfall of 84,000 staff nurses, 2,00,000 ANMs and 5000 to 7000 Specialists in each of the areas of the specialization like anesthesia, obstetrics and gynecology, pediatrics etc.  In fact the absence of a “manpower catalog” in public health system is a critical road block to health sector reform in India. 
 A large training infrastructure is available at national and state levels in both public and private sectors
. (The large size, however, has to be viewed in context of the even larger requirement.  In fact, a manifold expansion of the training infrastructure would be a prerequisite for health sector reforms in India.) The AYUSH system is also quite vibrant in most part of the country and there is a large trained manpower of this system.
  
Vast Interstate Variations

On basis of the critical components of the health system, states in India can theoretically be categorized into four groups

· States with weak health systems and poor health indicators
· Including Uttar Pradesh, Bihar, Rajasthan, Madhya Pradesh, Orissa, Jharkhand, Chhatisgarh  etc
· State with relatively better indicators and systems
· Including Kerala, Karnataka, Tamil Nadu, Maharashtra, Gujarat, West Bengal etc

· North Eastern States

· Small states and union Territories
· Goa, Chandigarh, Pondicherry etc

These are broad theoretical groupings and even within a category, ground level situation in the health system shows all possible hues. Even within one state, inter district variations and even within a district, inter city/inter block variations are too wide to be ignored while planning any reforms. These differences are plainly visible in the comparative indicators :
	State
	IMR

SRS 2005 
	MMR 

SRS 01-03
	TFR 

SRS 2005

	Kerala
	14
	110
	1.7

	Madhya Pradesh 
	76
	379
	3.6

	Orissa
	75
	358
	2.6

	Tamil Nadu
	37
	134
	1.7

	Uttar Pradesh 
	73
	517
	4.2

	All India
	58
	301 
	2.9


SRS: Sample registriation Survey

All constituents of the health system viz physical health service delivery infrastructure, critical manpower, training facilities (Medical / Nursing  colleges, ANM Training Centres etc) demonstrate similar regional (interstate/inter district) variations. The reform process in India has to therefore start from a Common denominator and build upwards- block by block , district by district and state by state. In the process, at any given time, states are at different levels of understanding and participation and hence physical progress of the reform agenda gives a disjointed and fragmented picture. This has nothing to do with the strategies. This is because each runner is starting from different start point. 

The conceptual framework of Public Sector Reform in India
Health sector reform involves fundamental change in policy and institutional arrangements. All part of the sector from manpower to infrastructure to logistics to monitoring to participation of stakeholders are participants in a Public Sector reform. Health sector reform has come centre stage in India since 1980s mainly because of consistent failure of the system to provide any semblance of health care to a vast majority. At the same  time,  the focus of international development agencies  has also logged on to Structural Adjustment Programmes in social sectors. In India, the health sector reform has broadly covered the following areas :
· Reorganisation and restructuring of existing government health care system

· Involving Community in health service delivery and provision

· Health Management Information System

· Quality of care


The Public Health system in India has certain unique strengths. These qualify as “Unique” because almost no other country (except perhaps China) comes anywhere close to the complexity and scale of work. They qualify as “Strengths” because they provide the surface tension which keeps the system together and the inertia which often sustains progression in a certain direction even after the prime engine has failed. 

Some of these unique strengths include :

· Extensive framework which reaches even in many difficult, unreachable  areas where “for profit” would not even consider venturing and even the NGO presence is minimal.

· Established procedures in State Health Directorates to recruit personal, manage them as a cadre, buy equipment and maintain the contracts, procurement and logistics etc. 

· The overall morale amongst Health Planners is high in view of Recent Achievements like elimination of Leprosy at National level, elimination of Neonatal Tetanus from nine States, maintenance of TB cure rate at better than global target of 85%, efficient response to Avian flu etc.
  
· The Health System is adapting to newer demands like Medical Tourism very effectively and the sector is one of the Booming sectors in India
The Health system in India also has substantial space for the Private sector (from 8% in 1947, private sector now accounts for 93% of all hospitals, 64% of all beds,80 to 85% of all doctors, 80% of outpatients, and 57% of in patients.(World Bank 2001)).  

All is however not well with the Indian health System. 

Public spending on preventive health services has a low priority over curative health in the country.  Indian public spending (i.e. expenditures incurred by health departments of Central and State Governments) on health is amongst the lowest in the world
, whereas its proportion of private spending on health is one of the highest. Over a trillion rupees (Rs. 100,000 crore) (USD 23 billion) are being spent annually as household expenditure on health, which is more than three times the public expenditure on health. The Government spending by India on health is significantly lower than several other developing countries.
The National Sample Survey Organisation report for March 2006 (using data of January-June 2004) has presented the following critical triggers for health sector reform in India:

· 18 % of all episodes in rural areas and 10% in urban areas received no health care at all.
· 12% in rural areas and 1% in urban area had no access to a health facility.
· 28% of rural areas and 20% of urban areas had no funds for health care.
· Over 40% of hospitalized persons have to borrow money or sell assets.
· Over 35% of hospitalized persons fall below poverty line (BPL) because of hospital expenses.
· Over 2.2% of the population may be falling BPL because of hospital expenses.

