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do not get neglected the way they did
under National Rural Health Mission
with very serious consequences for disease control in India?
Conclusions
Basically, if the HLEG had undertaken a
literature review as a starting point, the
time it had could have been utilised in
examining the reasons why many of the
recommendations made by previous
committees (such as of the NCMH) did not
get implemented. The HLEG report neither
recognises the problems, constraints and
compulsions of the departments of health
at the national, state and district levels,
nor offers any solutions on how to deal
with them. Nationwide discussions and
consultations were also not held with all
stakeholders from the Accredited Social
Health Activists (ASHAs) to the specialists,
communities and providers, rural and
urban, rich and poor, health administrators and civil society groups, etc. Such a

process would have provided the reform
agenda and an operational plan that
could have been sustained over time.
The need now is to have a vision and
the strategy based on a national dialogue.
Models of different financial options also
need to be tested – some are useful in some
settings, others are not. We need to have
a strong empirical basis to assess their
suitability or otherwise. It is for this reason
that the NCMH had given 20 years to
achieve the goal of health security for all.
That time frame still stands. Rhetoric
cannot substitute for hard work, the type
that was put in to formulate the National
Education Policy in the early 1980s. The
national strategy needs the endorsement of
all the people engaged in the health sector
on a day-to-day basis. Such a process alone
will enable the crafting of a sustainable
policy framework, preparation of a road
map, and have the capacity to overcome
the opposition of several vested interests
that are deeply entrenched in this sector.

Health Evidence from the States
Amarjeet Sinha

The quality of implementation of
the National Rural Health
Mission in a number of states has
transformed the public healthcare
system considerably. Learning
from these improvements which
have focused on the grass roots,
local recruitment is the best way
to forge a credible public health
system that has public
accountability.

Amarjeet Sinha (amarjeetsinha@hotmail.com)
is a civil servant with a keen interest in the
social sector.
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here is a lot to despair as far as
India’s health indicators are concerned. They do not match our
economic performance over the last two
decades. Public expenditure on health in
India as a proportion of the gross domestic
product (GDP) continues to be one of the
lowest in the world, in spite of an increase
from below 1% to a little over 1% with the
National Rural Health Mission (NRHM).
The crib deaths in West Bengal, the misuse
of NRHM funds in Uttar Pradesh, the poor
state of maternity homes in the country’s
capital among other such similar happenings have rightly resulted in a public
outcry. The state of the public system, subjected to unprecedented neglect for decades, is truly shocking in many parts of
the country. The conduct of government
health workers in some health facilities
also does not generate confidence that
the public system will deliver basic
health services of a decent quality. The
despair is so overwhelming that often the
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Notes
1		 This, however, is not clear as in the chapter on
norms, the estimated need for the essential
health package (at 2011 prices) is Rs 133 for
OP cost at the PHC; Rs 490 at CHC level and
Rs 1,104 for tertiary care as compared to
NCMH estimations (2005 prices) of Rs 90 for a
core package at PHC; Rs 320 for basic package
at CHC; and Rs 699 at district hospitals but
only for secondary care. But due to variations
in HR needs, the input prices of HLEG will be
higher than the estimates. Second with HLEG
treating CHC as secondary care, the basis
for spending 70% of Rs 1,500 on primary care is
not clear.
2		 Personal communication from Secretary, department of health, Government of West Bengal.
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critics miss out on some of the emerging
positive trends in many hitherto backward states. Though the NRHM is a centrally sponsored programme, health is a
state subject and it is the leadership at the
state level that makes all the difference.
The Evidence
The just published Sample Registration
System data from the Registrar General
of India (RGI) census office places the
infant mortality rate (IMR) of the country
for 2010 at 47, a three-point decline for
the second consecutive year. The IMR
declined by a bare three points, from 60
to 57 between 2003 and 2006. Between
2007 and 2010, the decline is of 10 points.
More interestingly, the rate of decline
in rural areas is almost double that of
urban areas during this period. The IMR
decline in hitherto backward states
like Bihar, Rajasthan, Madhya Pradesh,
Chhattisgarh, and Orissa, has been between three to five points per year, a rate
never achieved previously in consecutive
years. States like Tamil Nadu and Gujarat
have also made significant gains during
this period. It is true that Uttar Pradesh
and Assam have lagged behind in the
rate of decline over the last two years,
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putting the national level decline at three
instead of four points. Surely, there is a
change that needs to be taken note of.
Credit to the Public System
Unfortunately, these declines have not got
the attention that they deserve. Perhaps
this is so because it is the public system that
has made the difference and a good word
for it in the media is rare. The Ministry of
Health and Family Welfare also seems
reluctant to take credit for this change as
the NRHM is actually implemented by the
states. The performance audit of the NRHM
by the comptroller and auditor general
(CAG) had some good words as well on
the work done in the states in this regard.
However, the Public Accounts Committee (PAC) expected speedier implementation (even though the additional funds
as projected were never made available
at that rate!) and a bigger role for Members of Parliament (MPs) as well. Since
primary health is a subject transferred to
panchayats by the Constitution, the NRHM’s
framework for implementation provided
a very active role for the panchayats,
civil society, community organisations
and for community monitoring.

