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I. INTRODUCTION
Many people in Uttar Pradesh lead their lives under challenging personal conditions. Economic
hardship and difficult living conditions, economic uncertainty is a day-to-day reality for a large
section of the population. A fundamental characteristic in this uncertainty is the State of their
health and the limited opportunities they have to confront ill health. A limited and weak public
health system leaves them little choice but to make use of a growing but largely unregulated
private health care delivery system,. A large proportion of the population either foregoes
healthcare due to prohibitive cost of services in the private sector or receives health care which is
expensive and often not cost-effective. As a result households are increasingly exposed to
catastrophic healthcare payments while a significant number of households are being
impoverished.
At the same time the health issues faced by the people in Uttar Pradesh is changing. Uttar
Pradesh is in the early phase of an epidemiological transition which has become manifest in an
increasing burden of morbidity and mortality due to Non-Communicable Diseases (NCD) along
with a continuing twin burden of communicable diseases and of malnutrition,. Thus , despite the
rapid strides made in the recent past, the quadruple burden of diseases caused by a rise in NonCommunicable Diseases (NCD), unrelenting but new forms of communicable diseases a
growing incidence of road accidents, and continuing high levels of malnutrition, continue to
threaten the pace of progress in the State.
The economic opportunities, on the other hand, created by demographic dividends through a
high proportion of a young population at the State level, must be reaped. If the dividends are to
be realised, improvements in the quality of the workforce is essential. An educated and a healthy
workforce are primary factors for advancing the quality of the labour force. At a time when both
financing and delivery of health care has become even more pertinent at the State level, the
imperative of outlining a better future health care system is evident
It is against this background that the first State Health Policy (SHP) of Uttar Pradesh, 2017 has
been conceived and developed. The SHP comes in the wake of the National Health Policy, 2017
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and is fully congruent at policy level while adding specific emphasis based on realities in Uttar
Pradesh.

Organisation of the document
The SHP is divided in different sections. The remainder of this chapter introduces the goals and
principles of the policy. The second chapter details out the main issues that confront the health
of the people in Uttar Pradesh as well as the main issues concerning the existing health care
system in the State. In chapter 3 the underlying strategy of the policy prescriptions is explained
after which detailed recommendations are presented for different fields of policy. The SHPdocument builds upon a series of preparatory documents and existing reports, with more
detailed information and analysis. These are contained in a separate volume which is an annex to
this main document.

I.2. Goal and Principles
I.2.1. Goal Setting
The primary goal of this policy is to attain the highest possible level of health and well-being for
all people in Uttar Pradesh and of all ages. This is sought to be achieved by providing universal
coverage of comprehensive care involving preventive, promotive, curative, rehabilitative and
palliative care.
This policy identifies the pathways for improving the access to quality and affordable care
without people bearing the financial hardship associated with pursuit of good health.
Concomitant to these improvements the policy advocates for addressing the wider social
determinants of health to guarantee health security effectively to the population.
The vision and goals articulated in this policy are primarily anchored to the National Health
Policy of 2017 and further envisioned by the global, national and State specific objectives and
targets outlined by the internationally agreed Sustainable Development Goals (SDGs), which
have also been adopted as guiding principles by the Government of India1.

I.2.2. Core Principles
Embedded in the global principles of right to health, the underlying dimensions that define
healthy lives and well-being for all at all ages are: i) universal coverage, ii) comprehensive care, iii)
equity in service delivery, iv) quality and rational care, v) efficiency in resource use, vi) financial
protection of households, vii) accountability and transparency in service provision and viii)
community participation. Each dimension and its contribution to promoting and protecting
health are outlined here:

1

https://sustainabledevelopment.un.org/sdg3
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i)

Universal Coverage: Intrinsic to the notion of right to health, the State must ensure that
socio-economically marginalised sections of population and hard-to-reach areas are
brought under the ambit of health coverage. Equally critical action must be to bring
not only economically and socially vulnerable groups, but to ensure participation of
relatively better-off, so that the contribution and voice of all sections of society will
enable a continued interest in building and mutually benefiting from a
health
care
system
that
is
affordable
and
good
quality;

ii)

Comprehensive Care: Provision of health care encompassing the wider range of
preventive, promotive, curative, rehabilitative and palliative care are one of the
critical dimension of the core principles. Health system at all levels – primary,
secondary
and tertiary care - must be strengthened and geared to deliver
services;

iii)

Equity in Service Delivery: The notion of both horizontal and vertical equity must be
ensured in service delivery. “Horizontal Equity’ as a notion must realise that equal
resources are committed for equal needs, while “Vertical Equity’ must ensure that
additional resources are available for special needs of vulnerable and socioeconomically weaker sections of the population. It particularly seeks to address
disparities arising on account of gender, with the aim of improving the health status
of girls and women in the State.

iv)

Quality and Rationality of Care: Quality of care must be embedded while delivering
health care. Health care providers, both public and private, must maintain a
minimum standard of care by adhering to standard treatment protocols/guidelines.
Non-medical care involving staff-behaviour, facility cleanliness, etc. are equally
critical in ensuring quality of care. Rationality of care, another tenet of quality, must
ensure that
the care provided is safe, efficacious and cost-effective;

v)

Efficiency in Resource Use: Given the limited fiscal space and competing use of public
funds, utilisation of available resources must be made on the principle of maximising
the outcomes and minimising the inputs used in service delivery. Strategies must also
look for interventions in private facilities for a rational care so that
society’s
welfare
is
maximised
and
cost
minimised;

vi)

Financial Protection of Households: Financial status of households or its inability to pay
cannot be an excuse for denying them the care required. Further, medical
impoverishment must be eliminated while catastrophic payments arising
out
of
medical
care
must
be
minimised
or
removed;

vii)

Accountability and Transparency: Accountability and transparency are two critical
dimensions of governance. Health system involving the authorities and practitioners,
both in public and private facilities, must be made accountable to their actions.
4
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Accountability is expected to promote and protect population health, by providing
safe, efficacious and cost-effective interventions. Negligence and inappropriate
medical intervention must be scrutinised and corrected. Transparency in health
interventions will equally minimise incongruous care, reduce or
eliminate
corruption
and
enhances
people’s
choice;
viii)

Community Participation: Community participation in decision-making and ownership is
likely to accelerate access and improve quality of care in public health system. While
on the other hand, a wider participation of different constituencies in the overall
health system, including health authorities, practitioners, social mobilizers, civil
society organisations, local governments, professional bodies and private industry, is
expected to inspire confidence, enhance access, promote quality and save cost to the
society at large.
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I.4. The State of Health in Uttar Pradesh
This policy recognises multiple transitions that the State is currently experiencing and therefore
any targets that are identified and set as part of this exercise, must take cognisance of the
underlying transitions. The primary trigger to this transition originates from the ongoing
epidemiological changes, leading to a significant rise in morbidity and mortality due to noncommunicable diseases, persistence of some communicable diseases, and persistence of risk
factors such as high levels of malnutrition. Accompanied by these developments are a fall in
some communicable disease prevalence and improvements in women and child health. The
cause and effect of such transitions are described below along with targets that are set for
achievement going forward 2030, the timeline for achieving SDG targets for the State.
a) Epidemiological Shift: In view of distinct demographic transition, three epidemiological
changes can be observed in the State during the last 2-3 decades. These relate to premature mortality, morbidity and disability underlying a sharply rising non-communicable
disease conditions, and ongoing communicable disease conditions. Undoubtedly, another
area of impressive improvements being experienced by the State
relates
to
reproductive
and
child
health
conditions.
b) Gains in Reproductive and Child Health Conditions: Today in the State, fewer children and
women are dying from infant, neonatal, under-5 child, maternal conditions due to
significant progress made in reducing premature death from lower respiratory infections,
diarrheal diseases, measles, tetanus, and other causes. For instance, during the last three
decades, the rate of decline in infant mortality is far greater than most Indian State. The
Infant Mortality Rates (IMR), which measures the number of children under age one
dying per 1000 live births, has declined rapidly from around 150 during the early 1980s to
nearly 46 during 2017, which is projected to decline further to 31 in 2030. This translates
into a gain of around 100 infants per 1000 live births in a span of three and half decades.
Similar reduction in neonates and under-5 child mortality rates were also observed.
Another critical measure underscoring survival during maternal conditions in the State,
measured by maternal mortality ratio per 100,000 live births, the rate of deceleration has
been rapid, from 517 during 2001 to roughly 285 during 2013.
c) Mixed progress on Communicable Disease front: With a current prevalence rate of 0.66 per
10,000 population, leprosy is considered to have been eliminated from the State. The
Lower Respiratory Infections (LRI) and diarrheal diseases that used to be the top first
two causes of death and morbidity in the 1990s, although the burden is still high but in
relative terms, it has ceased to be the top causes, but claims the position of third and
fourth causes of death and morbidity in the State. An alarmingly high rate of TB
prevalence in the State shows that during 2012-13, 344 persons per 100,000 population
were suffering from Tuberculosis, as per the Annual Health Survey, as against the
national average of 195. Translated into absolute numbers, it turns out that 7 lakh
diagnosed cases are reported in the State alone per annum. Although no malaria-related
6
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deaths were reported during 2011-15, the State reported nearly 2.32 lakh cases of malaria
(NVBDCP).
Another critical continuing infectious disease burden in the State relates to Acute
Encephalitis Syndrome (AES) and Japanese Encephalitis (JE). During 2010-14, it was
estimated that the State contributed nearly 42 percent of the AES cases and 47 percent
of AES deaths. As far as JE status is concerned, the State accounted for 22 percent of
cases and one-fifth of all deaths due to JE in the country. Other emerging challenges for
the State is the rise in number of dengue and chikangunya cases and outbreaks of AES
due to scrub typhus. A total of 4677 cases of dengue were reported, going up from
1,414 in 2013 to 3,063 in 2015 (NVBDCP).
d) Rise in Non-Communicable Disease Burden: Among top ten burden of diseases (measured by
DALYs) in Uttar Pradesh, it may be observed that in 2016, two categories of noncommunicable diseases (NCDs); Ischaemic Heart Disease and stroke emerged as major
killers. COPD (Chronic Obstructive Pulmonary Disease)and Ischemic Heart Disease
contributed to major disease conditions in the State. About one and half decade ago, the
contribution of NCDs in the state’s burden was only due to 2 conditions, with COPD,
and IHD placed at eight and tenth positions respectively. On the other hand, the relative
position and number of conditions involving communicable, maternal neonatal and
nutritional disorders have declined. During 1990, 8 of the top 10 disease burden in the
State was contributed by communicable, maternal and child health conditions while in
2016, the number of conditions in the top 10 had declined to seven.
Road accidents and injuries, which was never a top killer in the State has come to occupy
a critical place along with a rise in NCD burden in the State. It is estimated that during
2007-11, the Case Fatality Rate in U.P was over 54% as against the rate of 23% at the
All-India level. In 2011 alone, 21,512 road traffic fatalities occurred from 29,285
accidents in the State.
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Top 10 Causes of Disability Adjusted Life Years (DALYs) in India and Uttar Pradesh,
1990 and 2016 (Age-standardized)
Country/
State Ranks
1

1990
India
Diarrhoeal diseases

2

Lower Respiratory Lower
Infections
Respiratory
Infections
Preterm
birth TB
complications
TB
Tetanus
Measles
Measles
IHD
Preterm
birth
complications
Other
neonatal Other neonatal
disorders
disorders
COPD
COPD
Neonatal
Intestinal
encephalopathy
infectious
diseases
Iron
deficiency IHD
anaemia

3
4
5
6
7
8
9

10

UP
Diarrhoeal
diseases

2016
India
IHD

UP
COPD

COPD

Diarrhoeal
diseases

Diarrhoeal
diseases
LRI
Stroke
Iron deficiency
anemia
Preterm
birth
complications
TB
Sense
organ
diseases

IHD

Road injuries

Sense
diseases

LRI
TB
Preterm
birth
complications
Iron deficiency
anaemia
Road Injuries
Other neonatal
disorders
organ