Majority of citizens who did not access the health system were from the last quintiles.  India has 87% Out of Pocket Expenditure on health care which is one of the highest in the world. This has given strength to the plea for rapid and comprehensive Health Sector Reforms in India.
The Contours of Public Sector Reform in India

Piece meal efforts at health sector reform started soon after independence in 1947. Since middle of the Tenth Five year Plan (2004 -05 onwards) however, the process has taken on unprecedented urgency. It is now one of the flag ship agendas of the Government of India. The Government mandates an increase in Public Expenditure on health sector, from current level of 0.9% of GDP to 2-3% of GDP over the next five years.
  The National Rural Health Mission (NRHM), launched in April 2005 is the main vehicle for giving effect to this mandate.  
NRHM is an overarching umbrella initiative subsuming the existing programmes of Health and Family Welfare and seeks to be the omnibus vehicle for the Health sector reform in India. 
 It seeks, in one sweeping policy statement, to remove distortions and contradictions which are tying down the system and are preventing equitable access to quality health care to the populations.
NRHM has the following vision:-

· Implemented throughout the country with  special focus on 18 states with weak public health indicators and / or weak infrastructure. 

· Improve availability of and access to quality health care especially in rural areas for poor and vulnerable sections of the population. Improvements in associated infrastructure. manpower, logistics and planning tools are part of the reform process.
· Build synergy between health and determinants of good health like nutrition, sanitation, hygiene and safe drinking water. 

· Mainstream Indian Systems of Medicine in Public Health system. 

· Increase absorptive capacity of health system to handle the enhanced allocations.

· Decentralise planning process to the community. 

The primary aim of NRHM is to provide accessible, affordable, accountable, effective and reliable primary health care facilities, especially, to poor and vulnerable sections of the population. The NRHM also revisits the CHW strategy in India for the first time after 2002 when the support to the Village Health Guide (VHG) scheme was transferred to states, effectively bringing it to an abrupt end. The CHWs reappear in Public Health in India in the form of the Accredited Social Health Activists (ASHA). The model is based on learning from the VHG scheme, Jan Swasthya Rakshak Scheme in Madhya Pradesh, Mitanins in Chhattisgarh and the several successful albeit smaller NGO driven CHW initiatives 
The expected outcomes of the Mission include reduction of IMR to under  30/1000 live births , MMR to under 100/100,000 live births & TFR to below 2.1 by 2012. Further the Mission envisages expanded service delivery at all health facilities and quantifiable deliverables for all National Disease Control Programmes.



The Framework for Implementation of NRHM was finalised after detailed discussions with various stakeholders including State Governments, Public Health experts, Civil Society representatives, other departments of the Government, multilateral donor agencies etc. It received formal approval in July 2006. The Framework, articulates the goals, major strategies and time lines for various activities under NRHM. It elucidates the overarching umbrella status of NRHM and provides a road map as well as inclusive norms for additional activities to be undertaken as part of the NRHM. 

The Health Sector Reform envisaged under NRHM brings about certain critical Paradigm Shifts. These are :

1. Decentralised planning:

This paradigm is best reflected in the funding pattern of the Government of India. Till FY 05-06, Government of India was funding (on normative basis) activities perceived by it as critical to the Public system.  During FY 06-07, funding to states was on basis of the Annual Programme Implementation Plans (PIPs) prepared by the states. During FY 2007-08, funding is on basis of PIPs  which are desegregated on  basis of Integrated District Health Action Plans (IDHAPs) prepared by each District. From FY 08-09 onwards, the IDHAP are expected to be more detailed and based on block desegregation and by FY 09-10 it is envisaged that each Village in India would prepare its plan for health which would be eventually collated into the State / National PIP.

Clearly there is need for building substantial capacity for such a mammoth exercise (considering that India has over 600,000 villages, 6345 blocks, 609 districts and 35 States). It is also necessary to set up Quality control and appraisal mechanisms.  The uneven development across various parts of the country creates the need for decentralised Planning. This very parameter also creates the biggest bottleneck for the activity.

2.
Outputs and Outcome based Planning.
The reform process seeks to enlarge focus of the health system from (only) how many buildings were built or (only) how many training were conducted to how it impacted behavior change (both of the provider and the community), service delivery (in terms of range, depth and quality) and finally the health status of the target population.

3. Pro-Poor Focus: Equitable systems 
The reform process seeks to build equity into all components including planning, service delivery, monitoring
 as well as financing. This is intended to ensure Equity across states/districts, across caste and ethnicity, across genders and across economic disparities.

4.
Quality of Care and the Indian Public Health Standards

The reform process seeks to enable the Health System to operate on basis of Rights Based Service delivery wherein Pre Stated entitlements of the community for various levels of health facilities would be planned and budgeted for, monitored and made subject to strict accountability frameworks. The Health system would compute the inputs (man, machine as well as and money) as a function of these entitlements and the estimated patient load at various levels. 
As part of the initiative, a huge civil construction initiative is underway in health sector in India.  Since civil construction is one of the easier and faster activities to accomplish at the ground level (other activities like human resources development, logistics, equipments, trainings, management structures et al being much slower and with longer gestation period), it is prescribed that a maximum of 30 % of the annual NRHM funding can be allocated for civil construction. 

