RURAL HEALTH :
HEALTH INFRASTRUCTURE, EQUITY AND QUALITY
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Private and other partners who wish to work with government and help in strengthening the public health care should be made
accountable by community participation and social audit. The National Health Policy 2017 also lays a lot of emphasis on Universal
Health Coverage. The government should focus more on quality provision of health care for all rather than quantitative coverage
of all.Above all, in order to provide just and fair health care to rural population, the Government of India needs to do justice with

Census 2011, the total population of India is

121 crore, out of which the rural population is
83.3 crore (68.84 per cent) and urban population
is 37.7 crore (31.16)% It is evident that majority of
population lives in rural area. Since independence,
in view of the population distribution and social
structure of the society, the Government of India
choose to have maximum coverage and network
of public health care system in order to have
preventive, promotive, curative and specialized
services. India opted for three tier health care
system through arrangement of Sub Centres (5Cs),
Primary Health Centres (PHCs) and Community
Health Centres (CHCs) based on certain population
norms to cater rural population. The purpose to
create a network for Primary Health Care was
to look at the social determinants of health and
to provide the range of health care services to
rural population. Therefore, the system has been
developed as a three tier system with SCs, PHCs
and CHCs being the three pillars of Primary Health
Care System. The purpose to create such a system
was to connect with the rural population and to
provide different level of services as per need and
regardless of their paying capacity.

I ndia is the country of vast population, as per

In context of rural health services, the
challenge of government health care system
is that there are many gaps in primary health
services and the health care facilities are mainly
urban centric. The differences in health status in
urban and rural areas are based on various factors
such as: availability, accessibility and affordability
of health services, literacy and educational status,
poverty, employment and source of livelihood,
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income and family size, food intake and nutritional
status, gender disparity, housing, access to clean
water and sanitation facilities, information and
knowledge for health programmes etc. These
factors have direct impact on health status of the
rural population.

All the specialized and reputed hospitals are
mainly located at the state capital or the district
headquarters. Whereas the rural villages where
the basic health facilities are much required are
neglected. The Census data 2001 and 2011shows
that the number of rural villages (2279) have
increased in a decade. In 2001 Census, the total
number of villages were 6,38,588 and in 2011,
the number had gone up to 6,40,867. On the
contrary, the primary health care facilities is not
showing much improvement in terms of number
and services. The Government introduced various
health programmes and schemes but due to many
reasons, it seems there is long way for appropriate
implementation of them and to get the desired
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results. Recently, the government ofindia approved
its new National Health Policy and its relevance
for rural population needs to be analyzed.

National Health Policy (NHP) 2017:

The Government of India in order to
provide Preventive and Promotive Health Care
and Universal access to good quality health
care services, has approved the new National
Health Policy in March 2017, The primary aim of
the NHP, 2017, is to inform, clarify, strengthen
and prioritize the role of the Government in
shaping the health systems in all its dimensions-
investment in health, organization and financing
of healthcare services, prevention of diseases and
promotion of good health through cross sectoral
action, access to tech nologies, developing human
resources, encouraging medical pluralism, building
the knowledge base required for better health,
financial protection strategies and regulation
and progressive assurance for health. The policy
emphasizes reorienting and strengthening the
Public Health Institutions across the country,
50 as to provide universal access to free drugs,
diagnostics and other essential healthcare.

The NHP 2017, expressed its vision for
universal health coverage and creating affordable
and quality health care for all. The policy assures
the availability of free, comprehensive primary
health care services, for all aspects of reproductive,
maternal, child and adolescent health and for the
most prevalentcommunicable, hon-communicable
and occupational diseases in the population. It
also talked about reinforcing trust in public health
care system. The Government intended to achieve
various targets by involvement of 3|l possible
stakeholders. The good policy does not make

(Source: RHS, 201 6)
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® The scheme entitles all pregnant women
delivering in public health institutions to
absolutely free and no expense delivery
including caesarean section.

