.,::} Wolters Kluwer Medknow

ISSN 2249-4863

Journal of
Family Medicine
and Primary Care

www.jfmpc.com

Official Publication of the Academy of Family Physicians of India

Volume 9 / Issue 2 / February 2020 ' '
LIsA
--....||.
Vet I.1.||||Il. Care
. 1H are zay
vl -1‘-[']'\:? A }.] f.,.;ql “I.Ifjll:ln
Patieiyce i :||-:‘||I:1I;.'ll e I‘.‘.‘.?.E.':.e. e
Moy | -'-.-;I'.c;-: acy
| oy Passion’ =
rI“:m!f]!;-!::l-;::?-.v' x Variety E.I'!';;IEI:I":"I“ = L e — .I:'lI e
"------Her{}m v e Love~
Tibie e } III.-|'I. Fasion
Peeservilon L 1|l.
Lo ]Jﬂ-!]hl‘ll " o fe
- Cumple e A '
Y . Variety """ PYElention M.,
ssibiidiny | Ll"EpLCtl:‘vL }’ — o | H..,u.mTEB.ITLWDI‘k
1 1'|||'||'|nn| |||_||'| i|||'|l.'11'
Passion continuiry a..!.E,E:J..‘.ET.‘.j.
I { gy
I1I4. LrJt:(USA IILI““drl'H-{w
USA Connection, Pioneers
# lL'w.’!.FDrdtqlFam]]}fMedlmqe
Teanwork FlEie
we - Family Medicine
Ir.mul-. Humanism r.”"'"""“ lmpuh-.
F ““IIII Care“":i::ﬂtl- {-‘ﬂI].-Il.l}r
ey COmMitment Family H



What makes primary healthcare facilities functional, and
increases the utilization? Learnings from 12 case studies

Chandrakant Lahariya?, T. Sundararaman? Rajani R. Ved?, Adithyan GS*,
Hilde De Graeve?, Manoj Jhalani®, Henk Bekedam®

Deportment of Health Sysfems, World Health Orgenizotion (WHO) Country Office for Indie, New Delhi, ?School of Health
Svstems Studies, Tata Institute of Social Sciences, Mumbai, Mahareshira, *Notiona! Health Systems Resource Cenfre, Ministry
of Health and Family Welfore, Govt of India, New Defhi, *Notional Health Mission, Depariment of Health and Family Welfare,

Govt of Tamil Nadu, Chennai, *Naotional Health Mission, Ministry of Health and Femily Welfore, Govt of India, New Delhi,

*World Health Organizotion (WHO) Country Office for India, New Delhi, India

ABSTRACT

Backzround: The last few decades have wimessed a mumber of innovative approaches and initatives to deliver primary healthrare
(FHC) services in different parts of India. The lessons from these inidatves can be useful as India aims to swengthen the PHC
system through Health and Wellness Centers (HWCs) component under Ayushman Bharat Program, launched in early 2018.
Materials and Methods: Comparative case study method was adopted to svstematically document a few identified initiatives/
models delivering the FHC services in India. Desk review was followed by field visits and key informant interviews. Twelve FHC case
studies from 14 Indian states, with a focus on equity and “potentially replicable designs" were included from the government as
well as the “not-for-profit” sector. The cases studies comprised of inidatves,/models having the provision of PHC services, whether
exclusively or as part of broader hospital services. The data was collected from Mav 2016 to March 201 7. Results: The “political will®
for government facilities and “leadership and motivation™ for “not-forprofit” facilitdes adjudged to contribute towards improved
funcdoning. 4 comprehensive package of services, functional ‘continuity of care’ across levels, efforts to meet one or more tvpe of
quality standards and limited “intention to availability” gap (or assured provision of promised services) were considered to be associated
with increased utilization. A total of 10 lessons and learnings derived from the analysis of these case studies have been summarised.
Conclusions; The case stadies in this article highlights the components which makes FHC facilities functional and have potental for
increased utilization. The article underscores the need for institutional mechanisms for health svstem research and inmovation hubs
at both national and state level in India, for the rapid scale of comprehensive primary healthcare. Lessons can be applied to other
low- and middle-income countries intending to deliver comprehensive PHC services to advance towards universal health coverage.