Simultaneously, the range, depth, and accuracy of monitoring of quality of care is being improved. The sourcing of monitoring parameters is envisaged to include regular health MIS, periodic independent surveys and community monitoring. All these would be triangulated to gauge progress, measure performance and also plan mid course corrections.
5. Flexible Funding at all levels

To ensure that health facilities are not embroiled in long drawn loops of financial approval for critical activities, a combination of dedicated budget lines (for Government spending) along with Untied Grants (to be used as per local wisdom) are used. At all levels, including Village Health & Sanitation Committees (VHSCs), Sub Centres, Hospital Management Societies etc, annual untied funds of varying amounts are provided for upkeep and maintenance of the facility as well as for local health action.
  The approval chain for expenditure out of these funds is very short and time lag between articulation of need and release of funds is expected to be minimal.

This is perhaps the most crucial Paradigm Shift under NRHM.  The Government Health functionaries are not used to operating untied funds and even state level planners need guidance on how to distribute the total available funds amongst various institutions. Clarity about what to spend the funds on, how to document the expenditure and how to handle FAQs on the subject is being built up through trainings and workshops. The progress is gradual and perhaps understandably so.

6.
Community Participation 

As part of the reform process, the largest and most important stakeholder in the health delivery system, the “citizen” is being brought back into planning and management of health.  At the hamlet level CHW (called ASHA), Village Health & Sanitation Committees, Self Help Groups and Panchayats are to assist in preparation of the decentralised plans.  At the health facility level, local health action and minor maintenance of the facility using the untied devolutions is a mandated activity of Hospital Management Committees (comprising the medical establishment as well as community representatives, NGOs etc).  Additional funds are also given to the Hospital Management Committee for upkeep of the facility and filling critical service gaps through contracting in of services
. 
7. Governance reform
The Health sector reforms would be incomplete and essentially non sustainable unless manpower management, logistics & procurement processes. decision making processes, institutional design and accountability frameworks are also reformed.  These reforms can not be assumed to be automatic byproducts of other strategies. Dedicated planning and substantial capacity building amongst stakeholders who may often be outside the purview of health sector is needed to facilitate these reforms. NRHM seeks to carry out these corrections through State and District Health Missions which have participation of the Highest policy makers in the State and Districts. 

8. Convergence with collateral determinants
Water and sanitation, Nutrition, Rural development and Education are critical collateral determinants of health. The Institutional Framework of NRHM involves representatives of all these departments at Central and State levels. Operational convergence is carried out through guidelines and directives to field functionaries under common signatures of the heads of respective departments, common training sessions etc. 
Intersectoral convergence under NRHM is understood to be involving stakeholders outside health department also. It is understood that this process  would not always be budget neutral. Thus, substantial efforts are needed to bring the stakeholders together on a common platform for planning, implementation and monitoring. 
Conceptual Framework of Rural Health Workers under NRHM

The disease profile and causes of morbidity / mortality in India indicates that it does not require very high clinical expertise, or expensive and high-tech diagnostic aids to target most of the common morbidities. Most of the epidemiological load comes well within the broad ambit of primary healthcare services. And a major part of even these (preventive, promotive as well as curative) services can be delivered through a reasonably trained Rural health Worker
.
India has had a long history of deploying health link workers embedded in the community. The government of the times (kingships, colonial governments and independent democratic governments included) did not however design a scaled up model all over the political entity. The original policy documents including the Bhore Committee report also did not elucidate a role for a nation wide CHW.  As a result of this, CHW remained out of mainstream Government policy for most of the early independence period in the country. There is also no council or regulatory body at the national level to manage the peri / para medical cadres. However, there have been successful models working in limited geographical area, as part of a small NGO, mentored often by a charismatic central figure head.
 The learning from many of these was the inspiration behind the nation wide CHW scheme started in 1977 called the Village Health Guide Scheme.  The VHG was a BCC agent, a service provider with a basic drug kit, a health consultant in need and often the first port of call in any health situation. 

The VHGs encountered a number of difficulties stemming from design errors and inadequate support from communities as well as the health system. For one, the VHGs were acutely focused on curative services and worked almost like medical practitioners. The preventive and promotive roles clearly took a back seat. The community as well as regulatory bodies and the Professional Associations were not amused. The provisioning of medical care (curative) through the VHGs, however continued, until the fuzzy role definition took its toll and in April 2002 the scheme was abruptly transferred to the states for support through their own budget.  As on date no states is running the VHG scheme and the Village Health Guides have filed numerous court cases for continuation or rehabilitation in other capacities. The matter has been discussed and debated at the highest levels on numerous occasions but there has been no change in the ground situation. Meanwhile a more evolved model of CHW has been designed as part of NRHM..

Under NRHM, a new band of community based functionaries, christened as Accredited Social Health Activists (ASHAs) has been created. ASHA has the following overall profile 

ASHA is envisaged to be a primary resident (wife/widow) of the village with formal education (preferably) upto Class VIII and (preferably) in the age group 25-45. She is selected by the Gram Sabha and is accountable to the Panchayat. ASHAs is envisaged to reinforce community action for universal immunization, safe delivery, newborn care, prevention of water-borne and other communicable diseases, nutrition and sanitation. She is also expected to help the villagers promote preventive health by converging activities of nutrition, education, drinking water, sanitation etc.  ASHAs is anchored in the Anganwadi system and is mentored by the Anganwadi worker.
  ASHAs is also envisaged to provide immediate and easy access for the rural population to essential health supplies like ORS, contraceptives, a set of basic drugs and health communication kit /IEC materials. 

