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PROGRAM SOUNDNESS ASSESSMENT 
 
A. Program Description 
 
1. National Health Mission. The Government of India launched the National Health Mission 
(NHM) in 2005 to provide universal access to equitable, affordable, and quality health care 
services that are accountable and responsive to people’s needs. The NHM consists of two sub-
missions: (i) the National Rural Health Mission, launched in 2005 to provide accessible and quality 
care in rural India; and (ii) the National Urban Health Mission (NUHM), launched in 2013 to provide 
equitable access to quality primary health care services to the urban population, particularly the 
urban poor and other vulnerable sections of society. The NHM, now in its 15th year of 
implementation, has supported states to create several platforms for the delivery of health care 
and priority public health programs, and expanded infrastructure and human resources for health 
toward strengthening primary and secondary care.  
 
2. National Health Policy. The National Health Policy (2017) commits to universal health 
coverage under Sustainable Development Goal 3. It recommends strengthening the primary 
health care delivery system through the establishment of health and wellness centers (HWCs) as 
platforms for the delivery of comprehensive primary health care (CPHC) services, and calls for a 
commitment of two-thirds of the health budget for primary health care. The policy also targets 
(i) increasing health expenditure to 2.5% of gross domestic product, (ii) decreasing catastrophic 
health expenditure by 25%, and (iii) increasing the use of public health facilities by 50% by 2025. 
It also proposes to ensure the availability of doctors and paramedics following the Indian Public 
Health Standards in high priority districts, strengthen surveillance systems, establish disease 
registries, and increase state health expenditure to more than 8% of their budget by 2020.1   

 
3. Ayushman Bharat. To operationalize the policy commitment, Ayushman Bharat—India’s 
flagship scheme aimed at achieving the vision of universal health coverage through a continuum 
of care approach—was launched in September 2018. The two major pillars of this flagship 
scheme are (i) the Ayushman Bharat Pradhan Mantri Jan Aarogya Yojana (AB-PMJAY), a health 
insurance scheme for the poor; and (ii) the Ayushman Bharat Health and Wellness Centres (AB-
HWC) to operationalize 150,000 HWCs for the delivery of CPHC in rural and urban areas through 
an expanded package of 12 services spanning preventive, promotive, curative, rehabilitative, and 
palliative care.2 The launch of the AB-HWC has led to a paradigm shift in focus from narrowly 
defined primary health care to CPHC. While the AB-HWC builds on existing NHM systems, it will 
need change management and system strengthening at various levels to reach its full potential. 
 
4. Pradhan Mantri Aatmanirbhar Swasth Bharat Yojana. To address the gaps in health 
system capacity, highlighted while responding to the coronavirus disease (COVID-19) pandemic, 
the government announced the Pradhan Mantri Aatmanirbhar Swasth Bharat Yojana (PM-ASBY) 
in May 2020. The PM-ASBY calls for the adoption of a continuum of care approach to enhance 
the country’s health system capacity for responding effectively to current and future pandemics 
and disasters. It is also aligned with the government’s commitment under the AB-HWC; and aims 
to operationalize an additional 28,262 HWCs in rural areas and 10,380 HWCs in urban areas. 
While strengthening health infrastructure for pandemic preparedness and response, the PM-
ASBY aims to enhance last mile delivery of health services by leveraging digital technology such 

 
1 Government of India, Ministry of Health and Family Welfare (MOHFW). 2017. National Health Policy 2017. 

New Delhi. 
2 Government of India, Press Information Bureau. Ayushman Bharat–Pradhan Mantri Jan Aarogya Yojana (AB-

PMJAY) to Be Launched by Prime Minister Shri Narendra Modi in Ranchi, Jharkahnd on September 23, 2018. 
Press release. 22 September. 

http://www.adb.org/Documents/RRPs/?id=53121-001-3
http://www.adb.org/Documents/RRPs/?id=53121-001-3
https://main.mohfw.gov.in/sites/default/files/9147562941489753121.pdf
https://pib.gov.in/Pressreleaseshare.aspx?PRID=1546948
https://pib.gov.in/Pressreleaseshare.aspx?PRID=1546948
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as telemedicine. It also envisages supporting the establishment of a holistic National Digital 
Health Mission under which every Indian citizen will have a unique health identification, digitized 
health records, and access to a registry of doctors and health facilities. This will enable an 
effective continuum of care.  
 
5. The proposed results-based lending (RBL) program is aligned with the government’s 
priorities for enhancing the epidemic and disaster preparedness and response capacity of the 
health care delivery system under the PM-ASBY, with a focus on urban areas that tend to be 
disproportionately affected by disease outbreaks. The program is expected to improve health 
outcomes for the urban population, especially the poor and vulnerable, by supporting government 
efforts for last mile delivery of urban health services by strengthening urban primary health care 
in 13 selected states. This will be achieved through three outputs: (i) supply-side interventions 
focusing on service provision through HWCs; (ii) demand-side interventions to strengthen 
outreach services and frontline health workers to increase health-seeking behaviors of the urban 
population; and (iii) health systems strengthening to increase the efficiency, effectiveness, and 
accountability of urban health services through institutional and individual capacity building and 
the improvement of various systems.  
 
