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Collaborative Governance for Sustainable Development of Health in India:
Issues and Perspectives

A.M. Elizabeth*

Health is a prerequisite for human development. It is an essential component for the well 
being and quality of life of the mankind. However, the achievement in health status itself is 
not isolated rather it is intertwine with other social  and distal determinants of healthy life like 
economic, social growth, water and sanitation,  environment and climate change, urbanization, 
unhealthy trade policies and practices, health facilities and health financing, and human 
resources. Although, significant achievements have occurred within public health in India ever 
since the independence as shown by improvement in selected demographic indicators like 
IMR, MMR, TFR and doubling of life expectancy. But grading health of the people and the 
health care system across the states visage disagreement of an emerging disconnect between the 
complexity and iniquitous nature of problems, and the competence to address it meaningfully. 
The health outcomes still remain depleted when the country is compared with others with 
similar economic stage of development, attributed to coexistence of high prevalence of 
preventable diseases, low reproductive and child health status, nutritional deficiencies, chronic 
diseases, accidents and violence, injuries, disabilities, unbalanced health care services away 
from equity and affordability. Lack of public accountability, poor access to health information, 
lack of synergy between health research outcome and its application for development,  low 
government expenditure on public health which has enhanced recently, and most spending 
on health is paid out of pocket  along with expensive private health care providers which yet 
again mounting in cost. Individuals, who are deprived, mostly bear a disproportionate burden 
of death and disability. India ranks 130 among 189 countries in the latest human development 
Index report. Ranking of India’s quality of life is 49 out of 66 with quality of life index of 
121.61, health care ratio is 68.04, and the cost of living index is 23.81 (Human Development 
Report 2019).  

As per the UN declaration to bridge the inequality and achieve the Millennium Development 
Goals (MDGs), and later Sustainable Development Goals (SDGs); the government of India 
framed the National Health Policy (2002 & 2017) and launched the National Rural Health 
Mission (NRHM-2005) which afterward modified to National Health Mission (NHM-2017) by 
incorporating National Urban Health Mission. Considerable progress has been made with new 
commitments under NRHM/NHM by the Central and State governments to correct some of the 
inequities and gap in the health care. Further, there is overlapping of programmes and financing 
by each state and centre in their attempt to bridge the gap of health inequities. However, the 
health system has to be reconfigured if the commitments under the Sustainable Development 
(SD) of Health are to provide the optimum benefits to the people. Further, India’s economic 
development does not seem to shape substantial improvement in the health of the nation. It is 
contradictory to the general recognition that improvement in health contributes to accelerated 
economic growth which in turn, led to adequate investment resulting in the improvement and 
efficiency of the health care. But unfortunately, the country substantially could not achieve it 
uniformly across the various regions. The people of India are exposed to a wide variation in 
health care services; at one extreme, best possible health care is provided to those who can 
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afford to pay for the services even to the people from other countries under medical tourism to 
the other extreme, even the basic or essential service and technologies are lacking for a large 
proportion of the people who are poor and living in underserved and  unserved rural and urban 
areas.

Studies and evaluation of various programmes conducted over the decades since independence 
list out several reasons- the health policy of the country places responsibility of the citizens’ 
health on the government, lack of political commitment in acknowledging health as an important 
component for human development which is often exhibited by very low investment, feeble 
policy and inadequate programme implementation and monitoring,  insufficient delivery of 
health care by the public sector, lack of involvement of community,  active people participation  
and accountability of the programme implemented. Meanwhile, the private sector has also 
grown exorbitantly in an uncoordinated manner with an unregulated environment making 
neither the public sector nor the private sector able to provide an assured quality of care or 
access to services. The current century liberal market approach also resulted in the demand of 
redefining the role of the government, even in the health sector.

Over the years, there has been an increase in the government’s fund allocation for health though 
the proportion remains low as compared to other developing countries. However, it has been 
observed that even this fund, mostly remain insufficiently used or underused or unused by the 
states due to lack of freedom for the state officials in flexible funding or lack of managerial 
expertise in implementing the programmes.

The National Health policy (2002 & 2017) emphasises on achieving the Universal Health 
Coverage by assuring free comprehensive primary health care services covering all the aspects 
of reproductive and child health, prevention of communicable and non-communicable diseases 
by investment in health, uniform organization of health care services, establishing inter-
sectoral and multi-sectoral actions, access to viable technology, human resource development 
for health, encouraging medical pluralism, building knowledge base, developing better 
financial protection strategies, strengthening regulation and health assurance. The policy also 
highlights the need of governance in health for distribution of responsibility and accountability 
between the centre and states; recommends equity sensitive resource allocation, strengthening 
institutional mechanism for consultative decision-making and coordinated implementation as 
mechanisms to achieve it. It visualizes strengthening the Panchayati Raj Institutions to enhance 
their role at different levels of health governance including social determinant of health, making 
community-based monitoring and planning mandatory, so as to place people at the centre of 
the health system and development process for effective monitoring of quality of services; 
and for better accountability in the management and delivery of healthcare services. It focuses 
on increasing both horizontal and vertical accountability of the health system by providing 
a greater role and participation of local bodies and encouraging community monitoring, 
programme evaluation along with ensuring grievance redressal systems. The policy recognizes 
the essential of Sustainable Development Goals by highlighting the quantitative indicators 
with spellbound goals linked to the ongoing national efforts as well as the global strategic 
directions. Intervention to address malnutrition and micro-nutrient deficiencies calls for 
synergy of inputs from departments like women and child Development, Education, WASH, 
Agricultural, and Food and Civil Supplies with MoHFW in the role of convener to monitor and 
ensure effective integration of both nutrition-sensitive and nutrition- specific interventions for 
coordinated optimal outcomes.
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NRHM (2005) later modified to NHM (2017) is an initiative to correct the imbalance in the 
health care services in rural and urban areas. It calls to actions for access to appropriate, 
adequate and affordable healthcare by transforming the health care system to promote 
equity, efficiency, effectiveness and accountability in all stages of delivery of health care by 
establishing an Integrated National Health System involving all the major providers in public 
and private sector and AYUSH system of medicine. The aspiration of Integrated National 
Health System is to ensure good quality health care services, reduce the financial burden of 
health care on the individual/family and empower people to take care of their health; and hold 
the health care system accountable. The central and state government considered the provision 
of universal health coverage by 2020 as a commitment and to implement Integrated National 
Health System consecutively to achieve its purpose.  NHM visualizes attaining universal 
access to equitable, affordable and quality health care services by creating a fully functional, 
decentralized and community-owned system with greater inter-sectoral coordination so that 
wider social determinant factors affecting health are also equally addressed. Amongst the pool 
of strategies designed, it emphasises on decentralized planning with autonomy for local action, 
inter-sectoral district health plan including drinking water, sanitation, hygiene, nutrition; 
capacity building of Panchayati Raj Institutions, capacity building for preventive health care at 
all levels, health plan for each village through VHNSC, risk puling and social health insurance, 
promoting non-profit sector and PPP; and mainstreaming AYUSH and local health traditions. 
The other Departments identified for inter and intra-sectoral coordination and convergence 
are mainstreaming of AYUSH and revitalization of local traditions, integration with other 
programmes of the Ministry of Health and Family Welfare (MoHFW), National Aids Control 
Organization (NACO), Swachh Swasth Sarvtra,  Ministry of Women And Child Development, 
Education department and with programmes like SABLA for preventing early age at marriage 
for girls, Ministry of Urban Development, Ministry of Housing and Urban Poverty Alleviation,  
Convergence with Jawaharlal Nehru National Urban Renewal Mission (JnNURM),  Rajiv Awas 
Yojana (RAY), Swarn Jayanti Shahri Rozgar Yojana (SJSRY), Ministry of Human Resource 
Development and also Convergence with School Health Programme for Medical Examination 
of children and health education activities. 

Considering the achievements made by the countries under the MDG, the UN has introduced 
the Sustainable Development Goals (SDGs). The United Nation Sustainable Development 
Goals 2030   are having 17 goals with 169 targets. Out of these SDGs, the goal SDG 3 
focuses on health with 13 targets including four listed as means of implementation targets 
with a total of 26 indicators. Each target has one or two proposed indicators and these 
health Goal has the largest number of proposed indicators among the all the SDGs. Further, 
the SDG 3 emphasises on ensuring healthy lives and promote well-being for all at all ages, 
and to make it attainable by linkage with other eight SDGs i.e. SDG 1- End poverty in all its 
forms everywhere; SDG 2- End hunger, achieve food security and improved nutrition and 
promote sustainable agriculture; SDG 5- Achieve gender equality, and empower all women 
and girls; SDG 6- Ensure availability and sustainable management of water and sanitation 
for all; SDG 7- Ensure access to affordable, reliable, sustainable and modern energy for all; 
SDG 8- Promote sustained, inclusive and sustainable economic growth, full and productive 
employment and decent work for all; SDG 11- Make cities and human settlements inclusive, 
safe, resilient and sustainable; and SDG 13- Take urgent action to combat climate change 
and its impacts. 

The Sustainable Development (SD) of health expects greater synergy across sectors to address 
the economic, social and environmental disparities for quality of life. SD visualizes collaborative 
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governance as a process to structure public policy, decision making and management and 
engage people constructively across the boundaries of public agencies, level of government 
and/or the public, private and civic sphere for greater achievement. India’s recent development 
agenda is a reflection of SD. The adorable phrase enunciated by the Prime Minister: “Sabka 
Saath Sabka Vikas” translated as “Collective Effort, Inclusive Development” forms the 
foundation of the new national development agenda. Hence, there should be collaboration 
with other departments for achieving quality of life; and it is desirable that each sector should 
consider Health dimension in their public policy and programme strategies with utmost priority. 
Documented evidences on the inter-sectoral cooperation for health showed that collaboration 
was enabled by authorizing directives and support from above. It is difficult to consider which 
one amongst will aid to build up a flexible health system, capable of adapting the universal 
Health approach.  The experiences and lessons from the past struggles to find way forward on 
how to achieve collaborative action within the local health systems to address an unmet need 
for health transformation.

India’s development agenda and National Health Programmes have contributed to the expansion 
of health system capacities but each state and union territory is at a different state of economic, 
social, democratic, political and health achievements.  The GoI and the state should deliberate 
and consider several essential but critical aspects like- 

•	 How to integrate the SD for health agenda into the existing policies, programme and plans; 

•	 What additional strategies and resources can be mobilized for collaboration which would 
be required within and outside the health sector for coordination, cooperation for collective 
impact for health? 

•	 How to implement and monitor progress on different targets, establish centre-state, and 
inter-sectoral and multi-sectoral coordination mechanism under collaboration for transition; 
and managing the change for sustainability?

Studies have shown that inter-sectoral coordination for health faces major challenges like lack 
of clear directives and institutional support for collaboration, obstacles to monitoring, inter-
departmental administrative challenges, and differing perspectives on strategies among district 
leaders, community resistance, and intervention over commitment. Further, besides addressing 
the differences in inter-sectoral coordination, Governments continue to develop their sectoral 
actions and inter-sectoral coordination to address the health issues and challenges. But, broader 
efforts need to transform policy and programme into resulted-oriented achievable action. 
Further, India with its diversity of problems and issues; must develop sustainable development 
strategies for achieving the optimum quality of health. This will be a best model for replication 
by other countries with similar economy, demography, social and environmental status.

In line with the global attempt to achieve the sustainable development goals, India also set 
time-bound 13 targets for various health indicators by linkage with the Ministry of Health 
and Family welfare with 19 different Ministries/Departments through  centrally-sponsored 
Schemes/Central sector schemes. Since health is the responsibility of all the Government 
departments, there is a need for a ‘sub-department of health’ for ‘leaving no one behind’ in all 
the ministries for health impact assessment of the policies/initiatives of these ministries right 
from the conceptual stages.  
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The rising interest in health system strengthening provides an opportunity to discuss inter-
sectoral/multi-sectoral collaborations especially for the universal Health approach in the 
prevention, promotion, curative and rehabilitative aspects for quality health.  Over the years, 
lots of research initiatives have been undertaken to understand the dynamics of inter-sectoral 
and multi-sectoral collaboration in the country. There is convincing shortcomings in health 
system decked in the literature such as lack of awareness, lack of access, human resource 
crisis, affordability, and lack of accountability. Further, among the different ministries and 
departments; there is lack of trust, mutual respect and clear-cut specified division of roles and 
responsibilities adversely affecting the concept of collaboration. These challenges that have an 
impact on quality of health issues can be overcome through a sustainable collaboration which 
was considered one potential solution. However, there is limited documented evaluation of 
collaborations for health, which makes difficult to consider which one amongst these will aid 
to build up a flexible health system, and capable of adapting the universal Health approach. 
Further, there is no standardized health care system between various players of the health system. 
Therefore, specific local-based strategies need to be designed for the region, district, state and 
country based on the different level-based research and solution-based collaborative strategies. 
Hence, for any collaboration approach, it is essential to have a profound understanding of 
the local needs and local probability for collaboration. A multiple collaboration with inter-
ministerial Health task force and level-based collaborations comprising individuals like health 
professionals at various levels and community people for integrated surveillance, and monitoring 
and accountability, integrated locally-focused research for addressing crucial issues, will lead 
to a more resilient health system. 

For making such inter-setoral/multi-sectoral collaboration meaningful and coherent, there is a 
need to explore the current status of collaborative Governance for Sustainable Development 
of Health issues, and future course of action. In addition, there is a need for further studies on 
the system and contextual factors responsible for health care strategies before implementation 
to make it more worthwhile focusing on the multi-sectoral agreement under various health 
associated developmental initiatives considering the subject areas like Power Structure and 
local decision making process at regional/local level,  food distribution system and nutritional 
security,  inter-sectoral and multi-sectoral collaboration for Leadership and Human Resource 
Management, Financing, Management of Resources, Environmental Challenges, Intimation 
for Non-Communicable Diseases Management, Mental Health and Community Health 
Initiative in the country, Research, Practice and Education for Development of Public Health. 
Further, crucial aspects such as Central and State role in the development of health, science and 
technology innovation for health, transportation, information and communication for public 
health intervention, inter-sectoral collaboration for reproductive and child health, epidemiology 
and new emerging local infectious diseases, migration and public health challenges and issues, 
non-government organisation for SD of health, education and community-based health practices. 
Besides, there is a need to relook into the current Governance policies, programmes, activities, 
and intervention that promote sustainable development of health, social policy initiative 
for health, public health pharmacy, coordination for gender equity and health, occupational 
health hazards; water, and sanitation and hygiene, urban health, tribal health, elderly health, 
management of violence and accidents, mass media on health development, integration with 
AYUSH and human rights under SD for building an effective strategic plan of action for the 
optimum health of the citizen.
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Health Insurance in India– A Comparative Satisfaction Survey

Amarendra Pattnaik*

Abstract

Health is an important common concern for India with 1.37 billion population. Illness can 
strike anytime warranting hospitalization. With ever-rising healthcare cost, financing of such an 
unexpected cost through Health Insurance has taken traction. But as on date, only 20 per cent 
of the Indian population is covered with some form of Health Insurance or the other. Out of the 
above market penetration, Government-sponsored Health Insurance has a share of 17 per cent 
and Commercial Health Insurance contributes a mere three per cent. Government Schemes mostly 
cover the people in the economically poor segment though there are schemes that cover employees 
in Central Government jobs as well. While the Government is trying to expand the coverage with 
the recently launched Ayushman Bharat Health Insurance scheme, there has been very slow growth 
in the Commercial Health Insurance. One of the reasons of poor growth is low level of Customer 
Satisfaction in the Commercial Health Insurance as compared to the Government-sponsored Health 
Insurance. In this article, an attempt has been made to measure the satisfaction level of customers 
who have taken Commercial Health Insurance vis-à-vis those who have taken Government-
sponsored Health Insurance. 

Key words: Customer satisfaction, Private health insurance, Public health insurance, CGIS, ESIC, 
Ayushman Bharat.

Healthcare cost is unforeseen and more often catches one unprepared. Adequate financial 
provision for healthcare is a necessity. Catastrophic healthcare cost not only affects the poor but 
also the rich and affluent. With BPL segment still constituting 21.9 per cent of our population 
and income inequality higher than 0.401, financing of health expenses is even a bigger concern.  
There are ample examples of people pushed into debt trap because of borrowings to meet their 
healthcare expenses. In such a scenario, Health Insurance has been very effective. 

Universal Health Insurance is the need of the hour. Global experience, both in developed and 
developing economies, shows universal coverage has been the goal; and that has been achieved 
either through a tax-based regime or social health insurance mechanism or a hybrid model2. 
Although India followed a combination of these strategies since 1950s, the penetration of health 
insurance remained low for the next six decades. India’s tryst with health insurance programme 
goes back to the early 1950s, with the launch of Employees State Insurance Scheme (ESIS) in 
19523 and Central Government Health Scheme (CGHS) in 19544.

However, India’s landscape of health insurance has undergone tremendous changes in the last 
decade with the launch of several health insurance schemes in the country, largely initiated by 
the central and state governments. It is fascinating to observe the rapid and significant change 
in the geometry of health insurance coverage in the country. The country that has been witness 
to three health insurance programmes until 2007 (ESIS, CGHS and Private Health Insurance - 
PHI), is now swamped by a plethora of insurance programmes. The breadth and depth of health 
insurance coverage has witnessed enormous leap during this period.

India’s population covered by the insurance scheme has accelerated from about 75 million 
people covered in 2007, to an estimated 302 million people in 2010, about one-fourth of 
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the population. Thanks to the four important initiatives: by the central government (through 
Rashtriya Swasthya Bima Yojana-RSBY)5 and state-sponsored schemes, as in Andhra Pradesh, 
Tamil Nadu, and Karnataka. Three of the giant schemes (RSBY, Rajiv Aarogyasri and Kalaignar) 
in a span of three years have covered roughly 247 million, over one-fifth of India’s population. 
The realization among the leadership for the commitment to cover nearly all the population 
despite their socio-economic status is quite commendable. Evidence clearly suggests that in 
India, it’s not only the poor but a large sections of the above poverty line (APL) population 
also end up paying catastrophic payments and suffer impoverishment (transitory poverty) due 
to illness.

While Government is doing everything to cover as many poor people6 as possible in its Health 
Insurance schemes, there is a need for Commercial Health Insurance to increase their market 
penetration which is very low at 3 per cent as of now. In this article, the authors have delved 
into the satisfaction issue in Health Insurance. 

Discussion

There has been lot of deliberation on the effectiveness of State-sponsored Health Insurance 
schemes. One article has concluded that such schemes have not been able to mitigate the 
financial burden of the beneficiaries7 which has been disputed by another author8 citing it’s 
sample size and methodological error. So, there is a contrarian point of view as well.  A number 
of studies also have been done on the need of public financing of health care to reduce the 
out of pocket expenses of the patient9. This article says, the quantum of financial support 
is important, but what is more important is the number of beneficiaries covered under the 
scheme while another author10 throws light on another dimension of public-sponsored health 
insurance. He says that the financial sustainability of such funding for secondary and tertiary 
care is possible only when there is adequate public health infrastructure to cater to the primary 
and preventive care of the population. He also adds safe drinking water and sanitation as 
two important areas which need attention of the State. Adding another dimension to Health 
Insurance, D. Narayana11 underscored the importance of out-patient care cost, which most of 
the Health Insurance companies do not cover. Private Health Insurance players need to be duly 
regulated12 to ensure that customers get the promised benefits and are not exploited by the fine 
prints of terms and conditions. Universalisation of Health Insurance has been discussed in an 
article13 underscoring the fact that Health Insurance is the best form of Health Financing. On 
the other hand, R.  Duggal14 explains the barriers and economic challenges to this massive 
agenda. Another article15 covers the political challenges of considering and approving such a 
plan.

Customer satisfaction means the extent to which the expectation of the customer has been met 
in a healthcare set up. Here, the patient is the customer and the health outcome16 is the most 
important expectation. Lot of research has been done to find out how various factors effect 
customer satisfaction viz. doctors’ communication with the patient17, amount of time nurses 
spend with the patient, culture of the hospital, the team work at the hospital18, and infrastructure 
which are critical for patient care and also that are needed for the comfort of patients and 
attendants19. But hardly any research has been made to find out how Health Insurance contributes 
to the patient’s satisfaction. An article by Chen C.20 talks about the satisfaction of all the stake 
holders in the health-care value chain which also includes patient as an important stake holder. 
It is relevant to mention that when a patient is hospitalized, he undergoes three types of stress– 
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physical, mental and financial. The stress of the first two can be alleviated to some extent if 
there is adequate financial provision to meet the cost of the treatment and other allied expenses. 
This article shows how Health Insurance can be a great satisfier and stress moderator. In India, 
only about 21 per cent21 of the population has some kind of Health Insurance coverage. Out of 
this, nearly 17 per cent are covered under the State-sponsored Health Insurance and the rest by 
commercial health insurance. In this article, the authors try to find out which type of Health 
Insurance is giving higher satisfaction to the customers.

Objective
 
The objective of this research is to compare customers’ satisfaction from the health insurance 
services provided by the Government-sponsored Health Insurance schemes (Public Health 
Insurance)   vis-à-vis Commercial Health Insurance schemes (Private Health Insurance).