ASHA is envisaged to have a flexible work schedule and her work load is limited to putting in only about two-three hours per day, on about four days per week. At least once a month she would assist the AWW organize the Monthly health & Nutrition Day for health IEC, basic health checkup and advice including medicine and contraceptive dispensation. In normal course, ASHA would be available at her home so as to work as depot holder for distribution of supplies to needy people or for any assistance required in terms of escorting a woman to delivery care centre/FRU or RCH camp. She will counsel and provide services to families and operate as a demand generator.

Till July 2007 430,000 ASHAs have been selected in states out of which over 283,000 have also been trained. The mentoring structure for ASHA utilizes Rs. 10,000 per ASHA allocated under the NRHM for this purpose. ASHA is also envisaged to be imparted training for Home based Neonatal care which was originally developed by Dr Bang at SEARCH, Gadchiroli, Maharashtra..
SELECTION OF ASHA

The general norm is ‘One ASHA per 1000 population’. In tribal, hilly, desert areas the norm is relaxed to one ASHA per habitation, dependant on workload etc. The District Health Society under NRHM is overseeing the process of selection of ASHAs. The Society designates District and Block Nodal Officer, who also acts as a link with NGOs and other departments. 
The Block Nodal Officer identifies Facilitators (women from local NGO, Community based groups, or Civil Society Institutions) in each Block so that one facilitator covers about 10 villages. The facilitators interact with the community by conducting Focused Group Discussions (FGDs) of local self help groups. This leads to awareness of roles and responsibilities of ASHA and acceptance of ASHA as a concept in the community.  This interaction is expected to result in short listing of at least three names from each village.  
Subsequently, one out of the three short listed names is selected as ASHA in a meeting of the Gram Sabha. The Village Health and Sanitation Committee enters into an agreement with the ASHA and the name is forwarded by the Gram Panchayat to District Nodal Officer for record.

Learnings and Future prospects

There is immense learning in study of reform process of recent past in the health sector in India. The ASHA initiative is now over two years into implementation and preliminary results of the efforts are becoming available. The scheme is already being reexamined for carrying out mid course corrections. This initiative in India would be integral part of Public health history and lessons from the same need to be documented and disseminated.

The earlier efforts in India with the CHW (the VHG scheme) did not really fail because the concept of CHW is wrong per se. The VHG scheme did not succeed because of design assumptions which were not true. It is therefore not necessary to invent something entirely new in the present strategy of CHW. The realignment of CHW to the new India and plugging what were gaping strategy holes in the VHG scheme would best serve the cause of CHWs in India. The ASHA programme has been designed to cater to sector wide public health goals and learning from earlier experiments have been factored in. 
The success of a CHW model which is as large and wide spread as the ASHA scheme depends on a large number of factors many of which are sometimes not even foreseeable at the design stage. 
Proposal for regional or global actions.

The Health sector reform in India has created an enormous mass of evidence for various strategies and interventions. In this paper the focus is on Rural Health Manpower. To change the present dismal state of availability of skilled manpower in rural areas, a multi pronged strategy would need to be evolved.  The willing adherence of health functionaries to their station of posting would be difficult to sustain till the developmental gap between rural and urban areas is bridged/reduced.  In such a situation, close monitoring and accountability frameworks become central to addressing manpower shortage in rural areas.

 Health system reforms to address shortages of skilled manpower would need to address, both the formal employees of health system as well as the last mile Community Link worker. While a gradual but definite rationalization of Medical and Paramedical Education can no longer be postponed, a definite strengthening of Community based link workers would be simultaneously needed. Also, a gradual but definite engagement with the informal providers including perhaps the plainly illegal ones may need to be examined. 
In this paper, three major sets of learning which have emerged over the past two and half years of NRHM in India are being flagged.  Many other lessons are also being learnt and not all lessons are even complete. While many are still in the stage of discussions, several others have already been field tested and adopted / adapted. There clearly is no possibility of a revolution in the health sector. Only evolutions are possible.  This paper focuses on policy evolutions relate to the critical activities of :

1. Rationalizing Medical/paramedical Education

2. Improving Manpower retention in Health System

3. Sustaining the CHW.
The following paragraphs enumerate key policy changes desired for each of these aspects.

Rationalizing Medical/paramedical Education

The medical / para medical education has to be designed to produce graduates who would be sensitive to the Public needs and would seek the Public Health System as a preferred career option. An Expert Group on Medical Education, set up under NRHM has made far reaching recommendations on this matter. These include :

· Curriculums in health sector be prioritised and modules on Social Sciences and Allied Disciplines included. 
· Design a Rural Orientation Package in the graduate Curriculum. 
· Make the examination system pragmatic with focus on common conditions and ‘hands-on’ skills.

· Introducing a shorter course
 qualifying the students to be called Community Health Practitioners who would be linked to graduate medical practitioners for purpose of referral. The existing rural health workers may be encouraged to undertake this course after certain years of service in rural area. Preference may be given in these courses to candidates from rural areas 
· Formats for Nursing training be rationalized and additional modules in the form of a Certificate course for graduate nurses and one-year course for diploma nurses designed.   

· Overall rationalisation of recruitment rules, cadres profiles and service conditions of medical and paramedical staff which is placed in rural areas be carried out. 