B. Program Soundness 
 

1. Relevance and Justification 
 
6. Double burden of disease. India is facing a double burden of disease: persistent 
communicable and emerging infectious diseases and rising noncommunicable diseases (NCDs). 
India accounts for 27% of tuberculosis cases and 4% of malaria cases globally.3 It also has the 
third largest number of people living with HIV in the world. The country faces the spread of dengue 
and chikungunya, both transmitted by the Aedes mosquito.4 India also reported more than 8.2 
million confirmed cases of COVID-19, the second highest number in the world as of 2 November 
2020.5 Despite the countrywide lockdown for more than 50 days from 25 March 2020 and 
increased testing capacity (more than 1.5 million samples per day) to detect and isolate cases, 
COVID-19 cases are still increasing at an alarming rate. In addition, rapid urbanization and 
changing lifestyles have led to a rise in NCDs. Cardiovascular diseases, respiratory diseases, 
and diabetes kill about 4 million Indians annually, and most of these deaths are premature, 
occurring among Indians aged 30–70 years.6  
 
7. Urban health issues. In 2018, India had the second largest urban population in the world, 
totaling 460 million or one-third of the country’s population.7 By 2050, this is projected to grow to 
877 million—almost two-thirds of the Indian population.8 Urban populations have grown faster 
than the capacity of most cities to support them, so slums have increased. Health indicators of 
the urban poor are often comparable to or worse than those of the rural population. Full 
immunization among children aged 12–23 months is 57.7% for the urban poor compared with 
61.3% for the rural population. Anemic children comprise 62.7% of the urban poor compared with 

 
3 The Global Fund. 2019. Country Impact Report: India. Geneva. 
4 O. Telle. 2018. Emerging Infectious Diseases in India: The Scourge that Could Boost Urban Development. 

The Conversation. 17 April. 
5 Government of India, MOHFW (accessed 2 November 2020). 
6 P. Arokiasamy. 2018. India’s Escalating Burden on Noncommunicable Diseases. The Lancet Global Health. 6 (12). 

page 1262. 
7 World Bank. World Development Indicators. Table 3.12 (accessed 23 September 2020).  
8 United Nations Department of Economic and Social Affairs. 2018. Revision of World Urbanization Prospects. 

New York. 

https://www.theglobalfund.org/media/8395/publication_indiaimpact_report_en.pdf?u=637319005546230000#:~:text=COUNTRY%20IMPACT%20REPORT&text=India%20has%20ambitious%20goals%20for,strengthen%20health%20systems%20in%20India.
https://theconversation.com/emerging-infectious-diseases-in-india-the-scourge-that-could-boost-urban-development-95076
https://www.mohfw.gov.in/
https://www.thelancet.com/journals/langlo/article/PIIS2214-109X(18)30448-0/fulltext
https://data.worldbank.org/indicator/
https://www.un.org/development/desa/publications/2018-revision-of-world-urbanization-prospects.html
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59.5% of the rural population. Most urban poor women do not seek preventive measures: only 
20.0% of urban poor women aged 15–49 years have undergone cervix examinations, 9.3% have 
had breast examinations, and 10.3% have received oral cavity examinations.9 The NCD burden 
is higher in urban areas, and the urban poor are particularly vulnerable to communicable and 
vector-borne diseases because of congested and poor living and health conditions. The risk of 
the spread of COVID-19 is 1.09 times higher in urban areas and 1.89 times higher in urban slums 
than in rural areas based on the results of the first sero-survey conducted nationwide.10  
 
8. Supply and demand constraints in urban primary health care. Urban primary health 
care in India is constrained by limited or poor-quality infrastructure and equipment, limited 
availability of drugs and diagnostics, inadequate human resources, and lack of specialty staff. 
Drugs and diagnostic services make up 75% of out-of-pocket expenditure (OOPE), which could 
be avoided at public health facilities.11 However, a survey of selected health facilities across 
29 states revealed that essential equipment and drugs were not available at many primary health 
centers.12 Only 71% of positions for medical officers, 50% for specialists, 67% for staff nurses, 
79% for auxiliary nurse midwives, and 75% for pharmacists are filled at urban primary health 
centers (UPHCs).13 Outreach services also face challenges from a high attrition rate of community 
health workers, inadequate community organizations, and poor health-seeking behavior of the 
urban poor. Urban outreach services are playing a critical role in the COVID-19 response, but 
gaps remain in nonslum pockets of the vulnerable population. Women’s access to primary health 
care is inadequate because of lack of empowerment and financial barriers: 63% of married 
women cannot take decisions related to their own health, and only 57% of women in urban areas 
have the freedom to visit a health facility alone.14 Further, limited availability of female doctors 
(17% of doctors) hinder women from seeking care.15 
 