Keywords: Ayushman Bharat Program, case studies, India, primary healthcare, universal health coverage, urban health

Introduction

Primary healthcare (PHC) iz considered the foundstion of any
well-functiomng hesltheare system. The need for stronger FHC
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was first highlighted ducing the Alma Ata Conference in 197801
and then reinforced once again through the Astana Declaration
of 2013.F A= the global public health commumty aims to advance
pruversal health coverage (UHC)™ and achieve health-related
sustainable development goal 3 (3DG-3)." effectrre PHC systems
are being considered an integral part of the process. Adany
low- and middle-income couateies {LAMICs) such as Thailand and
Brazil priontized and strengthened PHC systems, yvears before
moving to other strategies to achieve UHC. %% The Government
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of India started expanding the network of the PHC system in
a rural area, soon after Alma Ata conference in 1978, Nearly
40 vears since then, there 13 an extenszrve network of nearly
200,000 government primary healtheare facilities (GPHCE)
in both rural and wrben parts of the country Yet, this vast
network of GPHCFEs delsrers around 3.3% and 11% of total
out-patient services in orban and rural India, respectively,
excluding the services for mothers and children 7 The heslth
services for emerging challenges such as noncommunicable
dizeazes are often not available. Recognizing the challenges of
uaderutilized faclites and hmited provision of health services,
Indian government set up a task force on PHC in 20157 The
tazk force recommended, inter alia, to study the models or newer
wrutiatives to delmrer PHC sermices in the countrr. Thessfore, thas
study was conducted to document the common charactenistics of
initiatives and models of PHC in India, which have been aimung
to reach the poor and marginahzed The second objective was
to deswe lessons on what mekes PHCs= functional and results in
the increazed utibization. It was done with expectations that the

B

finding may help in designing and developing new approac:
to delrer comprehensive PHC services 1n Indian states.

Materials and Methods

The stody included the models /initistives which had focus on
reducing ineguaties znd increanng access to health services by
the marminalized and underserved from the public, provate, and
not-for-profit sectors. There was an explicit atteation to include
those mutiatives whech 2imed at reachang the poor and focused
on low-cost vet guality PHC services. The case studies weze
alzo chosen to ensure geographical representatrveness as well
as arutiztives known for innovations (n PHC service delvery).

The initizl Lst of models /initiatives was developed, following
2 series of discusmions with the health policvmakess, national
program managers, and subpect experts. For data collection, 2
ouzed-method approach of desk rewiew; field and/ oz facidity
wizits; im-depth mterviews, and group discussions were adopted.
The datz was collected on 2 pretested stroctured interviews
schedule. Considering the vanation mn these models and type of
data available, “comparatire caze studies” approach was adopted
for docomentation and analysis.™ The inctial dezk review, field
wsits, and pomary data collection were completed from Alay
2016 and Mlarch 2017. The preliminary findings were presented
i1 3 consultative workshop in AMay 2017, which was attended by
study investigators, program officials, subject experts, and senior
hezlth policymakers. The inputs recerved were nzed for forther
refinement in analy=is and interpretations. Though 13 such
initiatives were studied in detail "% this paper iz based on 12 of
thosze caze studies. Three caze stodies were excluded at the stage
of woting this paper, for the non-comparatore and the warahble
guakity of information. The 12 casze-stodies incloded were from
14 states of India, which represent nearly 78% of the Indian
population. The mamber of states was higher than the number
of case stodies, 25 2 few imutisbives were based upon facilities
from more than one state. The terms “rutatives” and ‘models”
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have been used mnterchangesbly in this article, as often referred
by heslth officials and program managers in Indian states while
referring to the case studies detatded.

