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Abstract

Health performance of Gujarat viewed in terms @& thuman Development Index (HDI)
portrays it as a medium performer in the countrgwiver, the index of health component
for Gujarat is found to be positively contributing the HDI ranking of the state. It is,
therefore, crucial to review the status of heatifgrmance of Gujarat among the other states
for improving its relative standing in human deyeteent. In this context the present paper
attempts to identify the gaps in performance ofhbalth related outcome, output and input
indicators from the best performers in each indicavloreover, the paper also reviews the
trends in health performance of Gujarat over timé also estimates the effectiveness of the
state in converting its health inputs to outputd antputs to outcomes. The results indicate
that the outcome indicators have improved in theohlte sense but have high performance
gaps except the maternal mortality rate (MMR). NMigjoof the output and input indicators,
however, show poor absolute performance and higtionpeance gaps that have been
expanding over time. The effectiveness of conversiohealth indicators in Gujarat suggests
that while the state has moved above average imecsion of outputs into outcomes, it has
moved at a slightly below average level in conwertits inputs to outputs over time.
Improving the health status of Gujarat requiregdted efforts in specific areas such as
controlling neo-natal deaths, improving coverageloldren under immunization and address
malnourishment. Additionally, building adequate Ibeainfrastructure and employing

required manpower are also relevant.

Keywords: Performance gap indeXrimary Healthcare in Gujarat, Health indicators in
Gujarat, Health Outcomes, Health Inputs, HealthpOist
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What Determines Performance Gap Index of Healthcare in Gujarat?

1. Introduction

The national average in health indicators for Inthaceals a huge variation in performance
of states. Measures of health performance of statesgiven by the National Human
Development Report (NHDR) 2001 and India Human Dmweent Report (IHDR) 2011,
which provide estimates of Human Development In¢lé®I) for the states of India. Both
these reports are not comparable not only with edhbr, but also with their internation
counterparts The NHDR (2002) and IHDR (2011), however, provid@sistent estimates of
HDI for major states at given points of time. Adadiriy to the NHDR (2002), among 15
major states of the country, Gujarat’s HDI rankitgod at # position in 1981, slipped down
to 6" position in 1991 and remained the same in 2001véBment of India, 2002).
Morevoer, as per the IHDR (2011) Guijarat's ranloagni18 major states was at position

during 2000 and remained at same level upto 2008€Bment of India, 2011).

! The HDI for states calculated in the NHDR is based different methodology than the internatiddBIR for

the corresponding years. The indicators used ferctilculation were - per capita consumption exgearali
literacy rate, adjusted intensity of formal edusatilife expectancy at age one and infant mortaéitg. On the
other hand the international HDR used per capitarite, mean and expected years of schooling antif¢he
expectancy at birth for calculating HDI. Moreovéiie minimum and maximum values considered for each
indicator for converting into the correspondingerdilso differ. Thus, these HDI values were not garable to

the values of countries given by the internatiodBIRs for those years. For the subsequent yearsRIHBs
followed a modified set of indicators and also eli#int maxi-min values for calculating the HDI feates in the
country. These estimates, therefore, are not caabpato NHDR estimates of HDI. Further, the int¢iorzal

HDI calculations have also undergone change in atkih 2010 rendering the earlier HDI estimates non-

comparable.
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A recent study (Suryanarayana, Agrawal, & Prabu,12(has come up with the HDIs for
Indian states calculated using the same methodotdgthe HDR 2010. These values,
therefore, become comparable to the HDI valuestioer countries of the world given in the
HDR 2010. The study also provides the indexesrfdividual components of HDI — income,
education and health that are based on per cap&s gnational product (GNP), mean and
expected years of schooling and, the life expegtaatcbirth respectively for the states.
Moreover, the study estimates the inequality adpistuman development index (IHDI) and
the respective indexes for all the three componadjssted for inequality. As per the above
mentioned study the Indian states face an avereg@aiionate loss of 32 per cent in the
overall HDI value due to inequality adjustment wiBlujarat facing about 29 per cent loss.
However, Gujarat is one of the states that hasreeqpeed an improvement in the rank in HDI
after adjusting for inequality. Considering thatetHHDI estimates are comparable
internationally, an attempt has been made to sthdypeformance of Gujarat among the
states of India in terms of the various indexesvioled by the study. Table 1 shows the
various inequality adjusted indexes for 18 majates. The table also includes IHDI values
calculated using two of the three components angping the third one. E.g, IHRlimplies
the inequality adjusted index of income and edocatialculated by dropping the health
component. Additionally all the states have alserbgrovided ranks for all the different
indexes in the table. The table shows that theptfromers in terms of IHDI are states like

Kerala, Punjab and Marashtra. The low performerkide Chattisgarh and MP.

Gujarat, among these 18 states, rarfkéneterms of overall IHDI. However,IHDI calculated
by dropping the health index (IHR) reduces the rank of Gujarat frof! & 8". This points

to a positive contribution of the health index afij@&at towards IHDI ranking of the state.
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Table 1: Inequality Adjusted Human Development Index (IHDI) for States of India Comparable to the International HDI in HDR 2010

State Income (i) | Education (e)| Health (h) IHDI Rank | IHDI(ie) | Rank | IHDI (eh) | Rank IHDI (ih) Rank
Andhra Pradesh 0.397 0.192 0.479 0.332 11 0.2[76 11 0.303 11 0.436 9
Assam 0.404 0.258 0.379 0.341 10 0.323 7 0.313 10 0.391 12
Bihar 0.364 0.187 0.411 0.303 15 0.261 17 0.27[7 18 0.387 13
Chhattisgarh 0.356 0.202 0.343 0.291 17 0.268 i 2630. 17 0.349 18
Gujarat 0.413 0.243 0.475 0.363 6 0.317 8 0.34 7 443.