39 patients a month at block primary
health centres (PHCs) in 2005, the state has
recorded more than 3,500 patients per
month for the last three to four years. Institutional deliveries are up from 1.4 lakhs
to over 13 lakhs a year. Drugs, diagnostics
and doctors are available round the clock
at all the PHCs with outsourced arrangements for generators, ambulance, security
and cleanliness. The dead health subcentres and additional PHCs have also
been revived with the outpatient department (OPD) services by the auxilliary
nurses and midwives (ANMs) and the ayurveda, yoga, unani, siddha and homeopathy (AYUSH) doctors. Surely, the
change in the public system is remarkable. Bihar now almost equals the national IMR and its death rate is better than
the national average!
Transformation in States

A person travelling across the length and
breadth of the country will realise that
the change brought about by the NRHM is
a very real one. Dirty, dingy and uncared for health facilities are receiving a
facelift with the NRHM’s untied grants.
Nurses and doctors have been recruited
on an unprecedented scale for the public
system. Innovations and partnerships for
emergency transport, diagnostics, drug
availability, human resources for health
and infrastructure development, are going on at a significant scale. Professional
managers, accountants, and data professionals are available to the public healthcare system for the first time and in large
numbers. The Janani Suraksha Yojana
(JSY) has brought women to health facilities for institutional deliveries on an unprecedented scale, taking the national
coverage to over 70% from a low of 44%
just five years ago. It is true, however, that
there are huge quality gaps in many places.
Nothing exemplifies the transformation as dramatically as Bihar does. From

Every state has its story of transformation
of the public system. Tamil Nadu leads
the way with NRHM funds being put to
very good use to ensure that the PHCs work
round the clock and are fit for quality
institutional deliveries. The turnaround is
seen in the cascading decline of maternity
mortality ratio (MMR) and IMR there. Very
silently, Madhya Pradesh has pushed its
institutional deliveries to over 80% and
Chhattisgarh has engaged over 800 rural
medical assistants (RMAs) and 34,000
mitanin community workers to meet the
human resource gaps. Orissa has focused
on strengthening its PHCs and district
hospitals while Rajasthan is now trying
to guarantee full availability of medicines
free of cost.
The efforts at crafting credible public
systems under the NRHM began with provision of management, accountancy and
data professional at all levels. The thrust
on decentralised planning and need-based
provision of human resources and flexible untied funds to cover gaps, created
confidence in the failing public systems
to start delivering quality services. The
Accredited Social Health Activist (ASHA),
the most visible face of the NRHM, has
helped in connecting households to
health facilities and in putting pressure
on the availability of services. Innovative
programmes like the 18 week life-saving
anaesthetic skills (LSAS) or the 16-week
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emergency obstetric care (EmOC) for MBBS
doctors, helped in partially bridging the
gaps in the provision of services. The
thrust on nursing services, local resident
criteria in recruitment, and reforms in
public recruitments, have all contributed
to the public system becoming functional
again in many parts of the country. There
is a long way to go but surely a beginning
in crafting a credible system has been
made. The states are learning from each
other to adopt innovations that have
worked. Today over six states have set up
corporations like the Tamil Nadu Services Corporation to provide quality generic
drugs and equipment at reasonable costs.
Under-Nutrition Efforts
Had reforms in nutrition programmes
been speeded up and the Integrated
Child Development Scheme revamped
to focus attention on the 0-3 year olds,
the adolescent girls and the pregnant
women (the three distinct groups among
whom universal intervention is required
to reduce malnutrition), the decline in
IMR would have been even more significant. Unfortunately, nutrition does not
lend itself to narrow departmentalism
and needs a wider human development
approach. There is agreement among
policy experts in this regard, but the
consequential reforms in programmes
continued to be on the back-burner, the
efforts against under-nutrition thus becoming limited and narrow. Bihar has
recently set up the Manav Vikas Mission
(Human Development Mission) as a cabinet sub-committee under the chief minister, to ensure convergent action for the
achievement of 14-18 key priorities in
human development. Perhaps the nation
needs to learn from this initiative which
will surely show results in the years to
come. Bihar’s Nayee Peedhi Swasthya
(New Generation Health) Guarantee
programme, an effort to remove healthcare deficits for all 0-14 age boys and
0-18 age girls is also a unique innovation
whose results need to be observed carefully over the coming years.
MDGS Are Achievable
I have always maintained that achieving
health millennium development goals
(MDGs) is eminently possible; we have to
17