Source: India: Health of the Nation’s State, 2017
Notes: LRI – Lower Respiratory Infections; IHD – Ischemic Heart Disease; TB – Tuberculosis;
COPD – Chronic Obstructive Pulmonary Disease; IHD – Ischaemic Heart Disease CKD –
Chronic Kidney Disease; NN Encephal – Neonatal Encephalopathy.
e) Swelling Risk Factors: The changing epidemiologic levels and pattern over the last 2
decades or more in the State clearly signal the mounting burden of NCDs. Identifying
and controlling or eliminating risk factors associated with disease burden are critical
policy intervention that the government must undertake. These risk factors may broadly
take any form underlying the three classifications, namely: a) behavioural, b) metabolic
and c) environmental/occupational (IHME, pp. 27-28). Some of the behavioural risk
factors identified in the Indian/State context relate to poor diet (dietary risks), tobacco
consumption (smoking and non-smoking), drug & alcohol use. As far as metabolic
health risks are concerned, several factors play a role including High Blood Pressure
(HBP), High Blood Sugar (HBS), and obesity and overweight. While
Environmental/occupational health risks can include air pollution, unsafe water, poor
sanitation, and handwashing and risks associated with the site of work.
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Leading Risk Factors Associated with Disease Conditions
India and Uttar Pradesh, 2016 (Age-standardized, both sexes)
Risk Factors
Rank
1
2
3
4
5
6
7
8
9
10

Uttar Pradesh

India

Malnutrition
Air Pollution
Tobacco Consumption
WaSH
Dietary Risks
High Blood Pressure
High Fasting Plasma Glucose
Alcohol & Drug Use
Occupational risks
High BMI

Child & Maternal Malnutrition
Air Pollution
Dietary Risks
High Blood Pressure
High Fasting Plasma Glucose
Tobacco Consumption
WaSH
High Cholesterol
High BMI
Alcohol & Drug Use

Source:
India: Health of the Nation’s State, 2017
Notes: BP – Blood Pressure; FPG – Fasting Plasma Glucose; WaSH - Poor Water, Sanitation and Hygiene;
BMI – Body Mass Index
Malnutrition and air pollution are the top underlying risk factors in the State. As per census
2011, 80% of households in the State cooked food utilizing solid fuel (firewood, crop residue,
cow dung cakes or coal), causing high indoor smoke. In all, residential biomass, brick kilns, and
open burning contribute significantly to high burden of these diseases in the State, particularly in
the rural areas.
Poor dietary habits, which ranked the second in the State, is the leading risk factors that
contributed towards a higher burden on diabetes/endocrinology disorders, cardiovascular
diseases, etc. Tobacco consumption (third top risk factor), both smoking (bidi and cigarettes)
and chewing tobacco, play a major role in influencing chronic respiratory diseases, cardiovascular
diseases, cancers, LRI, and T.B. Malnutrition, one of the leading risk factors identified in U.P., is
largely responsible for neonatal disorders and a key cause for diarrhoea, LRI burden.
Poor sanitation, water and handwashing also equally contributed as a leading risk factor for a
higher burden of diarrhoea, LRI in the State. It may be observed that the sixth and seven leading
risk factors relate to high BP and high fasting plasma glucose in U.P. In one of the survey (CAB,
2014) conducted by RGI, in the State of Uttar Pradesh, about 22% adults registered blood
pressure above normal range and 8% recorded high blood pressure and 3% adults appear to live
with very high blood pressure.
In respect to glucose levels among population in the State, a survey suggested that 9% adults had
fasting blood sugar levels above normal level, about 3.5% adults had moderate levels and 2% had
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very high fasting blood glucose levels. These risk factors were expected to adversely contribute
to rise in diabetes, endocrinology disorders, cardiovascular diseases. Alcohol consumption and
drug use, the eighth leading risk factor, were likely to be the major contributor to injuries and
violence, diabetes, cirrhosis, cardiovascular diseases, etc.
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II. HEALTH SYSTEM IN UTTAR PRADESH: A DIAGNOSTIC

A dominant, heterogeneous private sector in the State. Healthcare services in Uttar Pradesh
are largely delivered through a privately funded and a privately provided healthcare system. As
per the latest 2014 report of National Sample Survey Organization, nearly 80% of all outpatient
visits and about 60% of all hospital episodes occur in private sector. However, critical public
health services such as immunization, provision of maternal and child health services, prevention
of communicable diseases programs, management of outbreaks, epidemics and disasters and
surveillance continue to be delivered largely through the public health system.
In respect to hospitalisation associated with service utilization for maternal care services in the
public sector, it has shown a progressive improvement in recent years which may be attributable
to incentivizing of institutional deliveries in public and accredited private facilities. A larger
proportion of functional beds are with the private sector with 212,700 beds as against 65,200
beds in the government facilities.
The private sector service delivery is largely dominated by a heterogeneous ‘for profit’ private
solo practitioners, polyclinics and nursing homes, with concentration in urban areas. In rural
U.P. a large number of AYUSH health facilities run by solo practitioners and small clinics of
formal and informal providers dot towns and villages.

Government health service delivery largely delivers preventive and promotive care. In
respect to public health service delivery, at the lowest level of facility, namely, Health SubCentres (HSC) which are functional, are estimated to be 23,128 as against 35,168. Each HSC, on
an average, caters to a population of 7,588 against the 5000-population norm. Similarly, with a
shortfall of 34%, the number of PHCs is inadequate in the State with a current functional 2,818
PHCs as against 5,519 PHCs required per norm.
At the secondary level of care, involving CHCs, with a 41% shortfall, the lack of community
health centres (CHCs) is even more, as nearly 1380 CHCs are required as per IPHS norms, but
only 821 are available and functional. Although UP has 75 districts currently, but it has more
than double that number of district hospitals, totalling 169 functional ones, including 42 male
and 55 female hospitals and about 72 combined hospitals, providing primary care through OPD
and secondary care for indoor services.
As far the tertiary institutions are concerned, the number of medical colleges in the government
sector alone are about 21, which not only provide health care services but also perform teaching,
research and training functions. Besides, the number of private medical collages in the State are
29, while private dental colleges are 27 in number as against one government dental college.
These private colleges have largely come up in the last two decades, concentrated in western and
central region of the State along with a cluster around Varanasi division. The total intake of
doctors for graduation (MBBS) and for specialization, in the medical colleges is 7220annually.
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Over and above, there are 14 colleges of Ayurveda i.e., eight in government and six under private
sector, with a seat capacity of 650 at UG level (280 at private) and 39 at PG level in the State.
There are 10 Unani colleges of which 7 are private ones with a seat capacity of 505 at UG level
and 12 seats (10 at government colleges) at PG level.
The public health system currently employs 3000 AYUSH providers, working at the PHC and
CHC level to provide specialised services in their domain. In the past year, nearly 9 million
patients received care through AYUSH providers, illustrating the widespread demand and
acceptability for these services. Recently, an additional 2800 have been recruited for placement at
PHC and CHC level to fill in the critical gap at frontline facilities, to address the shortage of
allopathic doctors. The State government also empowers the AYUSH doctors working in the
public health system, to provide mainstream allopathic care for some common ailments.
The State has a relatively small pool of frontline workers, vis a vis the population, for outreach
and community mobilisation services. However, most frontline workers are insufficiently skilled
in interpersonal communication and counselling services. The outreach component is largely
limited to organizing VHNDs. The key activity in most of the VHNDs includes immunization
and provision of antenatal care. High Risk Pregnancies (HRPs) are identified at Pradhan Mantri
Matritva Suraksha Abhiyan (PMSMA); however, follow up and linkages for treatment is not
strong. More than one-fourth of the total deliveries annually in the State, continue to occur at
home. Reporting mechanisms for maternal and child deaths is a gap since home based deliveries
in the State is still high. Screening for diabetes, hypertension, cancer has been recently initiated
under the NCD Programme while children are screened for 4 D’s under the RBSK Programme.
Although private sector delivers a sizeable share of treatment, but notification of all notifiable
diseases is low.
The State has a large network of ambulances to facilitate referral and emergency management of
patients. The State has contracted GVK EMRI for managing the ambulance services under the
102 National Ambulance Service and 108 services. The State has 2200 ambulances under the 108
fleet and 70 under the 102 services. In addition, the State Government has also recently launched
150 Advanced Life Support (ALS) Ambulances (2 per district). Both services (102 and 108
ambulances) are free of cost to beneficiaries of JSY and JSSK in all districts of State. About 2.15
crore patients have utilized the 108 service and about 90 lakhs patients have utilized the 102
services till date. Though the deployment of ambulances is strategically done for better
geographical coverage however, timely reporting, technical skills of the technicians, maintenance
of vehicles as per protocols continues to be a challenge. Moreover, 102 and 108 services are
managed through separate contracts, affecting the optimization of services by the provider. GPS
linking and central monitoring of the ambulances and referrals is yet to be accomplished.

Acute health workforce shortage is a malady afflicting the system. Health workforce is
often considered to be an active instrument of health outcome changes. For a strong and vibrant
health system, creating and deploying an adequate and a balanced workforce is critical. Persistent
inadequacy in numbers and types of workforce produced, imbalances in skill mix and geographic
mal-distribution are issues that cripples health system in India including Uttar Pradesh. In Uttar
Pradesh, as on 2017, the density of allopathic doctors is estimated to be 3.2 while that of nurses
13
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is 3 per 10,000 population. This translates to one allopathy doctor catering to a population of
3185 in the State as against the norm of 1 doctor per 1000 population. Similarly, one nurse caters
to a population of 3067 as against the WHO norm of one nurse per 500 population. On an
average, a government allopathic doctor in UP serves almost three times higher population than
that served by a doctor in Kerala and two times that in Tamil Nadu. A rather abysmal density of
health workforce is primarily caused by sub optimally functional medical colleges in the State,
and insufficient production of quality nurses and paramedical cadres in the public sector in the
State. Moreover, the density norms for HRH continues to be based on 1991 census and HRH
cadre strengths in the public health system have not been revised according to the current
population requirements.
The public health system has suffered perennially from shortfalls among all cadres of workforce.
As of 2016, the public health system currently faces an estimated 36 per cent shortfall of general
doctors, over 80 per cent shortfall of specialists, about 50 per cent shortfall of nurses and over
75 per cent shortfall of lab technicians. In absolute terms, as on 201, 288 posts of ANMS at Subcentres and PHCs, 5928 Male Health Worker, 1865 Lady Health Visitors, 4803 Male Health
Assistant, 2300 Medical officers at PHC and 1615 specialists at CHC were reported vacant as
against the sanctioned posts. The private sector, on the other hand, accounts for 22 per cent of
the doctors, 4 per cent of dentists, 16 per cent of nurses, more than 95 per cent of AYUSH
providers and 82 per cent of pharmacists.
Currently, nearly 42,664 pharmacists are registered with their Council, of which 7,664 are
employed in the govt. and about 35,000 by the private sector. Despite a healthy production of
15,000 pharmacists annually through 312 pharmacy colleges and their broad mandate to provide
a range of clinical and support services, the public health system is not able to leverage this cadre
more effectively in provision of emergency services, first aid and primary care treatment.