Haryana 0.445 0.244 0.485 0.375 5 0.33 5 0.344 5 4650. 5
Jharkhand 0.363 0.196 0.411 0.308 12 0.267 15 0.284 12 0.386 14
Karnataka 0.387 0.226 0.503 0.353 8 0.296 10 0.337 8 0.441 8
Kerala 0.449 0.41 0.764 0.52 1 0.429 1 0.56 1 0586 1
Madhya Pradesh 0.366 0.194 0.343 0.29 18 0.2p6 16 0.258 18 0.354 17
Maharashtra 0.398 0.279 0.562 0.397 3 0.333 4 60.39 2 0.473 3
Orissa 0.341 0.199 0.38 0.296 16 0.26 18 0.275 14 360 16
Punjab 0.455 0.265 0.572 0.41 2 0.34y 2 0.389 4 51 0. 2
Rajasthan 0.409 0.179 0.4 0.308 13 0.271 13 0.268 16 0.404 10
Tamil Nadu 0.405 0.278 0.55 0.396 4 0.336 3 0391 3 0.472 4
Uttar Pradesh 0.384 0.195 0.384 0.307 14 0.2Y4 12 0.274 15 0.384 15
Uttaranchal 0.417 0.256 0.384 0.345 0.327 6 0.314 0.4 11
West Bengal 0.396 0.238 0.494 0.36 7 0.3Q7 9 0.343 0.442 7
India 0.389 0.229 0.452 0.343 0.298 0.322 0.419

Source:(Suryanarayana, et al., 2011)
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Moreover, the rank of the state remained unaffeatieein the education component is droped
and falls when the income component is dropp@tie rank of Gujarat in IHR}is lower
than the IHDI rank but it is higher as comparedthe IHDle. rank where the health
component is dropped. Thus, the health index ofafatljis contributing more positively
towards the state’s relative position in IHDI iretglobal context than its income index. In

this context it would be relevant to review thalle status of the state over time.

The health status of Gujarat has not been vergfaatory in comparison to the other states in
the nation. The indicators such as life expectamyinfant mortatlity rate (IMR) for Gujarat
do indicate improvement over time at the the alisdievel but the relative standing among
other states remained much lower. The life expegtanse from 57 years in 1981 to about
67 years during 2008-10 and IMR reduced from 1ISpeusand live births in 1981 to 44 in
2010 (Government of India, 2002), (RHS - MoHFW, 2pand (Government of India, 2011).
Gujarat’'s ranks for these indicators during 2008abdong 20 major states in the nation,
however, were seven and 11 for life expectancyliiiirespectively which meant that other
states had done better than Gujarat. Among ther otit@l indicators such as maternal
mortality rate (MMR), neo-natal mortality rate (Nhd under five mortality rate (USMR)
Gujarat ranked 6, 13 and 10 respectively during3200, and for birth rate and death rate the
ranks were 12 and six respectively (SRS Bulletdil 13, (Government of India, 2011) and

(Vital Statistics-Indiastat, 2010). Although Gujamxperienced an improvement in these

2 We have used of the ranking of Gujarat in termthefvarious indexes for studying its performanceag the
states. Index values for the individual compondratge been calculated with respect to the internatigoal
posts for income, education and health. Hencehatiriternational level it is found that the perfame of
Guijarat in the income and education index is poatr ib terms of health index it performs much better
However, when the comparison is done among thainsiiates it is found that Gujarat ranks highg¢eims of

income but in terms of health it has a relatively rank.
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indicators over time, other major states did muetteo than Gujarat during the same period.
The poor relative performance of Gujarat raisesouar concerns and issues regarding the

working of the healthcare system in the state.

The above mentioned health indicators related totatity and life expectancy could be
called thehealth outcomeandicators. The performance of these indicatoraldidargely
depend upon théealth outputindicators such as child and maternal care indisatand
health inputindicators related to health related infrastruetand manpow@r(Hsiao, 2003).
In context of a relatively poor health status ofj@at among the states in India it would be
relevant to examine the performance of health on&candicators considering the status of
health output indicators and health input indicaitior the state. It would also be crucial to
provide a comparative picture of the Indian stateswing the relative standing of Gujarat in
terms of health output and input indicators in ortbeidentify specific areas in which the

state is lagging behind.

The present paper attempts a comparison of théhheatformance of Gujarat relative to the
best and the worst performers over time by consig@ ‘Performance Gap Index’ (PGI).
The next section provides the methodology and tatiom of PGI for Gujarat for major
health outcome, output and input indicators. Thadtlsection considers the rate of
improvement in absoulte values of these indicadmid in terms of PGI during two decades
(1990-2001 and 2001-10) to examine whether there amy marked increase in the rate of

improvement in Gujarat’s performance over time. floand the final section examines the

% The categorization ofiealth indicatorsis done such that th@putsin the health systems in form of the
manpower and infrastructure are generatingtitputsof maternal and child care. Thatcomesre subsequent

results that are caused as a result ofrthat-outputphenomenon of the health system.
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expenditure on health by governement of Gujarat the last decade and the trend therein to

conclude the discussion.

2. Health Status of Gujarat — The Performance Gap

The present section attempts to measure the giue inealth performance of Gujarat relative
to the best and worst performing states in the wguithis is done by measuring a gap of
performance on each of the health indicators tavstne relative standing of the state. The
gap would indicate the distance that Gujarat haoter to reach the best performance in the
country in each indicator. A higher value of thisléx indicates more gap from the best and
thereby a relatively poorer performance of Gujaféie PGI for Gujarat in each indicator is

measured using the following formia:

Performance Gap Index (PGI) = [(Best Value — GujaNalue) / (Best Value — Least Value)] * 100

Table 2 below shows the PGI for Gujarat calculdtdhealth outcome, output and input
indicators for the latest years. These gaps cam ladsused to fix performance target with

timeframe for each of the indicators.

Beginning with gaps in the outcome indicators wel fihat among the health outcomes of the
state, expectancy of life at birth for males anddkes show significant gap of respectively 44
per cent and 41 per cent from the top performee. gérformance gaps in IMR (63 per cent),

NN (56 per cent) and USMR (59 per cent) are alsorfare than the gaps for the total fertility

“As an illustration, PGl of Guijarat for the IMR dogi 2010 requires the best performance 13 (Kerkakt
performance 62 (M.P) and value of Gujarat 44; &fee,
PGI (IMR) =[(13 -44) / (13 - 62)] *100 = 63.2%

Thus, Guijarat has about 63% performance gap instefrftMR.
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rate (36 per cent), and the birth and the deats @2 per cent & 27 per cent). It is only the
maternal mortality where the performance gap is&\®2 per cent putting Gujarat relatively

near to the top performer. Considering the moytakites, we find that performance gap of
IMR is very close to the gaps found in NN and U5MRis is because the neonatal deaths
form a significant proportion of the infant andldhileaths. It would, therefore, be relevant to
focus on the reduction of gap in NN through contbheonatal deaths and thereby reduce

the gaps in IMR and eventually USMR in the state.

As mentioned earlier, the performance of aboveudised health outcomes will depend upon
the status of health output and input indicatorsmoAg the indicators determining health
outputs we have percentage of malnourished childneercentage of children receiving
various types of immunization, percentage of worbemg covered under ante-natal care
(ANC) and post natal care (PNC), percentage oitutginal deliveries and, percentage of

deliveries attended by trained personnel or skitlieth attendants.