COMMENTARY

believe in ourselves and in the need to
craft a credible public system. Even if the
trend of the last two years in the decline
of IMR is sustained and marginally improved over the next five years and a significant effort at fighting malnutrition with
a human development approach adopted
even now, India will surely achieve the
health MDGs of 30 IMR and 100 MMR. By a
mere increase of public expenditure on

health from a little below to a little above
1% GDP, the gains of the NRHM are perceptible. Yes there is a long way to go and
over 3% public expenditure is required
for universal health coverage. A beginning has been made. Let us not focus only
on privatisation and public-private partnerships. Let the country focus on crafting credible public systems with public
accountability in the health sector. That is

Critique of the Common
Service Centre Scheme
Rohit Prasad, Rupamanjari Sinha Ray

The Common Service Centre
scheme aims to establish nearly
three lakh rural internet kiosks
across India. A recent evaluation
study, however, found poor
demand among users and delayed
roll-out of government-toconsumer services, causing losses
and attrition among private
operators of the scheme. There is
space, therefore, for greater
engineering of public good
outcomes by tying financial
incentives to computer
education goals.

The study was sponsored by the Indian Institute
of Management – Ahmedabad Telecom Centre
of Excellence. We would like to thank Basix and
Srei Sahaj for their support, and Rajen Gupta
for his insightful comments on earlier drafts.
Rohit Prasad (rohit@mdi.ac.in) and
Rupamanjari Sinha Ray are faculty at the
Management Development Institute, Gurgaon.
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he success of the information
technology (IT) industry in the
early 1990s led to a consensus on
the possibility of using India’s commercial success in IT for development (Arora
et al 2001, Department of IT 2006). This
consensus was in keeping with the growing information and communication
technology (ICT) for development (ICTD)
movement across the globe (Kuriyan and
Ray 2009). The plethora of ICTD projects
around the world have been divided
(Chaudhuri 2011) into four main cate
gories: supplying computer hardware,
providing internet access through public
telecentres, using public telecentres as
delivery points for e-services of various
kinds including e-government, and lastly,
the use of mobile telephones for deve
lopment. Between 2006 and 2011, the
World Bank provided more than $3 billion
of funding for ICT projects in over
80 countries.1
Public telecentres, in particular, have
been in vogue for the better part of 15 years.
However questions remain in each of the
four major areas of study to which the
literature on telecentres has been devoted:
commercial viability, social inclusiveness,
forms of use, and downstream impacts
(Sey and Fellows 2009). In India, early
ICTD projects included those in Kerala
(Akshaya), Madhya Pradesh (Gyandoot),
Haryana (Drishtee) and Tamil Nadu (Sustainable Access in Rural India or SARI).
Enthused by the evidence, some anecdotal,
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where the answer lies. Health does not
lend itself to market principles very easily
and the countervailing presence of the
public system of healthcare is necessary
to ensure quality and reasonable cost in
the private sector. Let us have partnerships with the non-governmental sector
but within a framework of publicly-funded universal healthcare. That is what the
NRHM evidence confirms.

of early successes, the Government of India
allocated Rs 22,140 crore ($4.92 billion) in
budgetary allocation in the Tenth FiveYear Plan (2002-07) for implementation of
e-government. Further, India proposed
the National E-governance Action Plan for
implementation during the period from
2003-07. The Common Serv ice Centres
(CSCs) were to be:2
[T]he front-end delivery points for Government, private and social sector services to
rural citizens of India. The idea is to develop a
platform that can enable government, private
and social sector organisations to integrate
their social and commercial goals for the
benefit of rural populations in the remotest
corners of the country through a combination of IT as well as non-IT services.

The CSC scheme, approved by the government in September 2006 with an outlay of Rs 5,742 crore (roughly $1.28 billion)
over a period of four years, is a strategic
cornerstone of the National E-Governance
Plan (NeGP). It aims to establish one lakh,
now expanded to three lakh, rural internet kiosks across the country at the rate of
one for every six villages (now expanded
to one for every village panchayat).3
This is the largest telecentre programme
in the world.
Our study of CSCs set up in Uttar
Pradesh (UP) and Meghalaya corroborates
the findings in the literature on telecentres
around the world. Such telecentres are
prone to unviability (Benjamin 2001:
Arora 2005; Kuriyan and Ray 2009), social
exclusivity (Adomi 2007; Haseloff 2005:
Kumar and Best 2006; Kuriyan et al 2008),
and usage dedicated towards personal
and social needs rather than development goals (Menon et al 2006).
In this commentary, we elaborate upon
our findings in the context of CSCs in UP
and Meghalaya and then focus on the optimal structural design of the public-private
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