® 3.50 crore women received free drugs, 2.92
crore free diagnostics, 2.34 crore free referral
transport, 1.9 crore (48 per cent) free drop

back service.
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Free Diagnostics Services Initiative: }

® Aim: To reduce out of pocket expenditure
on diagnostics and improve quality of care.
States given support to provide essential
diagnostics free in public health facilities,

® Operational guidelines released and
approval of Rs 1023.62 crores given to 25
States/UTs.
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any sense until it is not implemented properly.
Therefore, governance and attainment of targets
needs to be supplemented with appropriate
funding, utilization of resources, infrastructure,
quality care standards and health equity. Even
NRHM (2005) had the vision of improvement in
weak infrastructure, increase in public health
spending 2-3 per cent of GDP, launch of Accredited
Social Health Activists (ASHA), utilization of
Ayurveda, Yoga and Naturopathy, Unani, Siddha
and Homoeopathy, (AYUSH), and decentralization
of health programmes. Despite all these efforts,
there are gaps and shortfalls in rural health care
infrastructure at all the three levels of primary
health care. Matters related to health equity and
quality of care are areas of concern.
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Note : (All India figure of required number of building to be constructed = Total functioning - {Government Buildings + Under

construction) (ignoring States/Uts having excess. )

(38)

.-"x3ff.'rT"/’f?!///F/,-’//fﬁ’ﬂ/!ﬁ?ﬁ’ﬂ/!ﬁf{;‘!{ff’fffﬁ‘!f{f;{-ﬂf/ﬁ’l;‘/.-‘)‘J’.f},f;‘/fﬂffﬁ//z‘f/).-’/J’Z&'?/}?ﬂﬂ#ﬁff#ﬁﬂ#ﬂ#ﬁflﬂ'ﬁﬁﬁ?ﬂm

Kurukshetra m July 2017




T

Rural Health Care Infrastructure:

Since Independence, the Government of India
choose to have maximum coverage and network
of public health care system in order to have
Preventive, Promotive, Curative and Specialized
services. The most important and first contact point
for immediate health care is 5Cs, it is also important
as it is connecting the rural population with Primary
Health Care programmes and schemes. The PHCs
works as referral point for specialized services and
CHCs suppose to serve as specialized health care
centre.

The Country’s majority of population lives in
rural areas and at present, the biggest challenge is
shortfall of public health care infrastructure in rural
area. The status of health infrastructure as per
2011(Census) population in India (Table -1), shows
that there is a shortfall of buildings 20 per cent for
SCs, 22 per cent of PHCs and 30 per cent CHCs.

Another important area of concern is the
availability of manpower/ health staff. For public
health service, the manpower in rural areas, as per
the data shows that against the required number
1,55,069 of health workers (Female)/ANM at sub
centres, there are 24,194 vacant positions and
there is a shortfall of 4679 positions. Even at PHCs
level, Female Health Assistance, 1013 number of
positions are vacant and there is a shortfall of
11,299 positions.
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For the Doctors, 8774 pasitions are vacant
at the PHCs which is the primary unit for health
care need. The CHCs which were established with
the aim to provide referral and specialist services
for the rural population are also having the gaps
in terms of required manpower. The data shows
that at CHCs, there is shortfall in various positions.

For the Surgeons, 1811positions are wvacant,
another important position is of Obstetricians &
Gynecologists in which, 1859 positions are vacant.
For the Physicians 1989, Pediatricians 1758 and
for Radiographers 1955 positions are vacant’.

Quality of Health Care:

The Quality of care depends on the various
factors such as transportation, availability of
doctors, water supply, electricity, diagnostic

facility and availability and distribution of drugs.
To assess the standards of public health services,
the government developed Indian Public Health
Standards (IPHS).

The Ministry of Health and
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lnfant mortahty rate_{lMR} i 29,1 46 ; 41 1 57 JI
'Under*fwe mortality rate (USMR) I 34 | 56 : 50 | 74 l
IMothers who had full antenatal care W o e 210 1 11 B |
uMothers who received postnatal care from a d.:n:tor,{’nurs.t-':}’I 71.7 | 585 i 62.4 | 34, 6 i
| LHV/ANM/midwife/other health personnel within 2 days of | : 'I :
.delwery ’ e o AR : ‘i
|Ch|4dren under 5 years who are underwetght (weight-for-i 29.1 i 383 | 35.7 i 42,5 |
'33"’ e b | Vi !
Women who have comprehenswe knowledge of HIWAIDS : 281 | 169 | 209 | 17.3 |
_____________ i ot (e | ind 2
'98 Men who have comprehensive knowledge of HIV/AIDS | 37.4 | 293 | 323 | 33.0
_______________________________________________________ i il !
'Children under 5 years who are underweight (weight-| 29.1 | 383 I 35.7 l, 42.5
for-age) 71 / : '!
(Source: NFHS 4)
(Note : The table presents selected health indicators and status of population)
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Family Welfare (2016) data shows that at SCs level,
there are 1,55,069 functional units and out of that,
2155 are as per IPHS norms. In case of PHCs, there
are 25354 functional units and out of it, only 5280 are
as per IPHS norms, similarly there are deficiencies in
CHCs , there are 5510 CHCs and out of it, 1470 are
as per IPHS norms. In case of water and electricity
supply at SCs, there are 28.5 per cent without regular
water supply and 25.6 per cent are without proper
electricity supply and 10.5 per cent are without
all-weather motorable approach road. Similarly at
PHCs, 4.6 per cent are functioning without electricity
and 6.6 per cent are without regular water supply
and 5.9 per cent are without all-weather motorable
approach road. Moreover, at present, the treatment
standards and attitude of health care staff are not
measurable in absence of any uniform treatment
standards and accountability of system.