The gaps found in output indicators of malnourishtnend coverage of children under
immunization is a matter of concern for the stdibe gap for stunted and underweight
children is 84 per cent and 62 per cent respegtiwglich is very high considering that
Gujarat is income wise among the better off staethe country. The gaps for wasted

children and children born with low birth weighte aelatively low but still substantial.

® The percentage children that are malnourishedtlose born with low birth weight are tlitputsof the
Integrated Child Development Scheme (ICDS) for oy nutrition supplement. It is targeted to malrished

children and, pregnant and lactating mothers.
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Table 2: Performance Gap Index (PGI) for Health Outome, Output and Input Indicators of Gujarat

. PGI- Gujarat Value Best Least
Indicators per cént) ( Guijarat Performer Value Performer Value
QOutcome indicators (2008-10)
Male Life expectancy 44 67.2 Kerala 72 Chhattisgarf 61
Female Life expectancy 41 71 Kerala 76.8 Assam 62.8
Neo Natal Mortality (NN) 56 33.5 Kerala 115 Chhattisgarh 51.1
Infant Mortality Rates (IMR) 63 44 Kerala 13 MP 62
Under 5 Mortality (USMR) 59 60 Kerala 14 MP 92
Maternal Mortality Rate (MMR) 22 148 Kerala 81 Assam 390
Birth Rate 52 21.8 Kerala 14.8 UP 28.3
Death Rate 27 6.7 WB 6 Orissa 8.6
Total Fertility Rate 36 2.5 Kerala 1.7 Chhattisgari 3.9
Output Indicators (2005-06)
Undernourishment Related (Children Below three Years of Age)
Stunted (too short for age) 84 42 Kerala 21 UP 46
Wasted (too thin for height) 31 17 Punjab 9 Maharashtra 35
Underweight (too thin for age) 62 474 Punjab 27 MP 60
;%rtlzfgrrtage Children with birth weight < 36 29 Kerala 16.1 Haryana 327
Immunization Related ( Percentage children of 13-23 Months Received)
BCG 34 86.4 TN 99.5 UP 61
DPT 52 61.4 TN 95.7 UP 30
Polio 99 65.3 TN 87.8 Orissa 65.1
Measles 49 65.7 TN 92.5 UP 37.7
No Vaccinations 39 4.5 TN 0 Orissa 11.6
Percentage with vaccination card 71 36.4 Kerala 75.3 UP 20.3
All Vaccinations 62 45.2 TN 80.9 UP 23
Maternal Care
Kﬁréentage pregnant women received 19 87.4 Kerala 99.7 Bihar 34.3
Percentage of pregnancies with PNC 39 61.4 TN 91.3 upP 14.9
Percentage deliveries in Health facilities 55 52.7 Kerala 99.3 Chhattisgarh 14.3
Percentage deliveries assisted by Health 50 63 Kerala 99.4 up 272
Personnel
Input Indicators (2008-10)
I nfrastructure Related (Nos. per hundred thousand Population*)
No. SCs® 55 20.98 Chhattisgarh 33.6 Bihar 105
No. PHCs® 62 3.13 Kerala 6.2 WB 1.5
No. CHCs® 33 0.81 Kerala 1.3 Bihar 0.1
Total Govt. Hospitals 96 0.6 Uttar 7.0 WB 0.3
No. of Beds on Govt. Hospital 64 48 Karnataka 104.3 uUpP 16.3
AYUSH Hospitals 99 0.1 Rajasthan 5.6 Assam 0.0
Beds in AYUSH Hospitals 86 1.53 Rajasthan 5.8 Mabharashtia 0.5
AYUSH Dispensaries 81 1.22 Kerala 7.0 Bihar | 0.3
Manpower Related (Nos. per hundred thousand Population*)

ASHA (Per 1000 Rural Population)® 74 0.86 Chhattisgarh 3.1 TN 0.1
MPW @ 22 12.9 Chhattisgarh 17.7 UP 1.1
ANM © 83 18.5 AP 384 uP 14.5
HA @ 57 2.19 N 5.1 Orissa 0
LHv @ 52 2.52 Chhattisgarh 5.3 WB 0
Staff Nurse at PHC and CHC® 51 4.01 Assam 8.1 Jharkhand 0
General Doctors at PHC® 90 2.94 Jharkhand 9.1 MP 15
Specialist Doctors at CHC® 95 0.22 Kerala 4.4 TN 0
Total Doctors (Allopathic) 50 76.91 Karnataka 142.8 Jharkhand 9.8
Total AYUSH Doctors 66 57.69 Bihar 160.6 Assam 5.3
Total Nurses® 45 145 Kerala 256.5 Bihar 8.6

Notes: ¥ — Population as per Census of India 20@;— Only Rural Population is considered.

Source: (Government of India, 2011), (Vital Statstindiastat, 2010), (SRS Bulletin, 2011), (IIP802), (RHS - MoHFW, 2012),
(Infrastructure - Indiastat, 2008-11) and (Manpowhmiastat, 2008-11)
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It has been observed that Gujarat was one of tjig enajor states that account for 77 per
cent of the undernourished children in the counlnying 1998-99 (Radhakrishna & Rauvi,
2004). The prevalence of malnourishment among amnlccould be related to the reduced
growth potential and also the probability of in@ed mortality risk among children
(Pelletier, Frongillo, Schroeder, & Habicht, 1998).substantial performance gap (36 per
cent) also exists in terms of percentage childi@m lvith low birth weight (< 2.5 Kg). Low
birth weight could increase the risk of neo-natttis, which contribute significantly to IMR
and U5MR. Moreover, it also points to the nutrisbaeficiencies existing among pregnant
women. It is also believed that children of mothsu$fering from undernourishment and
energy deficiency tend to have greater risk of ¢paimalnourished (Radhakrishna & Rauvi,
2004). Thus, improving the nourishment levels nolycamong children but also among
mothers through significant nutrition interventiarwuld be instrumental in reducing the gaps

in the mortality indicator of the state.

The immunization indicators also show wide gapsadawerage under DPT and Measles at 52
per cent and 49 per cent respectively. The covewager Polio immunization is extremely
poor with almost a 100 per cent gap putting Gujatatar with the poorest performer. Such a
situation despite nationwide Polio eradication ésivin the country places formidable
challenge to the state’s healthcare performands.dtso found that the gap in terms of the
percentage children received all vaccinations ¢agnplete vaccination) is relatively greater
than the gap for all individual vaccines exceptiqaolhe percentage of children received
none of vaccinations in Gujarat is only 4.5 pertcdrowever, its performance gap as
compared to top performer Tamil Nadu (with O pentaghildren with no vaccination) is 39

per cent.

