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PROGRAM RESULTS ASSESSMENT 
 
A. Program Results Framework 
 
1. The National Health Policy (2017) recommends strengthening the primary health care 
system by establishing health and wellness centers (HWCs) as the platform to deliver 
comprehensive primary health care (CPHC), and committing two-thirds of the health budget to 
primary health care.1 Delivering CPHC through HWCs was one of the key components of the 
Healthy India national initiative, the Ayushman Bharat—particularly the Ayushman Bharat Health 
and Wellness Centres (AB-HWC) scheme, which plans to develop 150,000 HWCs in rural and 
urban areas by transforming and rebranding existing urban primary health centers (UPHCs) into 
HWCs or UPHC–HWCs under the National Health Mission. The provision of CPHC is expected 
to reduce the dependence on secondary and tertiary care, lower morbidity, and mortality, and 
reduce out-of-pocket expenditure for health care.   
 
2. In May 2020, the Government of India announced the Pradhan Mantri–Atmanirbhar 
Swasth Bharat Yojana (PM-ASBY) package to strengthen public health systems to prepare for 
future pandemics and other emergencies by addressing the gaps revealed by the coronavirus 
disease (COVID-19) pandemic. The package envisages a new urban primary health care 
paradigm consistent with the prior AB-HWC scheme, and aims to establish 10,380 new HWCs in 
urban areas in collaboration with urban local bodies; establish a hub-and-spoke teleconsultation 
model for patients at the HWCs; and establish specialist services through outpatient departments.  
 
3. The proposed results-based lending (RBL) program from the Asian Development Bank 
(ADB) will support the government to improve equitable access to quality primary health services 
among the urban population by delivering CPHC through an increased number of urban HWCs 
and an expanded range of services. This is to be provided with a strong focus on the COVID-19 
pandemic response and health system resilience, as envisaged by both the AB-HWC and the 
PM-ASBY. The outcome of the RBL program is improved equitable access to quality CPHC 
services in urban areas, leading to the program impact of universal access to good quality health 
care services achieved. The program has three outputs: (i) CPHC in urban areas strengthened, 
(ii) support for improved health-seeking behavior increased, and (iii) health systems strengthened. 
 
4. The RBL program results framework is composed of several targets. It has been designed 
to capture how outputs will translate into the desired outcome, and how the outcome will translate 
into the desired program impact. The outcome achievement will be measured by three indicators: 
(i) increased use of urban HWCs (disbursement-linked indicator [DLI] 1), (ii) increased 
noncommunicable disease (NCD) screening (DLI 2), and (iii) increased access of urban women 
to antenatal care (DLI 3). These comprehensively cover the supply, demand, and health system 
aspects of health services delivery, and form a strong results chain to support the program impact 
on achieving universal access to quality health care services.  
 
5. As the delivery of CPHC is mainly through urban HWCs, equitable access to quality health 
care services will only be achieved if the services provided in HWCs are expanded, the service 
quality improves, and the number of operational HWCs is increased. All requirements are 
supported by indicators under output 1, such as the number of urban HWCs reported operational 
(i.e., the requirements defined for operational centers are met following the CPHC guidelines); 
and the number of urban HWCs offering key services (specialist care, NCD screening, essential 
medicines, and reporting of notifiable diseases) increased. 

 
1 Government of India, Ministry of Health and Family Welfare. 2017. National Health Policy 2017. New Delhi. 

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
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6. To encourage target populations to access the services provided in urban HWCs, a 
change in health-seeking behaviors will be required. The process can be facilitated by increasing 
the frequency and improving the quality of outreach services, which can be achieved by issuing 
urban-specific annual health calendar guidance to HWCs, providing training to accredited social 
health activists (ASHAs) and multipurpose workers (MPWs) to improve the quality of outreach 
services, empowering self-help groups in communities, and strengthening health promotion 
campaigns. HWCs will capture patient satisfaction on the services, which would help improve 
service provision to meet the target populations’ needs. These are all included as indicators to 
support output 2 of the program.  
 