Results

A majority of the case studies incloded in this article were
exclusively focused on delivenng the PHC services, a few
were secondary level facilities delivering PHC zervices and
two were tertiary care facilities, delivering a large volome of
primary care services [Lahble 1].:"": It w2z noted that these
case studies had a few common characteristics [Box 1], and
possible learning: for India and other LMIC:, which are

sommarnized below:

1. Provision of a ‘broader packages of services’is the first
step towards increased utilization of health facilities
and services. The case studies which had relatively higher
utilhzation provided broader package of health services
bevond maternal and child health (AMCH], later is the case
with a majority of PHC facilities in India. The facilities with
services that cater to the health needs of the entire famuly
and zll age groups had higher ntilization than those mainly
focuzed on specific target populations. All “not-for-profit™
imatiztrves included in these case stodies had 2 broader
range of packages and higher then sverage utilization. In
contrast, the public-povate partnership (PPF) models and
most GPHCFs, provided selective care. The facilities which
were less vhlized- in their catchment areas- there was 2
conziderable busden of hezltheare needs without appropoiate
services, and this was percesved as poor guakty and had low
credib:bity and wtilization.

Assured provision of services offered and/or
“intention - provision assurance™ increased utilizadon.
Facibhties with assured availability of services and providers
had higher ptilization and sustaned patient attendance. This
can be called “intention—provinion azsurance” at the facibity
level In other words, if the intended hezlth service was being
provided, it resulted in the increased utilization. It was noted
that the popularity and higher use of secondary and terbiary
care facbibies for PHC sermces were partially due to a broader
range of zervices and some azsurance on the availabiity of
those services.

Well-performing facilities were, almost always, berter
harmonized with a secondary level of services and
focused on “continuity of care.™ A functiomng referral
system for ensunng continvity of care was reported
235 2 key factor for increzsed otilization. In one case
study, the formulation of a treatment plan for chrome
dizeazes was done in consultation with the providers at
toro levels (primary and zecondary) and was followed by
the clearly lzid down procedures and standard trestment
protocols, to ensure that need for specialist consultation
was met seamlessly. Another model vsed telemedicine
efficiently to ensure “continuaty of care™ Even with the

adequate provision of PHC services, insufficient support
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:i'sblc 1: ch.r features n-f caze studiesz in.t:hldccl_. ded®4

MName and
location

1 Jan Swasthra
Sabvog,
Eilazpur,
Chhatnsgarh

2  The Hezlth
sprng Chmes;

Rumlai

3 Public-Provate
Parmerzhips in
Uttarzkband

4 Deepzk
Foundation®:
MCH Center,
Wadodara,
Gujarat

[T}

Aravind’s Eve
Care Hospitals
Vizion Centre
MNetorork,
Madurzi,
Taminzdn

& 3L Stephens
Community
Health Center,
Diell

T Missicm
Hospitals and
facihiges: Holy
Cross Hospital
Jaskpur,
Chbattisgzrh;
Burxaul, Bihar;

Etart year and type
of ownership
1990, Povate, Mot
for Profits

2011, Porate,
Commercial

2013, Povate,
Commercial

20006, Five centres
Porate, Mot for
Profit

1076, Hospital
Vision cemters m
2004

Prvate, Mot for
Profit

1051, Porate, Mot
for Profit

Prvate, Mot for
Profit 1953- Jashpur;
1941, -Ruxaual; 1955
Crddanchatitam;
1970: Amboory,

Approx. catchment area and
population being coverad
33,000 eatered o, by four
hezlth and wellnes: centers

& Chnies about 230 members
each- 3000 members in all

12 commumnity kealth
centers- intending to cater to
about 1 million population

‘Tribal block: of Vzdodara
diztrict- approzimats
population of 250,000

3.5 million people through &0
TiZOn centers

About 70,000 population

Admimistrative block or teh=il
where sitpated- about 100,000
to 200,000

Level of services
and provision
Comprehensive
primary healthears
serTices with
continwity of care

Comprehensive
PHC zarvices
through 2 team of
specizlists.