9. Underinvestment in urban primary health care system. Urban health is a relatively 
new agenda in India. The NUHM was launched in 2013 to strengthen urban primary health care, 
targeting the poor and vulnerable populations. Primary health care in India prioritizes reproductive 
and child health services and selected communicable diseases, giving little attention to the 
increasing disease burden, especially NCDs.16 However, NCDs are responsible for 74% of 
morbidity in India.17 For fiscal year (FY) 2018 (ending March 2018), only 3% of the expenditure 
under the government’s NHM, which includes the NUHM, was for NCDs. Currently, even a well-
functioning primary health center provides a limited range of services that caters to less than 15% 
of all morbidities for which people seek health care.18 For other morbidities, people use local 
private care providers, distant and crowded district hospitals, or government medical college 

 
9 The International Institute of Population Science analyzed the National Family Health Survey-4 data. 
10 Government of India, Press Information Bureau. 2020. Updates on COVID-19. MOHFW news release. 11 June.  
11 National Health System Resource Center. 2012. Initiative for Free Supply of Essential Medicines and Diagnostics in 

Public Health Facilities in the Country. New Delhi.   
12 Comptroller and Auditor General of India. 2017. National Health Mission Audit Report 2017. New Delhi.  
13 Government of India, MOHFW. 2019. National Urban Health Mission Quarterly Progress Report, July–September 

2019. New Delhi. 
14 International Institute for Population Sciences. 2017. National Family Health Survey (NFHS-4) 2015–16. Mumbai. 
15 K. Rao, A. Bhatnagar, and P. Berman. 2012. So Many, Yet Few: Human Resources for Health in India. Human 

Resources for Health. 10. 19. 
16 National Rural Health Mission expenditures comprise reproductive and child health (52%), infrastructure 

management (18%), human resources for health and medical education (13%), communicable diseases (9%), and 
others (8%). Central Bureau of Health Intelligence. 2018. National Health Profile 2018. New Delhi. 

17 Indian Council of Medical Research, Public Health Foundation of India, and Institute for Health Metrics and 
Evaluation. Global Burden of Disease Study 2017 (accessed 23 April 2020). 

18 Government of India, MOHFW. 2016. Report on the Task Force on Comprehensive Primary Health Care Rollout. 

New Delhi. 

https://pib.gov.in/PressReleasePage.aspx?PRID=1630922
http://nhsrcindia.org/sites/default/files/Free_Supply_of_Medicines_Dignostics_in_Public_Health_Facilites_March_2012.pdf
http://nhsrcindia.org/sites/default/files/Free_Supply_of_Medicines_Dignostics_in_Public_Health_Facilites_March_2012.pdf
http://rchiips.org/NFHS/NFHS-4Reports/India.pdf
https://human-resources-health.biomedcentral.com/articles/10.1186/1478-4491-10-19
http://www.cbhidghs.nic.in/WriteReadData/l892s/Before%20Chapter1.pdf
http://ghdx.healthdata.org/gbd-2017
http://nhsrcindia.org/sites/default/files/Report%20of%20Task%20Force%20on%20Comprehensive%20PHC%20Rollout.pdf
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hospitals. High OOPE can lead to impoverishment of poorer sections of society and widen 
inequalities. Investment in primary health care is cost-effective and can reduce overall health 
costs.19 Gaps in the health system become even more apparent during the COVID-19 pandemic, 
where significantly underfunded and patchy public health systems, coupled with a large variation 
in quality and service delivery across states, pose challenges for the country’s disease 
containment strategy.20 
 
10. The program is highly relevant and well justified. It is aligned with key government priorities 
under the Ayushman Bharat and the ASBY; and proposes to strengthen demand-side, supply-
side, and health system interventions for strengthening last mile delivery of CPHC in urban areas. 
The program is likely to result in improved health outcomes for the urban population, particularly 
the urban poor and vulnerable, by providing them equitable access to a wider range of quality 
primary health care services. The program is also expected to play an important role in shaping 
India’s progress toward achieving universal health coverage. With the prolonged COVID-19 
pandemic, the program will help some of India’s hard-hit states to strengthen primary health level 
responses by building the capacity of human resources and very much needed financial 
resources to strengthen the urban health systems for longer-term resilience.  
 