Improving Manpower retention in Health System

The task group under NRHM has also made far reaching recommendations for improving the ability of the health system to attract and retain skilled manpower on its rolls. These include : 
· Increasing remunerations through Hardship Allowance / Rural Allowance / Performance linked incentives. Clearly the health provider in rural areas would respond most positively to this rationalisation. 

· The cadre of Health providers should be given appropriate nomenclature with parity (or even preference) against other services in Government. 
· The cadre of Health providers should be enlarged also by enhancing retirement ages of doctors and paramedics. In fact the very need to retire (upon reaching a certain age), critical manpower which is willing and physically fit to serve should be reexamined
. 

· Certain percentage of post-graduate seats in medical colleges may be reserved for government doctors who have served in rural areas for certain number of years. 

· Special care may be taken to make available appropriate accommodation, water and power supply and better overall living conditions to the health manpower. While this would necessarily be subject to local circumstances, it would address the single biggest reason why medical graduates are wary of living and working in rural areas. 

In addition to the above reforms, recruiting a relatively large cadre of last mile health worker in the rural areas would also be necessary. The financial implications of this initiative are within reach of most developing countries. The coverage of the public system can be expanded at relatively lower costs and over relatively shorter time frames using this strategy. The size of economy in most developing countries is growing and capacity to train larger numbers can be created in short to medium term. Developing countries therefore need to build the most appropriate model which would suit local communities. It may be most fruitful to have regular cadres of skilled and trained CHWs who would support various health and other social sector programmes. These would need to be local cadres rather than state wide cohorts. 

Sustaining the CHW

Learning from the ASHA experience in India
The NRHM has arrived at a relatively robust design of CHW for Indian requirements and this learning has emerged after millions of tax rupees were ploughed into the architectural correction in the Public Health system as part of NRHM.  Perhaps, in this business, learning would necessary have to come from doing.
 These are useful (many are critical non negotiable) paradigms which would need to be factored into design of any CHW model. These include  :

1. It is possible to envision a Nation wide model of CHW but the same has to be acutely sensitive to local (state/district/block/village specific) ground realities. The contours of available flexibilities need to be clear to all stakeholders including the health system which has to be geared to respond affirmatively to referral connectivity with the CHW. 
2. Focus of CHW has to be local (and not over influenced by national Concerns or the MDGs) and scope of activities limited to the key activities only (No Miscellaneous reporting work). Location of the CHW would also determine the modeling. 

3. The size of the cohort should be optimal. Too few CHWs (may not make a dent at the ground level) or too many of them (with insufficient/non sustainable case load per head) need to be avoided.

4. The Planners should seed the community with CHWs  and expand slowly, learning from the early phases.  Rapid up-scaling sows seeds of failure
. It is also not necessary to wipe out the locally developed NGO based models in favour of a single crop of Government sponsored CHWs.
5. The capacity of health delivery apparatus in the state also needs to be expanded to support the demands generated by a well performing CHW. A country wide roll out of Rights Based Approach (RBA) in absence of a functional public health delivery system with CHW being the most visible face can encumber the CHW with unsolvable dilemma and jeopardize his/her credibility.

6. Contours of selection are the single most critical set of determinant for successful implementation of the CHW Programme. The CHW can not be without any formal education but should not be over qualified either. In many areas, in India,  availability of a appropriately qualified candidate for selection as ASHA has been a problem. In such cases field officials were advised to work backwards and reduce the qualification on a case to case basis until they find a suitable candidate. In many other areas over qualified persons have been found to have been selected. This is clearly an aberration and it is unlikely that such over qualified candidates shall continue in the system at that level. Clearly a balance needs to be maintained in the process.

7. There can be no model of CHWs which would be tolerant to training and management inconsistencies. It may be noted that gap between time of selection of CHW and start of her training can be a make or break factor. A selected ASHA, unable to get trained and add value to the system is unlikely to regain lost credibility at a later stage. The training episodes also double up as mentoring episodes. Too long a gap between the episodes of Training / Mentoring is another make or break factor in the strategy. The format of training must be responsive to her learning and education needs. Some sort of examination and eventual Certification would add immensely to the process. Perhaps a Council or a formal regulatory framework may be needed to manage the large army of CHWs. The training material needs to be locally relevant, innovative, well designed with illustrations and arranged as per incremental complexity or thematically.  Adequate stationery should also be part of the training kit. All refresher trainings should also recall the past.

8. Contrary to the assumption made, so very erroneously, by many a policy makers, the monitoring of CHW would not be easy. A lot of capacity needs to be built at all levels and appropriate attitude adjustments need to be carried out amongst all stakeholders for monitoring the CHW.
 