Provide clinical
carz- both primary
and zecondary
level learmg
public health
funecdon: to the
goTt protiders

Omlv

mab;am::_'.' and
child care sarTices,
rest of out-patient
by govt. providers.

Focu: on
comprabenszive
Tizion

Care- preventive
and promotve
and curative
Comprehensive
PHC zervices with
strong secondary
£are SUPPOIL.

Combinaticn

of facilitr-based
primary and
secondary cars
with varving
levels of outreach
SEITICEE.

Eey features of
financing

Zupported by 2 miz
of external grants and
affordakble “fee for
zarvices™

A buzmes: model bazed
upon an annual fee paid
by members, choosing
fromn different package:
of care. Investors and
concessional bank loans

Government contracts

n 2 private agency and
OUtSoUTCET FOTETHIMENT
CHC: to them.

A Corporate Social
Responsibility {CER)
Initiagive partner:
sharmng in imital
mrestment

Fee for services with

2 sizong element of
cross-subsidy to reach
the poorer population.

Capital investment on
donzton:. Eunning
cosis supported by
eross-subsidy.

No user fees fior
primary caze.

Czpital imrestment
bazed on donations.
Running costs recorared
from user fees.
Drifferential pricing and
cross-subsidy to reach
the poor

Eey learnings

Loeally trained vouth as
health kuman resources;
Auliiple approaches to the
contingity of care;
Addreszes socizl determimants
of healte through effective
COMmINLY engzsernent.
PHC zervices are also the
need of the middle meome
population.

If quality PHC zervieas
are protided, the
middle-income populaticn
k23 zome zbility and
willingmess to par.
Important to keep PHC
services comprehenzive and
ensurmg dizpmoztes and
referral suppozt

PPF kas 2 somilar challenge
of zecurng humzn resources
25 in the govt facilibes.
There iz the Hmited capacity
of povernment in contract
dezfring and mamagament
with regzrds to Tazahls
performance-nked parments.
Motivated agencies czn bring
mck-needed Tahe addition
m select areaz of PHC
TEITICES

Pinding and retaming
health workforee remain: a
challenga

Miazjor mmorations wing
telemedicine for continuity
of care

Population-based care fora
wide range of eve-dizezses
Innovative HE sirategies
Population-based data and
Iegiztry

Comprehenzive care
melndmg muoragve care for
the elderly and rekabihatre
care

Facilities find it difficult to
balinee sustainability and
mclasiveness.

Uzz of grants for capital
mrestment belp.
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Table 1:

Ceatd...

[

o

10

11

JIFLIER,

MName and
location
Oddanchatram,
Tamil Nad;
Amboory,
Femlz

of ownership

Shabeed
Hospital,

Dilli Fzjhara,
Chharosgzrh
and Faoples
Palvelinie
MNelloze,
Andhra Pradezh

1960 Pdvate, Mot
for profit- run by
pro-poor political
worker- organizations

1835, Public Sector
Puduckerry and
King Edwards
Memorial
Hospial {KEM),
Aumbal
Mohalla Chnics
of Delki

2013, Public Sectox

Dristrict
Hospital,
Shillong,
Meghalara
GoTernment
Pomary
Health Center:
m 4 stztes:
wleghzlary,
Maharazhira,
Tarnil Nadu,
Eemalz

1033, Public Sector

184605, Public Sector

population being coverad

Afzinly population in that
diztmct- but also anyone
comng to sesk care at thess
facilities

Wkols region for zacondary
and terfary care- and primary
care for surrounding districe:
and urban areas.

Nearly 130 clinics by mid 2017
Ezch for 10,000 population

Cater: to nearly 300,000
people

Each caters to about 20-40,000

populzton

from specizlist consultation at secoadary levels affected
the credibality 2nd reduced the utilization. It can be arpued
that PHC services functioned well, only when well-inked
to specizlist and coratere services.