Health Insurance available in India is of two types– (i) Government-sponsored Health Insurance 
(GSHI) and (ii) Commercial Health Insurance (CHI). The three prominent Government-
sponsored schemes are Employee State Insurance, Rashtriya Swastya Bima Yojna and Central 
Government Insurance Scheme. Besides these central schemes, some of the state governments 
have also their own Health Insurance schemes.  Commercial Health Insurance products are 
being marketed by a number of companies, both public and private sector. 

Composite Satisfaction Index
 
There are three models of measuring Customer Satisfaction– i) Customer Satisfaction Score 
(CST), Net Promoter Score (NPS) and Customer Effort Score (CES). CST model uses a scale 
of 1 to 5 to measure the level of satisfaction or dissatisfaction of customers on various facets 
of the product or service.  Customers are asked to rate their level of satisfaction as i) Very 
Unsatisfied, ii) Unsatisfied, iii) Neutral, iv) Satisfied, and v) Very Satisfied. The scale can also 
be written in the opposite order.

NPS is used to assess the long-term satisfaction and customer loyalty. It indicates if the customer 
is a repeat purchaser or just a one-time buyer and can shift to any competitor anytime. NPS 
score is based on a single question- “How likely would you recommend our product or service 
to a friend or a colleague?”  Customer responses are measured on a scale of 0 to 10.  While 0 
indicates least likely, 10 indicates most likely. CES essentially measures the amount of effort 
that a customer had to put in for getting the product or service from a company. This measure is 
more relevant in services than the products. Service is a chain of processes and a customer has 
a more intense interaction with the staffs of the service provider in every process.

A combination of CST and NPS or CST and CES is used for Satisfaction surveys. In this 
research, a combination of CST and CES as Health Insurance is used as a service, and the 
Insured has to interact with many persons of the service provider or their agents (TPAs) to get 
the service. 

Composite Index of Satisfaction (CSI) for Government-sponsored Health Insurance and 
Commercial Health Insurance will be computed based on their performance in four critical 
parameters (CST-3 and CES-1). The best case Index will be 5. That means each of the parameter 
that will measure different facets of satisfaction and will have a maximum score of 5. If the 
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service provider gets 5 in all the parameters of satisfaction, then it will have a composite index 
of 5. But this is a very unlikely situation that customers will be completely satisfied with each 
parameter and will give them 5 points.

Socio-economic Segmentation

For the purpose of health insurance, Indian population can be divided into the following socio-
economic segments based on their place of habitation, and source of income:

i) People working in the organized sector and drawing a salary of less than Rs. 21000/- 
p.m. 

ii) People working in the organized sector and drawing salary of more than Rs. 21,000/-        
p.m.

iii) People working in the Central Government organizations
iv) People who work in the unorganized sector/self-employed, and are in the BPL category.

Methodology

This is a descriptive and analytical research to compare the level of customer satisfaction 
between those who have taken Government-sponsored Health Insurance vis-à-vis those who 
have taken Commercial Health Insurance. Quantitative Research method will be followed for 
data collection and percentage table/cross tables will be used for the data analysis.

The questions in the research were to what extent (level of satisfaction) the customers were 
satisfied with the insurance service. The interpretation of the term ‘satisfaction’ was done 
through the following four parameters: value for money (Claim-Premium relationship), 
affordability of the insurance premium, claim settlement satisfaction (Process), and claim 
settlement satisfaction (Amount)

Level of satisfaction is the Independent variable, and all the above mentioned parameters are 
contributors to the satisfaction are independent variables.

Hypothesis: Customers covered under the Public Health Insurance are more satisfied than 
those who are covered under the Private Health Insurance. This hypothesis is based on few good 
features of Government-sponsored Health Insurance schemes like no pre-enrolment medical 
check-up, no age restriction, no limit of medical expenses, low-cost of insurance premium, 
easy family floater schemes, etc. 

Sample Frame: Quantitative research method was used to collect and analyze data. The target 
population for the research was all the people who have taken Health Insurance for themselves or 
their dependents at least for one year in his/her life time. There are four segments of population 
in the research– ESIC, RSBY, CGHS and Commercial. Snowball sampling method was used 
to select the respondents. In this method, the first respondent from a segment was selected 
through researcher’s personal verification and the questionnaire was administered. Subsequent 
respondents were selected based on the references given by the previous respondents. Similar 
method was followed for each segment. 
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Method of Data Collection: A combination of Questionnaire and Interview Schedule was 
used to collect data from 400 respondents who have taken either Public or Private health 
insurance coverage. Many of the respondents, particularly those belonging to the BPL segment, 
may not be literate enough to completely understand the questionnaire and fill-up them. Hence, 
an Interview Schedule was included. In this case, the researcher poses the questions in simple 
native language to the respondent; and based on his/her response, s/he fills up the questionnaire.

Calculation of Sample Size: As per the latest census data available (Census-2011)22, the 
population of Bhubaneswar was 8,43,402 and the population of Cuttack was 6,10,189 making 
the combined population of the twin cities 14,53,591. Therefore, a round figure of 15,00,000 
has been considered as the population size. The market penetration of Health Insurance in 
India is approximately 21 per cent. However, the exact number of people who have taken 
health insurance in these twin cities is not available. Therefore, a conservative assessment of 
the sample size is made from the above census data on population. As mentioned in the Sample 
Frame, snowball sampling method was used to pick and chose respondents for the survey.  

Sample Size = n = N*X / (X + N – 1),

Where,

N = Total population of Bhubaneswar and Cuttack municipality area 

X = Zα/2
2 *p*(1-p) / MOE2,

MOE is the margin of error 

Zα/2 is the critical value of the Normal distribution 

p is the sample proportion

Finite Population Correction (FPC) 23 has been applied to the sample size formula. For the 
calculation of sample, the Researcher has used MOE=+/-5%, Zα/2 =1.96 for 95% confidence 
level and p=0.5 to have the largest sample size.

X= (1.96^2)*0.5*(1-0.5)/(0.05^2)=384.16

Sample =n= 1500000*384.16/ (384.16+1500000-1) =384

By rounding the sample size to the nearest hundred a sample size of 400 was used for data 
collection.

Scope of the Study: The scope of the study would be restricted to Health Insurance customers 
residing in Bhubaneswar and Cuttack, twin cities of Odisha. All the segments of the respondents 
are available in the twin cities; and hence; the choice of the locations. 

Questionnaire: Questions have been framed on three broad areas:

1.  Demographic Questions– Q1 to Q16 relate to Name, Address, Gender, Age, Education, 
Gender, Marital Status, Income and Dependents, etc.  Q17 and Q18 are related to the 
ownership of  four-wheeler and if the respondent has taken Third Party insurance. The idea 
is to find out when some Insurance is compulsory, what is the general compliance among 
the people. 
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2.  Health Insurance Questions– Q19 to Q24 relate to general questions on Health Insurance 
that included Awareness, Enrolment, Insurer, Reasons if not enrolled, etc.

3.  Health Insurance Benefit Questions– Q25 to Q34 are related to various benefits that a 
customer expects from the insurance service.

Apart from the above three broad areas, policy related questions (Q35 - Q37) are used to find 
out the public opinion about some important issues which would help in policy decisions of the 
Government. Similarly, service satisfaction questions like Value for Money (Q30), Affordability 
(Q31), Claim settlement satisfaction (Process, Q34) and Claim settlement satisfaction (Amount, 
Q36) are used to find out the level of satisfaction of the respondents with respect to the Health 
Insurance. Equal weightage of 25 per cent was given to each of the variables- Q30, Q31, Q34 
and Q36. Based on the overall score in these parameters, researchers find out the satisfaction 
level of customers from the Health Insurance services provided by public and private health 
insurance companies.

Sampling Method and Data collection: The sample size is 400 and snowball sampling is used 
for this survey. The initial points of contact for the survey were chosen as follows:

1. CGIS beneficiaries- Doordarshan, All India Radio and Office of the Accountant General, 
Odisha, were selected as the permanent employees are covered under CGHS. Sample size 
in this segment was 58.

2. ESIC– A Government skill training institute where a large number of employees are 
covered under ESIC was selected as the nodal point. Sample size in this segment was 91.

3. RSBY– People working as sweepers and other maniac work at one private university were 
selected as respondents. Sample size in this segment - 49

4. Commercial Health Insurance– Few Central and State PSUs, Private Organizations 
and one university was selected to take response from people who have taken private 
commercial health insurance. They are MMTC, Reliance Jio, OPTCL, Dept of Water 
Resources, PNB Insurance, etc.  The sample size in this segment was 204.

Calculation of Composite Satisfaction Index: To check the Hypothesis, we calculated the 
Composite Index taking three variables related to CST (Value for Money, Affordability and 
Claim Settlement Amount) and one variable related to CES (Claim Settlement Process). The 
average score has been calculated, and an Index is derived giving equal weightage to each 
parameter. Details of calculation are given in the Table 1. 

Table 1
Composite Satisfaction Index

(A) Value for Money (Q30)  
Commercial  
Total count 204
Total  Score 599
Average 2.94
State sponsored  
Total count 198
Total  Score 906
Average 4.58
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(A) Value for Money (Q30)  
Commercial  
(B) Affordability (Q31)  
Commercial  
Total count “Yes” 67
Percentage “Yes” 32.84%
Score out of 5 1.64
State sponsored  
Total count “Yes” 145
Percentage “Yes” 73.23%
Score out of 5 3.66
(C) Claim Settlement (Process- Q34)  
Commercial  
Total Count “Very Easy” 6
Total Count “Easy” 53
Total Count “Difficult” 99
Total Count “Very Difficult” 46

Percentage “Easy and Very Easy” 28.92%

Score out of 5 1.45
State-sponsored  
Total Count “Very Easy” 2
Total Count “Easy” 162
Total Count “Difficult” 31
Total Count “Very Difficult” 3
Percentage “Easy and Very Easy” 82.83%
Score out of 5 4.14
(D) Claim Settlement (Amount- Q36)  
Commercial  
Total Score 631
Average 3.09
State-sponsored  
Total Score 870
Average 4.39
Composite Index- Commercial=(2.98+1.64+1.45+3.09)/4 2.29
Composite Index- State-sponsored=(4.58+3.66+4.14+4.39)/4 4.19

From the above calculation, it is found that the Composite Index of State-Sponsored Schemes 
is 4.19 while it is 2.29 for Commercial Health Insurance. Therefore, it can be concluded that the 
subscribers of State-Sponsored Health Insurance (Public Health Insurance) are more satisfied 
as compared to those who have taken Commercial Health Insurance (Private Health Insurance).

Findings

The major finding from this descriptive and analytical research work is that people who have 
taken Public Health Insurance are more satisfied as compared to those who have taken Private 
Health Insurance. This validates the hypothesis of this paper. People who took Private Health 
Insurance, consider tax benefit as one of the major benefits of Health Insurance. On the other 
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hand, those who had taken Public Health Insurance, consider it to be a prudent healthcare 
financing option. 

Suggestions

Since the level of satisfaction in the State-sponsored Health Insurance scheme is higher than 
the Commercial Health Insurance, it will be easy for the State to bring all the eligible people 
under the State-sponsored health insurance schemes (ESIC, CGHS, Ayushman Bharat, etc). 
At the same time, the commercial health insurance should be promoted so that more and more 
economically sound people take up such Health Insurances. The causes of low satisfaction 
need to be eliminated so that there is a higher acceptability of the Commercial Health Insurance 
schemes. There is a need for Commercial Health Insurance as all can’t be covered under State 
schemes. State schemes are meant to cover socio-economically deprived segments of the 
society. People who can afford, should take up Commercial Health Insurance.

Since nearly 21.9 per cent of India’s population is in the BPL segment (Poverty Estimates 
2011-12, Planning Commission)24, Government’s newly launched Ayushman Bharat Pradhan 
Mantri Jan Arogya Yojana (AB-PMJAY)25 is in the right direction. But since the financing of 
the scheme will be done by the Centre and the State in the ratio of 60:40, the involvement of 
the State is very much necessary. Moreover, the administrative arm of the State Governments 
should ensure the enrolment of the eligible citizens as soon as possible. In August-2019, State 
Government of Odisha implemented Biju Swasthya Kalyan Yojana (BKSY) 26. Beneficiaries 
of the BSKY scheme are getting medical assistance of Rs. 5 lakh and women are getting an 
additional Rs. 2 lakh. There are only three states (West Bengal, Telengana and Odisha) who 
have opted out of AB-PMJAY. It is expected that Odisha will eventually adopt AB-PMJAY 
as the scheme allows treatment at all the Public and network private hospitals across the 
country. Unlike BSKY, this scheme also covers all the migrants of the State working in other 
States. Further, the cost sharing will reduce the financial burden of the state. 

While the recently launched Ayushman Bharat scheme will increase the demand for healthcare 
particularly in Tier-II and Tier-III towns, there is a huge limitation in the supply side of the 
healthcare service. So, the Government must not only improve the infrastructure in both the 
public and private sector but also ensure proper regulation to monitor and control the service 
providers.

The growth of Private Health Insurance is highly linked to the commercial viability. With high 
Incurred Claim Ratio (ICR), Private Health Insurance are facing a tough time in holding on 
to their business. With higher Health Insurance market penetration, ICR can be kept under 
control; and only then, insurance companies will have reasons to operate in this business.

Limitation of the Study
 
This research delved only into the matter of Satisfaction of the Health Insurance Services. It 
looked at only four important factors that contribute to satisfaction. There could be more other 
peripheral and incidental factors that impact satisfaction of consumers. Further study can be 
made in this direction.
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This study also did not look at the influence of demographic variables like age, income, number 
of dependents, education, etc. on satisfaction. Research can be made in this area as well.

Conclusion
 
People should appreciate Health Insurance as a good mode of healthcare financing, and 
should enroll themselves and their families proactively. Insurers also have a role to play in 
this direction. Government should take up steps to cover all the eligible beneficiaries under the 
State-sponsored schemes. Similarly, Private Commercial Insurers have to come up with better 
products to cater to the varied needs of the customers. They also have to be customer-centric 
and ensure that their processes are geared up for greater customer satisfaction.
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*lgk;d çksQslj] dsvkÃvkÃVh foÜofo|ky;] HkqousÜoj] Hkkjr( Ã&esy%aamarendra.pattnaik.aa@gmail.com

Hkkjr esa LokLF; chek&,d rqyukRed larqf"V losZ{k.k

vejsUæ iVuk;d*

 lkjka'k

1-37 fcfy;u tula[;k  okys Hkkjr ds fy, LokLF; ,d egRoiw.kZ lkekU; Çprk gSA jksx dHkh Hkh mRiUu gks 
ldrs gSa rFkk vpkud jksfx;ksa dks vLirky esa HkrÊ djkuk iM+ ldrk gSA dHkh&dHkh c<+rh LokLF; ns[kHkky ykxr 
ds lkFk] LokLF; chek ds ekè;e ls bl rjg dh vçR;kf'kr ykxr rFkk foÙkiks"k.k ds lkFk doj fd;k x;k gSA 
ysfdu vkt rd] Hkkjrh; tula[;k dk dsoy 20 çfr'kr fdlh u fdlh :i esa LokLF; chek ds lkFk doj fd;k 
x;k gSA mijksä cktkj esa ços'k ds ckgj] ljdkj }kjk çk;ksftr LokLF; chek esa 17 çfr'kr dh fgLlsnkjh gS vkSj     
okf.kfT;d LokLF; chek esa egt rhu çfr'kr dk ;ksxnku gSA ljdkjh ;kstuk,a T;knkrj vkÆFkd :i ls xjhc 
rcds ds yksxksa dks doj djrh gSa] gkykafd ,slh ;kstuk,a Hkh gSa tks dsaæ ljdkj dh ukSdfj;ksa esa Hkh deZpkfj;ksa 
dks doj djrh gSaA tgka ljdkj gky gh esa 'kq: dh xÃ vk;q"eku Hkkjr LokLF; chek ;kstuk ds lkFk dojst 
dk foLrkj djus dh dksf'k'k dj jgh gS] ogÈ okf.kfT;d LokLF; chek esa cgqr èkheh o`f) gqÃ gSA de  fodkl 
ds dkj.kksa ls ,d ljdkj }kjk çk;ksftr LokLF; chek dh rqyuk esa okf.kfT;d LokLF; chek esa xzkgd larqf"V dk 
fuEu Lrj gSA bl ys[k esa] mu xzkgdksa dh larqf"V ds Lrj dks ekius dk ç;kl fd;k x;k gS] ftUgksaus O;kolkf;d 
LokLF; chek fy;k gS rFkk ftUgksaus ljdkj }kjk çk;ksftr LokLF; chek fy;k gSA 

eq[; 'kCn% xzkgd larqf"V] futh LokLF; chek] lkoZtfud LokLF; chek] lhthvkÃ,l] Ã,lvkÃlh] vk;q"eku HkkjrA

LokLF; ,oa tula[;k: 
ifjizs{; ,oa eqn~ns, 42 (1&2): 7-17/2019
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Availability of Drugs, Equipment and Other Logistics for Disaster 
Management in Health Facilities of Delhi: An Assessment
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Abstract

India, due to its geological and climatological variation, is vulnerable to both natural and manmade 
hazards. Primary Health Centre (PHC) is the first point of interaction of patients where they meet 
the doctor. Availability of drugs, surgical items, dressing material, functional equipment and other 
miscellaneous items can save the life of the victims during the disaster. A descriptive study design 
was used for this study. A total of 22 health facilities of the district health department were selected 
in two districts of Delhi by systemic random sampling method. Primary and secondary data were 
collected. Availability of drugs, equipment and other logistics prescribed by the health department 
were assessed in the health facilities. Except stethoscope and torch, no all other prescribed 
equipment were available in functional state at all the health facilities. Some essential items like 
Ambu bag (Adult) and (Paediatric) were functionally available in 68.2 per cent of the facilities. 
Paracetamol syrup was available in all the health facilities. Injection Diclofenac was available in 
95.5 per cent of the health facilities and normal saline was available in 90.9 per cent of the health 
facilities. Gloves (size 6.5) were available in 90.9 per cent of the health facilities and cotton rolls 
were available in 86.4 per cent of the health facilities. Coordination and communication gap during 
disaster phase were the major difficulties faced by the respondents while managing the disaster/
emergency situation. The study concludes that the health facilities in both the districts did not 
have 100 per cent availability of identified functional equipment, medicines, surgical and dressing 
materials and other miscellaneous items. However, disaster kits were available in all the health 
facilities. There is a need to strengthen all the health facilities of the district health department 
as far as availability of sufficient functional equipment, medicines, surgical and dressing items, 
and other miscellaneous items are concerned. Focus is also needed to improve the coordination 
mechanism and communication facilities for managing the disaster/disaster like situation at the 
primary health facility level. 

Key words: Disaster management, Health facilities, District health department, Equipment, 
Medicine, Surgical and Dressing items, Delhi.

Disasters are happening everywhere in the world.  As per the United Nations International 
Strategy for Disaster Reduction (UNISDR)1, disaster is defined as a serious disruption of the 
functioning of a community or a society involving widespread human, material, economic 
or environmental losses and impacts which exceeds the ability of the affected community or 
society to cope using its own resources.

Area-wise, India is the seventh largest country2 and the second most populous country3 in the 
world. Geographical variation of India makes it vulnerable to various hazards. The Building 
Materials Technology Promotion Council (BMTPC)4, an autonomous agency which works 
under the aegis of the Ministry of Housing and Urban Affairs prepared the vulnerability atlas 
of India. In its second edition, it was reported that 59 per cent of the Indian land is vulnerable 
to earthquakes, 8.5 per cent of the land is vulnerable to cyclones and 5 per cent of the of land 
vulnerable to floods. Out of 59 per cent of the  Indian land which is vulnerable for earthquake, 
10.9 per cent of the land is liable for severe earthquakes.4 Indian coastline which is 7516 
kilometer (km) long, 5700 km is  vulnerable to storm surge, cyclones and tsunami.5 It is not 
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the natural factors which are only responsible for disasters in India, other man-made causes 
like increasing demographic pressure, deteriorating environmental conditions, deforestation, 
unscientific development, etc. are also responsible for the accelerated impact and increase in 
the frequency of disasters.6

Many man-made disasters also occurred in India like the Bhopal Gas Tragedy7, fire at AMRI 
Hospital8 in Kolkata where 90 lives lost, Kerala fireworks show in temple which killed 1109 
and terrorist attack in Mumbai.10 Road accidents are also common in India which has 1 per cent 
of the motor vehicles in the world, but bears the burden of 6 per cent of the global vehicular 
accidents.11

An approach to holistic management of disaster management was initiated after the Odisha 
cyclone in 199912 when thousands of people were killed. A High Powered Committee (HPC)13 

was set up to find out the ways of disaster management. The first step towards the holistic 
management of disasters was shifting of the Disaster Management Division from the Agriculture 
Ministry to the Ministry of Home Affairs (MHA) in 2002.14 Later in 2005, the Government 
of India (GOI) enacted the Disaster Management (DM) Act15 on the recommendation of the 
HPC. The DM Act provides a platform to deal with disaster management at all the levels of 
governance i. e. at the national level, state level and district level.