Maldistribution of health educational institutes are a concern. The first set of production
of doctors in the State was initiated in the 1960s, when the government established seven
medical colleges. Following decades of stagnation, this trend was reversed by 2000, with the
opening of private medical colleges to meet the increasing demand for doctors. However, this
led to a skewed distribution of medical colleges which in turn had an impact on the subsequent
distribution of doctors by different regions. Similarly, most nursing schools in the State were
also established during 1960s, however, the production to meet the demand was limited as the
number of institutions developed were not on par with the existing demand. For instance,
districts/divisions like Lucknow, Kanpur, Allahabad, Meerut and Varanasi have a very high
concentration of health providers as compared to divisions/districts like Chitrakoot, Basti,
Saharanpur, Gonda etc.
Interestingly, with the launch of NRHM, which incentivised the recruitment of new cadres of
allied health professionals, such as ASHAs and management cadres, provided a stimulus to
introduction of a plethora of new schools for different cadres in the private space. But this
development was associated with minimal strategic planning of short and long term needs of the
State.
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The State today has a large surplus of graduates from dental and pharmacist schools, with little
opportunity of employment or absorption in the public or the private sector. Thus, the
production has not been strategically related to the needs of the public or private health system,
but has largely been guided by the individual capacity of schools.
The State has 197 ANM schools 39 under public sector and 158 under the private sector
producing ANMs. Besides, there are LHV, GNM and nursing schools in both public and
private sector. There are about 253 GNM schools with a seat capacity of 11133. Majority of the
training institutions for nurses i.e., post basics, B.Sc. Nursing and M.Sc. nursing schools in the
State are private sector institutions and have a seat capacity of 830, 2240 and 212 respectively.
Only one post basic B.Sc. nursing school, 5 B.Sc. nursing schools and 1 M.Sc. nursing school is
under the public sector with a capacity to produce just 310 nurses.

To meet significant shortfalls in health workforce, especially doctors, AYUSH Medical Officers
have been recruited to fill up the vaccines of medical officers. However, their functioning has
been affected by the irregular supply of AYUSH medicines in the State because of which they
end up prescribing allopathic medicines (NHSRC, 2012).
In recent years, the State has increasingly relied on short term measures to fill in the critical gaps
in supply of human resources through contractual recruitment. District wise sanctioned posts are
communicated by the State and recruitments are done through interviews. Though the State has
accelerated the process of recruitment for different cadres, the level of recruitment is inadequate
to meet the actual needs of the population. This is since the estimated requirement for different
cadres is based on a 1991 population ratio. Thus, the number of ANMs needed to cover the
population at its current level fall far short of the approved posts.
The State has also not exercised the flexibilities in the NHM to enhance the number of
positions, based on the current population. Over the years, contractual hiring has been found to
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be a relatively simpler mechanism for filling vacancies, resulting in approximately 35,000
contractual positions in different cadres of posts. To address the shortfalls the State has resorted
to a range of innovative contractual recruitment initiatives. These initiative include the recently
introduced contractual reappointment of retired doctors, decentralised hiring through NIC
Pariksha portal, walk in interviews and online bidding model for contractual hiring against
regular vacancies for 1000 specialists, 1000 MBBS medical doctors, 1500 nurses and 3000
ANMs.
However, a plethora of nomenclature for contractual staff has evolved over time, to define nonregular recruited staff. These include contractual, ad hoc, outsourced, retired appointees, each
governed by different rules for recruitment and engagement under various government orders.
The problem of attrition of medical officers is more acute at the junior level, following
recruitment. This is due to multiple reasons such as unfavourable work environment,
opportunity for further studies and better financial incentives in the private sector. Some of the
factors adversely influencing the work environment include rural / peripheral postings in
relatively remote areas, lack of appropriate and adequate training to prepare for first assignment.

Health training is clinically and technically driven rather than reflecting community
needs. Multi-skilling, skill-upgradation, task-shifting all require continuous training of health
personnel. The State Institute of Health & Family Welfare (SIHFW), the nodal agency in
imparting such skills, which has 11 Regional or Divisional Medical Health & Family Welfare
Training Centre (MHFWTC), as well as ANM training centres, are expected to undertake such
training. In addition, various short term technical trainings are organised by different national
programs for skill building, knowledge upgradation and improved practice. The trainings are
guided by an annual training calendar; however, the trainees are seldom selected after training
needs assessment but are nominated for trainings mostly on the basis of rotation and availability.
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Evidence suggests that the health curricula in the country are not in pace with the changing
dynamics of public health, policies and demographics. In the past 20 years, the ANM and GNM
curricula have been revised only twice. It is often observed that health professionals’ education
is more clinically and technologically driven rather than population focused primary and
preventive health. Besides, being trained in urban environments, doctors and nurses are more
often ill equipped and poorly motivated to practise in rural areas. (HLEG, 2012).
For instance, in the 25 high priority districts with poor health MCH indicators, less than 10 per
cent of the doctors have received trainings. Even in facilities having high caseloads, no medical
officers received training in basic emergency obstetric care and facility based new born care.
MPHW trainings in the State are provided through 11 MPHW schools in the State. Due to
inadequate faculty in government ANM training centres, admissions in these training centres are
irregular and selection process in the State has not been carried out since 2009. Besides,
inadequate faculty in these centres is a major challenge (NHSRC, 2012).

Chronic stock-out of medicines and supplies
The global target underlying SDG 3.8 calls for achieving universal access to essential quality and
affordable medicines. The Indian goals as well as the states’ goals are aligned to achieving this
objective. Despite being a leader in producing and supplying generic medicines, a large share of
India’s as well as Uttar Pradesh’s population does not have physical access to key essential drugs
while unaffordability deters people from buying medicines even when drugs and vaccines are
physically available.
One of the key indicators that explains the performance of a medicines procurement and
distribution system in a State or a country is the availability of medicines. In a survey conducted
in 8 State including UP during 2012-13, it was observed that mean availability across eight State
was lowest (38%) for Jammu and Kashmir (J&K) followed by UP (57%) whereas it was highest
for TN (81%) followed by Rajasthan (79%). The survey further demonstrates that at the PHC
level, availability of key essential medicines was about 40% in UP as against nearly twice in Tamil
Nadu. The respective percentage of availability at the CHC level for UP, Tamil Nadu and
Rajasthan were 61%, 77% and 81%. The district hospitals reported a higher percentage of
availability at 70% in UP whereas in Rajasthan and Tamil Nadu, it was around 90%.
A recent evidence from the National Sample Survey Organisation (NSSO) in 2014 further
confirm a relatively inadequate availability of medicines in public health facilities in Uttar
Pradesh. It may be observed that patients visiting public health facilities in Uttar Pradesh were
receiving medicines free or partly free only to the extent of 42 percent in the outpatient care
facilities while it is 54% in inpatient care facilities. On the other hand, patients visiting public
health facilities in Tamil Nadu and Rajasthan reported receiving medicines free in outpatient care
settings to the extent of 92% and 79% respectively. In inpatient care settings, the respective
share for these State were 97% and 92% respectively. Whereas the all-India average was
reportedly nearly 60% for outpatient and 68% for inpatient facilities. Therefore, evidence from
both State and national surveys corroborate the stellar performance of procurement and
distribution systems in both Rajasthan and Tamil Nadu while several other State including Uttar
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Pradesh have demonstrated weak medicines procurement systems resulting in poor availability of
key essential medicines.
Poor availability of medicines in public health facilities often forces patients to buy it from
private pharmacies, even when consultations occur in public health facilities. While availability of
essential medicines in private facilities is rather unhindered, but the unaffordability factor
compels poor households to forgo consumption of essential medicines. It may be noted that
against an annual budget of Rs. 800 crores spent by the State Government in procuring
medicines during 2016-17, households spent approximately Rs. 20,000 crores to buy medicines
from the private pharmacy. Therefore, households ended up spending twenty times more in
private pharmacy than what the government spends in procuring medicines.

Private pharmacies play a dominant role in providing medicines to people. During 2016,
out of Rs. 20,000 crore worth of consumption of medicines by households in the private
pharmacy, nearly one-fifth of that was spent on anti-infective drugs, which included anti-viral,
antibiotics, anti-TB., anti-malarial, etc. At the All-India level, it was observed nearly 13% of all
private drug consumption goes into anti-infectives. Over one-tenth of medicines consumed in
UP in the private pharmacies during this period went into gastro-intestinal categories, followed
by respiratory drugs. Pain relief/analgesics accounted for 8% of overall private pharmacy sales.
It may be worth observing that approximately 8% of retail pharmacy sales in U.P. is on account
of vitamins, minerals and nutrients, most of whose consumption is considered inessential,
inappropriate and irrational. Unlike all-India sales pattern, it is interesting, however, to observe
that the market for anti-diabetics and cardiovascular drugs in U.P. is significantly lower, whose
share in the overall market was 5% and 7% respectively.
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Irrational medicines prescription and consumption is a rule than exception. While most
essential drugs are available in the private retail pharmacy, however, availability of large number
of drugs also point to outright irrationality in private sales market in U.P. Of the top ten
pharmaceutical brands sold in Uttar Pradesh, during 2016, it may be observed that half of them
are either inessential, unnecessary or irrational. Corex and Phensedyl Cough, popular cough
syrups, ranked the top and the third largest brand sold in U.P., with a market of over Rs. 350
crores, is considered inessential. Dexorange, a blood tonic, ranked fifth in sales value at Rs. 67
crores during 2016, believed to be inessential but finds a prominent place in private prescription
market. The sixth highest ranked private pharmacy market in U.P. belongs to Unwanted – Kit, a
drug used for terminating pregnancy. A Rs. 50 crores market in U.P. is thriving for rather an
unbelievable public health crisis - treatment of erectile dysfunction. Nearly another Rs. 50 crores
is reportedly spent in the State for a banned but popular drug, called betadine.
Such a prescription pattern and usage are not an aberration but a normal phenomenon in the
country as well as in U.P. private pharmaceutical market. The problem of inessential and banned
drugs is further accentuated by the presence of a large Fixed Dose Combinations (FDCs) in the
market. By value terms, half of the entire pharmaceutical market in U.P. is composed of FDCs
and in volume terms, FDCs accounted for nearly two-thirds of the entire medicines market in
U.P.
The emergence of large anti-microbial resistance in Indian population is symptomatic of such a
malaise. As per the recent survey of health facilities, prescription pattern in government health
system, on the other hand, found that the average number of drugs prescribed per encounter is
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in the range of 2-3 and the percentage of medicines prescribed by generic name is in the range of
50-60% across districts in U.P.
Two plausible reasons could be driving such a prescription pattern. Although EDL drugs in the
State was supposed to be procured based on generic names of drugs, a large share of the drugs
procured, close to half of drugs, are based on local purchase, which are branded generics in
nature. Since private practice for government doctors are allowed in the State, the moonlighters
are largely influenced by pharmaceutical companies who often prescribe in branded generics
when carrying out private practice, which in turn has implications for prescription pattern of
government doctors doing private practice. The percentage of drugs prescribed from EDL was
in the range of 70-80%, indicating that local purchase is playing a significant role in the public
health system.
Another abnormal indicator relates to percentage of encounters prescribed with an antibiotic. It
is observed that in most districts, antibiotics are prescribed in the range of 50-70% for every
encounter of prescription. However, two indicators merit attention in the context of FDCs
consumption and usage. Except a few districts, the survey demonstrated that prescription of
FDCs was rather minimal in the public health facilities, which largely is reflective of states’
essential drugs list. In some districts, it is found that the percentage of encounters with syrup
prescribed is over one digit, indicating that prescribers are likely to prescribe and dispense cough
syrup, which are often considered to be inessential.
Despite its adequate availability of medicines in the private pharmacy space, medicines quality is
a matter of serious concern. This is true of both in public and private pharmacy shops.
According to a massive survey of medicines conducted by CDSCO during 2014-16, the evidence
demonstrated that sub-standard drugs constituted nearly 3% of medicines sold in the retail stores
in UP, while in the government facilities, the reported share was nearly 12%. However, the
number of spurious drugs sold/dispensed in the UP’s health system is barely 2 out of 3955
samples collected during the survey.