Assuring basic quality standards at government facilines

improves patient attendance (possibly, satisfacton):

GPHCF in four states, considered a5 “the best” government
prmary health centers (GPHC) 1n the states (by the state
officials, based vpon vanous cotena including stkzation)
had either already fulfilled or were making active efforts to
meet atleast one of the existing and agreed guality standards
However, thiz was not applicable to the nongovernmental

iitiatives included in this study, which were mostly focused

on meeting the self-defined guality cntens and were not
abwrays desirous of gethng cerbification for guality standards.
Exzperience shows that meeting gquabty standerds in

Journal of Family Medicine and Primary Gare

Etart year and tvpe Approx. catchment area and Level of services

and provision
Aet as referral
Tupport to
primary care fior
both public and
poTaie providers
Affordable
primary and
zecondary
bealtheare and
1eferral support to
both public and
prvac: prmary
care providers.
Advanced tergary
care bospirals- _TE.t
about &0% to 80%
patients attend
these fadlitie: for
prmzry oare neads
Medical doctor,
marze, pharmacizt
and attendant.
LMedicine: znd
dizgnosdes that
Cater to common
zilments

Comprebensive
secondary care
TeITiCES

A package of
serTices- with
mother and child
and national
programs focus
zlong with
z2dd-ons

Eey features of
financing

Capital imrestnzent
bazed on donztion: and
some savimgs. Runwing
costs recorered from
Tery low user fees.

Budpgpat financed by
goTaInmant.

Smazll supplementation
from publicly funded
kealth inzurznce

Budget financed.
Droctors and nurses
could be govt emplovee
of conacted in and
paid by te govermment
on "Pee for service"
bazis

Budget financed.

Budget financed.

Eey learnings

Suceessfully addresz HE
iszues using 2 combinznion
of local skilling and 2 positive
workforce enTironment.

COrowrnerzkip by pecple ensures
continuity of any prmmary
healthears model

Effective use of fund:
generated through Gott
m:urancs schame to
cross-subsidize poor but not
mzurance (Shzkead Hospital)
Comprehenzive care fior
many PHC neads.

Often the first port of
affordable care for the poor
The high degree of trust in
providers

Situated close to the
COIMITIINITT.

Assurad service provizion
md medicine and diagnostes
avallable zlomg with referral
Population-bazed preventve
care mostly through referral
Prvate :2cfol engagement
through 2 zerie: of innovative
parmership:

Comprehensite serviees.
Oazlity assurance system in
place. . .

Theze “bast practice”
primary health centers are
proof that goremment
faclline: can deliver more
thzn wiat iz currently being
delrerad.

Detailed lezrnings provided
m the results secton.

gorerament facihties increazes patient attendance; however,

z few respondents in thiz stody opined that the gquality
standards uzed for a health facility in a large city or distnict
may not be apphicable fora facility sitoated in a far and remote
toibal district, with resoucce constraints

Innovadve and creative approaches to address gaps and

deficiencies in the health human resources works: [n the

better performing and popular initiatwres ) caze stodies in the

nongovernment sectors, except for doctors, all other cadres

of health staff were “locally™ (the geographical location

2nd residence of person) recroited and trained or both. The

training provided was also job-omented and handz-on for
their specific job roles. The availability of gualified doctors
was 2 big challenge and “costomizing incentrres™ to attract

doctors and creating 2 value-based, positive workforce

environment were reported as successful measures.
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Box 1: Key iﬁmiﬂgs Teoaycuse stidies oo prima.q.'.l:.-.cah:hcafc 1 Tndia

s

bt

L

=4

10

Provision of 2 broader packages of services’ is the first step towards mereazed ublization of kezlth facilities and services.

Aszured provision of services offered and/or “mtention-provision assurance” inereases the unlization.

\Well-performing facilities are, ahmost akways, better barmonized with 2 secondary level of zervices and focuzed on “continuity of care.”