During emergencies or disasters, hospitals and other health facilities must remain safe, accessible 
and functioning at maximum capacity in order to help save lives. They must continue providing 
critical services such as medical and nursing care, laboratory and other health care services as 
well as respond to increased requirements related to the emergency.14 Health facilities must be 
prepared to respond to any disaster situation. There are many preparatory measures required to 
be taken by the health facilities which include preparation of list of medicines and equipment 
and ensuring its availability with all the teams.14,16 

Delhi as being the national capital and home for Very Very Important Persons (VVIPs), should 
always be ready to tackle any disaster. Delhi has witnessed many disasters in recent past like the 
Yamuna flood, earthquake, radiation exposure and terrorist attack. Fire accidents and building 
collapses in Delhi also occur frequently.17 Recent incident of Tughlakabad chemical leak in 
2017 had made Delhi to revamp its disaster management activities.18 

As per the Delhi Disaster Management Plan prepared by the Delhi Disaster Management 
Authority in consultation with all the relevant departments, the task identified for the state 
health department at the state level and district level is to provide medical care and trauma 
counselling.18 To provide the mentioned services, state/district health department has identified 
some equipment, drugs, medicines and other miscellaneous items to be available and functional 
all the time to respond to any disaster/disaster like situation. This study was carried out in the 
health facilities of state/district health department to assess the items identified by them to be 
ready and functional for the management of disasters in the health facilities.

Objectives

The objectives of the study were toassess the availability of drugs, equipment and other 
logistics identified by the state/district health department to be available in the health facilities; 
and find out the difficulties faced by the QRT in-charges, QRT members of each health facility 
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(where the assessment was made), and DPOs of both the districts whenever they involved in 
the management of any disaster/emergency situation.

Methodology

The descriptive study design was used for the study. There are 11 revenue districts in Delhi. 
Out of these 11 districts, two districts were selected using the simple random sampling method. 
The health facilities (dispensary/Seed PUHC (Primary Urban Health Centre)/Polyclinic) 
administered by the district health department were enlisted in both the districts separately, and 
total 22 such health facilities which have been identified to be ready for disaster management 
were selected using the simple systemic random sampling technique. The availability of 
functional equipment, medicines, surgical & dressing materials, and other miscellaneous items 
which had been identified by the health department, were assessed in these identified health 
facilities. District Programme Officers (DPOs) who were looking after the programme for 
immunization, Bio-Medical Waste (BMW) management and Integrated Disease Surveillance 
Programme (IDSP), were interviewed at the district level to find out the various difficulties they 
encountered during the disaster/emergency situations. Quick Response Team (QRT) In-charges 
and one of the Quick Response Team members, who were the part of the QRT constituted 
at every health facility, were also interviewed to find out their difficulties in mobilization of 
equipment and other relevant issues as far as the management of disaster is concerned.

Primary data were collected by observation using the checklist, and by doing the interview with 
the identified respondents using pre-tested and validated interview schedule. Secondary data 
were collected from the offices of both the district health departments of the state government 
which include various guidelines, disaster management plan, circulars, orders and from the 
website of Delhi Disaster Management Authority (DDMA) and National Disaster Management 
Authority (NDMA). The study was conducted during October 2017 - March 2018. Ethical 
approval was taken from The National Institute of Health and Family Welfare (NIHFW) prior 
to data collection. Only those participants who gave consent, were interviewed.

Inclusion Criteria:

1. Only the health facilities of the Delhi state government’s Health Department at the district 
level were taken in the study as these are the primary points for trauma care and counseling.

2. In the health facilities (dispensaries and polyclinics) of the district health department, 
medical officers who were the in-charges of the QRTs, one of the other members of each 
QRT and DPOs were interviewed for the difficulty they faced during management of 
any disaster. They were taken in the study as the QRTs and DPOs respond first whenever 
asked by the higher authorities at the district and facility level.

Exclusion Criteria:

1. Mohalla clinics were not taken in the study, as they did not have QRTs. 
2. Respondents who had recently joined or working for less than 3 months, were not 

interviewed.
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Findings

The result has been presented as per the category of items identified by the Health Department.

Drugs (Tablets and Syrups)

The district health department has identified some tablets and syrups to be available in the 
disaster kits of the health facilities as shown in the Table 1. It was found that medicines like 
Paracetamol, Antacid, Avil, Diclofenac and Levocetrizine were available in all the health 
facilities but Domperidone, Omeprazole were available in 90.9 per cent of the facilities and 
Norfloxacin, Ibuprofen and Septran were available in 95.5 per cent of the facilities. Acetyl 
salicylic acid was available in 86.4 per cent of the health facilities. Paediatric syrups like 
Septran and Domperidone were available in 86.4 per cent and 95.5 per cent of the health 
facilities respectively. Paracetamol syrup was available in all the health facilities.

Table 1
Availability of Tablets and Syrups in Disaster Kits in Health Facilities of the District 

Health Department
Name of tablets and syrups in disaster kit of health facilities Availability in health 

facilities (n=22)
%

Tablets

Paracetamol  (500mg) 22 100

Antacid 22 100

Avil (25mg) 22 100

Diclofenac  Sodium (75 mg) 22 100

Levocetrizine (5mg) 22 100

Domperidone (10mg) 20 90.9

Omeprazole (20mg) 20 90.9

Norfloxacin (400mg) 21 95.5

Ibuprofen (400mg) 21 95.5

Septran SS (400+80 mg) 21 95.5

Acetyl Salicylic acid (75/150/300 mg) 19 86.4

Syrups 
Paracetamol (125mg/5ml) 22 100

Antacid 21 95.5
Domperidone (5mg/5ml) 21 95.5

Septran (40mg/5ml) 19 86.4

Life-saving injections, IV fluid and Disinfectants

The district health department also identified some injectable drugs required in emergency as 
shown in Table 2. Injection Diclofenac was available in 95.5 per cent of the health facilities and 
Normal Saline was available in 90.9 per cent of the health facilities. Injection Decadron and 
injection Adrenaline were available at 68.2 per cent and 77.3 per cent of the health facilities 
respectively. Injection CPM/Avil was available in 59.1 per cent of the health facilities. Hand-
rub (alcohol-based) and Spirit were available in 68.2 per cent and 45.5 per cent of the health 
facilities respectively.
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Table 2
Availability of Life-saving Injections, IV Fluid and Disinfectants in Disaster Kits in 

Health Facilities of the District Health Department

Name of lifesaving injections, IV fluid and 
Disinfectant in disaster kit of health facilities

Availability in health facilities (n=22) %

Lifesaving injections and IV fluid   
Injection Diclofenac 21 95.5
Normal Saline 20 90.9
Injection Rantac 18 81.8
Injection Adrenaline 17 77.3
Injection Decadron 15 68.2
Injection Chlorpheniramine/Avil 13 59.1
Disinfectant   
Hand rub (Alcohol Based) 15 68.2
Spirit (500ml) 10 45.5
 IV: Intravenous fluid

    
Equipment and Other Miscellaneous Items 

Lot of equipment is necessary to carry out the medical care. Availability of such equipment in 
the health facilities were assessed. The findings are shown in Table 3 and Figure 1. Ambu Bag 
(Adult) and Ambu Bag (Paediatric) were available in 68.2 per cent of the health facilities in 
functional state. Basic life support mask (Adult) and basic life support mask (Paediatric) were 
available in 59.1 per cent and 22.7 per cent of the health facilities respectively. Emergency light 
was available in 50 per cent of the health facilities. Spine board with strap and scoop stretcher 
were found only in 13.6 per cent and 4.5 per cent of the health facilities respectively. 

Table 3
Availability of Functional Equipment and Other Miscellaneous Items in Health  

Facilities of District Health Department
Name of Equipment and Other Misc. Items Availability in Health Facilities (n=22) %
Stethoscope 22 100
Torch 22 100
BP Apparatus 21 95.5
Forceps 20 90.9
Scissors 20 90.9
Clinical Thermometer 20 90.9
Kidney tray 18 81.8
Ambu Bag (P) 15 68.2
Ambu Bag (A) 15 68.2
Tourniquet 15 68.2
Basic life support mask (A) 13 59.1
Emergency light 11 50
Basic life support mask (P) 5 22.7
Spine Board with strap 3 13.6
Scoop Stretcher 1 4.5

A: Adult, P: Paediatrics
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Figure 1
Availability of Equipment and Other Miscellaneous Items in Health Facilities of District 

Health Department (%)
 

Surgical and Dressing Material

Surgical and dressing materials availability in the disaster kit were assessed in the health 
facilities. Table 4 and Figure 2 show that gloves (size 6.5) were available in 90.9 per cent of the 
health facilities. Roller bandages (4”) and (2”) were available in 81.8 per cent and 68.2 per cent 
of the health facilities respectively. Dressing drum was available in 72.7 per cent of the health 
facilities and Sterile Gauge in 45.5 per cent of the health facilities. Paraffin Gauge/Vaseline 
Gauge was available in 27.3 per cent of the health facilities and Cotton Rolls were available 
in 86.4 per cent of the health facilities. Crape bandages of both the sizes were available in less 
than 70 per cent of the health facilities. Savlon/Dettol was available in 27.3 per cent of the 
health facilities and Band- aids were available in only 9.1 per cent of the health facilities.

Table 4
Availability of Surgical and Dressing Materials in Health Facilities of District Health 

Department
Name of the surgical and dressing materials in health facilities Availability in health 

facilities (n=22)
%

Betadine Lotion 21 95.5

Gloves size 6.5 20 90.9

Cotton rolls 19 86.4

Roller Bandages 4” 18 81.8

Micropore 1” 18 81.8

Gloves size 7 16 72.7

Dressing drum 16 72.7

Roller Bandages 2” 15 68.2

Crape Bandage (10 cm x 4 meter) 15 68.2

Crape Bandage (7.5 cm x 4 meter) 14 63.6
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Name of the surgical and dressing materials in health facilities Availability in health 
facilities (n=22)

%

Micropore 2” 13 59.1

Leucoplast/Dynaplast 11 50

Sterile Gauge 4x4” 10 45.5

Savlon/Dettol 6 27.3

Paraffin Gauge/Vaseline Gauge (10 x 10 cm) 6 27.3
Gloves size 7.5 4 18.2
Band Aid 2 9.1

Figure 2
Availability of Surgical and Dressing Items in the Health Facilities of District Health 

Department

Experience of Respondents on Difficulties Faced by Them during Management of 
Disasters

QRT in-charges and one of the members of QRT teams of the health facilities where the 
assessment was done, were asked about their experience and difficulty they faced during any 
disaster management they were involved. DPOs at the district level were also asked about their 
experience. Out of 49 respondents, only nine were involved in the management of any disaster. 
Their response on difficulties they faced during management of a disaster, in decreasing order, 
were compiled; and has been presented in the Table 5.

Table 5
Difficulties Faced by the Respondents of District Health Department

During Disaster/Disaster Like Situations
Pre-Disaster Phase

Mobilization of QRT teams
Non preparedness of health facilities

No awareness among people
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During Disaster/Disaster Like Situations
Inadequate logistics

Disaster Phase
Coordination Gap

Communication Gap
Clean water management during flood

Less equipment
No mosquito shield for QRT Teams

Difficulty in locating the site
No vehicle provided

Bed unavailability in hospital
No sitting arrangement for QRT

Post-Disaster
Communication failure

Damaged road caused delay in reaching
Rehabilitation problem

QRT: Quick Response Team

The respondents revealed that during pre-disaster phase, they faced difficulties like mobilization 
of QRT teams, inadequate logistics and non-preparedness of the health facilities. During the 
disaster phase, the major difficulties they faced were coordination gap among the various 
agencies, communication gap, unavailability of clean water during flood, less equipment, 
no mosquito shield for QRT, non-availability of vehicle, bed unavailability in the hospital 
during dengue outbreak and no sitting arrangement for the QRTs. The major difficulties faced 
during post-disaster phase were communication failure, damaged roads which caused delay in 
reaching, and rehabilitation problems. 

Discussion

Disaster management was primarily relief-centric before the enactment of the Disaster 
Management Act in 2005. The role and responsibilities of each department including the 
health department has been defined in the Disaster Management Act.15 Preparedness of  
health department has been emphasized in the guidelines on Medical Preparedness and Mass 
Casualty Management issued by the National Disaster Management Authority which is the 
apex body for the management of disasters in India.19 State Disaster Management Authority 
i.e. Delhi Disaster Management Authority at the state level and District Disaster Management 
Authority at the district level have been constituted in Delhi also20 as per the provisions of the 
DM Act 2005. State health department has been assigned the role of primary agency to work 
as the Essential Support Function (ESF) for Medical Trauma and Counseling Services.17 The 
state health department at the district level was working to provide the Medical and Trauma 
Counseling services under the direction and consultation of the District Disaster Management 
Authority. The importance of preparedness of the health department is highlighted in the study 
conducted in Tehran21. In this study, it has been stated that the health care centers need to be 
prepared to react quickly and effectively to minimize the fatalities when unexpected incidents 
happen. Health care centres’/health facilities’ preparedness also include preparation of list of 
medicines and equipment and ensuring its availability with all the teams.14,16
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The district health department in Delhi also identified some equipment, medicines, surgical 
items and other miscellaneous items which should be available and functional in the disaster 
kit and must have QRT in all the identified health facilities. These identified equipment, 
medicines, surgical items and other miscellaneous items were assessed for their availability 
and functionality. It was found that except availability of stethoscope and torch, no all other 
functional item was available in all the health facilities. Some essential items like functional 
Ambu bag (Adult) and (Paediatric) were available only in 68.2 per cent of the facilities; spine 
board was available in 13.6 per cent of the health facilities and scoop stretcher in only 4.5 per 
cent of the health facilities. Medicines, essential injections like Decadron, Adrenaline, Hand-
rub (alcohol based), Spirits and other surgical items were also found unavailable in some health 
facilities. Importance of their availability in the health facilities can be understood in the study 
conducted by Phalkey et. al.22 wherein it was found that 72.4 per cent of the health facilities 
(primary) experienced stock outs during the flood days. Similar findings were observed in the 
study conducted by Preeti et. al.23 wherein it was found that public health facilities, especially, 
the primary health centres (PHC) and Sub-Centres were not adequately equipped to manage 
the disasters. Another article24 has also shown that the capabilities of the civil administration 
for combating disaster, remain inadequate. It revealed that during the Sikkim earthquake of 
September 2011, the State and Central authorities along with the National Disaster Relief Force 
(NDRF) fell short of personnel and lacked logistics backup. Disaster kit containing the identified 
drugs, surgical items, equipment and other miscellaneous items; is a very basic requirement in 
the health facility to respond to any disaster. In this study, it was found that disaster kits were 
available in all the health facilities but items were not available as per the prescribed norms. 
Similar finding is shown in the study conducted by Minh et. al.25 wherein the first-aid kit was 
available at each health facility. 

Experience of respondents was asked about the difficulties they faced during the management 
of disaster/disaster like situation. Respondents in this study said that there was less equipment 
during the pre-disaster as well as during the disaster phase. Similar finding is seen in the 
study conducted by Minh et. al.25 in the Central Vietnam where 22 per cent of the respondents 
reported temporary shortages of some medicines and supplies during some storm and flood 
days. Respondents’ opinion regarding necessities required for the management of disasters 
were found to be healthcare personnel, medical equipment, infrastructure and medical 
supplies in the study conducted by Chapin et. al.26 In this study, the major gap identified by 
the respondents during the disaster phase was coordination among various agencies which 
corresponds with the finding of Mehta27 who noticed the traditional separation between the 
medical care community working in the hospitals, nursing homes and the private physicians. 
He concluded that coordination is the key and the historic separation is a genuine disadvantage.

Conclusion

The drugs, lifesaving injections, intravenous fluid, disinfectants, equipment and other surgical 
and dressing items identified by the state/district health department were not available in all the 
health facilities. Some essential equipment like Ambu Bag (Adult) and Ambu Bag (Paediatric) 
were found in 68.2 per cent of the health facilities. Spine Board, Basic Life Support Mask 
(Paediatric) and Basic Life Support Mask (Adult) were available in 4.5 per cent, 22.7 per cent 
and 59.1 per cent of the health facilities respectively. Not all the health facilities had all the 
drugs identified for the disaster kit. Except two items, not all the identified surgical and dressing 
materials were available in more than 90 per cent of the health facilities. Except injection 
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Diclofenac and Normal Saline, all other injectables drugs and disinfectants were available in 
less than 90 per cent of the health facilities. Respondents’ opinion about the difficulties they 
faced in the management of disaster was lack of coordination between the various agencies 
and communication gap during disaster phase; and lack of equipment and logistics during pre-
disaster and post-disaster phases.

Recommendations

The district health department should ensure the availability of sufficient medicines, equipment, 
lifesaving injections, and surgical and dressing items in each health facility. Storekeeper of the 
health facility should maintain the disaster kit as per the items identified by the department and 
replace the consumables items as and when required. Coordination mechanism among various 
agencies and communication strategy need to be improved. 
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ekxZ] eqfujdk] uÃ fnYyh &110 067A

fnYyh dh LokLF; lqfoèkkvksa esa vkink çcaèku ds fy, MªXl] midj.k vkSj vU; laHkkjra=   
dh miyCèkrk% ,d vkdyu

lat; Çlg*] ,-ds- lwn** vkSj mRlqd nÙkk**

lkjka'k 

Hkkjr] viuh  Hkw&oSKkfud vkSj tyok;q fHkUurk fLFkfr ds dkj.k] nksuksa çk—frd vkSj ekuo fuÆer ladV ds 
dkj.k Hks| gSA çkFkfed LokLF; dsaæ ¼PHC½ ejhtksa ds ijLij lEidZ rFkk  ckrphr dk igyk ,oa vkjafHkd Çcnq 
gS tgka os M‚DVj ls feyrs gSaA nokvksa] lÆtdy vkbVe] MªsÇlx lkexzh] dk;kZRed midj.k vkSj vU; fofoèk 
oLrqvksa dh miyCèkrk vkink ds nkSjku jksfx;ksa rFkk ihfM+rksa ds thou dks cpk ldrh gSaA bl vè;;u ds fy, 
,d o.kZukRed vè;;u fMtkbu dk mi;ksx fd;k x;kA ftyk LokLF; foHkkx dh dqy 22 LokLF; lqfoèkkvksa dks 
fnYyh ds nks ftyksa esa ç.kkyhxr ;k–fPNd uewuk fofèk }kjk pquk x;kA çkFkfed vkSj ekè;fed vkadM+s ,d= fd, 
x,A LokLF; foHkkx }kjk fuèkkZfjr nokvksa] midj.kksa vkSj vU; miHkksT; lkexzh dh miyCèkrk dk vkdyu LokLF; 
lqfoèkkvksa esa fd;k x;kA LVsFkksLdksi vkSj V‚pZ dks NksM+dj vU; lHkh fuèkkZfjr midj.k lHkh LokLF; lqfoèkkvksa 
esa dk;kZRed voLFkk esa miyCèk ugÈ FksA dqN vko';d oLrq,¡ tSls vEcq cSx ¼o;Ld½ vkSj ¼f'k'kq jksx  fpfdRlk½ 
dk;kZRed :i ls 68-2 çfr'kr lqfoèkkvksa esa miyCèk FkÈA isjkflVkeksy flji lHkh LokLF; lqfoèkkvksa esa miyCèk 
FkkA batsD'ku fMDyksQsukd 95-5 çfr'kr LokLF; lqfoèkkvksa esa miyCèk Fkk vkSj 90-9 çfr'kr LokLF; lqfoèkkvksa esa 
lkekU; [kkjk miyCèk FkkA 90-9 çfr'kr LokLF; lqfoèkkvksa esa nLrkus ¼vkdkj 6-5½ miyCèk Fks vkSj 86-4 çfr'kr 
LokLF; lqfoèkkvksa esa :Ã ds jksy miyCèk FksA varj vkinkvksa@vkikrdkyhu fLFkfr dk çcaèku djrs le; vkink 
pj.k ds nkSjku leUo; vkSj lapkj mÙkjnkrkvksa }kjk lkeuk dh tkus okyh çeq[k dfBukb;k¡ FkÈA vè;;u ls ;g 
fu"d"kZ çkIr gksrk gS fd nksuksa ftyksa esa LokLF; lqfoèkkvksa esa fpfUgr dk;kZRed midj.kksa] nokvksa] 'kY; fpfdRlk 
vkSj MªsÇlx lkexzh vkSj vU; fofoèk oLrqvksa dh 100 çfr'kr miyCèkrk ugÈ gSA gkykafd] lHkh LokLF; lqfoèkkvksa 
esa vkink fdV miyCèk FksA ftyk LokLF; foHkkx dh lHkh LokLF; lqfoèkkvksa dks etcwr djus dh vko';drk gS] 
tgka rd i;kZIr dk;kZRed midj.k] nok,a] lÆtdy vkSj MªsÇlx vkbVe] vkSj vU; fofoèk oLrqvksa dh miyCèkrk 
dk lacaèk gSA çkFkfed LokLF; lqfoèkk Lrj ij vkink@vkink tSlh fLFkfr ds çcaèku ds fy, leUo; ra= vkSj 
lapkj lqfoèkkvksa esa lqèkkj ds fy, Hkh è;ku dsfUær djus dh vko';drk gSA 

eq[; 'kCn% vkink çcaèku] LokLF; ns[kjs[k  lqfoèkk,a] ftyk LokLF; foHkkx] midj.k] fpfdRlk] 'kY; fpfdRlk 
vkSj MªsÇlx lkexzh ] fnYyhA

LokLF; ,oa tula[;k: 
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A Literature Review of Information, Education and Communication (IEC) 
Activities for Malaria, Tuberculosis and HIV and AIDS after the 2015 

Deadline of Millennium Development Goal

Manoj Varghese*

Abstract

Communication strategy and its application is a good means to create awareness among people 
about a disease, its causes and treatment, change a person’s or group’s attitude towards a disease, 
advocate for policy changes in favour of prevention and control, and develop social norms that 
favour a healthy living. A lot of emphasis has been given in the recent past to enhance the reach of 
IEC activities regarding social and health issues. Although, efforts have been made to address the 
health issues of Malaria, Tuberculosis (TB), and HIV and AIDS in India on a vigorous mode with 
the support of the media; unfortunately, no effort has been made to document such activities. 