7. The delivery of CPHC through urban HWCs can be sustained and improved through 
strong support, and enhanced systems and mechanisms. While the services need to be 
accessible, safe, patient-centered, acceptable, affordable, and equitable, they also need to be 
provided with high quality, dignity, and confidentiality. Institutionally, technical support agencies 
affiliated with the Ministry of Health and Family Welfare (MOHFW) (including the National Health 
Systems Research Center [NHSRC]), which have been leading efforts on quality enhancement, 
can be assigned to accelerate the rapid expansion of capacities for quality service delivery. The 
capacity of designated government technical support agencies to support the urban health 
agenda will be strengthened by a dedicated division for urban health. States will be supported to 
develop a comprehensive road map for CPHC in urban areas, through convergence with other 
urban services. Innovative approaches will also be encouraged. Quality assurance mechanisms 
will be adopted by a larger number of HWCs. This institutional strengthening and capacity building 
support is all captured by indicators under output 3 of the program. 
 
8. Indicators in the results framework were chosen based on the ability of the National Urban 
Health Mission (NUHM) to measure and achieve them using information technology monitoring 
tools and systems to provide transparent evidence of target achievements and their relevance in 
contributing to the program’s progress and final outcomes. The newly developed HWC portal is 
the main repository of data. The health management information system is the supporting portal, 
complemented by other sources of information such as the Integrated Disease Surveillance 
Programme, the Integrated Health Information Platform, the Drugs and Vaccine Distribution 
Management System, the ASHA program update report, the National Health Accounts, the 
Quality Improvement micro-site, quarterly progress reports, monitoring by joint review missions, 
and assessment by commissioned third parties.     
 
9. In general, indicators in the results framework were designed in congruence with the 
common results framework proposed by the MOHFW for the PM-ASBY. The linkages between 
the impact, outcome, and outputs in the results framework are strong. The outcome and output 
indicators are specific, measurable, aspirational yet achievable, relevant, time-bound, and 
transparent—covering key issues, actions, and performance targets to help the government 
improve the health status of the urban population by increasing their access to quality and 
affordable health care services. 

 
B. Disbursement-Linked Indicators 
 
10. The DLIs are key performance indicators that have been selected in consultation with the 
MOHFW and the NHSRC. The selected DLIs adequately cover the key aspects of the program. 
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All indicators are in the design and monitoring framework and the program results framework.2 
ADB financing will be disbursed following the allocation table summarized below.   
 

Disbursement-Linked Indicators 

Indicator 

Disbursement 
Allocated 
($ million) 

Share of Total 
ADB Financing 

(%) 

Outcome: Equitable access to quality CPHC services in urban areas improved in 13 states 
DLI 1: Annual utilization of urban HWCs increased, with at least 50% of 
visits made by women 

27 9.00 

DLI 2: Annual number of NCD screenings at urban HWCs increased 27 9.00 
DLI 3: Urban pregnant women accessing antenatal care at public urban 
primary health facilities increased 

9 3.00 

Output 1: Comprehensive primary health care services in urban areas strengthened 
DLI 4: Number of operational urban HWCs increased 70 23.33 
DLI 5: Number of urban HWCs offering specialist services increased 20 6.67 
Output 2: Support for improved health-seeking behavior increased 
DLI 6: Urban HWCs’ outreach services improved 55 18.33 
DLI 7: Number of urban HWCs capturing patient satisfaction of their 
services increased 

12 4.00 

Output 3: Health systems strengthened 
DLI 8: Capacity to implement CPHC in urban areas increased 49 16.33 
DLI 9: Quality assurance of urban primary health care facilities improved 31 10.33 
  Total 300 100.00 

ADB = Asian Development Bank, CPHC = comprehensive primary health care, DLI = disbursement-linked 
indicator, HWC = health and wellness center, NCD = noncommunicable disease. 
Note: Numbers may not sum precisely because of rounding. 
Source: Asian Development Bank. 