9. While it is possible to have health without drugs, it is difficult to sustain a CHW without any drugs at all. This raises serious procurement, logistics and warehousing / kitting issues
. The work profile of CHW should cover Preventive, Promotive as well as Curative activities. While preventive / promotive work would eventually reduce need for curative care, provisioning for curative care would provide much needed credibility to the preventive / promotive activities. While 24/7 contact with the community assists in providing preventive promotive care, 24/365 availability of medicines is imperative for curative support. The provisioning of drug kit and arrangements for replenishment should really precede selection of the CHW. Further the drug kits of the CHW should be sensitive to local traditions and draw from the local system of medicine also (AYUSH in India).
10. The dilemma of paid cadre of volunteers (a contradiction in terms) continues. Many lament that creating CHW as a state wide cadre would bring intrigues of state capital to the door steps of the local communities. A very large cadre would also be difficult to manage. It is also argued that any large scale or long term volunteerism would not be sustainable. It is however, also argued that there would be sufficiently large number of persons in the community to work on voluntary basis for the ego and principles so long as the non monetary remunerations are kept attractive (remunerations which touch human values like Recognition, Public applause, Government patronage etc). 
It should however be noted that Poor financial compensation in the name of volunteerism is more dangerous due to the intellectual dishonesty associated with it. A small, local cadre of moderately paid employees with a career option appears to be a viable option. How much to pay a CHW and how to lay road for the funds to travel to her is a critical management challange
. It would do well to keep the payments small and the payment route short. The funds should not be disproportionately large so as to alienate the others (especially the regular Government employees whose cash monthly remuneration is small).
 The payment route should be kept as short as possible. The actual cash should be available to the CHW within a few kilometers of the village. 

If remuneration is the prime motive of selection of a CHW then attrition rate is high. The ASHAs for example  have been slowly figuring out that there is rather small money to make and even that is erratic and difficult to extract from the government machinery. Perhaps a community owned remuneration package may be the viable option. Perhaps a mix of all may need to be tried. Perhaps different CHWs would respond differently to the remuneration issue. One thing is clear though. If any remuneration is intended, then logistics of the same have to be equitable and the implementation transparent and in full public view.
11. The ears to the ground. There may be several more learning in the Rural Health Worker paradigm. Many of the community level initiatives create learning situations by the sheer peculiarity of the local conditions. Often the sheer audacity and courage of individual players while responding to the same is also a source of learning. Any system of Health workers would therefore have to have its ears to the ground and should be empowered with enough flexibility to adapt to local conditions.
Conclusion

Investing in health care has become a leading strategy of poverty reduction and this has triggered the call for accelerated implementation of the reform agenda in the health sector.

It is clear that without comprehensive, sector wide reforms, no major change in the efficiency of the health systems in India can be brought about. NRHM is therefore a historical opportunity to energize the public health delivery system and make it fully functional and accountable to the community in India. The planning process and the implementation of NRHM is contributing to creation of a vast evidence of replicable paradigms which may be relevant to the entire world. 

There is a natural (and understandable) inclination amongst policy makers in developing countries, including India, to plan a health system which draws learning from western health systems. The flip side is that the short comings (including over reliance on doctors, high costs etc) come bundled with this approach. Clearly the resource base of most developing countries would postpone a robust doctor – population ratio to some date in distant future.  No health sector reform is however complete without substantially augmenting the availability of critical manpower at all levels.
In these circumstances, reliance on the CHW would only increase.  
It is therefore necessary for policy makers to be aware of features and concept of the CHW and possible policy / implementation pitfalls in the strategy. One needs to be careful that the quest for deeper, more comprehensive health sector reform should not get obscured by dust generated by mechanics of the CHW initiative.  It is now explicitly understood that Policy makers have to seed communities with CHWs and then allow the model to evolve. Large scale wipe out of local models in favour of an imported model developed elsewhere (and perhaps successful there) would be as strict no no. 

In health sector, a variety of human power conducts a complex opera of interdependent moves to deliver services to ameliorate human suffering. The Interdependencies between various players are acute and have critical impact on success of the components. The health system has to perform in a certain manner for the human players to be successful and the human players have to reciprocate to add value to the health system.  Out of all the human power engaged in the health sector, the CHW are closest to the community. They are in fact closer to the community than to the policy maker. Their first allegiance is to the community. They therefore are the first to field the wrath of the community which feels deceived in case of a health related mishap.  Also, the agenda of the main sponsor weighs heavily over the work profile of the CHW. If the CHW is a government imposed scheme then it would carry the yolk of the vision of a distantly located planner. The need of the CHW to appear loyal towards the community, organization or the government may cast too heavy (and even contradictory)  burden on the person compromising his/her  performance. 
Further more, the CHW is also expected to escort patients to health facility. She would be the person who has seen the illness descend on the victim and perhaps given the first medication also.  Clearly her opinion has to count. The acknowledgement received by the worker from the health system is the key factor which grants legitimacy to the strategy, maintains community interest and keeps the morale of the CHW high.  This is however easier said than done. It involves reorienting the doctors, paramedics who are part of the regular medical bureaucracy as well as the players outside the health system. The entire lot has to acknowledge the CHW so as to build a critical mass of sustenance for the CHW.

The Rural health workers have to be viewed as a continuum of the health delivery system. The efficiancy of the Rural Health Worker would be as good or bad as the infrastructure, manpower and overall capacity in the health system. It goes without saying that any architectural correction in health system would be incomplete without being able to create a framework for supporting a strong, evidence based model of Rural workforce. The CHWs are clearly the most important and most vulnerable members of the rural health workforce. They have to belong to the community and need to be made responsive and accountable to community for accelerated movement towards the all so elusive goal of “Health for All”. 
The Health system has to be designed to facilitate this process.






















� . The Constitution of India distributes legislative powers between National Parliament and State legislatures. In this arrangement “Health” is a State Subject while ”Family Welfare” is positioned as a concurrent subject. The 73rd Amendment Act , 1992 has provided constitutional status to Local self government Institutions called Panchayati Raj institutions. There is a  3-tier system of elected Local Government in all States. Primary Health care is one of the activities mandated within the jurisdiction of the Local self Government.