Aszuring basic quality standards at government facilities improves patient zttendance (possibly, satizfaction)

Innorative and creative approaches to zddress paps and deficiencies in the health kuman rezources works and should be zdopted more as

routimns

Utilization of computer-bazed health mformation system continges to remamn an operational challenge The equal attanticn thould be on

strengthening paper-bazed recording and reporting system.

“Leaderzhip and moovation™ at 2 small scale and “poliicz]l will” at large sczls contrbutes m makng feiliies functional

Theze is 2 need for focused Imterventions to increase community oivil society and engzeement and partcpaton. This help: in increasing the

funetoning and utilizznon at all sape of service provizion.

Aecees: znd choice of technologies, at present. 1s mited and the climate of mnovation is not commeon at grazzroot level primary bealth care
facihities. Thesa needs £0 be actively promoted bevond use of mobile and Ghblets bazed “Apps™.

Inereased nolization of GFHCE: i= 2 lot dependent upon assured provision, an appropriate mix of providers, quality assurance, amongst
other. Theze can be called “Secret-zance™ for increazed utilization of GFHCE in India.

Utlization of computer-based health informarion
system contnues to remain an operational challenge:
Almost all case studies were using computers and softwars
for billing and diagnostic zeports end very few weze
using the costomized softwares for the eatire range of
care management. Almost 21l had recogmized the role of
digrtization in the contirmity of care (across levels) and across
time (at the same level); however, the uze of technology for
hezlth information systems (HIZ) was linited. These wers
conzidered as resource-intensive, dependent upon many
external factors such as assured power supply, need for
maintensnce, and not feasible in the mmediate term znd
especially in underserved areas and settings

“Leadership and motivation™ at a small scale and
“political will” at large scale contributes in making
facilities functional: Aany of the initiatives studied,
ezpecially those of anongovernmentz]l organizations, were
started by motirated individuzls (leadership]. Crrerall staff
motrration and performance at work were largely dependent
upon the wision of the leadership of that facility/initiative.
In a few case studies, the staff motivation was attempted to
be enzured through selection of zelf-motrvated mdividuals,
their value to service, and willingness to work in those
uaderserved settings Most inihatives studied reported to
have creating 3 work-cultore, where people fulfilled their
aszsigned responsibilities. Even for those facilities, which
were in the government zector and performing better, it
was both stronger polbitical and admansstrative wall az well as
local leaderzhip, which helped in improming performance.
In zome of the case studies in the goverament sectog, ot was
political will at the top level, which contributed to improved
performance and aszured service provision.

There is a need for focused interventions to increase
community engagement and participaton: This was
mostly Emited to government mitiatres. In a few places,
community members were imvrolved in the selection of the
site for a facibty (and thus the shhzation of such facilites
was reportedly hugher). The role of the commumty in the

Journal of Family Medicine and Primary Gare

prevention of noncommunicable disesses was encouraged in
2 few case studies. Commusnuty engagement was considered an
integral part of the procsss, especially when the case studies
had a spemfic focus on addreszing socizl deteznunants of
hesalth. However, there was a percerved need for inereasing
commumty engagement in all aspects of service delwrery.

Access and choice of technologies were restricted,
and a climare of innovation not common: In 3 few case
studies, the challenges in sermice delivery were attempted to be
tackled through local and frogel mnovation. One of the cazes
studies had mnovations documented for the infection-free
enTironment; lowering the cost of diagnostics, and the
uze of information and communication technology (ICT)
for contimmty of care Ancother case study demonstrated
2 few technological innovations incloding indigenously
manufactored intraocular lenses (I0OL) and eye suture. Thas
tertrary care facility was also debvening PHC services using

innovations like telemedicine and e-prescnphons.