In such a situation of shortfall in infrastructure,
particularly minimum facilities and manpower, [ow
level of budgetary allocation, the goals set by NHP
2017 to achieve by 2020 and 2025 seems to be tough
and there is a need of specific plans and targets to fill
these gaps in a time bound manner.

Health Equity and Rural-Urban Divide:

In rural India, health infrastructural facilities
are still inadequate. All the above mentioned
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deficiencies and gaps resulted into vulnerable health
state of rural population. The NFHS-4 data clearly
reflects the urban and rural divide in terms of health
outcome. As of now, NFHS -4 shows a better picture
in comparison to NFHS-3 (Table- 2) but that needs to
be critically analyzed in terms of equal distribution
of resources and services in urban and rural areas
and among all social categories. NFHS -4 data shows
that, Infant Mortality Rate is 29 for urban areas and
46 for rural areas. Under five mortality rate is 29 for
urban areas and 46 for rural areas.

Mothers who had full antenatal care were
31.1 per cent for urban areas and only 17 per cent
in rural areas. Mothers who received postnatal care
were 72 per cent in urban and 58 per cent in rural
areas. Children under 5 years who are underweight
29 per cent in urban and 38 per cent in rural
areas, men and women who have comprehensive
knowledge of HIV/AIDS is 37 per cent in urban and
29 per cent in rural and 28 per cent in urban and
17 per cent in rural area respectively. Households
using improved sanitation facility is 70.3 per cent
in urban areas in comparison to 36.7 per cent in
rural areas. A very important factor for good health
is clean fuel for cooking, data shows Households
using it is 80.6 per cent in urban areas and only 24
per cent in rural areas,

The Way forward:

To provide maximum coverage to the rural
population with basic health care infrastructure,
the government needs to fil| up the gaps in Health
care provisions that are existing at present. Due to
the shortfall in infrastructure, the rural population
faces many challenges and they have to travel to
long distances to get the basic health care facility.
In case of health care needs, the distance, and lack
of transport facility is a major challenge for rural
population, which creates difficulty in accessing
the basic health care facility. In addition to that,
they may face loss of their daily wage and work .
Government needs to create specific strategies
in time bound manner to create basic health care
infrastructure for the rural population as per the
requirement.

For the rural population, health care
requirements are different than the urban due to
various social economic reasons. Rural population
is mainly engaged in agriculture labour activity and
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there are many challenges of agriculture sector. The
environmental conditions and unfavorable financial
situation leads to mental stress and depression in
farmers and daily wage labourers working in the
field. The rising numbers of farmers suicides and
migration is an indication of the need of immediate
intervention through state and central government
and protect the sources of livelihood in rural areas.
As of now, the majority of mental health centers
and practioners are available in urban areas
whereas, the rural areas are completely neglected
for mental health care. Policy makers should create
a mechanism to create a network of mental health
experts such as counsellors, psychologists, and
psychiatrists to deal with the mental health issues
of rural population.

We need to focus on occupational conditions
and health risks of rural population especially those
who are engaged in agricultural activities. There is
a need to review the inter-sectoral coordination
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and status of work and its impact in the lives of
rural population. Rural population engaged in
agricultural activities is exposed to many other
health risks. There are many studies which reveal
that exposure to pesticides, chemicals, and
other toxins in ground water, and ather airborne
pollutants, exposure to disease and animal waste
for those working in animal production are some
of the major threats to health status of rural
population.

In absence of that basic infrastructure, the
rural population has no other option than to
approach private or local health care practitioners
which are available in the vicinity and they have to
bear out of pocket expenditure to get basic health
services. Therefore, we need to carefully look at
the components of private partnership in orderto
preventunethicalcommercial activities. Privateand
other partners who wish to work with government
and help in strengthening the public health care
should be made accountable by community
participation and social audit. The National Health
Policy 2017 also lays a lot of emphasis on Universal
Health Coverage. The government should focus
more on quality provision of health care for all
rather than quantitative coverage of all.Above
all, in order to provide just and fair health care to
rural population, the Government of India needs
to do justice with the budgetary allocation and
development of infrastructure as per need and
demand.
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