L ee—
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These observations imply that a significant effiorimproving immunization indicators in the
state is required not just in individual vaccineg hlso for improving coverage of children
under complete vaccination. One of the aspectsdhat be related to better immunization
coverage is the existence of the vaccination cdkdgarat faces a gap of 71 per cent in this
aspect with only about one third of the childrerthwwaccination cards in the state. The
vaccination cards can provide more accurate infiomaegarding the immunization record
than the memory of the parents for individual vaesi (Bolton, Holt, Ross, Hughart, &
Guyer, 1998). Thus, it becomes an important pal¢grvention and effort to ensure greater
availability of vaccination cards for effective muming of immunization and achieve better

coverage.

Among other output indicators there are maternak dadicators that are crucial for
improvement of the MMR. The gap for percentage NCAcoverage is relatively low at only
19 per cent, but the gap of PNC is relatively highte39 per cent. The gaps for institutional
deliveries and deliveries attended by trained persbare also relatively high at 55 per cent
and 50 per cent respectively. Gujarat is one oflbiger performing states in the nation in
terms of MMR with only 17 per cent gap from the fmgrformer. Thus, targeted policy level
interventions to improve the maternal care indicatould further bring down the MMR to

improve its relative standing in the nation.

In the recent times an effort in this directionthge ‘Chiranjeevi scheme announced by the
state government under which poor pregnant womefdagse obstetric services of selected
nursing homes run by private doctors for theirdgly free of cost. The scheme aims to bring
down the numbers maternal and new-born deathsfisgmily though increased institutional

deliveries (Mavlankar, Singh, Patel, Desai, & Singh09). The increase in percentage of

L ee—
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institutional deliveries and/or deliveries attendmd trained personnel acts as a necessary
condition for reducing the MMR. Moreover, improginthe preventive care through
increased ANC and PNC coverage along with instingi delivery would be the sufficient
condition for MMR reduction. The effectiveness bétpreventive care may not necessarily
be as much as the place of delivery, but it helgentifying and attending risks and
uncertainties both before and more importantly safter the delivery (Bhatia & Cleland,
1995). Moreover, preventive care in terms of theCPNvhich has a relatively high
performance gap than ANC in Gujarat, could be imstrntal in identifying risks for a new-

born’s health thereby reducing the possibility ebnatal deaths.

Health input indicators that determine the healtitpot indicators and thereby the health
outcomes are critical. The performance gap in tifi@structure availability is relatively less
for the number CHCs (33 per cent) but is relatiweigle for the number of SCs (55 per cent)
and PHCs (62 per cent) in Gujarat. These gaps cpaftly be attributed to the norms
regarding the required numbers of SCs, PHCs and SC&Cper the Indian Public Health
Standards (IPHS). According to these norms Gujamtld require 20 SCs, 3.33 PHCs and
0.83 CHC for every 1,00,000 populatfo(MoHFW, 2010). Gujarat already has about 21
SCs, 3.13 PHCs and 0.81 CHCs per 1,00,000 populatiich is almost same as required by
the norms. However, the gaps exists due to thetlfedtthe best performers in terms these
health facilities i.e., Kerala and Chhattisgarh énaelatively higher number of existing
infrastructure than required by them as per theamenorms. Moreover, this also raises a

guestion regarding the existing norms and the ptessieed to relook and revise the same.

® As per the norms set by IPHS, population covesed BC would be 3,000 in hilly/tribal/desert ared &,000
in plain area, and in the same way a PHC would 2900 to 30,000 populations and a CHC would cove

80,000 to 1,20,000 population.

L ee—
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Considering the total healthcare infrastructure,dhp for the total government hospitals and
the number of available beds in them is extremeagjh lat 96 per cent and 64 per cent
respectively. The performance gap of Gujarat im#iof the Indian system of medicine
AYUSH (Ayurveda Yoga Unani Siddha Homeopathy) soagxtremely large for the number

of hospitals (99 per cent), beds (81 per cent)dsigensaries (86 per cent).

The performance gaps in terms of manpower avaitialfiilumbers per hundred thousand of
population) in the public health system of theestate quite wide in case of paramedical staff
and very high in case of the medical professior@ther than the MPWs that has 22 per cent
gap, the number of ANMs, HAs, LHVs, and staff ngrshow large performance gaps

ranging from 52 per cent to 83 per cent. The gaphf®e number of general doctors at PHC is
90 per cent and for the specialist doctors at CH(S as high as 95 per cent. Moreover,
considering the total number of doctors and nuimseke state, we find that the performance
gaps are relatively lower at 50 per cent and 45ceet respectively. However, the gap in

terms of the total number of AYUSH doctors (66 pent) is again quite high. The gaps for
total and government doctors in Gujarat show that rion-availability of doctors is more

severe in the public health care system than dvexal in the state. This could be due to the
lack of willingness of medical professionals to wam the public health setup and also the
medical practice norms in the state that prevemegonent doctors to undertake private

practice (Mavlankar, Singh, Patel, Desai, & Sing®09).

The performance gaps in the health input indicatmesfound to be much greater than the
gaps in the health output and the outcome indisatGonsidering the overall performance

gap we find that the mean values of the PGI focames and outputs are 44 per cent and 52

L ee—
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per cent respectively during 2006-09 and the meanttie input PGI is 66 per cent.
Moreover, the standard deviations (SD) of the PGlli these indicators range from about 14
for outcomes to 21 for outputs and 22 for the ispM¥ith not much difference in the SD the

higher mean gap in inputs suggests a relativel\saperformance of these indicators.

If we consider the infrastructure and manpowerdattirs separately, the former has 72 per
cent mean gap and the latter has 62 per cent, gegarwith SD for both at 22. Taking a

closer look at the outputs we find that the matiecage indicators have relatively less mean
gap of 41 per cent with SD 16 and the child cadkcators have 56 per cent mean gap and
SD at 22. The childcare output indicators of immzatipn and malnourishment tend to have
relatively greater dependency on the public heatlddnputs and poor performance in them

could be attributed to large performance gaps aitheénputs in the state.

However, an overall wider gap among inputs as coatptd the outcomes and outputs points
to a possibility of the health inputs in Gujaratrigeeffective in converting into outputs and

hence the outcomes. This observation could bedugkhamined in details by considering the
trend in the performance of various indicators ujaegat at an absolute as well as the relative
level. The next section provides a trend analysisabove mentioned healthcare indicators of

Gujarat from 1990 to 2010.