11. Key program features. The program envisages operationalizing CPHC in urban areas 
through a continuum of care approach. Building on the experience of supporting the NUHM from 
2015, the program will augment government efforts to upgrade the UPHCs to HWCs, and 
establish additional HWCs to increase access points for the urban population. In addition to the 
government’s focus on quality and comprehensive service provision, which are mainly supply-
side interventions, the program will emphasize demand-side interventions such as outreach 
services and interface with the urban population by frontline health workers focusing on increased 
utilization of CPHC services. The program incorporates lessons and leverages good practices 
that have emerged from the COVID-19 response in strengthening key elements of urban health 
systems, such as institutional and human resource capacity development for the urban health 
agenda, convergence with other sectors, and quality assurance mechanisms.  
 
12. The program uses disbursement-linked indicators (DLIs) to focus stakeholder efforts on 
key results areas, while allowing states and substate stakeholders flexibility in choosing the inputs 
and activities most suitable for achieving the results given the state context and capacity. The 
program implementation will rely on well-established NUHM mechanisms, and will support the 
Ministry of Health and Family Welfare (MOHFW) and states in updating and improving the existing 
mechanisms, reflecting the lessons learned from the NUHM implementation as well as the 
COVID-19 pandemic. These efforts can benefit other states beyond the 13 states within the 
program scope.21 The program implementation will be supported by the attached technical 
assistance (TA).22 The program also includes a grant project to strengthen a selected urban health 
system as a model case, especially in addressing the COVID-19 challenges in urban areas and 
building a resilient system to offer CPHC against ongoing and future health emergencies.  
 

 
19 M. Friedberg, P. Hussey, and E. Schneider. 2010. Primary Care: A Critical Review of the Evidence on Quality and 

Costs of Health Care. Health Affairs. 29 (5). page 766–772. 
20 P. Chetterje. 2020. Gaps in India’s Preparedness for COVID-19 Control. The Lancet Infectious Diseases. 20 (5). 

page 544. 
21 The selected states are Andhra Pradesh, Assam, Chhattisgarh, Gujarat, Haryana, Jharkhand, Karnataka, 

Madhya Pradesh, Maharashtra, Rajasthan, Tamil Nadu, Telangana, and West Bengal.  
22 Attached Technical Assistance Report (accessible from the list of linked documents in Appendix 2 of the report and 

recommendation of the President). 

https://pubmed.ncbi.nlm.nih.gov/20439859/
https://pubmed.ncbi.nlm.nih.gov/20439859/
https://www.thelancet.com/journals/laninf/article/PIIS1473-3099(20)30300-5/fulltext


5 

 

13. Program beneficiaries. The program focuses on equitable access to quality CPHC in 
urban areas. It will particularly benefit the urban poor and vulnerable population who lack access 
to affordable and quality health care services. The program covers 13 states, which have about 
65% of the urban population and 78% of the urban slum population in India.23 It will reduce the 
chances of poor and vulnerable populations that have suffered loss of income as a result of the 
COVID-19 pandemic from falling into the debt cycle because of OOPE on health services, as the 
urban HWCs will provide free health services, essential medicines, and diagnostics. The program 
beneficiaries will include the urban poor, women, and vulnerable groups such as the homeless, 
slum dwellers, rag-pickers, sex workers, rickshaw pullers, migrants, construction workers, and 
street vendors. The program is likely to benefit such populations by (i) improving access to quality 
CPHC services at urban HWCs; (ii) expanding the range of primary care services available; 
(iii) increasing community awareness and improving health-seeking behaviors; and 
(iv) encouraging healthy behaviors, e.g., the use of safe drinking water, handwashing, appropriate 
sanitation, and nutrition.  
 
14. Gender equity. Women’s health is often compromised by cultural and socioeconomic 
constraints. These constraints are likely to be exacerbated by the ongoing COVID-19 pandemic. 
Fewer female patients than males visited a doctor in urban areas, despite the popular belief that 
health services are mainly focused on maternal care and adolescent girls’ health programs.24 The 
National Family Health Survey (NFHS-4) (footnote14) found that (i) 63% of married women do 
not have the authority to participate in decision-making about their own health care; (ii) 14% of 
urban women do not participate in making any critical decisions, including health care; (iii) only 
57% of women have the independence to visit a health facility alone in urban areas, while 5% do 
not have access to a health facility; and (iv) 46.7% of women in urban areas agree with men on 
at least one reason for wife beating. Among NCDs, breast cancer (30%), followed by cervical 
cancer (12%), are the leading cause of cancer deaths among women in India. The COVID-19 
pandemic has had an adverse effect on women’s health because many health services have been 
interrupted.25 Community health workers (e.g., accredited social health activists) have been 
deployed for field level surveillance and monitoring of COVID-19, leading to a tremendous 
increase in their workload, in addition to increasing exposure to infection risk. Further, they face 
issues such as (i) poor and irregular payments, (ii) lack of access to personal protective 
equipment, and (iii) hostility from and violence in the communities they serve.  
 