It is noted that communication interventions hold a vital and indispensable place in the prevention 
and treatment of diseases. Studies conducted in different countries including Ethiopia, Mexico, 
Nigeria, Pakistan, Thailand and India revealed that patients with low knowledge about the symptoms 
of these diseases are more likely to delay the testing and treatment. And, there is a possibility 
of these patients visiting traditional healers and worsening the case. In all the programmes, to 
overcome the problem of these diseases, the main content revolves around advocacy, behaviour 
change communication and social mobilization where IEC plays a vital role. In 2017, the malaria 
cases came down by almost three million over the previous year in India. Awareness created through 
the IEC activities, scaling up a diagnostic testing, treatment and training community workers in the 
endemic areas is learnt to have created the desired impact. The Government of India is committed 
to eliminate TB by 2025. All efforts are being made to address the recently discovered phenomenon 
of TDR-TB (Totally drug resistant TB) at the grass root level. An all out effort of creating public 
awareness on signs and symptoms has resulted in reducing the spread of HIV and AIDS. In view of 
this background, the systematic review of literature in this paper identifies the gap, and suggests 
strengthening the IEC activities to overcome the burden of Malaria, TB and HIV/AIDS so as to 
achieve the United Nation’s Sustainable Developmental Goals (SDG) by 2030.

Key words: Information Education and Communication (IEC), Millennium Development Goal 
(MDG), Social Behaviour Change Communication, Sustainable Development Goal 
(SDG).

Communication is a vital component of healthcare delivery in the country. Health has been 
recognized as a central development imperative which acts not just as a resource but also as an 
indicator of sustainable development. In other words, health gains are directly proportional to 
economic growth and if the benefits of growth are equitably distributed, then poverty reduction 
will take place. Nevertheless, the development prospects of the world’s poor countries have 
been directly undermined by major diseases such as HIV/AIDS, Malaria and TB. Policymakers 
across the globe appear to have realized this reality and have, therefore, introduced the 
intervention of programmes to promote economic growth.1

The MDGs acknowledged the centrality of health to the global agenda of human development. 
Goals 4, 5 and 6 aimed at reducing child mortality, improving maternal health and combating 
HIV and AIDS, Malaria and other diseases, respectively. The MDG 6 was successful in 
promoting public sympathy for these three major diseases and subsequently, realized billions 
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of dollars to fight against the diseases. Health communication, therefore, plays an important 
role in raising awareness among the people about certain illness as well as about the available 
interventions in the country. HIV/AIDS, Malaria and TB have devastating impact on poorer 
countries. Together, these diseases, also known as the ‘big three’, account for a staggering 5.6 
million deaths and the loss of 166 million disability-adjusted life years (DALYs) annually.1

Efforts are being made to promote adherence to treatment of TB and Malaria that has been 
reportedly hampered by drug resistance while improving innovative domestic financing and 
efficient use of available resources. There are ongoing efforts by the scientists to develop an 
anti-malaria vaccine which is currently undergoing clinical tests to ensure its safety. Efforts 
to curb the menace of the three illnesses were articulated in the National Policy on HIV/
AIDS, National Tuberculosis and Leprosy Control Programme and National Malaria Control 
Programme. In all these programmes, the main content revolves around advocacy, behaviour 
change communication and social mobilisation. The gap is still evident, despite the fact that 
several health institutions like WHO, UNICEF, Public Health Foundation of India, National 
Institute of Health and Family Welfare, Population Services International and others have 
joined hands with the Government of India in executing the campaign to its full potential to 
overcome the problems of these diseases and achieve the SDG by 2030.

Looking at the above scenario, one is inclined to think that there is definitely a missing gap. It 
is either that the intervention programmes have not reached the desired target or they are not 
appropriately communicated to influence change. It is pivotal in the effort to understand, create 
and communicate people-oriented media messages which will ultimately improve healthcare. 
These three illnesses are seen as the most serious problems faced by the health practitioners. 
“The combined toll of the ‘big three’ diseases have been so high and the risk to global heath 
is too great,” says Jack C. Chow, WHO’s Assistant Director General for HIV/AIDS, TB and 
Malaria.1 Thus, in order to reduce the infection rates, effective communication strategy is the 
fundamental key to overcome the problems associated with misinformation and myths around 
the epidemic. 

The IEC strategy framework incorporates a variety of activities involving communities and 
the various media channels like Interpersonal Communication, Group Communication, Folk 
and Traditional Media and Mass Media formats like radio, television and print media. Also, 
the New Media form an important component of IEC strategy.2 The sustained IEC campaign, 
later on called as the ‘Social and Behaviour Change Communication (SBCC)’ and hard work 
of health functionaries over several years led to the elimination of the incidence of polio in the 
country on 13 January 2011.  

Methodology

This systematic review was conducted in accordance with the Preferred Reporting Items 
for Systematic Review and Meta–Analysis (PRISMA) guidelines. The research papers and 
articles were systematically reviewed on the said topic with the help of Google Scholar. The 
review focused primarily on IEC, BCC, and awareness among people about various diseases, 
particularly with reference to Malaria, TB and HIV/AIDS. Restrictions were made on study 
location (India), date of publication after 2015 and English language only.

Approximately 40 research papers published on the likeness of this topic were reviewed and 
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identified 15 through the Google Scholar.1-14 These papers were then screened to weigh the 
impact of IEC activities in creating awareness, sensitizing, prevention and treatment and in 
changing the behaviour of the patients and public. The papers were categorized into national 
and state level, based on the demography.

Findings and Discussion

Most of the research studies had adopted purposive stratified random sampling technique using 
a structured interview schedule to collect the primary data. The review reveals that the IEC 
strategy has mainly focused on either the Health Belief Model (HBM) or Social Ecological 
Model (SEM). The HBM is used to explain and predict the health behaviours by focusing on 
the attitudes and beliefs of individuals based on the media messages. On the other hand, the 
SEM suggests that human behaviour is influenced and shaped by the environment in which 
one lives. The model represents a comprehensive approach to designing, implementing and 
evaluating interventions which target the multiple influences on behaviour. It takes cognizance 
of the intricate interplay between individuals, relationship, community and societal factors.

Based on the review, it has been found that majority of the respondents have heard about the 
three diseases from media such as radio, TV, bill boards, hand bills, posters, text messaging on 
phones, workshops and schools.

The Global Malaria Eradication Programme’s failure to eliminate malaria in the 1950s and 
1960s underline the importance for its downfall by reintroducing transmission and spreading 
chloroquine resistance.3 India reported almost three million fewer malaria cases in 2017, a 
24 per cent decrease over the previous year, while cases increased worldwide to 219 million 
from 217 million, after registering a steady decline since 2010; according to the World Malaria 
Report 2018. The reduction of cases, however, means that India is no longer among the world’s 
top three countries in terms of number of cases, which was around 8.7 m in 2017 (Neglected 
Tropical Diseases, 2017). Around 70 per cent of the world’s malaria cases are found in India 
and 10 sub-Saharan African countries. “There were 3.5 million more malaria cases reported 
in these 10 African countries in 2017 as compared to the previous year while India showed 
progress in reducing its disease burden,” said the report. Since 2000, India has reduced malaria 
deaths by two-thirds and halved the number of malaria cases. The other countries that showed 
results were the malaria-endemic countries of China and El Salvador which reported no local 
transmission in 2017. In 2017, India launched its five-year National Strategic Plan for Malaria 
Elimination that shifted focus from malaria ‘control’ to ‘elimination’ and provided a road map 
with targets to end malaria in 571 districts out of 678 districts in India by 2022.

The review indicates that the awareness created through the IEC activities, scaling up of 
diagnostic testing, treatment and surveillance and ensuring an un-interrupted drug supply chain, 
training community workers to test all fever cases and provide medicines, and distributing 
medicated bed-nets (11 m) for prevention, under it’s ‘test-treat-track’ in the endemic areas; have 
helped in controlling the problems. Dr. Pedro Alonso, Global Malaria Programme Director, 
WHO, opined that ‘Odisha is a driver of India’s success against malaria, where innovations 
such as improving health care workers’ skills, expanding access to diagnostics and treatment, 
and strengthening data collection, have led to the state recording a path-breaking decline of 
over 80 per cent in the reported malaria cases and deaths”.4
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India accounts for about a quarter of the Global TB burden. TB is responsible for the death 
of every third AIDS patient in India. TB has been attributed to a poor man’s disease and is 
often spread among the family and community members living in dense clusters. As per the 
Ministry of Health and Family Welfare, 2.15 m new TB patients were discovered in 2018 
(Global Tuberculosis Report 2018). The Government is committed to eliminate TB by 2025. 
TB is India’s biggest health issue but what makes this issue worse is the recently discovered 
phenomenon of TDR-TB (Totally drug resistant TB). This issue of drug-resistant TB began 
with MDR-TB, and moved on to the most dangerous form of XDR-TB. 

India has the third largest HIV epidemic in the world. As per the UNAIDS data 2018, In India 
2.1 million people are living with HIV, 88,000 new HIV infections were reported, 69,000 AIDS 
related deaths occurred.3 The study revealed that broad based response to HIV epidemic has 
helped to reduce the level of infections when compared to some other African countries. Mass 
awareness programmes, treatment of sexually transmitted diseases and effective promotion of 
condom use has resulted in reducing the burden of HIV cases in India.1 

It is noted that Communication interventions, including IEC and Behaviour Change 
Communication (BCC) hold a vital and indispensable place in prevention and treatment. Studies 
conducted in different countries, including Ethiopia, Mexico, Nigeria, Pakistan, Thailand and 
India revealed that patients with low knowledge about the symptoms of these disease are more 
likely to delay the testing and treatment. And, there is a possibility of these patients visiting 
traditional healers and worsening the case.1  

Conclusion

The main constraints to health communication interventions could be effectively addressed 
if we adopt a step-by-step approach in planning, properly selecting the target audiences and 
design the surveys, and formulate key messages that will provide the best foundation for a 
programme’s success. Finally, engagement with key medical and required stakeholders, as well 
as the media, will maximize the positive outcomes for health communication programmes.

There is a need for attitudinal change by all to ensure that the level of awareness is matched 
with the action, and subsequently influence the adoption of intervention measures to improve 
the management of these diseases. There are many ways to address malaria and efforts should 
be tailored to the specific high-risk group with special focus on reducing receptivity; and killing 
the parasites by creating awareness as carried out by several malaria-free countries.

Understanding the situation, strategizing the interventions through better communication is the 
key to address these health issues of Malaria, TB and better vaccination. A well-stratified IEC 
campaign has reduced the spread of HIV in the recent past but needs to be curtailed fully by 
a holistic approach. SBCC for a social change is the need of the hour to address all the three 
diseases in India so that it achieves the SDG by 2030.
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*;wuhlsQ ifj;kstukvksa ds fy, lkekftd O;ogkj ifjorZu ¼,lchlhlh½ çf”k{kd] Ã&esy% manojmediacenter@yahoo.co.uk

lglzkCnh fodkl y{; &2015 dh le; lhek ds i'pkr~ eysfj;k] {k;jksx  ,oa ,pvkÃoh vkSj 
,M~l ds fy, lwpuk] f'k{kk vkSj lapkj xfrfofèk;ksa dh ,d lkfgR; leh{kk

eukst oxÊl*

lkjka'k 

lapkj j.kuhfr ,oa bldk vuqç;ksx ,d jksx ,oa blds dkj.kksa lfgr rRlacaèkh mipkj ds ckjs esa yksxksa esa tkx:drk 
iSnk djus] fdlh jksx ds çfr fdlh O;fä ;k oxZ ds –f"Vdks.k dks cnyus] jksx dh jksdFkke vkSj fu;a=.k djus ds 
i{k esa uhfrxr ifjorZuksa dk i{kiks"k.k djus vkSj lkekftd ekunaMksa dks fodflr djus ds fy, ,d vPNk lkèku 
gSA ,d LoLFk thou ds i{k esa lkekftd vkSj LokLF; eqíksa ds ckjs esa vkÃÃlh xfrfofèk;ksa dh igqap c<+kus ds fy, 
gky ds fnuksa esa cgqr tksj fn;k x;k gSA gkyk¡fd] ehfM;k ds leFkZu ls Hkkjr esa eysfj;k] {k;jksx  ¼Vhch½ vkSj 
,pvkÃoh vkSj ,M~l ds LokLF; ds eqíksa dks tksjnkj rjhds ls tksj nsus vkSj lacksfèkr djus dk ç;kl fd;k x;k 
gS( nqHkkZX; ls] bl rjg dh xfrfofèk;ksa dks çys[kc)  djus dk dksÃ ç;kl ugÈ fd;k x;k gSA 

;g è;ku j[kus dh ckr  gS fd lapkj lkèkuksa dk gLr{ksi chekfj;ksa dh jksdFkke vkSj mipkj esa ,d             
egRoiw.kZ vkSj vifjgk;Z LFkku j[krk gSA bfFk;ksfi;k] eSfDldks] ukbthfj;k] ikfdLrku] FkkÃySaM vkSj Hkkjr lfgr 
fofHkUu ns'kksa esa fd, x, vè;;uksa ls irk pyk gS fd bu jksxksa ds y{k.kksa ds ckjs esa de tkudkjh okys jksfx;ksa esa 
ijh{k.k vkSj mipkj esa nsjh dh laHkkouk vfèkd gSA vkSj] bu jksfx;ksa dks ikjaifjd mipkj nsus vkSj uhe gdheksa ls 
Ãykt  djkus ls ekeyk vfèkd fcxM+us dh laHkkouk gks tkrh  gSA lHkh dk;ZØeksa esa] bu chekfj;ksa dh leL;k dks 
nwj djus ds fy,] eq[; fo"k; lkexzh i{kiks"k.kiw.kZ] O;ogkj ifjorZu lapkj vkSj lkekftd xfr'khyrk ds pkjksa vksj 
?kwerh gS tgka vkÃÃlh  ,d egRoiw.kZ Hkwfedk fuHkkrk gSA 2017 esa] Hkkjr esa fiNys o"kZ dh rqyuk esa eysfj;k ds 
ekeyksa esa yxHkx rhu fefy;u dh deh vkÃA vkÃÃlh xfrfofèk;ksa ds ekè;e ls cukÃ xÃ tkx:drk] LFkkfud 
{ks=ksa esa ,d uSnkfud ijh{k.k] mipkj vkSj çf'k{k.k lkeqnkf;d dk;ZdrkZvksa dks LdsÇyx ds ekè;e ls okafNr çHkko 
iSnk djus ds fy, gSA Hkkjr ljdkj 2025 rd {k;jksx dks [kRe djus ds fy, çfrc) gSA VhMhvkj&Vhch ¼VksVyh 
Mªx jsflLVsaV Vhch½ dh gky gh esa [kkst dh xÃ ?kVuk dks tehuh Lrj ij nwj djus ds fy, lHkh ç;kl fd, 
tk jgs gSaA ladsrksa vkSj y{k.kksa ij lkoZtfud tkx:drk iSnk djus ds ,d iwjs ç;kl ds ifj.kkeLo:i ,pvkÃoh 
vkSj ,M~l ds çlkj esa deh vkÃ  gSA bl i`"BHkwfe ds eísutj] bl i= esa lkfgR; dh O;ofLFkr leh{kk gS tks 
eysfj;k] Vhch vkSj ,pvkÃoh@,M~l ds cks> ls mcjus ds fy, vkÃÃlh xfrfofèk;ksa dks etcwr djus dk lq>ko 
çLrqr djrk  gS rkfd o"kZ  2030 rd  la;qä jk"Vª ds lrr fodkl ds y{; ¼,lMhth½ dks çkIr fd;k tk ldsA 

çeq[k 'kCn% lwpuk f'k{kk vkSj lapkj ¼vkÃÃlh½] lglzkCnh fodkl y{; ¼,eMhth½] lkekftd lapkj  O;ogkj if-
jorZu] lrr   fodkl y{; ¼,lMhth½A

LokLF; ,oa tula[;k: 
ifjizs{; ,oa eqn~ns, 42 (1&2): 30-35 / 2019
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Tracking the Contributions of Faculty Members and Research Staff of The 
NIHFW: An Analytical Study

Giriraj Halkar*

Abstract

The present study is a bibliometric analysis that covers the 751 papers published by the officials of 
the National Institute of Health and Family Welfare in different aspects of health sciences during 
the period of 1978-2014. Publication productivity is expressed by the number of papers published 
by a selected unit in a given time. In India, although health education and research have much 
wider importance and the publication productivity is also increasing, no systematic attempt has 
been made to analyze the pattern of this literature productivity. In this context, it is relevant to 
examine the productivity patterns of the faculty members of the Institute. In authorship pattern, it 
is found that solo research is predominant then collaborative research. The objective of this paper 
is to analyse the bibliometric parameters for NIHFW publication output. The study demonstrates 
the various aspects of the data and investigation was carried out for the publications, year-wise 
distributions, subject-wise, authorship patterns as well as gender-wise and department-wise 
distributions. The degree of collaboration was calculated and it was found that the single authorship 
trend has increased gradually. It can be concluded that the Institute can attain visibility, prestige, 
and credibility in the broader academic community by producing high quality research; and this in 
turn, enhance the reputation of the Institute and provide a greater opportunity for attracting better 
students, faculty and researchers. 

Key words:  Scientometrics, Quantitative data, Studies, Authorship pattern.

The 20th century may be described as the century of the development of metric sciences. In this 
century itself, there have been developments of librametrics, bibliometrics, scientometrics, 
technometrics, biometrics, sociometrics, econometrics, cybermetrics or webometrics1, and 
lastly informatics. Publication productivity is often considered to measure the prestige of an 
institution, and is associated strongly with an individual employee’s reputation, visibility, and 
advancement in the academic world, particularly in research institutions and universities2. The 
relationship between output of research and input measured through the publication productivity. 
The contribution of the institution and the individual officers engaged in research are highlighted 
by the institutional productivity. It also provides some insights into the complex dynamics of 
research activity and enables policy makers and administrators to provide adequate facilities; 
and gauge the research activities in a proper direction. A well-known research productivity 
indicator is the number of publications produced by the officers, institutions or research groups. 
To evaluate the productivity of research institutions and an individual researcher, and to map 
the growth of the research area; scientometric and bibliometric techniques have become tools 
over the years.

The National Institute of Health and Family Welfare (NIHFW), New Delhi, India, was 
established on 9th March, 1977 with the merger of two national level institutions, viz. the 
National Institute of Health Administration and Education (NIHAE) and the National Institute 
of Family Planning (NIFP). The NIHFW, an autonomous organization of the Ministry of 
Health and Family Welfare, Government of India, acts as an ‘apex technical institute’ as well 
as a ‘think tank’ for the promotion of health and family welfare programmes in the country. 

*Senior Technical Assistant, National Documentation Centre, The National Institute of Health & Family Welfare, Munirka, 
New Delhi-11006; E-mail: gghalkar@nihfw.org
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The Institute addresses a wide range of issues on health and family welfare from a variety of 
perspectives through the departments of Communication, Community Health Administration, 
Education and Training, Epidemiology, Management Sciences, Medical Care and Hospital 
Administration, Population Genetics and Human Development, Planning and Evaluation, 
Reproductive Bio-Medicine, Statistics and Demography and Social Sciences.

Review of Literatures

Kuruppu and Moore3  conducted a study to examine the types of information used by graduate 
students in the fields of biological and agricultural sciences at Iowa State University (ISU). The 
citations of doctoral dissertations submitted in nine agriculture and biological science subject 
fields (crop production and physiology; molecular, cellular, and developmental biology; 
entomology; genetics; microbiology; plant breeding; plant pathology; plant physiology; and 
soil science) at ISU from 1997–2006 were analyzed. The study discussed the types and ages of 
resources cited in the different subject fields studied. The most cited journals in each discipline 
were identified, and the journal title dispersion was examined. 