� The National Programmes are mostly in the Central sector.


� As on date, in India there are 144,988 Sub-centres, 22,669 Primary Health Centres (PHCs) and 3910 Community Health Centres (CHCs).





� Sub-Centre is the most peripheral and first contact point between the primary health care system and the community.  Each Sub-Centre is manned by one Auxiliary Nurse Midwife (ANM) and one Male Health Worker MPW(M). One Lady Health Worker (LHV) supervises six Sub-Centres. These are set up one for every 3000 to 5000 population.





 PHCs are established by State Governments under Minimum Needs Programme. It has one Doctor supported by 14  paramedical staff.  It acts as a referral unit for 6 Sub Centres.  and has 4 - 6 beds for patients.  These are set up one for every 20,000 to 30,000 population.





CHCs are also established and maintained by State Government under Minimum Needs Programme. It is manned by four specialists i.e. Surgeon, Physician,  Gynecologist and Pediatrician supported by 21 paramedical and other staff.  It has 30 in-door beds and labour room, OT , lab etc. These are set up one for every 80,000 to 100,000 population.








� . There are 229 medical colleges (annual intake of 25,600), several nursing colleges (747 general nursing and midwifery schools, 235 Auxiliary Nurse Midwife Training Schools, 254 nursing colleges conducting graduation courses and 40 colleges conducting post-graduate courses) and 56 Multi-Purpose Worker (MPW) Training Centres  functioning in the country At present, there are 358 approved institutions imparting Diploma in Pharmacy to 21,200 students per annum and 212 approved institutions imparting degree in pharmacy to 11,670 students per annum. The AYUSH  system has about 437 colleges with annual admission capacity of nearly 87,130. About 622,576 doctors are registered with the Medical Council of India as of 31 March, 2004. The State Institutes of Health and Family Welfare, District Training Centres and 47 Health and Family Welfare Training Centres provide induction/in-service training to various categories of health personnel





� AYUSH : Ayurveda, Yoga,Unani,Siddha and Homeopathy : These are,as a group categorized as Indian Systems of medicine managed by a department of AYUSH in the Ministry of Health


� IMR : Infant mortality rate per 1000 live births, MMR : Maternal Mortality Ratio per 100,000 live births, TFR : Total Fertility Rate per women.


� The Sample Registration System (SRS) is a large scale demographic survey conducted in India for providing reliable annual estimates of birth rate, death rate and other fertility and mortality indicatorsat the national and sub-national levels.


� The reader may also recall the eradication from India of Small pox in 1977, and Guinea worm in 2000 





� In fact Public spending on health gradually accelerated from 0.22% in 1950-51 to 1.05% during the mid-1980s, and has stagnated at around 0.9% of the GDP since then. In terms of per capita expenditure, it increased significantly from less than Re 1 in 1950-51 to about Rs 215 in 2003-04. Public spending under the National Health Accounts framework was about 1.3% of GDP out of an overall health spending of 4.8% of GDP. 





� The main focus of this reform process however continues to remain on Primary Health Care.





� The NRHM subsumes the existing programmes of Health and Family Welfare including Phase II of Reproductive & Child Health, National Programmes for Vecto Borne disease (Malaria, Filaria, Kala Azar et al), Blindness, Iodine deficiency, T.B., Leprosy and Integrated Disease Surveillance Project.  





� The High Focus states include eight States (Bihar, Jharkhand, Madhya Pradesh, Chhattisgarh, Uttar Pradesh, Uttaranchal, Orissa and Rajasthan). (These were earlier called Empowered Action Group states), eight NE States, Himachal Pradesh and Jammu & Kashmir.





� The monitoring system has been modified to capture desegregated data of beneficiaries from vulnerable sections. This includes mentioning (among other parameters) the Caste and BPL status of beneficiaries on the Out Patient Slip which has raised a debate of a totally different kind amongst the service providers.





� The Indian Public Health standards define the infrastructure, manpower, equipments and consumables which are expected to be available at a given level of health facility. The format for inputs required for this purpose is built around a set of predefined service deliverables at respective level which are displayed as a Citizen’s Charter at the facility. IPHS provides the destination where each health facility is expected to reach and base line surveys for defining the gap and costing the up gradation exercise have been undertaken in most health facilities.





� In case of the states other than high focus states, which already have relatively better physical infrastructure, this ceiling for civil construction is 25% of the annual NRHM allocation.





� As part of the Centrel Grant under NRHM, each Village now get Rs. 10,000 as untied grant for local health action, each SC gets Rs. 10,000, PHC Rs. 25,000 and CHC Rs. 50,000 for local health action. In addition to this, each PHC gets Rs. 50,000 and CHC Rs. 100,000 as annual maintenance grant. This is of course over and above the regular fund devolutions to these levels from state treasury and under National Programmes.





� The untied funds devolving to the health facilities, discussed in Para 5 above,  are managed by the Hospital Management Societies. Additionally, the HMSs at sub District level facility get Rs. 100,000 and at District level facility gets Rs. 500,000 annually for filling up service gaps at the facility concerned.  This funding pattern makes the HMS rather rich entities at the facility level and while statutory audits are mandated, concerns for utilization (any utilization at all as well as optimal utilization) have been voiced. 