15. The RBL program will have several gender-responsive actions, including (i) targeting 
equitable access to HWC services by women (DLI 1); (ii) enhancing cervical and breast cancer 
screening of women above 30 years of age at an increasing number of urban HWCs (program 
action plan); (iii) increasing poor urban women’s access to antenatal care (DLI 3); (iv) enhancing 
outreach services, including gender-based violence issues (DLI 6(i)); (v) strengthening the 
capacity of accredited social health activists and multipurpose workers at HWCs (DLI 6(ii)); (vi) 
increasing the number of HWCs recording patient satisfaction data (DLI 7); (vii) establishing the 
urban health technical division at the National Health Systems Research Center (NHSRC) having 
40% women staff (DLI 8(i)); and (viii) states developing road maps for CPHC in urban areas, 
including a section on gender-responsive service provision (DLI 8(ii)). The attached TA will 
support states to produce sex-disaggregated analytical reports and gender-responsive 
institutional capacity development action plans.   
 

 
23 Analysis based on Government of India, Office of the Registrar General and Census Commissioner. Census 2011: 

Population Enumeration Data (Final Population). 
24 K. Rao and D. Peters.2015. Urban Health in India: Many Challenges, Few Solutions. The Lancet Global Health. 3 

(12). page 729–730. 
25 R. Nagarajan. 2020. COVID Has Spelt a Lockdown for Routine Health Services. The Times of India. 31 August. 

http://censusindia.gov.in/2011census/population_enumeration.html
http://censusindia.gov.in/2011census/population_enumeration.html
https://www.thelancet.com/journals/langlo/article/PIIS2214-109X(15)00210-7/fulltext
https://timesofindia.indiatimes.com/spotlight/expert-advice-heres-how-you-can-take-care-of-your-heart-in-these-difficult-times/articleshow/78381540.cms
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16. Private sector engagement. CPHC delivery in urban areas primarily rests on the 
institutional mechanisms, governance structures, and systems established under the NUHM. In 
urban India, 74% of ailments treated based on medical advice and 65% of hospitalizations are in 
nongovernment facilities. The average medical expenditure per hospitalization in private hospitals 
is eight times that of public hospitals in urban areas.26 The operationalization of CPHC services 
in urban areas presents several challenges. The private health segment (from informal health 
providers to large super-specialty hospitals) remains the largest provider of curative services to 
the urban population, but these are highly inaccessible to the urban poor and vulnerable. Further, 
the monitoring mechanisms and regulatory frameworks for private service provision are not strictly 
adhered to, face implementation challenges, and have concerns associated with accountability 
and the reliability of care.    
 
17. The government is increasingly engaging the private sector to expand service delivery 
through public–private partnership (PPP) because of the private sector’s dominance in urban 
health care. The rising burden of NCDs has highlighted the need for CPHC, particularly in urban 
areas. Outsourcing HWC operations to the private sector; providing specialist services such as 
dental care, gynecology, and obstetrics; offering wellness services such as yoga and physical 
therapy; covering diagnostic services; laundry; and waste management systems through private 
sector providers are a few examples. Certain services (e.g., diagnostics, and palliative and 
rehabilitative care) are already dominated by private providers or nongovernment organizations 
in urban areas and can be leveraged effectively. The RBL program will support efforts toward 
establishing partnerships with private providers and evaluating the outcomes and impact of 
various PPP models to strengthen the CPHC rollout in urban areas and incentivize such practices 
through a DLI for innovations and partnership (DLI 8(iii)).  
 

2. Adequacy  
 
18. Effectiveness. As envisioned under the Ayushman Bharat, progress has been made to 
operationalize the delivery of CPHC through HWCs across the country since 2018. However, 
change management and systems upgrading are needed at various levels to expand the ranges 
of services offered and improve their quality to meet the needs of the growing urban population 
and changing health issues. An evaluation of Asian Development Bank (ADB) support to the 
NUHM under the Supporting National Urban Health Mission Program identified the following key 
challenges in the delivery of CPHC through HWCs in urban areas: (i) limited availability of 
infrastructure for the delivery of the package of 12 services; (ii) limited capacity of staff for 
screening and management of NCDs; (iii) lack of robust mechanisms for referral and follow-up; 
(iv) limited monitoring and evaluation systems; (v) limited evidence of PPP arrangements; (vi) lack 
of formal interdepartmental convergence mechanisms, (vii) limited availability of information, 
education, and communication and behavior change communication tools; (viii) lack of robust 
mechanisms for grievance redressal; and (ix) limited evidence of platforms for effective 
knowledge-sharing and dissemination of best practices in urban health.27  
 
19. Through the proposed RBL program, ADB plans to assist the government in addressing 
key challenges in the design and implementation of CPHC in urban areas. The program is well 
aligned with government priorities under the AB-HWC and the PM-ASBY, so it contributes 
effectively toward the goal of universal health coverage. The program’s scope and design are 
expected to result in a significant improvement in the urban population’s health status by 