Similarly, Amsaveni N et al.4 studied the authorship pattern of collaborative research in 
Bioinformatics, deals with the authorship collaboration research. The team’s work has been a 
well-recognized feature of modern science and there has been a reliable trend towards enlarged 
collaboration in all branches of science and technology in the present century. Totally, 91655 
authors produced 17318 articles in this subject of bioinformatics. 9.77 per cent of the articles 
were single authors’ contribution whereas the remaining 90.17 per cent were by collaborative 
authors. Two-authors team has produced more articles and six-authors team has the least 
number of papers.

Aswathy & Gopikuttan5 analysed the publication pattern of faculty members of three 
universities in Kerala viz University of Kerala, Mahatma Gandhi University and University 
of Calicut.  Authorship pattern, degree of collaboration, the appropriateness of Lokta’s Inverse 
Square Law and year-wise and designation–wise distributions have been studied. The year-
wise distribution of publications indicates that there is a growth in the numbers publications. It 
is found that multi-authorship dominates among university teachers and there is no statistically 
significant difference between the experience and productivity. Designation-wise degree of 
collaboration shows that Professors are having a high degree of collaboration which indicates 
that increase in the age and experience results in more collaborative papers.

Vivekanandhan S and Bathri Narayanan AL6  have carried on scientometric analysis of research 
publication productivity of the Barahiyar University. Data have been downloaded from the 
Scopus database for the period 2009-2013. Among the 1576 papers published in the span of 
5 Years, the highest number of 452 papers was published in the year 2013. The majority of 
the Bharathiar University research outputs is published in joint authorship (98.86%). The 
average degree of collaboration is 0.99. Journal articles have occupied the top position with the 
highest number of article 1419 (90.04%). Maximum number of articles is published in English 
Language 1575 (99.87%).

Scope of the Study 

The current study is aimed at analysing the mapping of publication productivity in NIHFW 
where the maximum number of articles has been published in English Language.
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Variables Considered for Analysis

The following variables were considered for analysis to draw a meaningful conclusion:
• Total number of articles appeared during the period 1978-2014.
• Authorship pattern and collaborative authors
• Department wise distribution of contribution
• Number of pages per article 

Objectives

The major objectives of this study were to: 
i) find out the year-wise distribution of publications in NIHFW, 
ii) examine the department-wise breakup of publications, 
iii) ascertain the authorship pattern, 
iv) find out the contribution Department-wise,
v) find out Degree of collaboration year-wise,
vi) analyze the relative growth rate,
vii) find out the average length of pages per contribution, and
viii) examine the fitness of Lotka’s inverse square law. 

Methodology

There are various sources contributing to the publication output of NIHFW. The study confined 
to a period of 37 years from 1978 to 2014 of the Institute. A survey has been conducted to collect 
data from the faculty members and research staff of all the Departments, Annual Reports and 
Newsletters of the Institute as well as the institute website. Analysis is done using excel for 
tabulation and calculation. 

Data Analysis and Interpretation

Following tables represent the quantitative performance of NIHFW towards health science 
through different metrics

Year-wise Distribution of Publications

The distribution of 751 articles by publication year revealed a rise in publication trend only after 
1998. The average output of the organization was 20 publications per year; and the minimum 
was 4 items in the year 1987.

Table 1
Growth of Publications

S. No. Year No. of publications %
1 1978 30 3.99
2 1979 7 0.94
3 1980 22 2.93
4 1981 42 5.59
5 1982 17 2.27
6 1983 31 4.14
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S. No. Year No. of publications %
7 1984 12 1.59
8 1985 28 3.74
9 1986 10 1.33
10 1987 4 0.54
11 1988 18 2.39
12 1989 15 1.99
13 1990 6 0.79
14 1991 9 1.19
15 1992 13 1.74
16 1993 30 3.99
17 1994 12 1.59
18 1995 16 2.15
19 1996 9 1.19
20 1997 6 0.79
21 1998 12 1.59
22 1999 40 5.33
23 2000 11 1.47
24 2001 18 2.39
25 2002 25 3.33
26 2003 18 2.39
27 2004 11 1.47
28 2005 34 4.53
29 2006 35 4.68
30 2007 40 5.33
31 2008 30 3.99
32 2009 24 3.19
33 2010 12 1.59
34 2011 20 2.67
35 2012 27 3.59
36 2013 22 2.93
37 2014 35 4.66
Total  751 100.00

Authorship Pattern

It is observed from Figure 1 that maximum papers were contributed by single authors. Out of 
751 papers, the highest number of papers was published by single author and it accounts for 
338 with 45.01 per cent while by multiple-authors’ articles account for 171 with 22.76 per 
cent. 17.58 per cent of the articles were published by three authors. Only 14.65 per cent of the 
articles were published by more than three authors. But the trend of the author pattern in the 
publications shows that the team size was two to four.
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Figure 1
Authorship pattern

 

Year-wise Authorship Pattern 

Data pertaining to year-wise authorship pattern have been given in the Table 2. Regarding 
single authored contributions, the year 1999 has the highest contributions with 26 respectively 
and the lowest in 1987. Regarding double author contributions, the year 1981 has the highest 
contributions with 16. The year 1993 and 2002 has the highest contributions regarding three 
authored contributions with 11. The year 2006 has the highest contributions of multiple authored 
(more than three authors) with 12.

Table 2
Year-wise Authorship Pattern 

Year Single Double Three > Three Total
1978 14 5 7 4 30
1979 7 - - - 7
1980 11 8 2 1 22
1981 20 16 4 2 42
1982 12 2 2 1 17
1983 11 7 6 7 31
1984 3 5 2 2 12
1985 10 5 8 5 28
1986 6 1 1 - 8
1987 1 3 - - 4
1988 11 4 2 1 18
1989 5 2 7 1 15
1990 4 1 - 1 6
1991 3 - 4 2 9
1992 9 3 - 1 13
1993 11 5 11 3 30
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Year Single Double Three > Three Total
1994 7 3 2 - 12
1995 7 3 2 2 14
1996 4 - 1 1 6
1997 2 1 - - 3
1998 3 8 1 - 12
1999 26 7 5 2 40
2000 7 1 - - 8
2001 13 1 4 - 18
2002 11 12 11 7 41
2003 9 5 2 2 18
2004 7 1 - 3 11
2005 17 5 5 7 34
2006 14 8 1 12 35
2007 12 15 8 5 40
2008 14 5 4 7 30
2009 20 1 2 1 24
2010 3 2 2 2 9
2011 2 4 3 11 20
2012 8 4 8 7 27
2013 6 7 7 2 22
2014 8 11 9 7 35
Total 338 171 132 110 751

 
Gender-wise Analysis of Publications

Table 3 represents contribution of publications by gender. Out of 751 publications, 1221 
(82%) have been contributed by male and 268 (18%) contributed by female authors. Among 
the authorship, it is found that male authors’ contribution is more when compared to female 
contributors.

Table 3
Gender-wise analysis

Sl. No Gender Number %

1 Male 1221 82

2 Female 268 18

Total 1489 100

Length of Articles

Figure 2 contains that 247 (32.49%) papers have 1-4 pages, followed by   203 (27.02%) with 
5-10 pages. However, the number of papers with more than 20 pages is 61 (8.13%).
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Figure 2
Length of paper

 

Degree of Collaboration

Degree of collaboration is an examination of the prominent area of inquiry in Bibliometric 
studies indicating the trend in patterns of single and joint authorship in the publication the study 
of degree of collaboration is applied on the output of the Institute during the period of ten years 
from 1978 to 2014 it is observed that the Degree of Collaboration (DC) is 2.12) that means 
there are few/negligible contributions by single authors.

The formula given by K. Subramanyam7 is useful for determining the degree of collaboration 
in quantitative terms. The extent/Degree of Collaboration (DC) in research can be measured 
with the help of the formula.

                            NM

                         DC = -------------------

              NM + NS

Where, DC = Degree of Collaboration

NM = Number of Multiple Authored Papers

NS = Number of Single Authored Papers in this present study

The year-wise DC of authors is presented in the Table 4.  The DC ranges from 0.90 to 0.94. 
The average DC is 0.92 during the period 2005–2009 which clearly reflects a higher level of 
collaboration in the journal. Similar type of result has been drawn by Rajinikanth, et al. in the 
Journal of Surveying Engineering.



43

Table 4
Shows Single Vs Multi-Authored and Degree of Collaboration

Sl. No. Year Single Authored 
(NS)

Multiple 
Authored (NM)

NS+NM Degree of 
Collaboration (DC)

1 1978 14 16 30 0.54
2 1979 7 - 7 1
3 1980 11 11 22 0.5 
4 1981 20 22 42  0.53
5 1982 12 5 17  0.29
6 1983 11 20 31  0.65
7 1984 3 9 12  0.75
8 1985 10 18 28  0.64
9 1986 6 2 8 0.25
10 1987 1 3 4 0.75
11 1988 11 7 18  0.39
12 1989 5 10 15  0.67
13 1990 4 2 6 0.34
14 1991 3 6 9  0.67
15 1992 9 4 13  0.30
16 1993 11 19 30  0.64
17 1994 7 5 12  0.41
18 1995 7 7 14  0.5
19 1996 4 2 6  0.34
20 1997 2 1 3  0.34
21 1998 3 9 12  0.75
22 1999 26 14 40  0.35
23 2000 7 1 8 0.12
24 2001 13 5 18  0.28
25 2002 11 30 41  0.73
26 2003 9 9 18  0.5
27 2004 7 4 11  0.36
28 2005 17 17 34  0.5
29 2006 14 21 35  0.6
30 2007 12 28 40  0.7
31 2008 14 16 30  0.54
32 2009 20 4 24  0.17
33 2010 3 6 9  0.67
34 2011 2 18 20  0.9
35 2012 8 19 27  0.70
36 2013 6 16 22  0.72
37 2014 8 27 35  0.77

Total 338 413 751 2.12
(Mean Value)
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Department-wise Distribution of Contribution 

The department-wise distribution of the publication output of institute is presented in Table-5.  
The analysis clearly shows that Reproductive Biomedicine (RBM) Department is having the 
highest contributions (35.42%) followed by the Department of Statistics and Demography 
(12.65%). And almost equal number of contributions (9.99%) by the Department of 
Community Health Administration (CHA), Education and Training (E&T) Department as well 
as Epidemiology departments. Only 1.73 per cent of the published papers were contributed by 
officers in the Department of Management Science.

Table 5
Collaborative Authors/Researches Department-wise

Sl.No. Name of Department No. papers %
1 Social Science (SS) 57 7.59
2 Statistics & Demography (S & D) 95 12.65
3 Community Health Administration (CHA) 75 9.99
4 Reproductive Biomedicine (RBM) 266 35.42
5 Communication (Comm.) 24 3.19
6 Education & Training (E & T) 76 10.12
7 Management 13 1.74
8 Epidemiology 73 9.73
9 Planning & Evaluation (P & E) 34 4.52
10 Medical Care & Hospital Administration (MCHA) 22 2.92
11 Other 16 2.13

Total 751 100

Table 6
Distribution of Publications Year–wise and Department-wise

Year SS S & D CHA RBM Comm. E & T Mngt. Epidem. P & E MCHA Other Total

1978 7 4 16 1 2 30

1979 1 2 4 7

1980 8 6 1 1 2 4 22

1981 7 16 1 6 1 5 2 3 1 42

1982 6 4 2 3 1 1 17

1983 4 8 3 4 6 6 31

1984 2 1 1 6 1 1 12

1985 3 5 2 7 3 8 28

1986 1 3 3 2 1 10

1987 4 4

1988 3 1 5 9 18

1989 4 6 1 1 3 15

1990 3 1 2 6

1991 4 1 4 9

1992 3 1 1 5 1 2 13

1993 4 5 9 5 1 4 2 30

1994 2 5 5 12

1995 3 5 2 3 3 16
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Year SS S & D CHA RBM Comm. E & T Mngt. Epidem. P & E MCHA Other Total

1996 2 4 2 1 9

1997 3 1 1 1 6

1998 2 2 3 4 1 12

1999 3 5 4 12 3 5 2 2 4 40

2000 1 1 6 2 1 11

2001 1 9 5 3 18

2002 1 7 12 2 2 1 25

2003 4 4 8 2 18

2004 3 1 6 1 11

2005 1 3 3 23 1 2 1 34

2006 4 19 1 6 5 35

2007 1 4 6 18 2 9 40

2008 3 1 1 18 1 3 2 1 30

2009 3 9 6 2 4 24

2010 1 2 2 2 2 1 2 12

2011 4 12 2 1 1 20

2012 2 17 2 4 2 27

2013 10 5 5 1 1 22

2014 5 4 2 4 2 4 5 5 4 35

 751

Figure 3
Distribution of Publications

Findings

The institute was established in the year 1977. The first article was been published in 1978 
and in total, 30 articles were published in the first year. Majority of the research articles on 
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health sector was published during the year 1981 whereas the minimum number (0.54%) of 
articles published in the year 1987. Majority of the research articles on health sector came 
from the Department of Reproductive Biomedicine. The years 1978, 1993 and 2008 had the 
equal number of research articles published. It was also found that majority of the articles (247, 
32.89%) have the length of four pages each and were in English whereas only a few articles 
were published in Hindi. The RGR ranges between 0.54 per cent and 5.59 per cent. 
 
Conclusion

This attempt of quantitative analysis of papers published by National Institute of Health and 
Family Welfare (NIHFW) faculty members and research staff. The publishing trend totally 
depends on the productivity pattern of the authors. Now a day we can see the team research 
or collaborative research is visible in all the areas of knowledge, particularly in science and 
technology and with special reference in health sector. The present study also reveals that faculty 
members are very active in research in areas not only health science but in interdisciplinary 
areas. Scientometrics analysis is the major techniques of bibliometrics which is used in the 
further study. Considering published literature present study has used quantitative method.  
Scientometric is relatively new subject of information. It helps to evaluate information & 
to handle the information in libraries and information centers by the quantitative analyzed 
information. It deals with the mathematical and statistical analysis. This is an umbrella term 
used for many studies where quantitative method or techniques are used to investigate various 
aspect of written document. 
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jk"Vªh; LokLF; ,oa ifjokj dY;k.k laLFkku ds ladk; lnL;ksa vkSj vuqlaèkku deZpkfj;ksa ds 
;ksxnku ij lrr –f"V % ,d fo'ys"k.kkRed vè;;u

fxfjjkt gydj*

lkjka'k

orZeku vè;;u ,d xzaFk lwph fo'ys"k.k gS tks 1978&2014 dh vofèk ds nkSjku LokLF; foKku ds fofHkUu igyqvksa 
esa jk"Vªh; LokLF; vkSj ifjokj dY;k.k laLFkku ds vfèkdkfj;ksa }kjk çdkf'kr 751 i=ksa dks doj djrk gSA çdk'ku 
mRikndrk ,d fuf'pr le; esa ,d p;fur bdkÃ }kjk çdkf'kr i=ksa dh la[;k ls O;ä dh tkrh gSA Hkkjr 
esa] gkykafd LokLF; f'k{kk vkSj vuqlaèkku dk cgqr O;kid egRo gS vkSj çdk'ku mRikndrk Hkh c<+ jgh gS] bl 
lkfgR; mRikndrk ds iSVuZ dk fo'ys"k.k djus ds fy, dksÃ O;ofLFkr ç;kl ugÈ fd;k x;k gSA bl lanHkZ esa] 
laLFkku ds ladk; lnL;ksa ds mRikndrk iSVuZ dh tkap djuk çklafxd gSAys[kdh; i)fr;ksa esa] ;g ik;k x;k 
gS fd lg;ksxh vuqlaèkku ds ckn ,dy 'kksèk çeq[k gSA bl i= dk mís'; jk"Vªh; LokLF; ,oa ifjokj dY;k.k 
laLFkku ds çdk'ku mRiknu ds fy, xzaFk lwph ekinaMksa dk fo'ys"k.k djuk gSA vè;;u vkadM+ksa ds fofHkUu igyqvksa 
dks çnÆ'kr djrk gS] blds varxZr çdk'ku] o"kZokj forj.k] fo"k;okj] ys[kd ds iSVuZ ds lkFk&lkFk Çyxokj vkSj 
foHkkxokj forj.k ds vkèkkj ij leh{kk dh xÃ gSA lg;ksxh vuqlaèkku dh x.kuk dh xÃ gS  vkSj ;g ik;k x;k 
fd ,dy ys[kdksa dh ço`fÙk bl vksj èkhjs&èkhjs c<+h gSA ;g fu"d"kZ fudkyk tk ldrk gS fd laLFkku mPp xq.koÙkk 
vuqlaèkku dk mRiknu djds O;kid 'kS{kf.kd leqnk; esa –';rk] çfr"Bk vkSj foÜoluh;rk çkIr dj ldrk gS( 
vkSj cnys esa ;g laLFkku dh çfr"Bk dks c<+krk gS vkSj csgrj Nk=ksa] f'k{kdksa vkSj 'kksèkdrkZvksa dks vkdÆ"kr djus 
dk ,d cM+k volj çnku djrk gSA

eq[; 'kCn% lkbaVksesfVªDl] DokafVVsfVo vkadM+k] vè;;u] ys[kdh; ço`fÙkA

* ofj’B rduhdh lgk;d] jk"Vªh; çys[ku dsaæ] jk"Vªh; LokLF; vkSj ifjokj dY;k.k laLFkku] uÃ fnYyh &11006( Ã&esy% gghalkar@nihfw.org

LokLF; ,oa tula[;k: 
ifjizs{; ,oa eqn~ns, 42 (1&2): 36-47 /2019
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Review and Situational Analysis of Health Work Force in India for 
Universal Health Coverage
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Abstract

India has a critical scarcity of human resources for health. One of the major identified challenges 
is to motivate qualified health workers to serve in remote, rural and underserved areas. Apart 
from shortage, retaining qualified health workforce remains a huge challenge. This crisis is 
likely to persist until and unless the health system addresses the fundamental requirements of the 
health workers as envisaged in the health policies. Concerted attention and long-term political 
commitments are required to overcome the health system barriers to achieve the rural recruitment 
and retention across various cadres in the states.

The paper analyses the current status of human resources for health in India, key challenges and 
reasons for scarcity of human resources and initiatives adopted to deal with the existing shortage; 
and what is further recommended to manage the existing crisis. Descriptive research design is 
used for secondary data from journals and articles using the key words. The study was done using 
an extensive review of literature on health sector, health workforce, its availability and scarcity 
in India. The review of articles provided an insight into the current status of health workforces 
in India. Findings of the current article suggest that mere an increase in the production capacity 
is unlikely to resolve the issues related to health-workers availability or distribution. There is an 
urgent need to adopt sustained and innovative actions to address India’s current health-workforce 
crisis. The study provided an insight into the factors further leading to scarcity of human resources 
for health, and needs for initiatives to control factors like attrition. The study suggests the need 
of implementing a comprehensive national policy for human resources to achieve the universal 
health care in India. The public sector will need to redesign appropriate packages of monetary and 
non-monetary incentives to encourage qualified health workers to work in rural and remote areas. 
Such a policy might also encourage task-shifting and mainstreaming the doctors and practitioners 
who practice traditional Indian medicine (ayurveda, yoga and naturopathy, unani, and siddha) 
and homoeopathy to work in these areas while adopting other innovative ways of augmenting 
human resources for health. At the same time, additional investments will be needed to improve the 
relevance, quantity, and quality of nursing, medical, and public health education in the country.
 
Key words: Health workforce, Talent management, Scarce health workforce, Availability of human 

resource for health, Acquisition, Training and development of health workforce.
 
Global support for universal health coverage (UHC) is gathering momentum with the unanimous 
adoption of a resolution in the United Nations General Assembly (UNGA) that emphasizes 
health as an essential element of international development. The resolution, adopted on 12 
December 2012, urges the governments to provide all the people with access to affordable 
quality health-care services.

India has also expressed its commitment towards UHC and embarked on a path to achieve it. 
Framework for the implementation of the National Health Mission defines UHC as “attainment 
of universal access to equitable, affordable and quality health care services, accountable and 
responsive to people’s needs, with effective inter-sectoral convergent action to address the 
wider social determinants of health.” Human resource for health (HRH) is acknowledged as 
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Munirka, New Delhi, 110067, E-mail : sabin2012@gmail.com. **Coordinator and Team Lead, National Cold Chain and 
Vaccine Management Resource Centre, The National Institute of Health and Family Welfare, Munirka, New Delhi-110067,  
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the fundamental slabs for constructing an effective health care system. According to WHO 
Health Workforce document, HRH comprises multi-skilled workforce including physicians, 
surgeons, nursing professionals, midwives, dentists, allied health professions, community 
health workers, social health workers and other health care providers, as well as health 
management and support personnel. Health management and support personnel are those 
who may not deliver services directly but are essential to effective health system functioning, 
including health services managers, medical records and health information technicians, health 
economists, health supply chain managers, medical secretaries and others. 