A key cost driver of households’ OOP is medicines. The government funding of health
sector in U.P. is not only inadequate, which stands at less than 1% of state’s GSDP, the per
capita government spending has been around Rs. 780. As far per capita public spending on
medicines is concerned, approximately Rs. 15 was spent in the State for procuring medicines,
constituting less than four percent of overall public expenditure on health care in the State. On
other hand, over Rs. 1,000 per capita was spent by Uttar Pradesh households on buying
medicines from private pharmacies, which is over half of all health expenditure of households in
the State.
This compares poorly with State such as Rajasthan, Tamil Nadu and Kerala, whose share of
medicines’ expenditure on state’s health spending was is in the range of 12-13%, while on an
average, they spend over Rs. 60 per capita on medicines. Because of inadequate spending by
government on health care and on medicines households end up bearing considerable burden of
Out-Of-Pocket (OOP). With over Rs. 41,000 crores spent by households during 2014, the
government expenditure was about one-third of that amount.
20

Draft, not for circulation
Almost half of households’ spending on health care goes into buying medicines from private
pharmacies. This worked out to Rs. 21,909 crores spent by households on medicines during the
year 2014, as against a paltry Rs. 800 crores by the government, spent through medical and
family welfare departments, medical collage hospitals, AYUSH and AIDS/HIV departments put
together. Such high spending by households is reportedly resulted in over one crore people who
were pulled below poverty due to households’ OOP payments. The number of impoverished
dramatically rose from about 75 lakhs in 1993-94 to about 1.18 crores by 2011-12. A large part
of this impoverishment is the State is essentially due to households having to pay for medicines
in the private pharmacies.

States’ Health Governance: Weak and fragmented
Governance policies define the rules of engagement of different constituencies including
individuals, households, communities, firms, governments, non-governmental organizations,
private firms, and other entities which have the responsibility to finance, monitor, deliver, and
use health services (World Bank 2004). Health is a State subject and framing State health policy
and strategies falls within the remit of the State Department of Health and Family Welfare.
While the central government designs, legislates and allocates expenditure for national health
programs (immunization, TB, HIV/AIDS, Vector borne disease control etc.). State play a vital
role in implementing these programs. Areas such as Food and Drugs, research and education
etc., fall under the concurrent list where both centre and State are jointly responsible. The role of
governance is now well recognised as a critical factor in health service delivery and for better
health outcomes in the population.
The Department of Health and Family Welfare is the key organisation, responsible for delivery
of healthcare services, health promotion, disease prevention and rehabilitative services up to the
district level. It has a complex organogram, composed of two directorates, numerous semiautonomous units and divisions, programs and projects. It is headed by two State Ministers –
one for the Department of Medical Health and the other for the Department of Family Welfare.
The administrative structure is headed by the Principal Secretary, Medical Health and Family
Welfare.
The Directorate of medical health is a key unit in the Department of Health, which implements
and monitors the provision of health services in urban and rural areas, through a three-tier
medical services structure. With an annual budget of 7000 crores, and responsibility of all human
resources in the public health system, the directorate oversees the service provision through the
public health system. The Department of Health Education, an another independent entity, with
an independent Minister, play a critical role in establishment and maintenance of well-equipped
teaching institutions, which also acts as referral centres from peripheral hospitals.
An exceptional arrangement unique to the State is the Directorate of Family Welfare which
exists as a separate unit to the Medical Health department, reporting separately to an
independent Minister. With an annual budget of 2000 crore and a core staff of 150, the
department is responsible for supporting frontline workers alone, such as ANMs, Lady Health
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Visitors (LHVs) and ASHA workers. Its remit includes supporting reproductive and child health
and immunization related activities alone.
The National Health Mission (NHM) is a key program of the Health department, which was
launched in 2015, as an extension of the NRHM since 2005, to carry out necessary architectural
correction in the basic health care delivery system, along with enhanced financing to strengthen
the State urban and rural health system.
The NHM, led by the Mission Director, is managed through a mission unit, distinct from the
directorates and its performance is largely centrally monitored, making the accountability and
responsibility diffused between the directorate and the mission unit. Another important unit is
the Uttar Pradesh State AIDS Control Society (UPSACS) which was formally registered in the
Year 1999 as a para-State agency to finance, implement and oversee the AIDS prevention and
control program in the State. The SACS is staffed by technical, finance and administrative staff
deputed from the directorate of medical health to manage the program.
The Mission Director of NHM is also the Project Director of SACS, an arrangement which is
expected to facilitate implementation and monitoring linkages between NHM and SACS. There
are limited structural and functional linkages between the SACS and the directorate for planning,
implementation, monitoring and reporting. Another important mandate of the government is to
provide in-service training to the government medical officers though the State Institute of
Health & Family Welfare (SIHFW), a government apex institute. It also supports training and
research through its affiliated regional training and research centres (RIHFW).
The national and the State government has in recent years, strongly supported the traditional
systems of medicines, through policies, infrastructure, human resource development and
medicines, which are organised under the Department of AYUSH. Out of the four traditional
systems of medicine, Ayurveda and Homeopathy are widely accepted and accessed in the State
through public and private sectors. However, there is considerable inconsistency in the health
system’s approach to role of AYUSH, where on one hand, it perceives AYUSH as an alternative
to mainstream medicine, while on the other hand, it envisages a greater role of AYUSH
providers in allopathic clinical care by permitting AYUSH providers to provide limited
mainstream healthcare.
Besides the above, the State provides health services through RSBY to people below poverty
line, alongside ESIS coverage to its employees in formal employment, and a limited number of
central govt. beneficiaries are covered through CGHS. While the RSBY scheme is managed
through an administrative unit embedded in the Department of medical health, the CGHS is
directly administered by the central govt. while ESIS is managed through an autonomous
Employees State Insurance Corporation
Donor engagement has been a significant feature of the State health systems, with multiple
ventures and programs initiated through various international developmental and financing
agencies. Some significant ventures include State Innovations in Family Planning Services
Project Agency (SIFPSA), a joint initiative of Government of India, USAID and Government of
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Uttar Pradesh for implementing the innovations in family planning services in the State; Uttar
Pradesh Health System Strengthening Project (UPHSSP) - a World Bank assisted project
initiated to improve the efficiency, quality and accountability of health services delivery in Uttar
Pradesh;
Uttar Pradesh Technical Support Unit (UPTSU) set up in 2012 to promote partnerships with
Governments, non-government agencies and community organizations to design and implement
high-impact public health programs. In addition, technical support in different programs and
health system areas is provided through multilateral partners such as WHO, UNICEF and
UNDP in accordance with their mandate and approved country plans. All this has led to a
multiplicity of formal and semi-formal arrangements of technical/techno managerial support to
different programs, with their own systems of monitoring and reporting. (ESIC).
The structures outlined above have evolved over the years, creating a complex web of
interconnected functions and linkages, affecting the coordination, efficiency, productivity and
team work with other units. It has also created challenges in effective management and
administrative control due to functional independence of the separate units, resulting in poor
coordination, overlapping functions in some areas and avoidable duplication in others.
Adding to the administrative complexity outlined above, at the regional level, there are 18
administrative divisions to facilitate monitoring of program implementation in the districts. Each
division comprises of about 7-8 districts and is headed by an Additional Director. However, the
systems of control are considerably weak, as the HMIS data does not flow through the regional
directorates for analysis and evidence generation for monitoring and performance assessment.
The formal accountability and feedback system to the regional directorate is compromised by the
parallel reporting of the CMO of the district health system to the Chairperson of the District
Health Society. Its current use is confined to providing monitoring feedback initiated by the
Directorate or for limited coordination activities.

Missing Accountability. The district health system is led by the Chief Medical Officer who
reports to the district magistrate who is the Chairperson of the district health committee. The
CMO is also accountable to the Additional Director in the regional office. The CMO is
responsible for planning, financing, implementation and monitoring of all health activities in the
district. While primary health care is provided through PHCs and HSCs in the district, the
district hospitals (male and female) provide both primary and secondary care. A distinctive
feature of secondary care provision in the State is the bifurcation of the district hospitals into
male and female hospitals, with the latter providing exclusive maternal care services. Since the
facilities are largely contiguously situated, it results in much duplication of ancillary, non- clinical
and clinical services, leading to sub optimal utilisation of resources. In urban areas of the district,
there are other smaller municipal hospitals, urban clinics, which however, form a small fraction
of the service capacity in the district.
Decentralized planning and community process encompasses training and sensitization of
ASHAs, Village Health Sanitation and Nutrition Committee (VHSNC) and Rogi Kalyan Samiti
(RKS) members about their roles and responsibilities towards planning, implementation and
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proper utilization of Grants and Funds. The ground level evidence however point to high
variation in its performance. Little progress is observed in development of village or block action
plans and their monitoring or oversight by the community. To ensure fulfilment of patients’
rights and provide sustainable quality care with accountability and people’s participation, Rogi
Kalyan Samiti (RKS)/Patients Welfare Committee/Hospital Management Committee and
Citizens Charter have been introduced under the NRHM.
In UP, RKS has been constituted at the district and CHC levels. RKS desk is functional at
district hospitals, but however, at lower levels, in most cases they have not been functional due
to lack of capacity. Regular meetings are not held, records and minutes of meetings are not
maintained (11th CRM). Provision of all services that aim to achieve patient welfare is absent in
low performing facilities. Display of citizens’ health rights are also not displayed at many
facilities. Compliance of citizens’ character ensured through the grievance redressal mechanism
is also yet to be functional at many facilities reflecting structural and functional deficiencies in
managerial mechanisms, depicting that many facilities are still functioning in isolation of the need
of local communities.
In view of overlapping goals of departments of nutrition, safe water and sanitation with public
health, complimentary programming between these departments is critical. Such convergence in
public health has been attempted with various levels of success at village, block and district level
of the health system. Intersectorality has been encouraged through the establishment of health
sanitation and nutrition centres (VHSNC) at the village level for mediating implementation of
grassroots nutrition, public health and sanitation activities at the village level. Similarly, collective
outreach activities through ANM, ASHA and AWW are being rolled out in a coordinated
manner.

Private sector regulation: Weak accountability. Alongside this formal network of public care
facilities, there exists an extensive private sector of formal and informal providers, which is
heterogeneous and of variable quality in provision of services. Though the State has adopted the
Clinical Establishment Act, in the absence of enforcement, the private sector continues to be
largely unregulated. The current regulation is informal and voluntary in nature, as defined by
private professional ‘associations’ of different medical and paramedical cadres. Since there is no
mechanism for a formal coordination between public and private facilities, exchange of
information about disease profile, the number of diseases treated and the cost associated with
intervention are hardly shared by the later to the former.
In public health emergencies, involving disease outbreaks, such as, Japanese encephalitis,
Dengue, etc., there is limited formal mechanism for sharing data by private facilities. nor or they
mandated to do so. Even for larger planning of health interventions or for contracting-in private
facilities, absence of data sharing mechanism is a major lacuna. One of the major concern that
patients and citizens often confront with private health facilities is to do with the fees and
charges levied by them, which are observed to be highly expensive not reflecting the actual cost
of treatment, non-transparent pricing with different fees charged for patients treated for similar
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health interventions by the same hospital. The increasing engagement of the private sector in the
State through various Public Private Partnership (PPP) models/mechanisms in the absence of
limited capacity for contract management is a significant gap in designing, managing and
implementing PPPs. In respect to regulation of private and public medical education, MCI and
other professional bodies are expected to carry out this function. The MCI is responsible for
recognition/derecognition of medical institutions as well as for maintenance of uniform
standards of education. In the past few years, the MCI has derecognised some institutions in the
State, to ensure the quality of educational standards.
The UP Medical Council is responsible for registration of all allopathic doctors and maintenance
of ethical standards. The government of UP has authorized UP State Medical Faculty (SMF), an
independent registered body, to initiate the process of starting degree courses in various
paramedical subjects. In recent years, the State has seen a proliferation of teaching institutes for
medical education, dental education and paramedical courses, with 29 medical institutes, 27
dental schools, 520 nursing schools, 576 paramedical courses in comparison to 21 medical
colleges, 3 dental schools, 66 nursing schools and 78 paramedical courses in the public
sector. However, most of these institutions are concentrated in western UP with some pockets
of concentration in large cities such as Varanasi and Kanpur, while many districts in
Bundelkhand and Terai region are devoid of any educational institute.