 
11. Outcome indicators will measure the improvement of equitable access to quality CPHC 
services in urban areas. Reflecting the lesson learned from NUHM support, according to ADB’s 
Independent Evaluation Department, outcome DLIs are within the direct control of the program.3 
There are three outcome DLIs. DLI 1 reflects the expected improvement in screening, early 
diagnosis, provision of primary care, and referral for cases that require secondary or tertiary level 
care. These will lead to the achievement of the larger outcome of decongestion at the secondary 
or tertiary levels by increasing footfall in urban HWCs and the percentage of footfall by females. 
As NCDs account for 63% of total mortality, DLI 2 will measure the increase in the number of 
NCD screenings. DLI 3 will measure the increase in registered pregnant women availing of at 
least four antenatal care checkups in urban HWCs as major causes of mortality among women 
and children are lack of sufficient antenatal care. These DLIs will provide the government a strong 
incentive for ensuring the accessibility of key primary health services that can lead to a significant 
decrease in the mortality rate of the most vulnerable populations. A patient-centric service delivery 
model that ensures universal access to expanded CPHC services of high quality with continuity 
of care and a two-way referral, is essential to ensure alignment with the desired impact of the 
program. The three outcome-level DLIs therein will help achieve the intended outcome, 
contributing to the impact.  
 
12. Output 1: Comprehensive primary health care services in urban areas 
strengthened. The first output focuses on supply-side interventions to roll out CPHC in urban 
areas. The output will strengthen the readiness of urban HWCs in providing an expanded range 
of health care services to cater to more cases at the primary level and reduce the burden on 

 
2 Program Results Framework (accessible from the list of linked documents in Appendix 2 of the report and 

recommendation of the President). 
3 Independent Evaluation Department. 2017. Corporate Evaluation: Results-Based Lending at the Asian Development 

Bank—An Early Assessment. Manila: ADB.  

https://www.adb.org/sites/default/files/evaluation-document/317151/files/ce-rbl.pdf
https://www.adb.org/sites/default/files/evaluation-document/317151/files/ce-rbl.pdf
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secondary and tertiary care facilities. The progress of establishing urban HWCs as a platform to 
deliver CPHC, and ensuring their operationalization according to prescribed guidelines, is 
intuitively measured by DLI 4. An urban HWC is considered operational if it fulfills criteria such as 
(i) the availability of human resources, (ii) trained staff, (iii) the availability of medicines, and 
(iv) appropriate diagnostics, among others. DLI 5 is also being measured to make the provision 
of specialist services more prevalent and comprehensive by ensuring that the number of urban 
HWCs offering at least three kinds of specialist services is increased. This will allow each HWC 
to cater flexibly to the catchment populations’ needs for specific specialist services, and increase 
the number of services incrementally.    
 
13. Output 2: Support for improved health-seeking behavior increased. This output will 
support demand-side interventions of the program that have a direct and positive impact on 
reducing out-of-pocket expenditure among urban populations, such as improving health-seeking 
behavior to take preventive measures and early screening, patient satisfaction in the HWCs, and 
the use of primary health care services through outreach. Each urban HWC sends out teams of 
MPWs and ASHAs for outreach services.4 The purpose of the outreach services is to create 
awareness of service availability and contribute to behavioral changes, thereby increasing 
demand for the services. DLI 6 will measure urban HWCs’ improved outreach services through 
health promotion and outreach activities that include gender-based violence issues among others, 
and the availability of trained MPWs and ASHAs. DLI 7 will measure increased patient satisfaction 
based on patient feedback on their experience, with the quality of comprehensive services sought 
and provided. The purpose of the DLI is to encourage HWCs to record patient feedback, analyze 
it, and take corrective actions to improve services based on the feedback. When most HWCs 
record patient satisfaction, the satisfaction level can be used as the CPHC outcome indicator, 
driving demand-oriented quality services.  
 