A number of studies show evidence of a direct and positive link between numbers of health 
workers and population health outcomes. Mark Britnell in his book “Human Solving the 
Global Workforce Crisis in Health” indicated towards a worldwide health crisis in terms of 
the health workforce.  Mentioning that there are not sufficient health workers or lacunae are 
encountered regarding the right expertise and sustenance systems, they are overtaxed and 
overstrained, and frequently not in accurate settings. The Dublin Declaration on HRH said 
that we will need around 40 million more healthcare workers by 2030 but we are in danger of 
being 18 million short. It called for countries across the globe to increase the health financing 
and the recruitment, development, training, and retention of healthcare workers. Health Worker 
Shortages and Global Justice Milbank Memorial Fund by Paula O’Brien and Lawrence O. 
Gostin highlights the predicament of vacuous and unbalanced distribution of skilled health care 
providers and existence of marked differences in the enormity of crisis, on the basis of multiple 
social, economic and political diversities of these nations.

WHO has mentioned, “In absolute terms, the greatest shortage occurs in South-East Asia, 
dominated by the needs of Bangladesh, India and Indonesia. The largest relative need exists in 
the Sub-Saharan Africa, where an increase of almost 140% is necessary.” At present, in India, 
the total number of doctors, nurses and midwives are able to meet up to half of WHO benchmark 
of 25.4 per 10,000 people. Furthermore, in comparison to the international health manpower 
norms, after adjusting for educational qualification, the numbers fall to just a quarter of the 
WHO benchmark. The circumstances are more perilous in the rural areas as the dissemination 
of health workforce is prodigiously slanted in favour of the urban areas.

The scarcity exists even though, India boasts of 412 medical colleges with around 50,000 
admissions capacity, about 550 AYUSH institutes with over 32,000 admissions capacity, 3000 
nursing colleges with over 118,000 admissions capacity, and over 1900 ANM training institutes 
with around 55,000 admissions capacity. Government has an intensified obligation not only 
to train the health care professionals but also to devise regulations and incentives to draw 
their interest to serve in rural areas. Interventions to make rural postings attractive through 
monetary as well as other incentives can serve effectively to bridge the gap between need and 
availability of health workforce in rural areas. Extensive enrichment in the public expenditure 
on healthcare by concerned governments may alter the situation towards favorability. HRH 
is a multi-faceted domain. ‘Improving HRM Capacity’ by Dr. Stephen Bach Senior Lecturer, 
The Management Centre, King’s College, University of London mentions that HRH embraces 
numerous components like planning, development, performance, management, retention, 
information, and research.
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Methodology

Extensive analysis of literature was done to identify journal articles on health workforce, 
its scarcity, its availability and attrition in rural as well as urban areas. Electronic searches 
were conducted in search database engine like the International Journal of Human Resource 
Management, Taylor and Francis Group, Indian Journal Medical Research, Indian Journal of 
Medical Sciences, Indian Journal of Public Health, Journal of Family Medicine and Primary 
Care, BIO Med Central- Human Resource for Health, Springer Science, Journal of Health 
Management, SAGE Publications, Journal of Medical Education. Websites like Google 
Scholar, OECD, World Health Statistics, and various websites of ministries were also searched 
for further information. 

The search used keywords like health workforce, human resource for health, health 
professionals, rural health centres, public health, medical college, hospitals, doctors, physicians, 
attrition, talent management, scarce health workforce, availability of human resource for 
health, acquisition, training and development of health workforce, work environment, work 
hours and work load. Only English language was considered for the search of articles.  The 
review included articles that had studies on physicians’ availability, distribution, and training, 
attrition, emigration and retention in rural or urban areas from both developed and developing 
countries, and covering doctors, nurses, ANMs and medical colleges, nursing institutions. The 
study presented government measures in brief through review of National Health Policy 2017

Findings

As India strives to achieve universal health coverage, improvement in health-care delivery 
through the availability of skilled and motivated health workers is essential. A clear understanding 
of the health-workforce situation is critical to the development of effective policies to develop 
and manage a responsive workforce. Human resource shortages hinder the scale-up of health 
services and limit the capacity to absorb additional financial resources. From the WHO Health 
Care Reform for the 21st Century in the South East Asian Region, it can be observed that the 
shortages in health workers suggest the need to strengthen the available alternative workforce 
such the Accredited Social Health Activists (ASHAs- frontline health workers introduced under 
the National Rural Health Mission) and the Ayurveda, Yoga and Naturopathy, Unani, Siddha 
and Homoeopathy (AYUSH) doctors. Both these providers can play a vital role in enhancing 
access to basic health-care services, especially at the community level. In conclusion, while 
production of health workers has greatly expanded in recent years, this has been at the cost 
of increased privatization of medical education in India. The rapid growth in the production 
of health workers such as doctors, dentists, nurses and midwives has not helped fill vacant 
positions in the public-health system. Further, the problems of imbalances in the distribution of 
these health personnel persist, with certain states remaining at a disadvantage. These findings 
suggest that mere increase in production capacity is unlikely to resolve the issues related 
to health-worker availability or distribution. There is an urgent need to adopt sustained and 
innovative actions to address India’s current health-workforce crisis.

Major Challenges of HRH in India

The review of articles on healthcare scenario in India highlights the hindrances faced by 
the healthcare industry of burden of diseases, scarce health human resources and increasing 
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attrition/emigration. The review brought to light that consequence of failure to retain human 
resource for health may lead to higher healthcare cost and further increase in out of pocket 
expenditure, increased time of service delivery, decrease in quality and coverage of service, 
increase in hiring and training cost and decrease in motivation to live in the organization.

1. Shift in disease pattern- India is undergoing a demographic and health transition. 38 per 
cent of the deaths are due to communicable diseases, maternal, pre-natal and nutritional 
disorders and non-communicable diseases account for 42 per cent of all the deaths. The 
healthcare sector has to deal with the challenges of funding, infrastructure and the most 
critical is the availability of skilled manpower.

2. Attrition– The inability of the existing system and policies to retain  the existing healthcare 
workforce due to any factor like personal, organizational and job-oriented that includes 
career aspiration, socio-economic status, organizational policies, work environment, 
growth opportunities, role clarity, autonomy, compensation and recognition is a major 
challenge pertaining to HRH.

3. Emmigration- S Nandkumar in his book ‘What’s up Doc’, summarises the ideology of 
brain drain. It highlights the opinion of greener pasture in the form of attractive pay 
packages, better training infrastructure, better education system who are aspiring for higher 
education, organised and corruption-free government system and a sense of achievement 
influence the decision.

Key Measures Undertaken / Proposed to Improvement in HRH

The Bajaj Committee (1986) had suggested for the establishment of Universities of Health 
Sciences in the states and Union Territories to grant degrees and diplomas in health sciences. 
A few states like Tamil Nadu, Karnataka, Maharashtra, etc. have already done so. All colleges 
offering Diploma in nursing and other paramedical professionals can be affiliated to these 
Universities. Moreover, courses pertaining to public health and related fields such as health 
economics, epidemiology, health management, health informatics, etc. can be offered through 
these Universities.  Additionally, the National Health Policy 2017, in order to combat the issue 
of HRH proposes the following interventions:

I. Attracting and retaining doctors in remote areas: Policy proposes financial and non-
financial incentives, creating medical colleges in rural areas; preference to students from 
under-serviced areas, realigning pedagogy and curriculum to suit the rural health needs, 
mandatory rural postings, etc. Measures of compulsion through mandatory rotational 
postings dovetailed with clear and transparent career progression guidelines are valuable 
strategies.

II. Specialist attraction and retention: Proposed policy measures include recognition of 
educational options linked with National Board of Examination and College of Physicians 
and Surgeons, creation of specialist cadre with suitable pay scale, up-gradation of short 
term training to medical officers to provide basic specialist services at the block and 
district level, performance linked payments and popularize MD (Doctor of Medicine) 
course in Family Medicine or General Practice.

III. Mid-level service providers: For expansion of primary care from selective care to 
comprehensive care, complementary human resource strategy is the development of a 
cadre of mid-level care providers. Bridge courses could admit graduates from different 
clinical and paramedical backgrounds like AYUSH doctors, B.Sc. Nurses, Pharmacists, 
GNMs, etc. and equip them with skills to provide services at the sub-centre and other 
peripheral levels.



52

IV. Nursing education: The policy recognizes the need to improve regulation and quality 
management of nursing education. Other measures suggested are establishing cadres like 
Nurse Practitioners and Public Health Nurses to increase their availability in most needed 
areas.

V. ASHA: This policy supports certification programme for ASHAs for their preferential 
selection into ANM, nursing and paramedical courses. Policy also supports enabling 
engagements with NGOs to serve as support and training institutions for ASHAs and to 
serve as learning laboratories on future roles of community health workers.

VI. Paramedical skills: Training courses and curriculum for super specialty paramedical 
care (per fusionists, physiotherapists, occupational therapists, radiological technicians, 
audiologists, MRI technicians, etc.) would be developed. The policy recognizes the role 
played by physiotherapists, occupational and allied health professionals keeping in view 
the demographic and disease transition the country is faced with and also recognizes the 
need to address their shortfall.

VII. Public health management cadre: The policy proposes creation of Public Health 
Management Cadre in all the States based on public health or related disciplines, as an 
entry criterion. The policy also advocates an appropriate career structure and recruitment 
policy to attract young and talented multidisciplinary professionals.

VIII. Human resource governance and leadership development: Policy recommends 
development of leadership skills, strengthening human resource governance in public 
health system, through establishment of robust recruitment, selection, promotion and 
transfer postings policies.

Discussion

As per MCI data, India is short of 50,00,000 doctors to meet the WHO norm of 1:1000 doctor-
population ratios. Currently, India has one doctor for every 1674 patients. Not only doctors, 
there is a serious shortage of staff at the PHC and the CHC level as well. The CHCs need to 
have four specialists- a surgeon, a physician, a gynecologist, and a paediatrician. However, as 
per the Rural Health Survey 2016, India is facing a shortage of 84 per cent surgeons, 77 per 
cent gynaecologists and obstetricians, 83 per cent physicians and 80 per cent pediatricians at 
the CHC level.

The government had announced under the National Health Policy 2017 that sub-centres and 
PHCs would be converted to Health and Wellness Centres. This would call for compliance and 
well-managed human resources. Conversely, the NHP 2017 does not put forward an actual 
approach to accomplish this objective. Bearing in mind the escalating saddle of work and 
unavailability of HRH at all levels of health care, this goal seems to be beyond reach as of now. 
The fact that the government has called for volunteers to work pro bono to fill the gap of human 
resource in urban areas, where a fee will be levied on the middle class, does not seem to be a 
well thought out policy.

Recommendations

To address the preceding points, this paper proposes following interventions to improve the 
existing HRH situation in India:
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1. Policy and strategies for HRH

At present, there is no exclusive or comprehensive policy on HRH at the national level. 
The National Health policy document of 2017 refers to HRH. The DOPT has brought 
out the generic training policy for the employees of the Government departments (2012).  
Within the health sector, NRHM developed training strategies for training under RCH-
II (2008). MCI has issued guidelines for CMEs for medical college faculty. Some state 
councils have issued guidelines for compulsory CME as a precondition for re-registration. 
States, over a period of several years, have evolved and followed service rules and 
regulations. Strategies developed so far did not impact the health system due to various 
implementation challenges. 

i. Formal and comprehensive framework of policy for HRH is required at the national level, 
from which states can adapt/adopt as per their needs.  

ii. The scope of the policy should include all the aspects of HRH for UHC, specifying the 
numbers, skills, competencies, roles, responsibilities, cadre development and management, 
Human resource development mechanisms, both in the public and private sectors.

iii. As a part of the UHC implementation mechanism, a national stakeholder forum should 
be established to help develop strategies to implement the HRH policy. Similar forum at 
the state level is also recommended. There is a need to revisit the National Health Policy 
(2002) in the context of HRH in the changed circumstances visualizing the needs for at 
least the next two decades. 

2. Defining  HRH, their number and competencies

Definitions of HRH given by different agencies cover a wide range of manpower dealing 
with promotion, protection or improvement of population health which include care 
providers, managers, researchers, technicians, etc. both in public and private sectors. The 
following aspects would help in the better understanding and operationalization of the 
UHC concept in India:

i. The minimal/optimal package of  promotive, preventive, curative and rehabilitative as 
well as public health services for the UHC at the earmarked government and private 
health institutions at the primary, secondary and tertiary levels should be identified. 

ii. The minimal/optimal infrastructure for promotive, preventive, curative, rehabilitative 
and public health services for the UHC at the earmarked government and private health 
institutions at the primary, secondary and tertiary levels should be defined. 

iii. In the Indian context, the categories/types of the HRH at primary, secondary and tertiary 
health institutions in the government and private  sectors,  should be clearly defined  for 
providing identified  promotive, preventive, curative, rehabilitative and public health 
services for the UHC.

iv. The job functions, standard treatment/operating  protocols, for each of the HRH at primary, 
secondary and tertiary health institutions in the government and private sectors  should 
be clearly defined based on the workloads. The roles for the public and private sectors at 
each of these three levels should also be decided. Opportunity of pilot implementation of 
states should be utilized to develop and field-test the required number and skills of HRH 
services covered under the UHC package.  
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v. Since the NHM document emphasizes on an effective inter-sectoral convergent 
action to address the wider social determinants of health, these sectors (related to the 
identified minimal/optimal package of promotive, preventive, curative, rehabilitative 
and public health services for the UHC) should be identified; their roles, responsibilities, 
contributions, coordinating and monitoring mechanism should be defined at all the three 
levels of services. 

vi. WHO expert committee calculates HRH density based on doctors, nurses, and 
midwives/10,000 population. The studies have related this to IMR and below 5 year 
mortality rates, etc. In the Indian setting, AYUSH doctors, ASHAs, AWWs, TBAs, Block, 
district, state Programme Mangers (cadre created under the NRHM) play an important 
role and these should also be considered while calculating HRH density in future. 

 
3. Estimating the number of HRH in India.

 The present sources for HRH data are the registries maintained at the Medical Council of 
India, the Nursing Council of India, Pharmacy Councils of India, and other councils.

i. These are not the live registries and hence, there is a need to update these frequently. For 
this, the required resources be provided for ensuring continuous online update of data. 

ii. The Rural Health Statistics format should be modified to collect additional information on 
the other HRH in the rural areas in future.

iii. A comprehensive database of all HRH is required to be developed at the state level, both 
for the public and private sectors.

iv. There is an urgent need to evolve a system to constantly update the data base of HRH 
exploiting the potential of information technology. Availability of cadre-specific workforce 
in public and private sector would facilitate the decision makers in planning and managing 
health services more efficiently and effectively. 

4. Specialists and paramedics to fulfill the needs of the secondary and tertiary health 
care institutions

i. The specialists and paramedical services are to be strengthened in a big way to fulfill the 
needs of the secondary and tertiary health care institutions. 

ii. With the advancement of medical technologies and interventions, newer sub-specialties 
in medical, nursing and paramedical fields have emerged. The regulatory councils need 
to approve and start such courses in the form of short-term fellowships, diploma or post 
graduate degree courses. 

iii. Alternative training mechanism through the National Board of Examinations may be also 
explored by accrediting certain non-medical college hospitals for such courses for the 
medical, nursing and paramedical manpower. 

iv. The challenge of making modern medical technologies available in rural areas may be met 
by providing special incentives to the private sector for providing identified diagnostic 
services in rural areas through mobile units.

5. Female care providers

 Ensuring female care providers especially at the level of medical officers in rural settings 
is a big challenge. 

i. Special incentives may be given for the lady doctors posted in rural areas. 
ii. Incremental seats may be reserved in the various curses for women so that we have more 

of the women HRH.
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6. Ensuring specialists in rural areas and sub-district hospitals  

i. The challenge of placement of specialists in rural areas and sub-district hospitals can be 
either met by having specialty specific short-term skill-based courses for the medical 
officers posted in these institutions or having the panel of accredited specialists from 
private sector on service based payment in these areas.  

7. Development of newer cadres and strengthening of current cadres

i. Newer cadre of workers like B.Sc. (Community Health), Rural Medical Assistants, etc. 
will require creation of posts by the state governments and regulation of their practices; 
and ensuring their stay in rural areas should be monitored by linking them with the current 
health services set up.

ii. The corresponding strengthening of Primary Health Centres, sub-centres, CHC, sub-
district and district hospitals  will be required to achieve the  IPHS (2012 revised 
standards). This needs to be worked out in a phased manner starting from the priority 
areas. The additional manpower for these norms will require strengthening of the training 
institutions. For meeting the demands for the female health workers, ASHAs working in 
the local areas who fulfill the basic criteria for admission to these institutions and after 
training, may be offered the positions in the local sub-centres/ PHCs/CHCs.

  
8. Role of informal care providers

 Role of informal care providers in the form of RMP, traditional healers, faith healer, 
unregistered practitioners, etc. needs to be looked into.  Despite being ignored by 
government and professional bodies, they are accessible, available, and acceptable; and 
many times, the only source of health services for communities, provided the dictum is 
“first do no harm”.  

i. Research studies may be done to assess their level of competencies, profile analysis, types 
of services offered, profile of clients using their services, etc. Then suitable decisions 
be taken whether they can be utilized for some preventive, promotive or rehabilitative 
services, especially at the primary levels in the areas where they are available but the 
reach of government services is poor. 

ii. Decisions are to be taken on the type of orientation training, and supervisory mechanisms 
that will be required for their regulation and monitoring.

Scope for Future Research

Studies provide ample information on rural health scenario and government employed doctors, 
nurses and ANMs but less account is available on urban health issues and data on Health 
workforce employed and working conditions in the private sector. The different Government 
health programmes have tried to cater to the problem by increasing the supply of human resource 
for health through various health programmes, opening of colleges, etc. But there is a need for 
concrete policy for controlling the exit of employees. A better understanding and identification 
of real attributes of attrition/emigration is needed and use of talent management strategy as a 
successful tool to attract, acquire, develop and retain the human resource for health.



56

References

1. https://www.who.int/healthinfo/systems/WHO_MBHSS_2010_section2_web.pdf?ua=1.
2. Anand S, Bärnighausen T. Health workers and vaccination coverage in developing 

countries: an econometric analysis. The Lancet, 2007, 369: 1277–1285.
3. https://assets.kpmg/content/dam/kpmg/xx/pdf/2019/03/human-britnell-preface.pdf.
4. https://www.who.int/hrh/events/Dublin_Declaration-on-HumanResources-for-Health.
5. HealthWorkerShortagesfinal.pdf, ISBN 978-1-887748-74-2.
6. https://www.who.int/whr/2006/en/ 06_chap1_en.pdf [Internet]. [Cited 2019 Oct 4].
7. https://www.researchgate.net/publication/274546947_Health_workforce_in_India_

Assessment_of_availability_production_and_distribution.
8. Retaining health workforce in rural and underserved areas of India: What works and what 

doesn’t? A critical interpretative synthesis Natl Med J India. 2016 Jul-Aug, 29(4): 212-
218.

9. Draft_NEP_2019_EN_Revised.pdf [Internet]. [Cited 2019 Oct 4]. Available from: https://
mhrd.gov.in/sites/upload_files/mhrd/files/Draft_NEP_2019_EN_Revised.pdf.

10. https://www.researchgate.net/publication/312943464_Retaining_health_workforce_in_
rural_and_underserved_areas_of_India_What_works_and_what_doesn’t_A_critical_
interpretative_synthesis/citation/download.

11. https://www.who.int/hrh/en/Improving_hrm_capacity.pdf.
12. https://www.oxfamindia.org/sites/default/files/2018-09/HumanResources_ForHealth_

Digital.pdf.
13. WHO. Health Care Reform for the 21st Century in the South East Asian Region. Report of 

the Regional Meeting, Bangkok, Thailand, 20-22 October, SEA-HSD-329 Deoki Nandan, 
Panel B: Health Workforce Development and Management Recruitment. Deployment 
Task Shifting and Multidisciplinary Health Team. New Delhi, India: WHO, South-East 
Asia Regional Office, 2009.

14. Global Journal of Medicine and Public Health 1 www.gjmedph.com Vol. 5, No. 4 2016 
ISSN#- 2277-9604; Key challenges of human resources for health in India Priya Sinha* 
1 , Sigamani P 2.

15. Annual Report to the people on Health, 2011.Ministry of Health and Family Welfare, 
available at:http://www.mohfw.nic.in/showfile.php?lid=121.

16. Mobley, W. H. (1982). Employee Turnover: Causes, Consequences, and Control. Addison-
Wesley Publishing, Philippines.

17. S. Nandkumar .What’s Up Doc? (New Delhi: Parity Paperbacks, 2004).
18. Bajaj JS. Expert Review Committee Health Manpower Planning and Development, 

U11010/2/86-MEP dated 8/5/1986. Ministry of Health and Family Welfare, New Delhi: 
Government of India, 1986.

19. https://mohfw.gov.in/sites/default/files/9147562941489753121.pdf.
20. Kumar, A. Rural Health Statistics 2016 Explained in 10 Charts, PUBHEAL, 14February 

2017. [https://pubheal.wordpress.com/2017/02/14/rural-health-statistics-2016-explained-
in-10-charts/].