. ¥Secrei-sauce” for increased utilizatnon of GPHCF 1=

‘nearly’ revealed: One of the caze study was of 10 GPHC
in four states, namely, Kerala, Tamil Madu, Msharashtra and
Meghalava. These are relatrvely better performing states as
far az PHC services are concerned. Health facilities incleded
for this case stody werse purposrrely selected, :a consultation
with state officials who identified these GPHCs 2z amongst
the best in their states. Common charactenistics identified
amongst the best performing GPHC included: (2) assored
provizion of services promized with 2z few additional
services; (b) sofficient svaillahibty and mimx of providers; (c)

contirmunm of care for 2ll services available; (d) any form/

stage of certification in guality standards; {e) strong

facility-lewel leaderslhup; and (f)

| functional community

engagement and parbicipation.

Discussion

In India, strengthening PHC services recenred renewed proornty
since 2003 with the launch of the MNational Bursl Heslth
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Massion (INBHAL and then the National Trban Health Mizsion in
2013, for rural and nrdban sreas, respectively % These initiatives
have been further supplemented by the work of the high-level
expert group (HLEG) on THC in Indial 2nd the releaze of
India’s national health policy (INHP) in 201707 In Febroary
2018, the Governament of India announced Avoshman Bharat
Program [ABP) with one of two components being Hezlth and
Wellness Centres (FIWCs). M The HWC aims to strengthen and
provide comprehenzive and population-centric PHC services 'R
As the imutial planning and deliberations on HWCs started in
mid-2013, before the lauach of the initiative in mid-2018, many
of the learmings from theze case studies had been shared with

senior health policy makers and had contributed to the design
of HWCs in India.

Zince m:d-2017, when datz collection for these case studies
was completed, a few Indizn state governments have launched
additional amutiatives to expand PHC zervices. Fleralz has started
the Famaly Health Centres (FHC) in rural aress with the concept
of family physician and by engaming the elected local goverament
bodies, who will bung other socal sectors (zocal justice,
education, ageculture, water supply, and rural development) under
one smbzells in delivery of PHC secvices. There iz an emphasis
on more mediczl officers and nurzes at FEHC:!"® The Greater
Hyderabad Municipal Corporation (GHMC) in Telangana state
has started Basth: Dawakhana snince Apml 2018, which arguably
are the first urban local body led commumnity clinics in India.
Basthi Dawakhana brings state health department, the Alission
for Poverty Elimination i Aunicipal Areas (AMEPMA) and
the urban local body together to delrrer PHC services and has
potential to become 2 model for convergence amongst multiple
agencies and improved urban health governsnce, to mprove
uvrban PHC services. ™ Tamul Madu state piloted UHC model
to strengthen the health subcenters, without altering much of
its emisting policies and making 2ll components talor-made
for public health system needs. The UHC pilot in Tamil Nado
had shown reduced out of pockst expenditure and ncreazed
stilization of GPHCF in a short span of a year ™

India's latest national health policy (WHF) has proposed to
increaze the government spending on health as well 25 to expand
the comprehenzive PHC zervicez."® Az part of implementing
proposals in NHE and under ABE, the country has zet 2 target
of meking 130,000 HWCs functionzl by December 2022
The learnings from the case studies in this article and other
emermng models, can provide important lessons for scaling up
of the HWC. Understandsbly, 2 few of these inihatives /'models
(inclnding those not covered in this arbicle) need to be studied
i1 greater detail, factonng in the cost-effectrveness dimension
az well

The case studies in thes article provide empirical evidence on
the mmportance of secondary and tertiary level facihtes in the
effective delivery of PHC services through well-functioning
referral inkage. The case studies provide supporting evidence for
the emerming consensas on breaking the “outmoded dichotomy™
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of pomary and other levels of healtheare and underscore the
need for better l:..ﬂkage.-_"-"-

The role of research in advancing UHC i= widely rEL‘Dg:’ﬁEEd.;E‘!
In the last few months, since the completion of these case
studies, there haz been renewed focus and attention in Indis on
documentation and design of the new models and zpproaches
to deliver primary healthcare based opon available evidence
and expert consultations ¥ Fresh from Astana 2018, as
there iz already foeus at both global™ and regional level 71 the
zearch for evidence and the policy prionity to strengthen PHC
system in India needs to be continued Therefore, this work
zhould be considered az beginning of the process to generate
additional evidence, both quantitatere as well as qualitative, to
support the emdence-informed policy formulation and program

mmplementation process in India.