 
26 Central Bureau of Health Intelligence. 2019. National Health Profile 2019, 14th Issue. New Delhi. 
27 ADB. Summary of Lessons Learned from Supporting the National Urban Health Mission and Focus on 

Comprehensive Primary Health Care (Draft). Unpublished.  

http://www.cbhidghs.nic.in/showfile.php?lid=1147


7 

 

strengthening the urban health care delivery system through a continuum of care approach. The 
program’s primary outcome is envisaged to be “improvement in equitable access to quality CPHC 
services in urban areas.” This will be measured through increased utilization of urban HWCs as 
urban residents access HWCs for an expanded range of services (DLI 1), increased NCD 
screening at urban HWCs to reach out to the target population of men and women above 30 years 
for NCD screening and follow-ups (DLI 2), and improvement in poor urban women’s access to 
antenatal care services through urban HWCs (DLI 3). The program outcome will be achieved by 
three key output areas. 
 
20. Output 1. Under this output, the program aims to strengthen supply-side interventions for 
the operationalization of CPHC services through urban HWCs. This output envisages an increase 
in the number of functional urban HWCs by upgrading the existing urban primary health centers 
and establishing new centers with minimum operational requirements met (DLI 4); and providing 
specialist services at urban HWCs (DLI 5). The availability of essential medicines, the number of 
HWCs providing five NCD screening services, and the screening and referral of infectious 
diseases by HWCs will be monitored as part of the program action plan. These are likely to 
contribute to the program’s outcome by increasing the number of service delivery points; providing 
access to an enhanced range of services, especially in NCDs; and ensuring reduced OOPE of 
the urban poor and the vulnerable by ensuring the availability of essential medicines. 
 
21. Output 2. This output aims to strengthen demand-side interventions to improve the 
demand for and uptake of health services, and foster healthy behavior change—directly 
contributing to the outcome indicators of increased utilization, enhanced screening, and access 
to maternal care. This output envisages the strengthening of outreach services and frontline 
health workers’ capacity to address demand-side constraints more effectively (DLI 6). It will also 
encourage states to capture and report patient satisfaction with HWC services to better 
understand user perspectives, which can be used in improving CPHC provision.  
 
22. Output 3. This output aims to support overall health system strengthening through 
individual and institutional capacity building, improved monitoring and evaluation systems, 
enhanced convergence with urban local bodies, continued encouragement of innovations and 
partnerships with private and not-for-profit organizations, increased uptake and use of digital 
technology such as telemedicine services, strengthened governance mechanisms, and enhanced 
cross-learning and dissemination of best practices and innovations in urban CPHC. Progress in 
this area is expected to be measured through (i) the establishment of a dedicated urban health 
division (DLI 8(i)); (ii) enhanced capacity of states for operationalizing CPHC (DLI 8 (ii)), as 
demonstrated through efforts such as increased uptake of innovations and good practices in 
urban health (DLI 8  iii)); and (iii) improved quality of services at urban HWCs (DLI 9).  
 
23. Efficiency and economy. The program is expected to achieve efficiency and economy 
through optimal use of the available resources. For example, it aims to expand the services 
available at urban HWCs by supporting supply-side interventions (output 1) such as specialist 
and wellness services by upgrading existing UPHCs. For new HWCs, rather than constructing 
new buildings, the program will encourage states to use rented spaces in existing buildings, as 
obtaining land for new construction is difficult and time-consuming. Leveraging the widely 
available private provider services in urban areas, specialist and wellness services will be either 
contracted out or contracted in, rather than HWCs hiring specialists and establishing service areas 
within their structures. This approach will be faster and more efficient in the use of resources, as 
it will allow HWCs to provide services that match the catchment population’s needs. Similarly, the 
program envisages increased community demand for health services and improved health-
seeking behaviors (output 2). This does not require extensive additional resources, since it can 
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be achieved through interventions such as the use of digital technology for capacity building of 
frontline health workers, and improving the frequency and content of outreach services. Support 
for health system strengthening interventions (output 3) such as capacity building and multi-
skilling of staff, increased uptake of digital technology, strengthening of existing convergence 
mechanisms, and increased cross-learning among states regarding innovations and good 
practices in urban health, are also likely to demonstrate a significant impact through minimal 
demand for additional resources. Although the proposed program envisages incremental gains in 
efficiency, the gains will also need to be sustained and strengthened through interventions such 
as (i) effective evidence-based planning by states under the annual program implementation 
plans to adjust the resource allocation by priority areas following progress, and (ii) the MOHFW’s 
provision of financial incentives and penalties to states across key priority areas identified in the 
NHM’s Conditionality Framework.  
 