21. Ministry of Health and Family Welfare. Rural Health Statistics 2015-16, Ministry 
of Health and Family Welfare, Government of India, December 2016. [https://
nrhm-mis.nic.in/Pages/RHS2016.aspx?RootFolder=%2FRURAL%20HEALTH%20
STATISTICS%2F%28A%29RHS%20%202016&FolderCTID=0x01200057278F
D1EC909F429B03E86C7A7C3F31&View=%7B3EF44ABD-FC77-4A1F-9195-
D34FCD06C7BA%7D].



57

22. Sundararaman, T. National Health Policy 2017: A cautious welcome”, Indian Journal 
of Medical Ethics, 4 April 2017. [http://ijme.in/articles/national-health-policy-2017-a-
cautious-welcome/?galley=html].

23. Patel, V. Cure the Doctor, The Indian Express, 21 December 2015. [http://indianexpress.
com/article/opinion/cure-the-doctor-healthcare-healthcare-in-india-indian-doctors/].

24. https://www.researchgate.net/publication/225747262_Bhore_Committee_1946_and_its_
relevance_today/citation/download.

25. PTI. In Gujarat, out of 4,341 Doctors Only 530 Served in Rural Areas, The Indian Express, 
4 April 2016 [http://indianexpress.com/article/india/in-gujarat-out-of-4341-doctors-only-
530-served-in-rural-areas/].

26. Sethi, N. NITI Aayog against Free Health Care, Bats for More Private Sector Role, 
Business Standard, 25 August 2015. Last accessed on 6 May 2017. [http://www.business-
standard.com/article/economy-policy/niti-aayog-against-free-health-care-bats-for-more-
private-sector-role-115082500061_1.html ].

27. Doctor population ratio for India- The reality, Madhav G. Deo Indian J Med Res. Apr 
2013, 137(4): 632–635. PMCID: PMC3724242.

28. WHO Library Cataloguing-in-Publication Data Global strategy on human resources for 
health: Workforce 2030. I.World Health Organization. ISBN 978 92 4 151113 1.

29. Not Enough Here, Too Many There, Health Workforce in India, WHO country 
Office, 2007,http://dendrytes.com/Blog/download/health_care_management/Human_
Resources_Health_Workforce_in_India_-_Apr07.pdf, accessed on 5  December 2013.

30. Rural Health Statistics in India 2012, Statistics Division, Ministry of Health and 
Family Welfare, Government of India, New Delhi http://mohfw.nic.in/WriteReadData/
l892s/492794502RHS%202012.pdf, accessed on 9 March 2014.

31. Twelfth Five-Year Plan (2012–2017), Social Sectors, Volume III, Planning Commission of 
India, New Delhi. http://planningcommission.gov.in/plans/planrel/12thplan/pdf/12fyp_
vol3.pdf, accessed on 15  January 2014.

32. Guidelines for Sub-Centres  Revised 2012, DGHS, MOHFW, Govt. of India, New Delhi; 
http://health.bih.nic.in/Docs/Guidelines/Guidelines-Sub-Centers-(Revised)-2012.pdf, 
accessed on 9 March 2014.

33.  Guidelines for Primary Health Centres  Revised 2012, DGHS, MOHFW, Govt. of India, 
New Delhi; http://health.bih.nic.in/Docs/Guidelines/Guidelines-PHC-2012.pdf, accessed 
on 9 March 2014.

34. Guidelines for Community Helth Centers Revised 2012, DGHS, MOHFW, Govt. of India, 
New Delhi; http://health.bih.nic.in/Docs/Guidelines/Guidelines-Community-Health-
Centres.pdf, accessed on 9 March 2014.

35. Guidelines for Sub district Hospital, Revised 2012, DGHS, MOHFW, Govt. of India, New 
Delhi; http://health.bih.nic.in/Docs/Guidelines/Guidelines-SD-&-SDH-(Revised)-2012.
pdf, accessed on 9th March 2014.

36. Guidelines for District Hospital, Revised 2012, DGHS, MOHFW, Govt. of India, New 
Delhi.



58

*ofj’B çf”k{k.k vfèkdkjh&fpfdRlk] dsaæh; LokLF; lsok çdks’B] jk’Vªh; LokLF; ,oa ifjokj dY;k.k laLFkku] eqfujdk] uÃ fnYyh] 110067] Ã&esy% sa-
bin2012@gmail.com , **leUo;d vkSj Vhe yhMj] us”kuy dksYM psu vkSj oSDlhu çcaèku lalkèku dsaæ] jk’Vªh; LokLF; vkSj ifjokj dY;k.k laLFkku] 
u eqfujdk] Ã fnYyh &110067] Ã&esy% snehil@nihfw.org

Hkkjr esa ;wfuolZy gsYFk dojst ds fy, LokLF; dk;Z cy dh leh{kk vkSj ifjfLFkfrtU;    
fo'ys"k.k                                       
    

lfcu lS;n* vkSj Lusfgy dqekj Çlg**

lkjka'k

Hkkjr ds  LokLF; {ks=  esa  ekuo lalkèkuksa dh vR;fèkd deh gSA nwjorÊ] xzkeh.k rFkk oafpr ,oa vYilsfor 
{ks=ksa esa LokLFk; lsok çnku djus  ds fy, ;ksX; LokLF; dk;ZdrkZvksa dk p;u djuk rFkk mUgsa  çsfjr djuk] 
,d cgqr cM+h pqukSrh gSA lalkèkuksa dh deh ds vykok] ;ksX; LokLF; dk;Zcy dks cuk, j[kuk ,d cM+h pqukSrh 
gSA ;g ladV rc rd cus jgus dh laHkkouk gS tc rd fd LokLF; ç.kkyh] LokLF; dk;ZdrkZvksa dh ewyHkwr 
vko';drkvksa dks oSls lacksfèkr ugÈ djrh gS] tSlk fd LokLF; uhfr;ksa esa ifjdfYir gSA jkT;ksa esa fofHkUu 
laoxks± esa xzkeh.k HkrÊ vkSj voèkkj.k dks çkIr djus ds fy, LokLF; ç.kkyh ckèkkvksa dks nwj djus ds fy, è;ku 
vkSj nh?kZdkfyd jktuhfrd çfrc)rkvksa dh vko';drk gksrh gSA çLrqr ys[k esa] Hkkjr esa LokLF; ds  ekuo 
lalkèku dh orZeku fLFkfr dk fo'ys"k.k fd;k x;k  gS] rFkk blesa  orZeku  pqukSfr;ksa ,oa ekStwnk lalkèkuksa 
dh deh ls fuiVus ds fy, ekuo lalkèku vkSj igy lEcUèkh deh( vkSj ekStwnk ladV ds çcaèku ds fy, 
vkSj vfèkd mik;ksa ds ckjs esa  laLrqfr  dh xÃ gSA bl ys[k esa fofHkUu if=dkvksa ds ys[kksa ls pqus 'kCnksa rFkk 
xkS.k vkadM+ksa dk mi;ksx djds o.kZukRed vuqlaèkku fMt+kbu dk mi;ksx fd;k x;k gSA ;g vè;;u Hkkjr ds 
LokLF; {ks=] LokLF; dk;Zcy] bldh miyCèkrk vkSj deh lacaèkh i{kksa  ij miyCèk  lkfgR; dh O;kid leh{kk 
dk mi;ksx djds fd;k x;k FkkA ys[kksa dh leh{kk }kjk Hkkjr esa LokLF; dk;Zcy dh orZeku fLFkfr ds ckjs 
esa lwpuk,a miyCèk djkÃ  xÃ gSaA orZeku ys[k esa 'kksèk ls irk pyrk gS fd mRiknu {kerk esa o`f) LokLF; 
dk;ZdrkZvksa dh miyCèkrk ;k forj.k ls lacafèkr eqíksa dks gy djus dh laHkkouk ugÈ gSA Hkkjr ds orZeku 
LokLF;&dk;Zcy ladV dks nwj djus ds fy, lrr vkSj vfHkuo dk;ks± dks viukus dh rRdky vko';drk 
gSA vè;;u esa LokLF; ds fy, ekuo lalkèkuksa dh deh ds dkj.k dkjdksa esa ,d var–Zf"V çnku dh xÃ gS] 
vkSj bl rjg ds dkjdksa dks fu;af=r djus ds fy, igy djus dh vko';drk gSA vè;;u dks ykxw djus dh 
vko';drk dk irk pyus ls Hkkjr esa lkoZtkfud LokLF; ns[kHkky lsok miycèk  djus ds fy, ekuo lalkèkuksa 
ds fy, O;kid jk"Vªh; uhfr vko';d gSA lkoZtfud {ks= dks xzkeh.k vkSj nwjnjkt ds {ks=ksa esa dke djus ds 
fy, ;ksX; LokLF; deZpkfj;ksa dks çksRlkfgr djus ds fy, ekSfæd vkSj xSj&ekSfæd çksRlkgu ds mi;qä iSdstksa 
dh :ijs[kk fQj ls rS;kj djus dh vko';drk gksxhA bl rjg dh uhfr ikjaifjd Hkkjrh; fpfdRlk i)fr 
¼vk;qosZn] ;ksx vkSj çk—frd fpfdRlk] ;wukuh] vkSj fl)½ dh çSfDVl djus okys fpfdRldksa dks dk;Z&ifjorZu 
djds vkSj eq[;èkkjk esa ykus ds fy, çksRlkfgr dj ldrh gS] tcfd LokLF; ds fy, ekuo lalkèku c<+kus ds 
vU; uohu rjhds viukrs gq, bu {ks=ksa esa dke djus ds fy, gksE;ksiSFkh fpfdRlk ç.kkyh  Hkh miycèk gSA lkFk 
gh] ns'k esa uÉlx] fpfdRlk vkSj lkoZtfud LokLF; f'k{kk dh çklafxdrk] ek=k vkSj xq.koÙkk esa lqèkkj ds fy, 
vfrfjä fuos'k dh vko';drk gksxhA

çeq[k 'kCn: LokLF; dk;Zcy] çfrHkk çcaèku] nqyZHk LokLF; dk;Zcy] LokLF; ds fy, ekuo lalkèku dh miyCèkrk] 
LokLF; dk;Zcy dk vfèkxzg.k] çf'k{k.k vkSj fodklA

LokLF; ,oa tula[;k: 
ifjizs{; ,oa eqn~ns, 42 (1&2): 48-58 /2019
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Adolescent Health: Present Status and Its Related Programmes in India

J.B. Babbar* and Kunal Babbar**
Abstract

Adolescents are the future of the nation, forming a major demographic and economic force. They 
have specific needs which vary with gender, life circumstances and socio-economic conditions. 
They face challenges like poverty, lack of access to health care services, unsafe environments, 
etc. Adolescent health programmes are fragmentary at present, and there is no comprehensive 
programme addressing all the needs of adolescents. Access to and availability of health care 
services are severely limited. Lack of accurate information, absence of proper guidance, parents’ 
ignorance, lack of skills and insufficient services from health care delivery system are the major 
barriers. Interventions should focus on providing psychological and mental health services and 
behaviour change communication towards leading a healthy lifestyle, restricting advertisements 
related to junk food products, awareness creation about reproductive and sexual health, educating 
parents to prevent early marriage, teenage pregnancy and to counsel their children on nutrition 
and reproductive health. Universal coverage of Adolescent-friendly clinics is highly recommended.

Key words: Adolescent health, Nutrition, Reproduction.

The term Adolescence is derived from the Latin term ‘adolescere’ which means ‘to grow 
up’. It is a phase of rapid growth and development during which physical, physiological and 
behavioural changes occur between childhood and adulthood . 

India has currently around 1.36 billion people which account for 17.7 per cent of the world 
population. About 21 per cent of the Indian population is adolescents aged between 10 and 
19 (about 243 million). They are the future of the nation, forming a major demographic and 
economic force. They have specific needs which vary with gender, life circumstances and socio-
economic conditions. They face challenges like poverty, lack of access to health care services, 
unsafe environments, etc. It is a period of preparation for undertaking greater responsibilities 
like familial, social, cultural and economic issues in adulthood.

In India, data on adolescents from national surveys including National Family Health Survey-
IV (2015-16), District Level Household and Facility Survey–IV (2012-13) and the Sample 
Registration System call for focused attention with respect to health and social development 
for this age group. It has, therefore, been realized that investing in adolescent health will yield 
demographic and economic dividends for India. In view of this, Government of India launched 
its first comprehensive programme for adolescents, ‘Rashtriya Kishor Swasthya Karyakram’, 
during January 2014 which has a sharp focus on adolescents’ sexual health2. 

The Ministry of Women and Child Development (MWCD)  commenced POSHAN Abhiyaan 
from 2017-18 onwards. 315 districts were covered in the first year, 235 districts in the second 
year and remaining districts in the third year.

The leading health-related problems in the age group 10–19 years:
• Early pregnancy and childbirth
• HIV and AIDS

*Senior Consultant- Medical, CBPHEM, The National Institute of Health and Family Welfare, Munirka, New Delhi-110067; 
E-mail: drbabbar_21@yahoo.com.** Medical Officer,  Air India, T-3, Indira Gandhi Airport, New Delhi. 
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• Other infectious diseases
• Mental health problems including depression and suicide
• Violence
• Alcohol and other drugs
• Injuries both unintentional and self-injury
• Sexual health / Infectious diseases
• Malnutrition and obesity
• Tobacco use
• Challenges in Existing Adolescent Health Services
• Challenges in Parenting
• Road Traffic Accidents

Adolescent health programmes are fragmentary at present, and there is no comprehensive 
programme addressing all the needs of adolescents. Access to and availability of health care 
services are severely limited. Lack of accurate information, absence of proper guidance, 
parents’ ignorance, lack of skills and insufficient services from health care delivery system are 
the major barriers. Interventions should focus on providing psychological and mental health 
services and behaviour change communication towards leading a healthy lifestyle, restricting 
advertisement-induced junk food products, awareness creation about reproductive and sexual 
health, educating parents to prevent early marriage, teenage pregnancy, and to counsel their 
children on nutrition and reproductive health. Universal coverage of adolescent-friendly clinics 
is highly recommended. To be cost-effective, health services addressing the requirements of 
the adolescents should come under a single programme. This review is intended to create 
awareness among the stakeholders about the importance of strengthening adolescent health 
services in order to meet their felt needs.

In India, 44 million adolescents belong to Scheduled Caste category comprising 17 per cent 
of the total adolescent population of the country. 23 million adolescents belong to Scheduled 
Tribe category comprising 9 per cent of the total adolescents in the country. 

Adolescent’s percentage in the top and bottom five States17
Top Five State % Adolescent Bottom Five State % Adolescent

Uttar Pradesh 24.5 Kerala 16.3

Rajasthan 22.9 Tamil Nadu 17.2

Uttrakhand 22.5 Karnataka 18.9

Bihar 22.5 Maharashtra 19.0

Jharkhand 22.2 Andhra Pradesh 19.3
Source: Size, Growth and Composition of Adolescent and Youth Population in India, Census of India.

Age Group

The World Health Organization defines adolescents as those individuals between 10 and 19 
years of age. These age definitions are useful for a common understanding but do not convey 
any strict age compartments. For better understanding, it can be divided into three different 
phases according to different age groups viz. early adolescence, mid adolescence and late 
adolescence group . The detail about each group is given below: 
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Early Adolescence Group Mid Adolescence Late Adolescence
Age Group 10 years -13 years 

Developmental changes on 
the onset of puberty

May get disturb due to sudden 
changes in the sexual organs  

14 years-16 years

Follow puberty  by about 
one to one and a half years 

There may be precocious 
puberty or delayed 

17 years – 19 years 

Period of transition-individual 
gains grip of his/her future 

Behaviour 
Change 

Demand for privacy

Group activities are primar-
ily with members of his own 
gender 

Period of irritability, wide 
mood swings and rapidly 
changing feelings 

Realize that their parents can be 
their best friend 

Increase bonding between par-
ent and adolescents especially if 
both shows mutual respect for 
each other 

Priorities 
Changes 

May start engaging in risky 
behaviors’ such as experi-
menting with smoking, sex , 
masturbation and drugs 

Pressure from the peer group

Start experimenting with 
sexual organs 

Parental obedience is 
replaced by conformity to 
peer group standards and 
loyalties

Contact with adult outside 
the family 

May become introvert.

More selective and discriminat-
ing in his relationships. 

Very  much concerned about the 
future 

 May get disturbed easily 

Why Do We Need to Address Adolescent Population

The number of adolescents (age 10-19) is increasing and comprises over one-fifth of the 
population in our country. A large number of them are school pass outs, get married early, work 
in vulnerable situations, are likely to be sexually active due to lack of knowledge and peer 
pressure, and are exposed to several health risks, early pregnancy or unsafe abortions. These 
have serious social, economic and public health implications for the nation .

Their needs vary by their age, sex, stage of development, life circumstances, socio-economic 
status, marital status, class, region and cultural context. This calls for interventions that are 
flexible and responsive to their desperate needs else some factors might turn some of them into 
antisocial elements. Some of the public health challenges for adolescents are related to early 
pregnancy with associated higher risk of maternal and infant mortality, sexually transmitted 
infections (including HIV) and reproductive tract infections, under-nutrition and anaemia, 
substance abuse, injuries, etc.

According to WHO reports, about 1.3 million adolescents died of preventable or treatable 
causes during 2012. Road traffic injuries were the leading cause of death among adolescents 
which may be due to rash driving/not using safety measures or disobeying the traffic rules. 
Injuries and neuropsychiatric/mental disorders were the major issues in adolescents. There is 
an increasing trend in adolescent obesity due to great shift in life style, diet and activity pattern. 
Nearly 35 per cent of the global burden of disease has its roots in the adolescence. Half of all 
the mental health disorders, sexual abuse and social abuse in adulthood start by the age of 14 
years, most cases remain undetected and untreated due to lack of knowledge, awareness and 
perception . 
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Figure 1
Top 10 Causes of Death among Adolescents

 

Source: Health for World’s adolescents. WHO 

Adolescent Health Problems 

The health status of an adolescent determines the health status in his/her adulthood. Many 
serious diseases in adulthood have their roots in adolescence. The main health issues faced by 
the adolescents include mental health problems, early pregnancy and childbirth, HIV/sexually 
transmitted infection (STI) and other infectious diseases, violence, unintentional injuries, 
malnutrition, and substance abuse. The major issues are discussed in detail below:

Nutritional Health

As per NFHS-4 report published in January 2018, total adolescents population (between 10 
and 19 years of age) is 19.5 per cent. Only 10 per cent of females and 13 per cent of males 
completed 10-11 years of schooling. 31 per cent of females and 15 per cent of males have 
never attended school. Only 66 per cent of girls and 69 per cent of boys aged 11-17 attended 
secondary school. Among the adolescents aged 15-19 years, 54.1 per cent girls and 29.2 per 
cent boys were anaemic. 47 per cent of them were consuming fried foods, protein supplements, 
consumption of anabolic steroids, consumption of aerated drinks was also very high (26% 
among girls and 36%  among boys). It shows that the consumption of junk food is very high 
among the adolescents. It is observed that the coverage of the adolescents on health scheme or 
health insurance is very low. Only 17.0 per cent of the girls and 18.5 per cent of the boys were 
covered under any health scheme or health insurance. 69.3 per cent of the girls in the age group 
of 15-19 years reported a major issue in having awareness about where and how to get medical 
advice or treatment for themselves when they are sick. Additionally, use of mass media is also 
very high among the adolescents (male 88.2% and female 71.5%). It reflects that mass media 
plays an important role in habit picking and deciding their lifestyle pattern .
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POSHAN Abhiyaan 

It is a multi-ministerial convergence mission with the vision to ensure attainment of 
malnutrition free India by 2022. The objective of POSHAN Abhiyaan is to reduce stunting in 
identified Districts of India with the highest malnutrition burden by improving utilization of 
key Anganwadi services and improving the quality of Anganwadi Services delivery. It aims to 
ensure holistic development and adequate nutrition for pregnant women, mothers and children .

Mental Health

Mental health problems are one of the most neglected issues among adolescent. Mortality and 
morbidity due to mental disorders in adolescents have increased and topped in recent years. 
A study from Goa among people in the age group of 16–24 years showed that 3.9 per cent of 
them reported suicidal behaviours with females four times more prone than the males. This 
suicidal behaviour is independently associated with factors such as absenteeism, independent 
decision-making, premarital sex, sexual abuse, early pregnancy, unsafe abortion, mental 
torture, physical torture; physical abuse by siblings, parents, paternal or maternal uncle or 
aunty; and mental disorders. In India, suicide among adolescents is higher than any other age 
groups, which is 40 per cent deaths due to suicide in men and 56 per cent in women occurred in 
the age group of 15–29 years. The prevalence rate of child and adolescent psychiatric disorders 
in the community has been found to be 6.46 per cent; and in schools, it was 23.33 per cent. 
The reporting systems of psychiatric disorders in children are found to be inadequate. From 
the above figures, it is evident that a considerable proportion of adolescent suffer from mental 
health issues9. 
 