3. Trend of Health Performance in Gujarat
For the purpose of examining trends in health perémce of Gujarat we begin with a
comparison of absolute changes in various heatiltators. Table 3 provides the trends in

various health outcomes, outputs and inputs forafatijand India for three different time

L ee—
W.P. No. 2014-05-03 Page 15 of 36



IIMA e INDIA
I Research and Publications

periods — 1990-93, 1998-01 and 2008:1Domparing the outcomes for all the periods we
find that there is an improvement in most of themkcators during the given time period.
Moreover, it can also be observed that most ohtth outcomes in all three time periods

for Gujarat have remained relatively better thanrtational averages.

The health output indicators pertaining to underisbument indicators show fall in the
percentage of malnourished children in the stateanous categories. However, it can also
be observed that during 2008-10 these proportiongntlia were lower for three out of four
categories, which is unlike the earlier two timeige#s. The coverage of children under
various immunizations shows increase overtime wecage in BCG and Measles vaccines
and a fall in DPT and Polio vaccines. A significéadt is also found in proportion of children
without any vaccination. Moreover, the proportiaishildren received all types of vaccines
in Gujarat has reduced significantly from 1998-012008-10. The immunization coverage
has remained relatively greater than the natiomataae for almost all years and types of
vaccines except Polio where the national coveraggreater for the period of 2006-09.
Finally, the trend in maternal care output indicatibave also shown an improvement during
the given time periods. The coverage of women umld€C, proportion of institutional
deliveries and deliveries under the supervisiotraihed health personnel have significantly

increased and are also greater than the respectiianal averages over time.

The input indicators for Gujarat, unlike the out@srand output, have unsatisfactory trends
in their performance. Under the infrastructure led government health setup in rural areas

we find a fall in number of sub-centres (SC) ananpry healthcare centres (PHCs) per

"The data on outputs for the time period 2008-14xtsally the data reported by National Family He&ltrvey

3 referring to the period 2005-06.
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hundred thousand population in the country. The bemof community health centres

(CHCs) per hundred thousand population grew dut®@0-93 to 1998-01 but has remained
more or less the same in the period after that.riimeber of total government hospitals (rural
+urban) has not changed at all between 1998-012808-10. However, there has been an
increase in the number of beds in these hospitatshpndred thousand population. The
infrastructure under the AYUSH shows a consistediuction in the number of hospitals,

beds and dispensaries both in Gujarat as well lodés the years with Gujarat having poorer

numbers than the national average.

The performance of Gujarat overtime could also ieeved in terms of its relative standing
among the other states in the nation using the fBGihe different times periods. Table 4
provides such a comparison of the PGI for all thelthm indicators for 1990-93, 1998-01 and
2008-10. We may recall here that a higher valughefPGI would imply a larger distance
from the best performing state and relatively pperformance of Gujarat. Therefore, an
increase in the PGI overtime would imply worsenofgthe relative standing of the state
among the others in the country. For health outsprtiee PGI of Gujarat for almost all the
indicators has increased during the last two dexatliee increase in the PGl is particularly
significant in case of NN, IMR and U5MR. Thus, imapements in these aspects in other
states are far more than in Gujarat. However, tiesgm expansion in PGl of mortality
indicators, the gaps in male and female life exqpeny and death rate have reduced during

these years.
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Table 3: Health Outcome, Output and Input Indicators for Gujarat and India

. Gujarat India Gujarat India Gujarat India
Indicators
1990-93 1998-01 2008-10
Outcome indicators
Male Life expectancy 60.2 59.7 62.4 61.6 67.2 65.8
Female Life expectancy 62.0 60.9 64.4 63.3 71 68.1
Neo Natal Mortality (NN) 40.4 47.2 42 44.0 335 39.0
Infant Mortality Rates (IMR) 78.0 77 60 66.0 44 47
Under 5 Mortality 104 109 85.1 94.9 60 69
Maternal Mortality Rate (MMR) - - 202 327 148 212
Birth Rate 28.4 29.6 25 254 21.8 22.1
Death Rate 8.5 9.8 7.5 8.5 6.7 7.2
Total Fertility Rate 3.1 3.6 2.9 3.2 2.5 2.6
Output Indicators
Undernourishment Related (Children Below three Years of Age)
Stunted (too short for age) 48.2 52 43.6 455 42.0 38.0
'Wasted (too thin for height) 18.9 175 16.2 155 17.0 19.0
Underweight (too thin for age) 50.1 53.4 451 47 47.4 46.0
Percentage children with birth weight < 2.5 Kg. - - - - 22.0 215
Immunisation Related (Percentage Children 13-23 Maths Received)
BCG 77.1 62.2 84.7 71.6 86.4 78.1
DPT 63.8 51.7 64.1 55.1 61.4 55.3
Polio 62.9 53.4 68.6 62.8 65.3 78.2
Measles 55.9 42.2 63.6 50.7 65.7 58.8
No Vaccinations 18.9 30 6.6 14.4 4.5 5.1
Percentage with vaccination card 32 30.6 31.8 33.7 36.4 375
All Vaccinations 49.8 354 53.0 42.0 45.2 43.5
Maternal Care
Percentage pregnant women received ANC 75.4 44 86.4 65.4 87.4 77
Percentage of pregnancies with PNC - - - - 61.4 41.2
Percentage deliveries in Health facilities 35.6 26 46.3 33.6 52.7 38.7
Percentage deliveries assisted by Health Personnel 42.7 34.2 53.5 42.3 63.0 46.6
Input Indicators
I nfrastructure Related (Nos. per hundred thousand Population*)
No. SCs® 26.84 20.90 22.95 18.51 20.98 17.86
No. PHCS® 3.36 3.25 3.16 3.08 3.13 2.86
No. CHCs® 0.59 0.35 0.76 0.41 0.81 0.55
Total Govt. Hospitals - - 0.62 0.40 0.60 1.0
No. of Beds on Govt. Hospitals - - 43.93 38.76 48 44.6
IAYUSH Hospitals 0.13 0.36 0.12 0.34 0.1 0.28
Beds in AYUSH Hospitals 6.00 7.16 5.18 5.93 1.53 1.8
IAYUSH Dispensaries 1.41 2.72 2.07 2.30 1.22 2.0
Manpower Related (Nos. per hundred thousand Population*)
MPW @ 16.0 9.63 11.44 9.6 12.9 6.3
ANM @ - - 22.22 18.1 18.5 25.0
HA @ 3.48 2.73 2.1 2.7 2.19 1.97
LHV @ 3.58 2.87 2.7 2.7 2.52 1.9
Staff Nurse at PHC and CHE - - - - 4.01 3.86
General Doctors at PHE 3.25 4.41 2.99 3.47 2.94 3.2
Specialist Doctors at CHE - - 3.43 4.02 0.22 0.8
Total Doctors (Allopathic) 52.2 44.74 66.5 56.1 76.91 67.5
Total AYUSH Doctors - - 78.9 92.5 57.69 62.2
Total Nurses - - 221 18.1 145 86.2