14. Output 3: Health systems strengthened. This output will address issues related to 
operationalizing CPHC through urban HWCs via convergence, quality assurance, and building 
innovations by strengthening systemic elements for delivering urban primary health care— 
including digital tools, quality assurance mechanisms, human resources, and other elements to 
engage the private sector to partner in improving health outcomes. The NHSRC is the main body 
responsible for capacity enhancement, quality certification, and supporting innovations for service 
delivery. Establishing a dedicated technical division for urban health at the NHSRC or another 
designated government technical support agency is a critical step to continuous prioritization of 
urban health. The technical division will revise the NUHM framework and CPHC guidelines based 
on the experience of the NUHM implementation; the CPHC progress; and the lessons from the 
COVID-19 response, which will be measured by DLI 8. The output will also ensure that 
innovations and good practices (including public–private partnerships) implemented in states are 
systematically documented, shared, adapted, or adopted; and that states are equipped to develop 
detailed road maps for implementing CPHC in urban areas by engaging various stakeholders. An 
integral part of the output for increasing health system efficiency is to conduct a quality assurance 
assessment of UPHC-HWCs in the states, leading to the award of Kayakalp certification in states, 
as indicated in DLI 9.5 
 
15. In addition to DLIs, the program team has identified a few technical actions to strengthen 
CPHC service delivery. Three actions in the program action plan will focus on strengthening the 

 
4 ASHAs are frontline workers in the health care delivery system in India. The standard is one ASHA per 1,000–2,500 

population in urban areas. 
5 Kayakalp scheme is a national initiative launched by Ministry of Health and Family Welfare (MOHFW) under Swachh 

Bharat Abhiyan to promote cleanliness and enhance the quality of health care facilities in India. 
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functionality of CPHC: (i) screening of five NCDs, (ii) the availability of essential medicines at 
HWCs, and (iii) improvement in communicable or infectious disease reporting from HWCs. The 
program team also identified actions that aim at strengthening the program’s monitoring and 
evaluation (M&E), financial management, procurement, and safeguard systems based on the due 
diligence assessments. 
 
C. Managing Risks and Improving Capacity  
 
16. DLIs, the program action plan, and the results framework (including data sources and 
verification protocols) are in place but require coordination, cooperation, and collaboration across 
different stakeholders and agencies. The risk of delay in the achievement of program results is 
mainly because of differential capacities of states and inefficiencies in reporting. The MOHFW 
requires each state to submit annual plans, such as program implementation plans; and to monitor 
the implementation progress using the HWC portal, health management information system, 
quarterly progress reports, and other relevant information systems. These multiple information 
systems, being limited or not integrated, pose a challenge in terms of duplicated efforts in data 
entry, requiring additional human resources input for data collation and validation. Inefficiencies 
in reporting may arise because of a lack of synergy or harmonization across these various health 
information systems. Given the wide variation in institutional arrangements and implementation 
capacity of states, there is a potential risk of delayed cumulative achievements of the targets if 
the targets have not been set considering the inequities across states.  
 
17. These risks can be mitigated by adjusting the projections or target setting in a more 
realistic and feasible way, based on varying state capacities coupled with previous results trends. 
Enhancing the implementation capacity of weak-performing states is also considered an effective 
measure to mitigating the risk. However, in the long run, data overlaps, gaps, or potential 
discrepancies that impact on the results framework would need to be resolved or at least 
minimized systematically. The government should consider integrating existing health information 
systems into the new HWC portal, or at least bringing the results from various sources to a 
common platform. National and state steering committees should also be established and meet 
routinely to monitor the improvement of systems. The MOHFW and the NHSRC should provide 
technical guidance and executive support at state or even substate levels, accordingly, to align 
M&E frameworks and improve the quality and availability of essential information.6   
 

 
6 The risks associated with results achievement and M&E systems are discussed in the Program Soundness 

Assessment and the Program Monitoring and Evaluation System Assessment (accessible from the list of linked 
documents in Appendix 2 of the report and recommendation of the President).  