Accidents and Violence

In India, deaths due to pneumonia/chest diseases is 73 age, diarrhea related illness- 23 per 
cent and injuries constituted nearly 20 per cent of the total deaths in the 5–19 years age group. 
Majority of the adolescents are at risky behaviours, rash driving, disobeying traffic rules, show 
off among the peer group all leads to road traffic accidents and deaths . Sexual abuse by the 
neighbors, peer group, antisocial elements, uncle, aunties, parents and cousins may be the 
major problems faced by the adolescent girls and boys equally.

Reproductive and Sexual Health

Adolescents have diverse sexual and reproductive health problems. From the studies done in 
the past, it is evident that adolescent have no proper knowledge regarding STIs/ HIV/AIDS/ 
unwanted pregnancy/ unsafe abortion/ legal issues. Studies also prove that the educational 
intervention shows significant improvement in the knowledge, awareness and perception level 
of the participant. At this age, curiosity about sexuality increases, they start showing sexual 
interest in the opposite sex. In addition to social stigma, broken homes, quarrel between the 
parents lead to unsafely behaviour. Therefore, the diseases were often undisclosed, left untreated 
leading to complications such as early adolescent pregnancy and, pre mature birth, small 
for dates, IUGR, still birth, precipitated  labour, maternal deaths, unsafe or septic abortions, 
infertility, pelvic inflammatory disease, and cancer. Media plays a major role in exposing them 
to sexually explicit materials which make them perpetrators of sexual violence12.
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Reproductive and Sexual Health Status of Indian Adolescents

Factors Male (%) Female (%)
Sexual debut before the age of 15+ 2.7 8
Contraceptive awareness (15-19)+ 96 94
Ever used Contraceptives+ 29.4 40.4
Condom used during first time+ 19 3
Births by age 18 (2008-2012)* - 21.7
Comprehensive knowledge of HIV among adolescents+ 34.5 18.6
STI/ symptoms of STI in sexually active adolescents+ 10.8 10.5
Prevalence of HIV among adolescents+ 0.01 0.07

Substance Abuse

Substance abuse is yet another serious issue as adolescents are ignorant about its consequences. 
NFHS-4 data shows, in the age group 15–19, about 8.9 per cent of adolescent boys and 0.5 per 
cent of the adolescent girls had consumed alcohol of which 2.6 per cent consume it daily. About 
18.5 per cent boys and 1.6 per cent girls use some kind of tobacco. The average age at tobacco 
use initiation was earliest at 12.3 years and alcohol usage at 13.6 years among adolescents10. 
The commonest drugs of abuse were (in decreasing order of frequency): tobacco, alcohol, 
cannabis and inhalants, followed by pharmaceutical opioids, heroin/smack and sedatives. Drug 
use showed a progression from licit to illicit substances. About 11 per cent of cannabis users 
were introduced to it before the age of 15. Initiating cannabis at this age is strongly associated 
with the development of schizophrenia spectrum disorders in adulthood10.

Rashtriya Kishor Swasthya Karyakram (RKSK)

In order to ensure holistic development of adolescent population, the Ministry of Health and 
Family Welfare launched the Rashtriya Kishor Swasthya Karyakram (RKSK) on 7 January 
2014 to reach out to 253 million adolescents- male and female, rural and urban, married 
and unmarried, in and out-of-school adolescents with special focus on the marginalized and 
undeserved groups. The programme expands the scope of adolescent health programme in 
India- from being limited to sexual and reproductive health. It now includes in its ambit 
nutrition, injuries and violence (including gender-based violence), non-communicable diseases, 
mental health and substance misuse. The strength of the programme is its health promotion 
approach. There is a paradigm shift from the existing clinic-based services to promotion and 
prevention and reaching adolescents in their own environment, such as in schools, families and 
communities. Key drivers of the program are community based interventions like, outreach 
by counsellors; facility based counselling; social and Behaviour Change Communication; and 
strengthening of Adolescent Friendly Health Clinics across levels of care .

Strengthening Inter-sectoral Collaboration for Adolescent Health

A meeting of the national programme managers of the South-East Asia Region was held in New 
Delhi, India, on 25–27 November 2014. The objective of this meeting was to review the status 
of adolescent health (AH) in SEAR countries and to promote implementation of adolescent-
friendly health services (AFHS) by strengthening partnerships and intersectoral coordination. 
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Adolescent Health–Talk to Action

India, with the largest group of adolescents worldwide (253 million) and the stark realities of 
gender inequality, child marriages, poverty, malnutrition, and the emergence of a large burden 
of non-communicable diseases (NCDs), together with important environmental risk factors, 
such as air pollution, is a very pertinent location for this age group. Certainly, the goal, set out 
first in the 2012 Lancet Series, to forge stronger links between adolescent health and wider 
global health thinking, has been achieved. The Every Woman Every Child Global Strategy for 
Women’s, Children’s, and Adolescents’ Health, launched by then UN Secretary General Ban 
Ki-moon, kickstarted a new era for including adolescents into global health agendas. 

Marginalized adolescents and young people-those incarcerated, displaced, unemployed, out 
of education, or in war and disaster zones-need special attention therefore the next step is to 
provide the impetus and momentum to move from Global talk to global and country-level 
action. Adolescents’ and young people’s are the future of our Country. The 2030 Agenda for 
Sustainable Development and its Global Strategy for Women’s, Children’s and Adolescents’ 
Health provides a unique opportunity for accelerated action for the health of adolescents. 
Investment in adolescent health is also essential to achieve the 17 SDGs and their 169 targets, 
each of which relates to adolescent development, health or well-being directly or indirectly. The 
main health issues faced by the adolescents include: Mental health problems, early pregnancy 
and childbirth, (HIV/STI) and other infectious diseases, violence, injuries, malnutrition and 
substance abuse.

National Mass Deworming Programme among Adolescents

School-based National Mass Deworming Programme has been executed in Delhi as a part of 
National Mass Deworming Programme on National Deworming Day (NOD) on 9 February 
2017 followed by Mop up Day (MUD) for left out children on 15 February 2017. All school 
going children in the age group of 3-19 years (Nursery to class XII) are being given a single 
dose of Chewable Tablet Albendazole 400 mg.

Challenges Concerning Adolescent Health

Though adolescence is usually a healthy period, several risk factors of adult diseases which 
begin in the adolescence phase can be prevented with proper interventions during this period, 
though there are challenges. Exclusive data pertaining to adolescent health issues in the Indian 
scenario is not available. Data about important adolescents’ health issues in different areas are 
limited. Hence, detailed investigation and reports on adolescent’s health issues is the need of 
the hour.

India is also the second largest consumer of tobacco in the world, first being China. The 
prevalence of tobacco use among adolescents (15 years and above) is 35 per cent. The prevalence 
of overall tobacco use among males is 48 per cent that among females is 20 per cent. Nearly 
two in five (38%) adolescents in rural areas and one in four (25%) adolescents in urban areas 
use tobacco in some form.  Setting up of Tobacco Cessation Clinics in India has been one of the 
major highlights of WHO/Ministry of Health and Family Welfare collaborative programme in 
the area of tobacco control. Tobacco cessation is one of the important links of tobacco control 
as it helps the current users to quit tobacco use in a scientific manner. 
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Article 14 of the WHO Framework Convention on Tobacco Control (FCTC) also requires 
countries to take effective measures to promote cessation of tobacco use and adequate treatment 
for tobacco dependence. 

Different Strategies for Tobacco Control in India:
1. National Inter ministerial Taskforce for Tobacco Control 
2. Steering Committee on Section 5 of COTPA
3. Alternate livelihood initiatives by Ministry of Labor
4. The Ministry of Health and Family Welfare 
5. Integration of TB and Tobacco Project 
6. Mainstreaming tobacco control in medical and dental education in the country 
7. National Tobacco Control Helpline
8. National Consultation on Smokeless Tobacco 

Parivarthan

Counselling Children and Adolescents require particular skills and qualities, and is different 
from counselling adults. The aim of this course is to develop awareness and skills that are 
beneficial while working with children and adolescents from the counselling perspective 
and is based on the knowledge drawn from different psychological theories, developmental 
psychology and clinical observation. This Advanced Training Module has included Child and 
Adolescent Counselling Skills, Use of Media, viz: Play and Art Therapy, Counselling for CSA, 
along with an Introduction to Sand Therapy and School Counselling are being used for the 
counselling purposes of adoloscents.

Adolescent Health Care Programs in India

Since 1946, Bhore Committee proposed to integrate Health and Education ministries. However, 
the scope for integration of health services with other services is the need of the hour. Listed 
below are the few proposed development for inter-sectoral convergence:

Sl. 
No. 

Ministries and Adolescent Health Programmes Services

Bhore Committee 1946

The integration of preventive and curative services at all administrative levels.

1. Ministry of Health and Family Welfare

a. Reproductive, Maternal, Newborn, Child 
and Adolescent Health (RMNCH+A) 

Adolescent nutrition, iron and folic acid supplementation, adolescent health 
clinics and counselling 

b. Adolescent reproductive and sexual health 
(ARSH)

Preventive, promotive, curative and counselling services for reproductive and 
sexual problems

c. Rashtriya Kishor Swasthya Karyakram 
(RKSK)

Strengthen adolescent components of RMNCH+A strategies. Communi-
tybased and facility based interventions, and social and behaviour change 
communication with focus on interpersonal communication

d. Weekly Iron Folic Acid 
Supplementation(WIFS)

Covers Govt. School students of Class VI to XII. Weekly dose of IFA Tablet 
is provided to beneficiaries in Schools under supervision of teachers.

e. National AIDS Control Programme Prevention, control  and appropriate referral of HIV/AIDS and RTI/STI cases 

f. School Health Programme Nutritional interventions, promoting health lifestyle, counselling and im-
munization

2. Women and Child Development

a. Kishori Shakti Yojana Services improving health, nutritional and educational status of girls
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Sl. 
No. 

Ministries and Adolescent Health Programmes Services

b. BalikaSamridhiYojana Services to raise the age of marriage and to improve enrollment and reten-
tion of girls at school

c. Rajiv Gandhi Scheme for Empowerment of 
Adolescent Girls

Iron and Folic Acid supplementation, nutrition & health education, ARSH, 
life skill education and vocational training for girls aged 16 and above under 
National Skill Development Program

d. Integrated program for street children Shelter, nutrition, education, health care and recreation facilities to street 
children. Child Help Line Service (1098)

3. Human Resource Development

a. Samagra Shikhsa During 2018-19,it  has proposed to treat school education holistically 
without segmentation from pre-nursery to Class 12. Samagra Shiksha - It 
subsumes the three schemes of Sarva Shiksha Abhiyan (SSA), Rashtriya 
Madhyamik Shiksha Abhiyan (RMSA) and Teacher Education (TE)(16).

c. Adolescence Education program The Adolescence Education Programme (AEP) is an important initiative that 
aims to empower young people with accurate, age appropriate and culturally 
relevant information, promote healthy attitudes and develop skills to enable 
them to respond to real life situations in positive and responsible ways(16).. 

4. Youth Affairs and Sports

a. Nehru Yuva Kendra Sangathan Empowerment of rural youth

b. National Program for Youth and Adolescent 
Development

Leadership qualities and personality development of youth

5 Strengthening inter-sectoral collaboration 
for adolescent health

Meeting of regional programme managers, New Delhi, India, 25–27 Novem-
ber 2014 to promote implementation of adolescent-friendly health services 
(AFHS) by strengthening partnerships and - coordinatio

Others

a Narcotic Drugs &Tobacco, Psychotropic 
Substances Act, 1985- AH Strategy

Prohibition on sale to minors

b National AIDS Control Programme Phase 
–III

Appropriate referral of HIV/AIDS and RTI/STI cases

Adolescent Health Programmes, Ministries and Their Services

Sl. 
No.

Ministries and Adolescent Health Programmes Services

1 Ministry of Health and Family Welfare

 a Adolescent reproductive and sexual health 
(ARSH)

Preventive, promotive, curative and counseling services for reproductive 
and sexual problems.

b School health programme Nutritional interventions, promoting health lifestyle, counseling and im-
munization

2 Women and Child Development

 a Kishori shakti yojana Services improving health, nutritional and educational status of girls

b Balika samridhi yojana Services to raise the age of marriage and to improve enrollment and reten-
tion of girls at school

c Rajiv Gandhi Scheme for Empowerment 
of Adolescent Girls

Iron and Folic Acid supplementation, nutrition & health education, ARSH, 
life skill education and vocational training for girls aged 16 and above 
under National Skill Development Program

d Integrated program for street children Shelter, nutrition, education, health care and recreation facilities to street 
children. Child Help Line Service (1098)

3 Human Resource Development

 a Sarva Shiksha Abhiyan Free and compulsory education to 6-14 years age group

b Mahila samakhya programme Provides equal educational opportunities for women

c Adolescent education program Creates awareness and positive attitude to develop skills to enable them to 
respond to real life situations
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Sl. 
No.

Ministries and Adolescent Health Programmes Services

4 Youth Affairs & Sports

 a Nehru yuva Kendra sangathan Empowerment of rural youth

b The national service scheme Personality development of students through community service

c National Program for Youth and Adoles-
cent Development

Leadership qualities and personality development of youth

5 Others

 a Narcotic Drugs and Psychotropic Sub-
stances Act, 1985- AH Strategy

Prohibition on sale to minors

b National AIDS Control Programme Phase 
–III

Appropriate referral of HIV/AIDS and RTI/STI cases

List of common adolescent issues

•	 Pubertal issues
 Adolescent Growth and Development 
 Pubertal delay or precocity 
 Weight and height issues 

•	 Sexual and reproductive Health
 Gynaecological and Menstrual Problems 
 Contraception 
 STD/HIV Screening counseling and treatment 
 Sexual & Reproductive health education

•	 Psycho-social issues  Relationship Development  Adjust-
ment problems   Growing-up issues 

•	 Nutrition issues
 Healthy eating during Adolescence  
 Anaemia prevention and management  
 Under nutrition and obesity 
 Eating Disorders (Anorexia nervosa, Bulimia nervosa, Binge 

Disorder)  

•	 Immunization  

•	 Safety and Injury Prevention

•	 Chronic conditions like Asthma, Diabetes, Hyper-
tension, Renal Disorders 

•	 Eye Care, ENT care, Dental care  
•	 Preventive health check-ups, like, annual check-

up, pre-college health check-up, pre-marital 
counselling etc.

•	 Adolescent Mental Health  
 Psychiatric disorders: Depression, Anxiety, bipolar, personal-

ity disorder 
 Substance abuse including tobacco and alcohol

Conclusion

Exclusive data pertaining to the adolescent health issues in the Indian scenario is not available 
when compared to the developed countries. Nation and States-wise detailed investigation and 
reports on adolescents’ health issues is the need of the hour. This will help to create better 
awareness among the stakeholders about the importance of strengthening adolescent health 
services under a single agency in order to meet their felt needs.

To achieve wholesome adolescent health, we need to have a multidimensional approach 
covering all the adolescent health problems with special emphasis on mental health, behaviour 
change communication towards healthy lifestyle and positive social environment to acquire life 
skills. Adolescent-friendly clinics need to be widely established throughout India and should 
achieve universal coverage. Screening of adolescents on regular basis could be an effective tool 
to control the existing disease and to update occurrence of any new diseases. Empowering and 
involving adolescents in decisions that affect them and facilitating them with every opportunity 
for developing into a successful adult will give rich dividends. Offering such opportunities to 
the growing children gives them a chance to build a safe, happy, healthy and productive nation 
in the future. Adolescents and young people- those incarcerated, displaced, unemployed, out 
of education, or in war and disaster zones; need special attention. Therefore, the next step is to 
provide the impetus and momentum to move from mere global talk to global and country-level 
action.
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The 2030 Agenda for Sustainable Development and its Global Strategy for Women’s, Children’s 
and Adolescents’ Health provides a unique opportunity for accelerated action for the health of 
adolescents. Investment in adolescent health is also essential to achieve the 17 SDGs and their 
169 targets, each of which relates to adolescent development, health or well-being directly or 
indirectly. This review helps to create awareness among the stakeholders about the importance 
of strengthening adolescent health services in order to meet their felt needs therefore just Create 
a positive environment before interaction with adolescent.

When we are talking to youth, focus is on creating positivity, connectedness, opportunity to 
contribute and take the time to ask about social issues, and then follow up on them. Programmes 
for Adolescents with focus on youth and community development are very important for their 
effective implementation. They must be engaged in the planning process in order to better 
understand and serve their needs.

Recommendation

Exclusive data pertaining to the adolescent health issues in the Indian scenario is not available 
while compared to the developed countries. Nation and States-wise detailed investigation and 
reports on adolescents’ health issues is the need of the hour. This will help to create a better 
awareness among the stakeholders about the importance of strengthening adolescent health 
services under a single agency. In the policies and programmes, emphasis must be on how 
to meet their felt needs, age appropriate sex education with abuse prevention skills at school, 
college and community levels to bridge the knowledge gap among the adolescents. With this 
approach, sexual abuse, early sex debut and unsafe sexual practice can be reduced, and the 
contraceptives usage can be increased. This, in turn, will prevent unwanted pregnancy, AIDS/
STIs and its complications. Step is to be taken to delay the age of marriage through advocacy, 
counseling and strict enforcement of law. Adults should be educated to prevent early marriage 
of adolescents, teenage pregnancy and its complications. Focus on effective implementation of 
mental health services at all levels will result in the reduction of psychological disorders and 
social misbehaviour among the adolescents.

Medical officers and the health workers at all levels should be given exclusive training in 
handling adolescents. Health workers of the same gender should address the problem of boys 
and girls separately. Facilitation to provide the accurate and detailed information related to their 
health problems will boost the trust of the adolescents on the community which in turn, will lead 
to building a better and constructive society. Counseling should be strengthened by engaging 
well-trained healthcare providers, and by involving parents and elders of the family in home-
based counseling. Encouraging community participation in mobilizing the adolescents to build 
life skills and to take active part in community programmes is also important. Strict enforcement 
of laws related to traffic rules, prohibiting sale of tobacco, alcohol and other substance of abuse 
to minors will produce more responsible citizens. Restricting advertisements related to junk 
food products is essential for getting healthy adolescents.
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fd'kksj LokLF;% Hkkjr esa orZeku fLFkfr vkSj blls lacafèkr dk;ZØe

ts-ch- cCcj* vkSj dq.kky cCcj**

lkjka'k

fd'kksj ,d çeq[k tulkaf[;dh; vkSj vkÆFkd 'kfä dk xBu djrs gq,] jk"Vª dk Hkfo"; gSaA mudh fof'k"V 
vko';drk,a gSa tks Çyx] thou ifjfLFkfr;ksa vkSj lkekftd&vkÆFkd ifjfLFkfr;ksa ds lkFk&lkFk  cnyrh gSaA os 
fuèkZurk] LokLF; ns[kHkky lsokvksa rd igqap dh deh] vlqjf{kr okrkoj.k vkfn tSlh pqukSfr;ksa dk lkeuk djrs 
gSaA fd'kksj LokLF; dk;ZØe orZeku esa [kafMr gSa] vkSj fd'kksjksa dh lHkh t:jrksa dks iwjk djus okyk dksÃ O;kid 
dk;ZØe ugÈ gSA LokLF; ns[kHkky lsokvksa dh igqap vkSj miyCèkrk xaHkhj :i ls lhfer gSA lVhd tkudkjh 
dk vHkko] mfpr ekxZn'kZu dk vHkko] ekrk&firk dh vKkurk] dkS'ky dh deh vkSj LokLF; ns[kHkky forj.k 
ç.kkyh ls vi;kZIr lsok,a çeq[k ckèkk,a gSaA var%{ksiksa }kjk ,d LoLFk thou 'kSyh dk usr`Ro djus] tad QwM mRiknksa 
ls lacafèkr foKkiuksa dks çfrcafèkr djus] çtuu vkSj ;kSu LokLF; ds ckjs esa tkx:drk l`tu] ekrk&firk dks 
f'kf{kr djus] 'kh?kz fookg dks jksdus ds fy, f'kf{kr djus] fd'kksj xHkkZoLFkk vkSj muds cPpksa dh lykg ds fy, 
euksoSKkfud vkSj ekufld LokLF; lsok,a vkSj O;ogkj ifjorZu lapkj çnku djus ij è;ku nsuk pkfg,A fd'kksjksa 
ds vuqdwy Dyhfudksa ds lkoZHkkSfed dojst dh vR;fèkd vuq'kalk dh tkrh gSA

eq[; 'kCn% fd'kksj LokLF;] iks"k.k] çtuuA

*ofj"B lykgdkj& fpfdRlk] lhchihÃ,eÃ,e] jk"Vªh; LokLF; vkSj ifjokj dY;k.k laLFkku] equhjdk] uÃ fnYyh &110067( Ã&esy% drbabbar&21@
yahoo-com, ** fpfdRlk vf/kdkjh] ,;j bf.M;k] Vh&3] bfUnjk xka/kh ,;j iksVZ] ubZ fnYyh 

LokLF; ,oa tula[;k: 
ifjizs{; ,oa eqn~ns, 42 (1&2): 59-71 /2019
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