Notes: ** — Population as per Census of India 198101 and 2011; ‘@’ — Only Rural Population is sidered;

‘# — Data on output indicators as per NFHS 3 (2085,

> DataU

navailable

Source: Table 2 above, (IIPS, 1995; 2000), (Infrastire-Indiastat, 1990-93; 1998-01), (Mapower-astft, 1990-93; 1998-01) and (Vital Statisti

Indiastat, 1990-93; 1998-01).
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The gaps in output indicators of health in Gujeslabw that in case of the proportion of
under-nourished children, the gap for “wasted ¢kitd has significantly gone down and that
for the underweight children has fallen marginatiythe last decade after increasing during
the nineties. However, the gap for the “stunteddcen” has shown a large increase mainly
between 1998-01 and 2008-10. The immunization atdis reveal that the gaps in all
indicators have increased over the period of til@se expansions are significant in case of
Polio and Measles vaccinations, percentage childvéh vaccination card and children
covered under all vaccinations. In case of childsgh no vaccination the gap fell during the
nineties and again increased during the last dedduss, relative performance of Gujarat in
the health output indicators has not been congistear time.

Among the other output indicators the maternal dadécators portray a relatively better
picture than the others for Gujarat. It is obsertreat the gaps in coverage of women under
ANC, institutional deliveries and proportion of tkelries attended by trained health
personnel have reduced over the last the two decdideould be crucial to mention that
most of the health outcomes and outputs of Gujasae shown an improvement in their
absolute performance and have also remained abwwerespective national averages.
However, despite this we find that the performagaps in most these indicators for the state
have either expanded or remained the same. Thikesnihat other states have performed
better than Gujarat in terms of improvements intheautcomes and outputs over time. The
trend in health input indicators of infrastructtaed manpower would also be relevant to
discuss. We find that the gaps in infrastructurg@fernment health system have expanded
over time. Gujarat was the top performer in teahSCs during 1990-93 with zero PGI but
has moved to lower level over the last two decasiéis the gap going up to 32 per cent.
Moreover, in terms of CHCs, the PGI significantbduced during the 1990s (24 per cent to

1.5 per cent) but increased again during the redecdde to 33 per cent.
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Table 4: PGI Trend of Gujarat for Health Outcomes, Ouputs and Inputs — 1990-93 to 2006-09

Performance Gap Index- Gujarat ( per cent)

Indicators 1990-93 | 199801 | 2008-10
Outcome Indicators
Male Life expectancy 64 61 44
Female Life expectancy 60 60 41
Neo Natal Mortality (NN) 45 63 56
Infant Mortality Rates (IMR) 40 61 63
Under 5 Mortality 33 56 59
Maternal Mortality Rate (MMR) - 14 22
Birth Rate 57 52 52
Death Rate 32 30 27
Total Fertility Rate 39 36 36
Output Indicators
Undernourishment Related (Children Below three Years of Age)
Stunted (too short for age) 62 65 84
\Wasted (too thin for height) 82 57 31
Underweight (too thin for age) 63 65 62
Percentage children with birth weight < 2.5 Kg. - - 36
Immunization Related (Percentage Children 13-23 Months Received)
BCG 25 23 34
DPT 40 45 52
Polio 42 49 99
Measles 27 36 49
No Vaccinations 28 19 39
per cent With vaccination card 46 65 71
All Vaccinations 29 46 62
Maternal Care
Percentage pregnant women received ANC 34 19 19
Percentage of pregnancies with PNC - - 39
Percentage deliveries in Health facilities 68 60 55
Percentage deliveries assisted by Health Personnel 54 56 50
Input Indicators
Infrastructure Related (Nos. per hundred thousand Population)
No. SCs® 0 18 55
No. PHCS® 46 63 62
No. CHCs® 21 1.5 33
Total Govt. Hospitals - 20 96
No. of Beds on Govt. Hospitals - 66 64
IAYUSH Hospitals 91 93 99
Beds in AYUSH Hospitals 78 77 86
IAYUSH Dispensaries 93 85 81
Manpower Related (Nos. per hundred thousand Population)
MPW © 26 57 22
ANM © - 32 83
HA © 62 54 57
LHV @ 66 67 52
Staff Nurse at PHC and CHE - - 51
General Doctors at PHE 83 78 45
Specialist Doctors at CHE - 81 90
Total Doctors (Allopathic) 61 76 95
Total AYUSH Doctors - 68 66
Total Nurses - 31 50

Notes: ¥ — Population as per Census of India 198101 & 2011; ‘@’ — Only Rural Population is corsied.

Source: Table 3 above
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An extremely large increase in the PGI has beeprgbd in case of the total government
hospitals (five times), however, the gap for theldoen government hospitals has only
marginally gone up during 1998-01 to 2008-10. Thp on number of AYUSH hospitals,
which as such was extremely high, also shows isereser time from 91 per cent in
1990-93 to 99 per cent in 2008-10. The PGI forrtbmber of AYUSH hospital beds has
also gone up marginally over the last two decattes only the number of AYUSH

dispensaries for which the gap has reduced sligivity time.

The manpower indicators show a relatively bettefogpmance as the performance gaps in
case of most medical and paramedical staff in #adth system has reduced during the
recent decade after an expansion seen in the repdieod from 1990-93 to 1998-01.
However, the number of ANMs, specialist doctorCalCs and the number of AYUSH
doctors have experienced an increase in the peafarengap during the given period of
time. In fact for the ANMs the performance gap hawe than doubled from 32 per cent

during 1998-01 to 83 per cent during 2008-10.

The performance gaps of outcomes and outputs hetegiakated for most indicators with a
selected few that have improved. The same is alsoih case of the health inputs with the
expansion in PGI being significantly large as coredao outcomes and outputs. Such trends
raise the question mentioned earlier regarding itheact of inputs on outputs and on
outcomes. Moreover, given a significant impact anheother’s performances, the aspect of
effectiveness in terms of conversion of inputsutpats to outcomes would become relevant.
In context of the relationships and impacts of ¢heslicators, a higher or lower effectiveness
in conversion of inputs to outputs and outcomeddcctrad to higher or lower performance.

The next section attempts to estimate this effeoegs of such conversions empirically for
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Gujarat. An attempt is also made to identify thargyes if any occurred in the same over

time for the state.