Households’ the dominant funder of health care Mobilising adequate resources, managing
funds to pool health risks and purchasing health services are critical elements of health care
financing function in any country or region. The level of prepayment and risk pooling
mechanisms is vital to ensure resources are used efficiently, health care equitably distributed and
delivered effectively. And therefore adopting a particular financing method has a direct bearing
on health outcomes and financial risk protection of a population.
Sustained underfunding, misallocation of resources, disincentives, archaic & obdurate funding
mechanism has been the bane of the public health system since the development plans began in
the year 1950. India currently spends about 4.0% of its GDP on health care2, while the State of
Uttar Pradesh spent an estimated Rs, 66,950 crores which accounted for roughly 5.2% of state’s
GSDP. However, the distribution of that health spending has been a major concern with private
expenditure constituting nearly three-fourth (71% alone is spent by households), while the rest
one-fourth of the health expenditure is contributed by the government (both Central and State
government put together). The latest available estimates for 2016-17 reveals that the state’s
overall per capita health expenditure was Rs. 3,008 while households’ and government
expenditure stood at Rs. 2,139 and Rs. 781 respectively.
Since health is a State subject, about 73% of all government expenditure is met through states’
own revenue sources, while another major chunk accounting for about 27.4% are contributed by
the central govt. through NHM & RSBY funds. The central government’s contribution towards
RSBY at the State level accounted for roughly 0.1% of all government funding and an equal
percentage is contributed by Urban Local Bodies.
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Weak prepayment and risk-pooling mechanisms. The states’ overall health care financing
levels and flows reveal that prepayment and risk-pooling mechanism is far from adequate,
thereby leaving households vulnerable. Given the lower priority and the associated
underfunding, budgetary allocation and utilization of funds in the health sector in India has been
abysmally low. This trend had only sharpened in the 1990s due to fiscal trimming undertaken by
both central and State governments in order to adhere to the fiscal discipline of the government.
Although the government expenditure was stepped up since 2005 primarily through NRHM, the
contribution have witnessed a trend of decline in the last 3 years.
Nearly a decade of implementation after NHM, two factors seem to be playing out in the decline
in contribution of central government to State. Last three years have witnessed sharp drop, in
real terms, in the budget allocation to ministry of health, accompanied by a reduction in
contribution towards State from the central government funds. Moreover, beginning from this
fiscal year, 2015-16, the centre-State fiscal relations and its impact due to implementation of the
14th Finance Commission have translated into a sharp decline in allocation of funds by central
govt. to its own programs and allocation to State.
The consolidation of central government schemes (especially the Centrally Sponsored Schemes CSS) was undertaken as part of budget exercise in the year 2015-16. As a result, the allocation of
funds to MoHFW and specifically to NHM allocation to State have witnessed significant drop
since 2015-16. Moreover, there was also a policy reversal to move away from society route fund
transfers to treasury route. Fund disbursal and utilisation at the State level appear to have taken a
knock due to these developments. In another significant but associated developments, it could
be noted that States’ share from central govt. have declined to 60:40 ratio as compared to the
previous 75:25 arrangement. Since over one-fourth of states’ public funds are routed through
central government, overall availability of funds has been a concern.
Source of Funding
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Despite an impressive population coverage brought about by government funded health
insurance schemes at the All-India level, with nearly 402 million covered till 2016, in Uttar
Pradesh, however, the RSBY programme documents claim that 41% eligible population
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(population below poverty line) is covered under RSBY, while a recent survey of NSSO suggests
that barely 4% of eligible population are covered.
In absolute numbers, RSBY programme document suggest that nearly 1.88 crores population are
covered by the RSBY scheme as against 6.3 crores who are eligible for enrolment. This leaves
about 4.41 crores uncovered by the RSBY scheme. In terms of service coverage, RSBY were
expected to provide only hospitalization and its related expenses to the beneficiaries. The design
of the benefit packages are decided based on states’ priorities where RSBY’s package is
considered modest, with an annual ceiling of Rs. 30,000 for a floater population of five of a BPL
family.
Although the states’ hospitalisation rate was 3.4% as against India’s average of 4.4% (as per
NSSO, 2014), with 40% of all hospitalisation occurring in public facilities as against the rest in
private health facilities. Besides ESIS, RSBY coverage through the health insurance route in
addition to publicly funded and provided hospitalisation coverage, the frequency and magnitude
of the risk of making catastrophic payments for illnesses and the likelihood of being
impoverished due to hospitalization are expected to be reduced to a large extent.
Yet, a considerable extent of financial burden is left to be borne by the households in the State.
Several plausible explanations are in place for increase in OOP payments despite the coverage.
In view of the limited coverage that the insurance schemes offer, RSBY do not cover postsurgical treatment expenses and also do not provide expenses incurred by the patients on
transportation and boarding. The overall ceiling of Rs. 30,000 for a family of five limits the scope
of coverage while the extent of payments made by patients far exceed the procedure rates. It may
also be noted that there is rampant practice of turning outpatient visits into inpatient care,
leading to excessive and unnecessary care accompanied by higher OOP.

More than a crore population getting impoverished due to OOPs payment. It may be
observed that the state’s overall impoverishment rate stands around 29% during 2011-12 as
against 41% during 2004-05. But for the same period, the impoverishment rate arising out of
households’ OOP on health care inched up from 4.5% in 2004-05 to 4.7% in 2011-12. Nearly
1.07 crore population in the State experience impoverishment because they had to pay for OOP
expenditure. Similarly, a higher OOP is also expected to result in catastrophic payments by
households. During the period under consideration, it was noted that the proportion of
households paying catastrophic expenditure considerably rose from 19.9% to 22.5%. As a result,
it is estimated that 4.83 crores of population suffer from financial catastrophe every year in the
State. However, State average hides significant variation in impoverishment and catastrophic
payments across districts. In forty-eight out of seventy-one districts, impoverishment is higher
than State average. In ten districts, it is observed that over 15% of population are pulled below
poverty line because they had to pay for health care out of pocket. Households in thirty- seven
districts reported catastrophic expenditure that are more than the State average.
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An unpredictable and an inflexible public finance management. The level and pattern of
government health financing in any country or region is largely influenced by public financing
management (PFM) rules and institutions. These rules and agencies also guide the degree of
flexibility in fund utilisation and ultimately effectiveness of its spending. Since PFM rules are
similar across all sectors that receive funding from the treasury, it may not align well with
objectives of health system. The flexibility that is often required to meet contingencies in the
health system is barely met. The treasury route funding that is largely characterised by inputbased line-item budgets are rarely in consonance with health programs. Multiple revenue sources
(such as, State own funds by MoH and Health Education, NHM allocation, RSBY spending),
results in fragmentation and overlaps in the health system, limiting pooling arrangements.
Fragmentation of pools results in inefficiency in purchasing arrangements with poor value for
money. Budget formulation and ceilings rarely reflect political commitments. And budget
classifications are generally based on health facilities and input-based line-items rather than on
health objectives, programmes and interventions.
Limited absorptive capacity of health facilities is more often seen as primary reason for poor
allocation of funds to health sector. The single most determining factor for under-utilisation of
fund is the delay in disbursement at each level, with an average time of disbursement to district
level being in the second quarter.
However, it may be observed that the legislature passes budgets in April/May, leading to ripple
effect on fund utilisation at the frontline facility level. Procurement of medicines, medical
supplies, medical devices, are routine and undergo continuous process. Therefore, the entire
procurement cycle is influenced by non-availability of funds in time. This is true of recruitment
of personnel. In respect to NHM, another reason for the delay in release of payment being the
Central government provides fund for each program without demarcation, which is done at the
State level through development of PIP (Project Implementation Plan). The PIP is developed
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through a decentralised consultative process at the district level, with costing and prioritisation of
activities, contextualised to the needs of the district. However, once collated to form State PIP,
standardization of costs is done, depriving the districts of the flexibility in costs, needed to run
program activities. This is particularly relevant for ancillary support activities in the program,
such as, costs towards logistics, transport and human resources.

At the district level, fund disbursement is monitored through the District Health Society (DHS),
which is chaired by the DM. One other reason for delay in disbursement of funds to different
programs is due to delayed approval at the district level. This is mainly due to lack of orientation
of the administrative officers to district health programs, resulting in need for repeated
clarifications before decision making. The DHS executive is reportedly not fully functional in
many districts; only the governing body meets a couple of times in a year. Another barrier for
timely release of funds from the DHS is that the Finance and Accounts Officer is the signatory
for the programs, whereas the program head is not a signatory, thereby creating a responsibility/
accountability barrier.
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III. APPROACH AND POLICY PRESCRIPTIONS

The diagnosis of the health care system and the description of the prevailing health issues in
Uttar Pradesh show that huge challenges exist for the coming decades. Any policy prescription
to work on these challenges will directly or indirectly relate towards the underlying choices about
governance and stewardship of the health sector and cooperation between public and private
sectors.
Governance, responsibilities and limitations This policy is clearly written from the
perspective of the Government of Uttar Pradesh which bears an undeniable responsibility to
help citizens maintain good health. Within the context of the Union State it is the State level
government that bears primary responsibility for organising health care services, receiving
assistance from Federal level on selected issues only. Therefore, the State also has substantial
freedoms to choose how it wants to execute its responsibility for health care in terms of
organisation of health care, resource mobilisation and workforce policies, etc.
In the past decades the health care system in Uttar Pradesh, like in many other State, has evolved
in a largely private sector dominated system. In this system the majority of health services is
provided by private providers and professionals. Government provided health care has been
important, in particular for poorer people and in rural areas, however, it often has difficulty to
provide sustainable and good quality health services covering the large needs. Therefore the
future role of publicly funded and/or organised health care cannot be underestimated taking into
the large groups of society that remain underserved and who will not have access, either
financially or geographically, to affordable services by the private sector.
At the same time serious doubts exist about the quality and cost-effectiveness of private health
care services, which requires attention from the State government as a regulator in order to
improve the performance through smart regulation and effective monitoring.
It is key to the understanding of the SHP 2017 that the government in its role as a steward of the
health care system in Uttar Pradesh is aware that it starts from a modest position. It does not
command the resources, workforce, reputation and position to reform the health care system on
its own.
However, it is also key to understanding the SHP that the public health sector cannot continue
in its current position because of the ambition to make health care in the Uttar Pradesh of better
quality, more affordable and serving more people.
It should come as no surprise that this means that the role of the public sector will increase over
the next decade or so. Organising itself better and devoting more resources to health care should
help improve public health care services. At the same time regulating and stimulating existing
private for-profit and not-for-profit providers may be of even greater importance as the majority
of the existing services is produced by these providers. Enhancing their quality and effectiveness
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could potentially have a huge impact on the private provision of health services as well as the
publicly provided services. From a system's perspective private and public systems often behave
as communicating vessels.
Although the government's ambition and role will increase, this should not be considered as the
sole choice for a particular system of health care provision. The current system is mixed and is
likely to remain so in the future. However, if the goal is to reach more people with better health
care this can't be expected to happen by the private sector alone and on its own. Neither can the
government do this on its own. It will need to strengthen its relations with the diverse range of
partners active in the sector both for -profit and not-for-profit. Therefore, engaging these
partners for the delivery of this SHP is of crucial importance for the overall success.

Key policy areas The policy approach distinguishes between policy areas that are directly related
to health system strengthening and areas covering more indirect factors that lie outside the
boundary of the health sector but are closely associated with influencing health outcomes.
The core elements of the factors within the health system include i) governance & regulation, ii)
health financing, iii) health workforce, iv) health service delivery, v) Health Management and
Information Systems (HMIS) and vi) access to medicines, vaccines and diagnostics.
The key dimensions of factors outside the health care system include the broader social
determinants of health such – nutrition, sanitation, hygiene & water supply, social inclusion, etc.
Even broader issues and solutions around agricultural & industrial policies, transport systems,
urban housing, etc. are expected to influence health outcomes equally.
The following chapters provide detailed prescriptions for the main policy areas
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Delivering effective health services requires a robust health workforce…..