24. Sustainability. The program results are likely to be sustained. The program aims to adopt 
a continuum of care approach by supporting supply-side, demand-side, and health system 
strengthening interventions to improve equitable access of the urban population to quality CPHC 
services. It envisages adopting a holistic approach to demonstrate a sustainable improvement in 
urban health outcomes, particularly for the urban poor and vulnerable population. The government 
has a policy-level commitment to increase the budget allocation to primary health care in addition 
to overall public expenditure on health. The COVID-19 pandemic has created a strong awareness 
among states of the importance of a good urban primary health system. Demand-side 
interventions aim at behavioral change among users; and once such demand is created, it would 
be difficult to reduce supply. The program’s results are unlikely to be reversible, so they have 
significant potential for medium- and long-term sustainability.  
 

3. Financial and Economic Analysis   
 
25. In FY 2017, India spends only 3.53% of its gross domestic product on health, against 
5.39% by middle-income countries on average.28 Public expenditure on health was 1.02% of 
gross domestic product in the same year. The government regards investment in primary health 
care as the most cost-effective approach to improving overall health outcomes, given the limited 
resources. The COVID-19 pandemic, which is primarily an urban phenomenon, has exposed 
deficiencies in the public health system. For all India, investments under the AB-HWC and the 
PM-ASBY for FY2021–FY2026 total about $8,626 million, of which the government will contribute 
$5,945 million (including monitoring and evaluation and project management unit costs) and the 
states will contribute $2,681 million. The government envisions development partners funding 
50% of the central government share, i.e., about $2,930 million.  
 
26. The proposed RBL loan will finance part of the AB-HWC expenditure and the PM-ASBY’s 
urban HWC expenditures, with a focus on CPHC through HWCs in the 13 states, using a 
framework that comprises both high- and low-capacity states (footnote 21). The RBL program 
expenditure framework follows the government’s budget classification system, broken down by 
program activities per state. For FY2021–FY2024, ADB will finance $300 million while the central 
government and states will finance the balance. The government may seek an additional financing 
loan of $200 million from ADB for the remaining PM-ASBY period of FY2025–FY2026. The central 
and state governments are committed to contributing their share following the center–state 
sharing ratio (60:40 for most states and 90:10 for special states) under the NUHM.   
 

 
28 World Bank. World Development Indicators (accessed 23 September 2020). 

https://data.worldbank.org/indicator/
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27. The proportion of households reporting OOPE on health increased from 65% in 2005 to 
78% in 2012 in urban areas.29 Medicine comprises a major portion of OOPE in outpatient 
treatment (72%).30 The program proposes strengthening service delivery to address these two 
components, having a direct impact on reducing OOPE and providing financial risk protection. 
The other direct benefit is reducing disability-adjusted life years (DALYs) by directly targeting 
diseases with high DALYs. Hence, screening programs for hypertension, diabetes, and certain 
cancers can have a direct benefit in terms of lower productivity losses because of morbidity and 
mortality from diseases. The same is true for tuberculosis. 
 
28. HWCs are expected to produce a range of economic benefits through their potential for 
improving health outcomes, health systems efficiency, and health equity. Improvement in health 
outcomes would include improved life expectancy, decreased all-cause mortality, and improved 
mental health outcomes. Health system efficiency is expected to reduce hospitalization, while 
improved health equity would enhance equitable access to health, improve health outcomes, and 
reduce OOPE. The expected economic impact of the RBL program will be calculated for costs 
saved through the reduction in OOPE and higher productivity saved from the reduced DALYs. 
OOPE savings will be for (i) people who shift from using private facilities to HWCs, and (ii) from 
lower OOPE for people already using public facilities. The higher productivity because of the 
reduction in DALYs will be monetized using the per capita income of the target population per 
productive working day saved. 
 
29. The program’s economic viability was analyzed by comparing the projected program 
benefits to the total program costs.31 Program benefits were projected over 20 years, including 
the 4-year program implementation period (FY2021–FY2024). The target beneficiaries are the 
bottom 60% of the urban population of the 13 states who would benefit directly from the program’s 
CPHC expansion. For benefits arising from the OOPE savings, the target population is taken as 
people who use public sector facilities. The target population for higher productivity through 
reduced DALYs is estimated by using the working population ratio of 33.9% based on the FY2018 
labor force survey. The economic viability was assessed by examining the economic internal rate 
of return (EIRR), net present value, and cost per DALY averted through the program. A standard 
discount rate of 12% was used for the 20-year projection. A sensitivity analysis was conducted 
by changing crucial assumptions that could have adverse effects on achieving the expected 
benefits. Adverse scenarios considered were (i) a 5% increase in costs, (ii) a 5% decrease in 
benefits, and (iii) a 5% decrease in HWC utilization. 
  