These case studies znd the need for additional and timely
emidence for stronger PHC services, as descmbed in eashier
paragraphs, underzcoze the need for establishing institutional
mechamizms so that the policy questions in need of answers
are ideatified; a zrobust system for operational zesearch,
documentation, and concozzent evaluations is put in place and
the solutions are bazed upon ongoing learmings and evidence.
Such mechanizms needs to be supported by health systems
rezearch, az baing enmzaged uader the national knowledge
platform in India ®3%% There iz a stroag case for the insttotional
mechamsms for health system resezrch and innovation hubs,
both at national and state-level with sufficient opportunities
for cross-learmung and shanng.

The challenges in scaling up of HWCs and strengthening PHC
zervices need to be zddreszed timelr and mmnovative ways.
In this context, the 'policy labs' organized by the Mimstry
of Health & Family Welfare, Govt of India with WHO and
other development partners on 12 Dec 2019 at New Dellu, on
the occasion of the International Unsversal Health Coverage
(UHC) Day 2019, could be 2 good model and approach to
follow: In theze stroctured "Policy Labs', the identified experts
and participants delibersted upon emerging operational and
health policy challenges in sczle up of comprehensme PHC
services in three broad thematic areas of "Communitization
znd wellness"; 'Comprehenzive PHC services in urban areas’
and 'Strengthening zervice delivery for prowvision of an
expanded package of services'. It is hoped that such disloguoe
betwreen experts, academicians, practthoners, and policy makers
engagement would contribute to accelerated zcale up of
comprehenznre PHC services in India. This approach of policy
Izb need to be continued and can alzo be taken up by Indian
state governments to improve PHC services in their settings.

In 2018, before Astana Conference, a few case stodies on
PHC weee releazed F7 A global initistive regulay analyzes and
publishes the lezssons on common charactenstics of a better
functioning PHC system # While the sppeozch and methods of
the caze stodies in this paper are somewhat different, thas article
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prowmides addibonal evidence for sccelerating global progress to
strengthen PHC services.FS

Thete zre a few limitations of the evidence presented in this
article. The method of comparative case studies, used for this
work, :5 ranked lower in the herarchy of emdence. Second, there
was, by design, kmated attention oa collection of quantitatire data
on health outputs or outcomes. The research teams followed
guakitative and subjectrve approaches for documentation, as the
focos was on understanding how these successfol models had
addrezsed some of the well-known “problematics of establzhing
PHC =ystems™

Finally, 1 thiz article, the anthors have used the terms “models™,
“initatives” and “case studies” interchangesbly, for simphety
of language and ease of understanding: however, they are fully
aware that each case stody needs to be further exanined before
beaing termed 25 “model for replication.™ In this backdrop, though
observations from these case studies need to be cawtiousky
interpreted, the studie: do bong out the wealth of learning from
the drrersity of PHC service delwery expeniences within Indis.

Conclusion

A wnde range of imtiatrres ‘models to expand the prowmsion of
PHC zervices have emerged in Indiz, ia the last few decades
Alany of these instiatives have focused upon the under-zerved
and poor populations. The case studies included in this article
pronide the archetype of mcluzme & comprehensrre primary
healtheare “where healtheare for pooris not poor healtheare The
popular models /initiatives, both in poblic and nongovernmentsl
sectors have 2 few common characteriztics, which can be used
az goiding steps to scale-up and deliver comprehensive primary
hesltheare [CPHC) services through HWCs in India. There is
a need for more implementation and health svstems research,
preferably through institutional mechanisms for operational
resezrch with mult-stakeholder engagement. The leszons could
be uzed by other low- and middle-income countries, with similar
challenges, to advance and accelerate progeess towards uaniversal
hezlth coverage.
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