Create a public health cadre. There is an urgent need to create a cadre of public health
professionals to delink the administrative, managerial and financial functions of doctors and
allied health professionals from their clinical and technical functions. This will ensure that scarce
resources of clinicians would be optimally utilised, who would focus on providing clinical
services. Public health cadres would take up the task of underlying hospital management and
public health functions including hospital administration, infectious disease control, preventive
and promotive services, immunisation, surveillance systems, community engagement in health
and coordination and collaboration with sectors bearing a strong impact on health of
populations.
The public health cadre would also encompass professionals such as demographers,
epidemiologists, economists and social scientists, with exposure to rural environments and social
dynamics. The successful and rich experience gained from Tamil Nadu and other few State is a
pointer towards taking up this strategy. Although creating such a cadre may take few years from
now, ground work should be initiated with the production of a blueprint for progressive
implementation of development of a public health workforce.

Set up a public health education school. One of the urgent requirement, especially if key
recommendations are to be rolled out, is setting up an independent school of public health in the
State, through a public-private partnership, for creation of multidisciplinary public health
professionals to address the huge public health needs of the State. It is expected that investment
in health sciences research and innovations to inform policy, programs and to develop feasible
solutions will be one of the key mandates of this institution.
In view of increasing role of AYUSH providers in mainstream healthcare, it is recommended to
introduce applied AYUSH educational courses in AYUSH schools, which incorporate traditional
methodology with modern science, to enable AYUSH providers to intervene in certain specific
situations such as in provision of first aid, emergency aid and childbirth. However, adequate
attention should be paid to the underlying traditional curriculum to ensure that AYUSH systems
are concurrently strengthened.

Enhance production of clinicians and allied health professionals. The public health system
currently faces an acute shortage of 36% general doctors, over 80% specialists, 50% nurses and
75% lab technicians. Despite 50 medical colleges in the State including 29 private ones, the
adequacy of production of doctors and other specialists is an issue. Moreover, despite 28 dental
colleges, 253 nursing school training ANMs and 187 GNM training schools, the inadequacy of
human resources in health persists due to insufficient production per institute.
This shortfall can be addressed by optimising the capacities of the existing medical colleges by
sharply increasing the number of graduate and post graduate seats. As far acute shortfalls in
specialists is concerned, the government will explore options through offering post -graduation
courses such as Diplomate National Board (DNB) and College of Physicians and Surgeons
(CPS) to doctors working in rural areas.
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Nurses must become the nerve centre of managing healthcare. If healthcare services are to
be made comprehensive and accessible to everyone, task-shifting and task-sharing strategy needs
to be vigorously pursued and augmented. Global experience suggests that nurses deliver a variety
of high quality protocol driven routine interventionist services and emergency care, performing
effective gatekeeping functions , for optimisation of healthcare services. Such an approach would
allow doctors to focus on complex clinical cases.
This will not only be a cost-effective strategy, but can be accomplished in a short span of time,
since there is sufficient number of nursing schools to implement this strategy. While more could
be added in a short duration at lesser cost.. Another strategy is to mandatorily attach nursing
students from nursing schools/colleges at district health facilities which would not only enable
them with hands on training thereby enhancing their competencies but also provide additional
resources for service provision at facilities.

Along with Nurses, AYUSH Doctors can help in task-shifting and task-substitution
functions. Given the surplus production of AYUSH doctors and their cultural proximity to
society, the case for deploying them to perform their role in providing not only AYUSH services
but also in substituting allopathy doctors for public health programs management, outreach
services, maternal and reproductive services is even more compelling. Adequate training and
deploying them in essential health services can limit the challenges confronting government
health system. However, it is imperative to deploy AYUSH to provide clinical care in their area
of expertise and education, keeping in mind the strong and widespread acceptance and use of
AYUSH systems of medicine by the population.

Community health workers’ role is even more relevant. ASHA’s have come to occupy a
pivotal role in serving the communities’ health needs. They act as the fulcrum between the
community and the health administrative service. Experience gained in the last ten years point to
a robust role they played in improving institutional deliveries and outreach services involving
maternal and child health. Although they continue to act as a community mobiliser, increasingly
their role has become redefined with several new functions have been added while new set of
services such as primary care prevention activities involving non-communicable diseases are
being thought through. If ASHA were to perform their current role and to take on bigger role,
the State has to double the number of ASHA from one to two ASHA per defined population.
Further, it is incumbent on the part of government to recognise their role to elevate them to
being part of the health system, moving away from the current output-based incentive payment
to a more salary based incentive structure.
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Health Workforce Architecture
Create a Public
Health Cadre

Enhance
Production of
Health
Workforce

Nurses to be
nerve centre
of primary
care provision

•Delink financial & administrative functions of clinicians & allied health professionals
•Clinicians to focus on curative care; public health cadre to take up public health activities

•Accelerate establishment and growth of medical and allied health institutions
•Shortages in govt. facilities to be met by drawing skills sets from private health institutions

•Deploy nurses to take up routine interventionst services & care
•Attach nursing students from nursing schools at district health centres

•Substitute AYUSH doctors to perform allopathy doctors' task in public health programs,
outreach services, maternal and reproductive services.
AYUSH in task•Adequate pre service training and deploying them in essential health services can limit the
shifting &
taskchallenges confronting government health system.
substitution

Streamlining Cadre Recruitment and Rationalisation. In order to make the recruitment
system more effective, the State needs to institutionalise a range of novel initiatives for
recruitment of medical and non-medical staff. A short-term strategy could be to outsource the
recruitment process, especially where the scale of recruitment is high such as for front line
workers. These include periodic walk-in-interviews for doctors, rehiring of specialists rather than
administrative retirees, online hiring and bidding model for hiring of specialists.
Currently, the State only recognizes UP registration for recruitment. Relaxation of recruitment
norms to recognize qualifications from other State could be encouraged for contractual
appointments.
In addition, the HR system should develop a uniform policy and strategy for hiring
contractual/ad hoc/outsourced/retirees for re-employment. In respect to cadre rationalisation, a
recent HR mapping exercise at the State level reveals the existence of nearly 40-50 classification
of jobs/services with unclear or redundant titles and job descriptions. These may be
abolished/revamped to streamline the cadres. Besides, there is a need for periodic cadre review
process for filling in vacancies as per requirement.

Incentives are key to deploying and retaining health workforce. In view of the large gap
between remunerations in the private and public sector, it is proposed that a slew of incentives
be put in place to address retention of clinical staff and allied health professionals. However, the
financial incentives need to be substantial enough to compete with the private sector. Some of
these incentives, that could be collectively introduced include rural hardship allowance, non 34
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private practice allowance, professional allowance for specialists and pay for overtime duty. It is
also suggested that the hardship allowance be made applicable for all cadres working in rural and
hardship areas.
Implementation of other non-financial incentives including compulsory three years rural posting
for their first promotion. Doctors and nurses must be made to sign compulsory service
agreements for rural service for a fixed period, with incentive for future award of scholarship
and/or guaranteeing specialist training and education for doctors. Similarly, certificate courses
may be introduced for ANMs to create opportunities for career advancement into LHVs.
Another element of an enabling environment which is considered critical is provision of housing,
ready admission to schooling of their children, provision of transport, communication and
security.

Training and capacity building is a continuous process. Capacity building of continuing
cadres with ample opportunities for skill building and career advancement must be given
primacy, in order to improve quality and innovation in service delivery. A detailed district-wise
training plans must be developed and strictly adhered to. Training calendars must be developed
based on needs assessment.
There is also an urgent need to set up TMIS system to ensure identification of trainees, their
training and follow-up for the proper placement of the trained person for the desired outcome.
Such a strategy must ensure that duplicity in training avoided and monitored through TMIS.
The number of trainings should be linked with placement, career development and promotion.
Training should be reflected in ACR also.
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Universal access to medicines the key to reducing OOPs

The current medicines procurement and distribution system in the State is characterised by
insufficient funds, fragmented procurement and weak supply chain system. Efforts must be
made to make the government system universal and cashless so that acute shortages and chronic
stock-outs of key essential medicines are prevented. We outline below the critical suggestions to
improve the system:

Step up public spending on medicines. Accelerating government spending on drug
procurement from the current abysmal level of less than 5% to a spending level in the range of
13-15% is critical. Therefore, public funds to procure essential medicines, medical supplies and
medical equipment must be accelerated from the current level of Rs. 5 per capita to over Rs. 50
per capita in one year while it must be further stepped to Rs. 70-80 per capita and thereafter
sustained at that level.

Pool Government Expenditure on medicines.

Currently several departments/units of the
State government procure medicines. Such a fragmented approach fails to reap the advantages of
economies of scale and obtain the best buys. A unified procurement agency – Uttar Pradesh
Medical Services Corporation (UPMSC) – on the lines of RMSC, TNMSC, KMSCL in respective
State of Rajasthan, Tamil Nadu and Kerala, must be mandated to procure medicines, supplies
and equipment. Currently, the departments under Medical and Family Welfare, department
involving medical collages, NHM unit, AYUSH departments, and other non-health departments
procure medicines independently.
The proposed UPMSC, must pool funds from these departments, procure and supply them
accordingly. While the independence of each department would be maintained as funds come
from respective departments, but the functionality of procurement would be integrated into one
agency. Another area which requires immediate attention relates to local purchase. As far as
possible, such practice must be avoided at lower levels of health facilities, while secondary and
tertiary care health facilities may be allowed to the extent of 10-15% of total funds for local
purchase. Such an approach would ensure that cost savings are maximised and rationality of care
is maintained at the same time allowing secondary and tertiary care facilities to source critical
medicines that are outside the essential medicines list.

Select only essential and generic medicines. While medical practitioners and experts were
expected to be involved in medicines selection (Essential Drugs List - allopathy and AYUSH)
and updating every two years, the UPMSC must make sure that it procures drugs and supplies
from this list. The states’ EDL must be based on efficacy, safety and cost considerations. While
the National List of Essential Medicines (NLEM) could become the basis of state’s list but the
same could be modified and expanded to reflect state’s epidemiological profile. And such drugs
must be generic in nature, thereby avoiding branded generics and precluding procurement of
patented medicines when therapeutically equivalent medicines are available.
Similarly, AYUSH drugs and their procurement must be based on and Essential Drug List which
needs to be anchored to national list with modifications to cater to states’ profile.
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The proposed UPMSC could also take up the task of procuring veterinary drugs for the
Directorate of Veterinary.

Decentralise Supply Chain System.

The proposed model must adopt a decentralized
distribution and supply chain system by setting up district level warehouses and regional
warehouses which must be organically linked to health facilities from medical colleges to subcentres. The warehouses at district level must be connected to web-based application through ‘eAushadhi’, which would ensure that drugs and supplies are distributed and stocked to a
minimum of three months that are expected to prevent shortages and stock-outs. In order to
ensure that facilities do not report stock-outs, a passbook system needs to be put in place, on the
lines of TNMSC and RMSC. A passbook system will allow health facilities to maintain adequate
stocks, regularly monitor fund usage of allotted budgets, and will ultimately indicate warehouses
of impending drawing down of stocks by facilities, as per the indents.
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Key Features of the Proposed Medicines Procurement and Distribution System
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Ensure Rationality in Drug Prescription and Dispensing. One of the cardinal principle of
an effective drug distribution model is to make sure that medicines are prescribed and dispensed
rationally. Even if essential medicines are procured and are generic in nature, prescribers and
dispenses often prescribe and dispense medicines that are unscientific and irrational. By strict
adherence to Standard Treatment Guidelines (STGs), the prescribers and dispensers must be
encouraged to distribute medicines rationally so that they are safe, efficacious and cost-effective.
Continuous sensitisation and orientation training in rational use of drugs for prescribers and
dispensers must become part of the routine task. Prescription audits must be carried out
regularly to examine prescribers’ behaviour, so that course correction could be ensured.