30. The economic analysis shows that the positive effects of increased OOPE savings and 
increased productivity outweigh the economic costs of the program. The estimated EIRR of 13.1% 
indicates that the program is economically viable. The cost per DALY averted over the 20-year 
period is estimated to be $28.4, which is cost-effective. The sensitivity analysis indicates that the 
expected benefits are reasonably robust to adverse change in the assumptions. Decreased 
program benefits yield the lowest EIRR (7R.2%) among the scenarios. The remaining scenarios 
produced positive EIRRs of 7.6% to 11.6%. Thus, mitigating actions to ensure economic viability 
and high economic returns should focus on positive accrued benefits (reduced OOPE) through 
adequate supplies of medicines and diagnostics in HWCs, as medicines and diagnostics 
comprise a major proportion of OOPE for outpatient services. 

 
29 A. Karan, S. Selvaraj, and A. Mahal. 2014. Moving to Universal Coverage? Trends in the Burden of Out-of-Pocket 

Payments for Health Care across Social Groups in India, 1999–2000 to 2011–12. PLOS ONE. 9 (8). e105162. 
30 R. Shahrawat and K. Rao. 2012. Insured Yet Vulnerable: Out-of-Pocket Payments and India’s Poor. Health Policy 

and Planning. 27 (3). page 213–221. 
31 Economic Analysis (accessible from the list of linked documents in Appendix 2 of the report and recommendation of 

the President). 

https://journals.plos.org/plosone/article?id=10.1371/journal.pone.0105162
https://journals.plos.org/plosone/article?id=10.1371/journal.pone.0105162
https://academic.oup.com/heapol/article/27/3/213/614322
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4. Implementation Arrangements  
 
31. The MOHFW will be the executing agency and its Urban Health Division will be the 
implementing agency. The program will help strengthen CPHC in urban areas using platforms, 
institutional mechanisms, and program management structures created under the NUHM. This 
will be the second RBL program for urban health in India, and stakeholders are familiar with the 
requirements. The states will implement annually approved program implementation plans and 
prepare periodic progress reports on DLIs and program action plan activities. The MOHFW will 
consolidate state reports and submit periodic progress reports on DLI achievements, program 
action plan activities, and other key performance indicators. An independent verification agency, 
engaged by the MOHFW, will verify DLI achievements and submit verification reports to the 
MOHFW and ADB.  
 
C. Managing Risks and Improving Capacity  
 
32. The program’s key outcome envisions strengthening of equitable access to quality CPHC 
in urban areas. The program objectives are well aligned with the government’s priorities in the 
overall health sector strategy at national and state level, as reinforced by the current pandemic 
situation. However, progress toward achieving the program outcome may be limited by the time 
required to bring about significant changes in health-seeking behaviors among the urban 
population, which may extend beyond the program period. Other social determinants, such as the 
stigma associated with certain diseases, popular beliefs on alternative care, and the presence of 
informal health care providers in urban areas, may undermine efforts toward achieving the key 
program outputs and outcome. The COVID-19 pandemic is also likely to be a key determinant of 
progress against the program’s outcomes, as a prolonged pandemic and subsequent waves could 
hinder the urban population’s access to CPHC. Although these risks are not directly within the 
control of the program, it will incorporate measures to mitigate them, such as (i) considering 
additional financing for FY2025–FY2026 to match the PM-ASBY duration and continue activities 
in priority areas; (ii) strengthening outreach and information, education, and communication 
elements under output 2 to influence the urban population’s health-seeking behavior and 
awareness of health care options; and (iii) supporting measures to overcome service interruptions 
caused by the pandemic, such as outreach services and expansion of “telehealth.”   
 
33. At the output level, varying capacities of states may undermine the overall program 
progress. The 13 states have different levels of health system capacity and maturity in urban 
health service delivery. The program will provide three levels of capacity development. Nationally, 
it will assist the MOHFW and the NHSRC to update relevant guidelines, develop and deploy new 
or upgraded training programs, and provide continuous monitoring and guidance. At state level, 
it will provide need-based capacity support through the attached TA, focusing on less well-
performing states among the 13 states, while well-performing states will be benchmarked for 
cross-learning and recognition. State performance in key areas will be closely monitored to ensure 
all states make progress toward the aggregated targets. The attached TA will facilitate knowledge 
exchange among the states and cities to encourage good performance through peer pressure.  
 
34. Another output level risk is the possibility that states divert human and financial resources 
to the COVID-19 response if the pandemic is extended and subsequent waives occur. 
Strengthening primary health care to respond to health emergencies more effectively is part of 
the program objective, and assisting the states to develop adequate response mechanisms will 
help them quickly recover primary health care capacity to pursue CPHC. The program will support 
the states to strengthen convergence mechanisms for efficient mobilization and use of the 
available resources, particularly in the ongoing COVID-19 scenario.  