5. Effectiveness of health indicators in Gujarat

The effectiveness of conversion of input indicatmrutput and outcomes indicators could
be examined on the basis of a definite relationgioptulated between health outcomes,
outputs and inputs. Statistical significance offsuelationships would indicate whether or
not these indicators have a significant impact acheother’'s performance in case of Gujarat.
The results of such an analysis would also indidae difference in effectiveness of

conversion or efficiency of healthcare system ojaBat as compared to other states.

As mentioned earlier, the performance of outconucators is a result of health system
where there are health output and input indicatibrsould, therefore, be argued that in a
health system there exists a functional relatigndigtween health inputs and outputs and,
health outputs and outcomes (Hsiao, 2003). Moremaatsidering the relationship between
outcomes and output, the former would be impacted tme with improvement in the latter
which in turn would depend upon the efficiency dfe thealth system. Additionally,
effectiveness of conversion of inputs to outputsialepend not only on the level of inputs
like availability of manpower and infrastructurettalso on various other socio-economic
factors (Pandey, et al., 2004 and Patra, 2008)sd meould include level of education and
awareness among people and, level of economic a@weint and income of individuals. A
comprehensive measure of all these factors is septed by the human development index
but net of the health index, i.e. composite indéxmy income and education components
(HDIi). We may, therefore, use it as a proxy to all psexio-economic factors impacting

the effectiveness of conversion of health inputstitputs.
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The above mentioned relationships can, theref@eyriiten as follows:
Outcomes = f (Outputs) ()]

Outputs = f (Inputs, HQY) ... (i)

In order to estimate the effectiveness of convessi@ regression analysis using ordinary
least square (OLS) method is done. For the anapysigose the indicators for 15 selected
states have been used. The absolute values ofntheators are converted to index of
performanc® Moreover, composite indexes for the outcomesputst and inputs are
calculated indicating overall performance of theaféndicators. It is also crucial to mention
here that the conversions of inputs to outputs ddel relatively faster but the conversion of
outputs to outcomes would only happen over timerédtore, for the purpose of analysis we
make use of the data on indicators such that,npets and outputs for states are considered
for the years 1998-01 and 2005-06 and, the correipg outcome indicators are considered
for 2005-06 and 2008-10 respectively. The HDked for analysis is estimated using data
from India Human Development Report 2011 for tharge2000 and 2008. (Government of
India, 2011).

The results show that for the outcome-output resjpes, the changes in the former are

significantly determined by the changes in theelaitt both the time periods. Moreover, there

8 Index of performance values are calculated as:u@dfalue — Least Value) / (Best Value — Least ¢lu

*The composite indexes of performance have beemlaséd by taking a weighted average of the indefes
individual indicators in each of the three typ@&s outcomes, outputs and inputs. The outcomesadegarized
into life expectancy, mortality and birth & fertyi the outputs are categorized into maternal aacechild care
indicators and, inputs are categorized into infrteettire and manpower indicators. The indexes dfl @¢hese
categories are the simple average of the respeuiilieators falling under them. Moreover, the cosipo

outcomes, output and inputs indexes are calculatqatoviding equal weights to the respective catiego
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is a direct relationship between the two. For thepot-input regressions, outputs are
significantly determined by HRIbut not by the inputs for both time periods indially.
However, when HD{is dropped, it results in input becoming significdeterminant of the
output in both the periods. This phenomenon coutd ditributed to the problem of
multicollinearity between inputs and HBf. One of the possible solutions to this would be to
pool the cross-sectional and time series data (@&ij2003, p. 364). Therefore, an attempt is
also made to conduct regressions by pooling tha fiatboth the time periods 1998-01 —
2005-06 and 2005-06 — 2008-10. The results herer dat while the pooled outcome-output
regression has significant slope coefficient, tlo@led output-input regression also shows
significant coefficient for both input and HRIMoreover, all the above regressions also have
significant R-square values. Lastly, a set of twgressions conducted by adding a time
dummy in both relations resulted in insignificanetficients of the time dummies indicating
no major change in the structure and nature ofiogls. due to difference in the time periods

considered.

The above results of the regression analysis rdtiaathe outputs have significant impact on
outcomes, and inputs have a significant impact wipuwis. Moreover, apart from the inputs,
HDIje also has a substantial impact on performance tfutet This is not only observed in
case of the two time periods separately analysedlba in case of a pooled data considering
both the time periods. In this context it wouldcakse relevant to examine the performance of

Gujarat in converting its inputs to outputs andpotsg to outcomes as compared to other

Ycoefficients of determination @Rbetween the input index for states and the resmetiDlie for both time

periods are statistically significant witi’4R0.378 and 0.531 thereby indicating multicolliigabetween the

two.
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states. This could be done using the X-Y scattagrdims for output-outcome and input-

output. Figures la to 1d show the same.

The diagram shows the relative standing of theestatcluding Gujarat in terms of the
composite indexes of outcomes, outputs and indiis.figures also indicate the differences
in the effectiveness of states in converting tirguts to outputs and outputs to outcomes for
two time periods of 1998-01 — 2005-06 and 2005-@®68-10. The trend line in the diagram
indicates the average conversion such that a @tedg from the trend line would have above

or below average effectiveness of converting itscators.

It is found that Gujarat was slightly below averdageconverting its outputs to outcomes
during 1998-01 — 2005-06 and it moved to an abeegame level during 2005-06 — 2008-10.
Moreover, the average effectiveness of all statssrharginally gone up as indicated by the
slope coefficients (0.9737 to 1.0382). Thus, figudea and 1b suggest that Gujarat has
experienced a higher rate of improvement in iteaifeness of converting health output to
health outcome than the average of all major statése country over the last decade. In
terms of converting the health inputs to healtlpotg Gujarat was at an average level during
1998-01 but fell slightly below average by 2005-B&re again the average effectiveness of
all states increased substantially from 1.2914 .4821 over the decade. Thus, the rate of
improvement in effectiveness of converting heatpuits to health outputs was lower in

Gujarat than the average of all major states.
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Source:Table 4 above.
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Fig. 1a: Outcomes on Outputs 1998-01 — 2005-06 Fig. 1b: Outcomes on Outputs 2005-06 — 2008-10
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It is worth noting that some of the poor performsigtes than Gujarat in terms of the actual
indicator value and the performance indices haeatgr effectiveness in conversion of inputs
to outputs and outputs to outcomes. For instanbarBwhich is a poor performer absolutely,
has above average effectiveness in convertinguifsuts to outcomes. WB and Maharashtra
performed above average and relatively better t@amarat in converting outputs to

outcomes. A relatively poor performer UP had belawverage effectiveness in converting
inputs to outputs during 1998-01 and it reachedawerage level by 2005-06. Moreover,
Haryana and WB which have poorer input indexes hatveve average effectiveness in

converting its inputs to outputs for both the menéid time periods.