Regulate Quality of Drugs, Supplies and Equipment. Patients’ confidence levels in health
care delivery is directly associated with quality of health care provided while drug quality certainly
plays a key function. This is more so in public health system where quality of medicines and
supplies are regularly questioned as they are generic in nature without brand names. A recent
survey by CDSCO found that over 12% of all medicines supplied through the public health
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system is sub-standard in nature. it is observed that since profit margins are very limited,
suppliers often compromise quality to the detriment of patients.
Therefore, the proposed model must ensure several layers of quality checks before a drug is
supplied to the patients. The first set of quality standard should begin from the stage of bidding,
where manufacturers should be mandated to comply with Good Manufacturing Practices
(GMP), failing which their bidding remain cancelled. Once medicines and supplies are
distributed to the warehouses, random testing of batches must be taken up without which its
distribution must be strictly prohibited. Manufacturers/importers would need to be blacklisted
infinitely if supplies fail the quality parameters. Random quality checks should be anonymized so
that public or empanelled private laboratories would be prevented from hobnobbing with
suppliers. One of the critical parameters for empanelling public or private laboratories is that
they comply with Good Laboratory Practices (GLP).
Nearly one in every twenty medicines (by value terms) consumed in the State of Uttar Pradesh
occurs through private pharmacies. With over Rs. 20,000 crores worth of medicines supplied by
nearly 39,700 wholesalers and a vast network of 74,991 retail pharmacies besides 5,295 restricted
licenses, drug quality is often perceived to be of good standard by both practitioners and
patients. Such a perception is rather intriguing given that available evidence from robust national
surveys demonstrate that spurious and sub-standard drugs are regularly supplied in private
pharmacies. State Drug Regulators must be adequately resourced, substantially empowered and
skilfully trained to conduct surprise checks of manufacturing facilities, wholesale warehouses and
retail pharmacies.
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C

Investing in Health Infrastructure

Accelerate primary care service provision by public facilities. Although it is laudable that
the current government health system largely caters to preventive and promotive aspects of
population health, curative care is often left to the impulses of private care delivery system,
whose quality and cost are a major bottleneck to affordable care. The public health system must
therefore be made responsive to the changing demographic and disease profile of the State. The
top priority must be accorded to provide a comprehensive primary health care in both rural and
urban areas, ensuring last mile health service delivery.
Along with such an approach, preventive and promotive services must be strengthened involving
holistic strategies including social behaviour change, immunisation, health education and
counselling, and early screening of population. By following these strategies, the State health
delivery system could expect to significantly accelerate the share of outpatient services from the
current 15% to at least 25% of all OPD services by 2025 and 40% by 2030. In order to achieve
this goal, the government needs to invest to increase the number of fully functional sub-centres,
PHCs by 2030, from the current levels and make the existing CHCs fully functional..
Another strategy would be to leverage the large presence of AYUSH service providers in rural
areas, where cultural proximity and acceptance would go a long way in sprucing up the primary
level care. As far urban primary care, there is a crying need to improve coordination with urban
local bodies (ULBs) for effective implementation of all govt. programs. The department should
also mobilize and leverage resources of ULBs, especially of the large cities, for improving
primary health care services.

Strengthen provision of secondary and tertiary care services. This must be made possible
through fully equipped and functional district level hospitals and medical colleges in the public
health system as well as through a regulated private sector. As a short-term measure and until
such services are made available in public facilities, the government must strategically purchase
health care services from private facilities. While purchasing services, preference must be
accorded with a sequence, wherein ‘not-for profit’ institutions are contracted followed by ‘forprofit’ facilities.
A critical goal of this policy is to increase the current hospitalisation share of Government vs
Private hospitals from the current 30 percent to 40 percent by 2025 and 50 percent by 2030.
Concomitantly, the bed availability ratio of 1:4 (public : private) is expected to be substantially
reduced by increasing the bed capacity in the public health system by 2030 . As an initial
strategy, priorities must be accorded to facilities with high patient load, through expansion of
infrastructure for optimal utilization. In view of the growing engagement of the private sector
for service provision at all levels, it is recommended to enforce and implement the Clinical
Establishment Act to cover all private hospitals, private clinics and solo private providers in a
phased manner.Improve diagnostic, referral and emergency services. To ensure a functional
laboratory and diagnostic services in at least one apex district health facility, in each district, for
high volume investigations, public health surveillance and outbreak response. Mandatory
notification from all public and private facilities for improved disease surveillance.. Given that a
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large curative service is provided by private facilities, there is need to implement the Clinical
Establishment Act in a phased manner, to ensure that private hospitals and laboratories share
critical information relating to disease conditions and its outbreak. Ambulances for referral and
emergency services should be strengthened through a robust IT enabled monitoring system,
along with an escalating response system.
To provide greater efficiency, ancillary services are proposed to be outsourced.
Screening services as well as curative, rehabilitative services and convalescent homes for longterm care are a need. Day care hospitals could play an important role in providing close
supervision and follow-up of elderly patients with chronic diseases. Hospices should be set up at
the district level that can provide terminal patient care. NGOs, charitable organizations, and
faith-based organizations could play an important role in this area.

Accelerate government:
Increaee share of public beds

Reverse hospitalisation share from current
public:private share to 40% in 2025 and 50%
in 2030

Primacy to primary care:
Increase the number of fully functional SCs, PHCs & CHCs by 2030

The role of IT services is even more critical. The role of information technology must be
scaled up significantly to improve programme administration through computerisation; hospital
management (e.g., electronic health records); and telemedicine (e.g., physical and psychological
treatment at a distance). Electronic medical records are critical to track and monitor diseases,
expenditure and performance in terms of both health and financial outcomes.
IT systems should also include portals for patients for assisting in scheduling visits, sharing of
test results, delivering health promotion and communication etc. Although the State has made
progress towards creating IT based solutions for various programs under different directorates
and various technical supports, there is a need to integrate all the IT based solutions into one
common platform. Besides, to minimize duplication of effort and ensure inter-operability and
consistency, all the information technology (IT) initiatives should converge through the existing
IT Cell – Data Resource Centre of UPHSSP created at health directorate.
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And the relevance of health research is no less critical. There is a need for the State to invest
in health sciences research and innovations to inform policy, programs and to develop feasible
solutions. The State should allocate at least one percent of additional govt. health funds into
public health research. Adequate funds must be allocated to encourage locally relevant research
particularly in the field of public health and invest in Centres of Excellence, Universities,
Institutions and independent research organizations in the State for independently carrying out
health research including evaluations of various programs/schemes.
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Expand Governance and Regulatory Functions……

Improve coordination, consolidation and convergence. It is observed that four arms of the
government health related departments currently operate as independent departments. . It is
paradoxical that the i) Department of Medical Health; ii) Department of Medical Education and
Training; iii) Department of AYUSH; iv) Department of Women and Child Development, and
v) State Drugs Controller General of India, that are organically linked but are functionally
independent. For an efficient utilisation of resources and for effective delivery of health care
services, the four departments must improve their coordination and collaboration through
formal institutional mechanisms, , Simultaneously, the Directorate of Medical health and the
Directorate of Family Welfare need to be increasingly closely engaged for achieving functional,
structural and managerial coherence for effective optimisation of resources.
It is proposed that the strengthened Directorate will perform two key technical functions namely
Medical Care and Public Health functions, delivered through their respective cadres. Besides,
several units are proposed to be set up in the Department for strengthening the Directorate. One
such step will be Establishment of State Accreditation and Norms Unit, for certifying quality of
both public and private health institutions and health care services. Whereas the State Health
Regulatory unit is expected to undertake the function of regulating both public and private
sector including private nursing homes/hospitals, laboratories and diagnostic centres and solo
providers. In order to augment the health workforce functions, there is a need to establish State
Human Resources for Health Unit, for a comprehensive management of HR across all cadres,
including recruitment, retention, deployment performance management, promotions and
transfer in the public health system. A public private interface unit is recommended to be set up
for managing all public-private initiatives (outsourcing, ambulance, diagnostic services, ancillary
services) across the Department. The Department will need to establish an adequately
capacitated RSBY unit to purchase services efficiently from the public and private healthcare
facilities.
For provision of effective technical assistance and for strengthening the Directorate, all existing
and planned techno-managerial units/projects including UPHSSP, UPTSU and SIFPSA must be
nested within the Directorate.
In addition, it is proposed to co-locate all units of the Department of Health, including the
NHM and UPSACS, within the same premise for effective functioning.
Further, it is proposed that the UPMSC, must have two wings, one to deal with procurement of
medicines, medical supplies, medical devices while the other wing will oversee the functions of
strategic purchasing, including contracting-in not-for-profit and for-profit medical facilities.

The proposed functional and structural changes are expected to facilitate effective stewardship
through establishing clear lines of decision making, improving communication, and facilitating
responsiveness. At the district level, it is recommended to merge the district male and female
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hospitals, in a phased manner, especially wherever they are co-located or in close proximity to
each other. This will greatly remove duplication and enable optimization of ancillary, para
clinical, clinical and management services. All new district hospitals should be established as
combined hospitals.

Urgent need for regulating health care institutions and services. The role of the private
sector for provision of healthcare services at all levels of service provision has multiplied several
fold over the years. However, evidence shows that in absence of any regulation, there is
enormous heterogeneity in price, quality and rationality of services provided through the private
sector. This is also true of public health institutions.
Therefore, enforcing Clinical Establishment Act becomes critical in the current circumstances.
This will require the establishment of a State Accreditation and Regulation unit in the
Department of medical and public health, for registration, accreditation and regulation of public
and private care facilities, hospitals and diagnostic services. Its mandate will be to develop a
single unified system to establish standards (for structure, process, quality, rationality, costs of
care, treatment protocols, ethical behaviour etc.,) as well as in monitoring the functioning of
health facilities and its compliance with the established standards.
Additionally, the State cell of CDSCO will need to be strengthened in order to provide effective
oversight of wholesale and retail shops registration as well as of Blood Banks. The Food Safety
and Standards (FSS) Act, 2006 in the State needs to be enforced effectively for which it is
required to strengthen the existing network of offices, laboratories, e-governance structures and
human resources.
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E

Financial Resources for Health Care

To deliver high quality services, step up public spending to 2.5 percent of GSDP by 2025
To achieve the health goals and financial risk protection targets set by this policy, as articulated
earlier in the document, a significant step up in public spending is the need of the hour. A
progressive acceleration of government spending from the current level of 1.4% to 2.5% in
2025-26 is envisaged. Since both fiscal and revenue deficit is at a reasonably lower level in the
State along with a robust tax-GSDP ratio, a progressive acceleration in public expenditure is
desirable.
It is assumed that one-fourth of the additional funds would be expected from the central govt.
through NHM/RSBY route, while the rest would need to be mobilised from the State treasury
and a reallocation resulting from efficiency gains within the health sector. The accompanying
table outlines three sets of scenarios. Applying a normal inflation rate, the current health
spending of Rs. 19,835 crores in Uttar Pradesh, which includes the entire range of publicly
funded expenditure, viz., states’ own expenditure, NHM funds, RSBY expenditure, urban local
bodies, etc. is expected to reach Rs. 56,101 crores in 2025-26. If the target of public health
expenditure were to reach 2.5% of GSDP in 2025-26, an amount of Rs. 94,907 crores would be
required.
As outlined earlier, the states’ fiscal space is in a comfortable position to achieve this target,
which is expected to expand access to care to most population in the State and eventually
expected to reverse households’ OOP. However, if the fiscal space were to allow the State to
achieve this target only in 2030, Scenario 2 is worked out, where public health spending would
reach 2.5% of GSDP by 2030.

Rely on Tax Funds to be Supplemented by Social Health Insurance Contributions. With
states’ per capita GSDP at Rs. 52,673 (2016-17) and over 85% informal workforce in Uttar
Pradesh, the burden of covering and paying health expenditure will need to fall on the states’
exchequer complimented by central government support. States’ own tax revenue and centres’
contribution by way of tax devolution would be the key source of revenue.
A health cess may be levied on commodities and services that could generate the much-needed
additional resources. Given that most indirect taxes are part of the GST currently, the leeway to
mop up additional funds from an enhanced tax rates are ruled out. However, the State may
mobilise funds from additional taxes on real estate, excise duties on alcohol, petroleum products,
gems & jewellery, which is still under the jurisdiction of State treasury. For instance, taxes on
vehicles, excise duties on alcohol and taxes on real estate alone accounted for nearly one-third of
state’s own tax revenue.
The State is currently able to mobilise around Rs. 600 crores on account of social health
insurance contributions (ESIS), where employees, employers and government contribute to the
insurance funds. However, as the states’ economy is integrated into a formal network with rapid
economic growth in recent years along with the recent push to formalise the economy through
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GST mechanism, the State can expect to reap extra gain by way of additional workforce to join
the formal economy. Such contributions by social health insurance mechanism can act as a
supplementary support to tax funded mechanism.