� Most developing countries, stare at an almost impossible gradient of human resource creation if the MDGs are to be attempted. Seen from the perspective of the community, a CHW is a first port of call in a health related event and a boring talkative friend at other times. Seen from the perspective of the Government, the CHW is the last mile connectivity. Since many services do not even reach the last 100th mile, the CHW is a critical link worker. A demand generator. One who can coax a mother to carry a sick child to a distant health facility





� Some of the successful and widely studied CHW initiatives in India include the CRHP� Jamkhed, FRCH Parinchey, SEARCH Gadchiroli, SEWA-Rural models, Mandwa project of the FRCH, the Mallur Health Cooperative of St. John’s Medical College, the Link Worker Scheme of United Planters Association of South India and St.John’s Medical College, Rural Unit for Health & Social Affairs (RUHSA) of CMC, Vellore etc. Government sponsored, state wide Models of CHWs have also been operationalised in many states and most recent and notable example is the Jan Swasthya Rakshak in Madhya Pradesh which inspired the Mitanins at Chhattisgarh (which  is a new state created out of Madhya Pradesh).  There are several others.


� The Angawadi Centre (AWC) is a supplementary nutrition centre of the Woman and Child Department of Government of India. It is managed by the Anganwadi Worker (AWW) who is effectively the mentor in chief for the ASHA.





� In India, for instance, there is little or no punitive pressure to coax an unwilling functionary to conform to the terms of service.


� The Graduate Medical Course in India is five years long followed by an yearlong Internship.


� Government employees in India retire upon reaching 60 years age. Government Doctors retire at 62 and Faculty of medical colleges retires at 65. 


� Dr Shyam Ashtekar has made a detailed examination of complexities in a CHW programme in an article published in the April-May 2005 MFC Bulletin and the format is drawn from the same.





� For instance, urban CHW would have totally distinct contours from rural CHW. The job profiles, the training methodology, the mentoring and logistics framework would have to be designed distinct from that of the rural CHW.  In most urban areas specialized health care is available relatively easily to the community. The understanding of the referral chain, issues of health financing, regulatory framework, migration, displacement  etc would be substantially more relevant in the training profile of the Urban CHW.





� Under NRHM, guideline of one ASHA for every 1000 population in India is based on two fold logic. Any larger population coverage and the ASHA would not be able to cover it comfortably. Any smaller population and the cohort would fail to create sustainable critical mass of case load to generate respectable performance incentive for the ASHA.





� Modern technology allows planners to load all existing policies on to a virtual super high gear. This accelerates the evolution of the protagonist of the policies faster than the community which the protagonist was intended to serve. This then leads to ill fitting models of CHWs which are inserted from top by tech savvy policy makers into a tech stupefied citizenry.  This is best avoided.





� Also, often CHW initiatives are really part of overall movement for health rights. Clear examples are the Mitanin initiative at Chhattisgrh, work of PRAYAS at Rajasthan, CEHAT in Maharashtra (Dr T Sundera raman, Review of Health care in India page 107)


� The state of Bihar had recommended selection of the back ward class community workers who have already been part of the social milieu for a long time. The federal government reiterated that selection should be community driven. Often, the candidate which is likely to be selected in this process is completely illiterate and would perhaps be very difficult to train on technical aspects of maternal and child care. The debate continues.





� The availability of sufficient quantities of training material was a management challenge in the ASHA programme. While basic reading material was created well in time with the assistance of the National level mentoring group for ASHA, sufficient quantities of material in local languages could not be delivered to the training sites in time. At many places the reading material was reportedly withdrawn from the ASHAs after the session. This can spell doom for the strategy. The CHW should get to retain the training material with her.





� The Health MIS has to capture the most relevant components of the Health system (without creating in fructuous data collection load for the CHW). Data collection overload at level of CHW compromises data fidelity and always leads to information vacuum at planner’s level. The referral services should capture role of CHW as the link of higher health system with the community.





� ASHAs have been plagued with this problem in many states in India. At many places the drug Kits could not be procured in time, at others, kitting got delayed. At most places the arrangements for replenishment of the kits were virtually non existent. This has the serious potential of jeopardizing the strategy


� The issue has been temporarily settled in favour of the paid ASHA. The strategy however appears to disguise full fledged salary payment in a performance linked incentive package. The results is that a large number of ASHAs which are selected are relatives of existing powers that be in the village. The selection process which was supposed to be community driven has become community representative driven. And that is not the same thing.





� In this regard, rather generous incentive available to ASHA under Janani Suraksha Yojana (JSY) would be a case in point. JSY in a Central Scheme providing financial incentives to expectant mothers to utilize public Institutions for delivery. It also provides incentive to person who escorts the patient and arranges transport (expectedly the ASHA). There has been very large off take under JSY over the past two years of its implementation. On a rupee to rupee consultation, the scheme appears to legitimize concept of CHW initiative almost instantaneously. However, when we analyze the role played by ASHA, findings are alarming. On most occasions, role of the ASHA has been minimal. Or about Nil. JSY appears to have succeeded without any real contribution by ASHA. On the other hand the disproportionately large incentive to ASHA under JSY appears to slow down her other activities. The ASHAs are in fact being widely blamed for ignoring all other activities and concentrating only on escorting expectant women to the nearest health facility. The real contribution of ASHA towards ameliorating the anxiety and transport / funds related worries of the expectant mother has been questionable.
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