6. Concluding Remarks:

The present paper attempts to provide a snapshbediealth status of Gujarat with respect
to its health performance. The assessment of tlathhg@erformance is done, using a
performance gap index (PGI) built to show the re¢atstanding of Gujarat among other
states and the gap of its performance from the fre$brmance in the country. Secondly, a
comparison of the PGI of various health indicaiseralso done for Gujarat considering three
different points in time and thereby showing chanigethe indicators over two decades from
1990-93 to 1998-01 and from 1998-01 to 2008-10. mlagor observations coming out of the
assessment suggest that, the relative performahcgujarat in terms of gaps for health
outcome indicators is quite poor with relativelyglmigaps found in NN, IMR, USMR and
birth and death rates and, it is only MMR for whtble state’s position is relatively better. In
absolute terms, however, all these indicators singgvovement in the state overtime though

the other states have improved faster.
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Among the health outputs the indicators of childdae., malnourishment and immunization
suggest poor absolute coverage and high perforngagee for the state with an expansion in
the gaps over the specified periods. The materara imdicators, however, show relatively

better performance and low PGI and, also a fathégaps overtime.

The input indicators of health infrastructure andnmower show significant performance
gaps for the number of available health facilis@sl medical & paramedical staff. Moreover,
the PGl is observed to have widened overtime fgontg of infrastructure related indicators
and a few manpower related indicators. The meanegabf the performance gaps suggest
that mean PGl for inputs has always been larg&ujarat and has also increased overtime

particularly in infrastructure thereby contributitmwidening of outcome gaps.

For an improvement in health status of individualsGujarat certain key areas need to be
addressed. One of the major challenges for the stabf reducing IMR and U5MR.This
could be primarily achieved through control of natah deaths (NN) as it is a major
component of the infant and under five deaths. Tdusld be done through improved
coverage of women under ANC and more importantlfCPThe former would be crucial for
identifying nutritional deficiency among pregnanbmen there by reducing chances of low
birth weight and the latter would help identifyinggks among new-borns and creating
awareness to reduce these risks. The ANC and PM@vamtion can also be effective in
reduction in the maternal deaths and this couldupther achieved by working towards

increasing institutional deliveries and also deie® attended by trained health personnel.

Another challenge in the direction of improving icettors of mortality is the performance of

childcare output indicators. A significant effod required to increase the coverage of
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children under immunization and to reduce the priogo of malnourished children. The
former needs more of manpower at the village lewel popularizing vaccination cards. The
recent initiative of introducing village level h&alpersonnel called the accredited social
health activist (ASHA) under the NRHM (National RUrHealth Mission) could be
effectively used for this purpose.

The malnutrition could be addressed through ance¥e coordination of the public health
and the integrated child development scheme (ICD®)yeover, a PPP model could also be
attempted for childcare programs as it has beer donincreasing institutional deliveries.
The public health system can be proactive in irgirgaawareness about and monitoring of

such programs.

Achieving better health performance in Gujarat nmegpu building the adequate health
infrastructure and employing manpower which is entlly not sufficient. It may be recalled
that Gujarat had almost fulfilled the norms of IPK® public health facilities in rural areas
like sub centres and primary and community headtitres. However, there are states such as
Kerala and Karnataka who have relatively much langenbers of these health facilities than
required by the norms and these states also penfeliatively much better in terms of the
health outcomes and outputs than Guijarat. It iethee, a matter of policy decision whether
to consider the given norms as a benchmark or dnibigl state go for an expansion of the

given infrastructure.

In terms of the other infrastructure such as gavemt hospitals and beds in both allopathic
as well as AYUSH, there is a definite need to iaseethe availability in the state. Moreover,

the issue of reducing the performance gaps in rakdind paramedical manpower both
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within the public health system and in the ovehalalth system needs to be addressed at the

earliest.

The process of expanding infrastructure and inangasmanpower would require significant

public expenditure to be incurred. The state buglgéthe Gujarat in the last decade indicate
that the proportions of revenue expenditure onhtbath sector to the total revenue budget
was at 6.9 per cent in 1999-2000. This fell to @e8 cent during 2001-02 due to earthquake
and again rose to 6.6 per cent in 2005-06. Towtdnelend of the decade this proportion was
at 4.8 per cent in 2012-13(BE). These proportiansttie expenditure on capital account to
the capital budget were at 0.99 per cent in 199820hich reduced to 0.03 per cent during
2005-06 and is estimated to be 1.39 per cent iR-A&L(BE). The total health expenditure as
percentage of the total budget in Gujarat was &{p8&r cent during 1999-2000 which came
down to around 1.3 per cent during 2005-06 andtisnated to be at around 2.47 in 2012-13

(BE) (RBI, 2002 to 2013).

Comparing the healthcare expenditure of some ofptréorming states, it was found that
they have relatively higher proportions spent oe tiealth sector. Table 5 shows the
proportion of expenditure made on healthcare sesvas proportion to total expenditure for
three of the better performing states along witle@. It also shows the proportion of health
expenditure with respect to net state domesticygbNSDP) of the state. The table shows
that all the performing states have significantighhpercentage of health expenditure on
revenue account than Gujarat. Moreover, Gujardieiter than or at par with states like
Kerala and Tamil Nadu in terms of capital and ta®apenditure on healthcare, however,
Karnataka is way ahead in both of these. Consigetite national average Gujarat is

relatively better in terms of capital and total ergiture but not in revenue expenditure. The
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health expenditure of the state measured as a pimpef NSDP is also lower to all the
other selected states here. These trends suggésh thrder to have better health status and
performance of healthcare indicators, Gujarat bgsut in significant efforts in terms of the
public expenditure in the healthcare sector as.Wélke current levels of expenditures are not
at par with the states performing way better thaat in terms of health indicators. This
also can be placed as a major challenge to the stagrds achieving better health outcomes

and finding its place in the top performers amdrmgdtates in the country.

Table 5: Expenditure on Healthcare in Selected Stat of the Nation
Including Guijarat: 2012-13 (in per cent)
Health Expenditure as a Percentage of
State Total Expenditure on -
Capital Revenue Exp-tra?lt(zjiilture NSDP
Guijarat 1.39 4.84 2.47 0.81
Karnataka 1.62 5.31 3.33 1.10
Kerala 0.13 7.47 2.58 1.10
Tamil Nadu 0.75 5.12 1.83 1.00
India 0.63 6.00 2.18 1.01
Source: (CSO - MoSPI, 2013) and (RBI, 2013)
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