Prioritise Fund Allocation to Preventive and Primary Health Care.

Global evidence
demonstrates the importance of allocating funds to preventive and primary care which is
expected to considerably save money and provide better health outcomes. Given the high
burden of disease conditions in UP, and the State is potentially moving towards an
epidemiological transition, with non-communicable diseases likely to take centre stage along with
other disease conditions. This is likely to accelerate spending pattern of households and
governments alike.
In order to prepare and prevent the potential possibilities of a high-risk conditions, this policy
envisages to allocate a substantial funds, accounting for nearly 70% of all additional funds,
towards preventive and primary care. Two scenarios (with a target of public spends to GSDP at
2.5% to be achieved by 2025 or 2030) outlines the allocation trends, with a break-up of
additional funds between preventive & primary care, secondary and tertiary care allocation for
strengthening public health service delivery along with strategic purchasing route (RSBY Plus).
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Expand and deepen risk-pooling mechanisms
Uttar Pradesh with a population of about 21.3 crores, has an hospitalisation rate of about 3.4 per
annum. In terms of hospitalisation episodes, the number of hospital episodes reported were
85.50 lakhs and sought treatment in health facilities. Nearly 28.87 lakhs (34%) of those treated as
hospitalisation cases, sought treatment in public hospitals. About 1.03 lakhs (62,054 RSBY and
41,712 ESIS for 2014 respectively) of them sought treatment through government funded or
social health insurance coverage (including RSBY, ESIS and CGHS). Thus, a little one third of
all hospitalisation episodes (29.90 lakhs) were prepaid and risk-pooled in Uttar Pradesh, as of
2014. About 66% of all hospital episodes (56.16 lakhs) were treated in private hospital incurring
OOPs. These are population that do not currently have prepaid and risk-pooled plans. The
focus for expanding breadth of the coverage must be on this set of population group, in the next
phase.
However, with the potential for risk-selection among the richer and richest population groups,
the thrust could be on the bottom three quartiles (80% population), including poorest, near poor
and middle income population. The number of episodes as reported by these 3 sets of quartile
groups were 37.62 lakhs, which works out to about 67% of all hospital episodes treated in
private hospitals, without prepayment and risk-pooling. In terms of number of persons to be
covered, this works out to about 34.63 lakhs (6.9 lakhs households);
Currently, RSBY covers about 37.66 lakhs households, with a premium rate of roughly Rs. 275,
with an annual outgo of Rs. 103 crores. With close to about 30% population below poverty line,
the number of households who are poor but not covered currently by RSBY works out to be
88.34 lakhs households. If 88.34 lakhs households were to be covered, with the current
premium rate of roughly R. 275, this would entail an additional outgo of Rs. 242.93 crores in one
year. While this would resolve the issue of impoverishment and cover those who are poor,
thereby relieving poor from financial burden on hospitalisation. If the near poor (fourth and
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fifth deciles) were to be brought under RSBY net, another 84 lakhs households would need to be
covered, entailing an additional Rs. 231 crores. Progressively when RSBY is to be scaled up to
cover the middle income (involving 3 middle deciles population), 126 lakhs households, who are
equally vulnerable for catastrophic spending on medical spending, were to be provided RSBY
coverage, this would entail an additional Rs. 346 crores. But a graded approach to expanding this
coverage could be taken up spread over 6-7 years.
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F

Improve Financial Protection

Deepen Financial Risk Protection Coverage. In view of the limited benefit package offered
and the cap on cost, the population covered by publicly funded health insurance scheme had to
still pay a significant amount of OOP. Although OOP incurred by households are little lesser by
those accessing public health facilities, but they also tend to pay OOP over and above those
provided by public facilities. According to NSSO, 2014 estimates for UP, 2014, nearly Rs. 14,428
crores was spent on account of inpatient and day care, while Rs. 13,623 crores was account of
patients spending money from their pockets in accessing private hospital facilities. If the risk
pooling mechanism were to deepened, to include additional service coverage and expanding the
benefit package for households ceiling from the current Rs. 30,000 to Rs. One lakhs or Rs. 1.5
lakhs, this would reduce substantially the financial burden of those who are paying OOP despite
being covered by RSBY.

When benefit packages are expanded and assuming a significantly higher hospitalisation rate (as
in Kerala), the premium would in turn rise considerably from the current Rs. 275 to nearly Rs.
700 (as in Kerala). Roughly it may require Rs. 945 crores to provide full coverage of the poor
along with an expanded service coverage. For the near poor (2 deciles above poor), the amount
of funds required to enrol and pay for additional benefit package, it works out to Rs. 630 crores.
As far as the middle-income quintile (3 deciles in the middle), the additional funds required
would be to the tune of Rs. 945 crores. It may be noted that the additional cost outlined here are
market prices, if significant reforms were to be carried out and a new mechanism is put in place,
the cost outlined here could be reduced by half.
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Strengthen Strategic Purchasing Route. Strategic purchasing could facilitate in reducing cost
significantly. For instance, moving away from the current practice of involving financial
intermediaries to direct buying (Public Trust Model) could be one such measure. Moreover, bulk
buying by a trust could also considerably reduce overall cost. Such measures could save about
25-30 percent from the current level of spending by publicly funded health insurance schemes.
Further, considerable amount of administrative cost that is being currently incurred (insurance
companies and TPAs) could also be saved while setting aside a minimal share of funds for
administering public trust (on an average, 5% of overall funds allocated to the scheme).
Another major reform that is long due is to bring in Standard Treatment Guidelines to be
followed by both public and private health facilities. Additionally, but more importantly,
significant changes are required in the way medicines are prescribed and dispensed. Medicines
accounts for nearly 45-55% of inpatient expenditure. If the State were to move away from the
practice of prescribing and dispending branded generics to pure generics, this will go a long way
in reducing medicines cost by 30%. One of the other reform that is feasible in the medium term,
which may face resistance in the short run, is to find a mechanism to supply medicines from the
pooled procurement model (UPMSC) to private health facilities that are empanelled in the
insurance scheme.
During 2016-17, nearly Rs. 723 and Rs. 808 crores are already being spent by Enterprises and
NGOs for hospitalisation of its employees and beneficiaries. Efforts could be made to link these
private enterprises and NGOs under the financial risk protection scheme, so that the pool could
be widened for the benefit of the larger & single pool. With RSBY at the national level now
being converted into a fully Central Sector Scheme and with expanded coverage to cover cost up
to Rs. 1 – 1.5 lakhs, further increase in the actual amount of funds provided to UP could be
expected to go up, but a significant amount of funds can be expected from the Central govt.
while the rest must be topped up by the State.
The experience gained from the last one decade of government-funded health insurance
programs suggest that the schemes were involved in passive purchasing of health care services
from the public and private providers through financial intermediaries, including health
insurance companies and TPAs. Evidence from these schemes and global experience
demonstrates that that passive purchasing not only results in cost escalation but irrational and
unnecessary health care which are harmful to society’s development. By providing ‘choice’ to
patients, accompanied by an unregulated private health care market, these schemes have
invariably ended up pushing overall costs in the system and have created distortions and
disincentive structures. It is therefore argued that government must put in place mechanisms to
strengthen supply-side incentives and regulation, by way of leveraging financial powers actively
to encourage private and public health care facilities to pursue the objective of cost containment,
overall efficiency and quality of service delivery.
The rich experience and evidence from the last few years must be utilised to put in place
potential mechanisms for cost control, including Standard Treatment Guidelines (STGs) for
prescribing medicines and diagnostics. One of the primary goal of the strategic purchasing must
be to mandate private and public providers to prescribe and dispense only generic medicines
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rather than promoting the usage of branded generics. Moreover, the use of patented medicines
must be encouraged only when generic versions are not produced in the country. Improving
gate-keeping functions must be taken up as a priority wherein non-emergency speciality services
must be allowed to be accessed only through proper referral channels, and discouraging direct
contacts by patients to a super speciality health facility.
This calls for strengthening primary care on a priority basis, both in rural and urban areas. Prior
authorisation procedures must be strengthened. Currently, in RSBY, pre-authorisation is utilised
as a tool to detect fraud and uncovered services, rather than weeding out irrational, unnecessary
or excessive service provision. Prior authorisation must be accompanied by utilisation review,
concurrent review and retrospective review. These reviews are critical during the process of
payment claims, which would require making payment inadmissible either fully or partially, if
certain procedures are unnecessary, irrational or inadequate. There is need to review and revise
package rates. Package rates need to reflect cost of services with a clearly defined margin. While
market considerations are critical, efforts must be made to arrive at the minimum threshold for
each package rate with inputs from several government funded health insurance schemes around
the country.
Reform Public Finance Management Mechanisms. Public finance management must be
reformed and geared to direct funds to where health services and interventions are required.
Legislature need to pass budgets in February, so that the level and pattern of funding flow is
predictable and certain to the program managers to plan for different activities.
State treasury needs to ensure that funds are available and are transferred before the beginning of
each quarter to the districts and to the frontline facility level. To avoid delays, electronic fund
transfers until the frontline facility level is critical. Ensuring accountability at every stage of
budget cycle is essential. Beginning from district societies until the front-line facility level, various
constituencies’ needs must be given priority in spending funds. Funds transfer must take into the
procurement cycle and recruitment process, to avoid delays.
Payments to suppliers must be made in time so that supply disruption is prevented.
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IV. POTENTIAL OUTCOMES
The multiple disease burden and the underlying risk factors that the State of Uttar Pradesh is
currently facing undeniably causes an alarm that need to be addressed. The State of the health
system and its corresponding challenges are even more worrisome. And yet the system can be
made resilient to take on the challenges as the State can seize the opportunity of the
demographic dividend and accelerate economic growth that can provide the necessary resources
to mobilise the skills and capacity which is required.
Extensive reforms of the governance function is the need of the hour, which is expected to lead
to a more effective management of the public health system that is more responsive to needs
and delivers better and more timely services on its own while improving private sector
performance by implementation of effective regulation.
Stepping up public spending and improving efficiency in spending can yield substantial benefit
by way of falling households’ OOP. If government expenditure were to be doubled by 2025
from the current level of 1.4 of GSDP, one could expect to reverse the OOP trend by 2030.
This can lift 1.07 crores people out of impoverishment annually and prompt catastrophic
payment to reduce, from the current level of 4.83 crores experiencing catastrophic payments due
to households OOP payments. The society as well as the government will reap the gain from a
large reduction in households’ OOP.
Efficiency gains by way of resources saved from optimum utilization of government funds
would help in reallocating investment where it is needed the most.
If policy reforms outlined in this document were to be implemented sooner rather than later, the
State can expect to reap the advantage of achieving good health status in a short span of time.
Also health status indicators are expected to improve. The maternal and child health mortality
rate, which has shown sign of declining significantly over the past one decade can be accelerated
to reach the ambitious target of an IMR to less than 25, the MMR to be less than 70 by 2030.
Similarly, the under 5 mortality is also expected to sharply decline during this period. Reaching
targets around communicable diseases including elimination of kala azar would be hastened
while preventable mortality and morbidity burden from chronic diseases would be reduced
substantially.
The improvements in health outcomes outlined above will be directly associated with a
concomitant increase in service delivery whereby the share of government in providing
outpatient services would be expected to be accelerated from the current level of barely 15% to
about 25% by 2025 and 40% by 2030. Similarly, the relative importance of inpatient visits to
government hospitals is expected to be reversed, by improving the coverage from the current
30% to 40% by 2025 and 40% by 2030.
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