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I. POVERTY AND SOCIAL ANALYSIS AND STRATEGY 
Targeting classification: general intervention 

A. Links to the National Poverty Reduction and Inclusive Growth Strategy and Country Partnership Strategy  
Ensuring healthy lives and promoting well-being that is essential to sustainable development is outlined in the 
Government of India’s Strategy for New India @75.a The strategy identified four areas of health sector intervention 
to achieve India’s potential: (i) public health management and action, (ii) CPHC, (iii) human resources for health, and 
(iv) universal health coverage. By 2030, more than 400 million people will live in cities in India.b In line with the 
commitment in SDG 3 on good health and well-being, and the National Health Policy (2017),c AB-HWC envisages 
addressing the health concerns of the urban poor and vulnerable by providing CPHC through urban HWCs. 
It focuses on making basic medical services accessible for the urban poor and vulnerable population through HWCs’ 
location, service delivery, outreach, and health personnel who are responsive to the target groups’ needs. This 
program will benefit the urban poor, who comprise more than 25% of the urban population.d ADB’s India CPS, 2018–
2022 aims to support the country to achieve faster, inclusive, and sustainable economic growth.e With an aim to 
achieve inclusive urbanization, ADB is committed to reinforcing government efforts for strengthening urban health 
care delivery systems to improve the accessibility and quality of urban health services, particularly for the urban poor 
and vulnerable. In line with the government’s priorities toward the delivery of CPHC through HWCs under the PM-
ASBY, ADB plans to support the government in addressing key challenges in the design and implementation of 
CPHC in urban areas through the RBL modality. The proposed program is aligned with the government’s strategy, 
CPS, and SDG 3.2 on newborn and child health, 3.4 on noncommunicable diseases, 3.8 on universal health 
coverage, and 5.6 on reproductive health.  

B. Results from the Poverty and Social Analysis during Assessments of the Program and its Systems 
1. Key poverty and social issues. India’s urban population is increasing rapidly. By 2030, more than 400 million 
people are projected to live in cities (footnote b). One in every six urban households (17.4%) live in slums, a number 
that is expected to rise exponentially by 2050 (footnote d). Intra-urban health disparities between the urban poor and 
nonpoor are one of the most predictable, troubling, and unfair results of the marginalization and exclusion of the 
urban poor.f The infant mortality rate among the urban poor was 54.6 per 1,000 live births compared with the urban 
average of 35.5. Similarly, 18.5% and 47.2% of urban poor households had access to piped water and sanitation 
facilities compared with 62.2% and 95.9% among urban nonpoor households.g Poor environmental conditions and 
crowded living spaces are significant predisposing factors that make the urban poor particularly vulnerable to 
infectious diseases such as tuberculosis, acute respiratory infections, diarrhea, and newer pandemics such as 
COVID-19. Half of the estimated 136 million people over the age of 50 in India suffer from chronic diseases and 
more than 40% of the same age group struggle with daily living activities, compared with about 15% in the PRC and 
Sri Lanka, indicating poorer health in older age.h The high cost of health care—much of which is paid for out of 
pocket in urban areas—can lead to catastrophic expenditures and descent into poverty, more so among the most 
vulnerable groups. The National Sample Survey estimates for 2004–2014 showed a 10% increase in households 
facing catastrophic health care expenditures. This could be because the private sector remains the major provider 
of health services in the country, catering to more than 75% and 62% of outpatient and in-patient care. Substance 
abuse and GBV are common among slum dwellers. A study conducted in slums in central India shows non-
awareness about where to go for treatment as a major barrier in substance abuse treatment.i  
2. Beneficiaries. The program will benefit the urban poor and vulnerable who lack access to affordable and quality 
health care services in 13 states.j The program is likely to cover 65% of the country’s urban population (footnote d). 
In the context of the COVID-19 pandemic, the program will help poor and vulnerable populations that are suffering 
loss of income to avoid being indebted because of out-of-pocket expenses incurred on health. 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.  
3. Impact channels. The program will benefit the urban population, especially the poor and vulnerable, by 
(i) improving access to quality health care services; (ii) expanding the range of services available at primary care; 
(iii) increasing community awareness and health-seeking behaviors; (iv) encouraging healthy behaviors such as 
the use of safe drinking water, handwashing, proper sanitation, and nutrition; (v) fostering convergence with other 
urban services for effective and efficient delivery of urban health services; (vi) strengthening outreach services, 
particularly for the vulnerable sections of society; and (vii) strengthening monitoring to ensure quality services.  
4. Other social and poverty issues. Not applicable  
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5. Design features. Introducing CPHC through HWCs indicates a paradigm shift in service delivery from primary 
health care that mainly focuses on reproductive, maternal, child, and adolescent health to a comprehensive 
package of 12 services spanning preventive, promotive, curative, rehabilitative, and palliative care. This will mainly 
translate into increased uptake of health services at urban HWCs via increased availability of services for the 
screening and management of NCDs and other diseases. At the output level, the program aims to (i) strengthen 
CPHC provision through an increased number of urban HWCs; (ii) increase demand for health services and improve 
health-seeking behaviors through increased and improved provision of community outreach services; and 
(iii) strengthen the efficiency of health systems through improved availability of skilled human resources, better 
quality services, and the deployment of innovative models and good practices in urban health.  

II. PARTICIPATION AND EMPOWERING THE POOR 

1. Participatory approaches and proposed program activities. The MOHFW conducted several national and 
state workshops consulted technical agencies, nongovernment organizations, and other relevant stakeholders. 
Operational guidelines were developed through a consultative process, and from experiences drawn from the 
implementation of the National Health Mission. ADB held additional consultations while designing the proposed 
RBL program. Field visits were undertaken to the states of Assam, Karnataka, Orissa, Gujarat, Maharashtra, and 
Madhya Pradesh. Consultations were held with the MOHFW, state health departments, urban local bodies, 
stakeholders in districts and HWCs, community beneficiaries, and other stakeholders that have informed the 
program design and implementation document.  
2. Civil society. Community outreach, the engagement of MAS, self-help groups, and civil society are integral 
aspects of CPHC. The program aims to strengthen information, education, and communication activities for 
improving community awareness of healthy behaviors and service availability at HWCs. It also aims to improve 
health-seeking behaviors through strengthened behavior change communication efforts. The involvement of MAS 
and women’s self-help groups is integral to the success of CPHC efforts in urban areas.    
3. Civil society organizations. The program aims to strengthen community outreach services to extend 
community health awareness and demand for services through urban ASHAs and MAS.  
4. Forms of civil society organization participation envisaged during program implementation. 

 ☒  Information gathering and sharing (M)  ☒ Consultation (M)   ☒ Collaboration (L)  ☒ Partnership (L) 

5. Participation plan.     ☐ Yes.   ☒  No. A separate participation plan has not been prepared, as MAS are an 

integral part of the CPHC guidelines, which define the MAS’ role and activities. MAS are the basic unit for planning 
and community action. The planning process will involve the identification, mapping, and vulnerability assessments 
of slums; assessment of the availability and quality of existing health care services; stakeholder consultations; 
referral mechanisms; human resource considerations; and convergence mechanisms.  

III. GENDER AND DEVELOPMENT 
Gender mainstreaming category: gender equity theme  
1. Key issues. Women’s health is compromised by patriarchal, cultural, and socioeconomic constraints, which are 
likely to be exacerbated by the COVID-19 pandemic. Fewer female patients than males visit doctors in urban areas, 
despite the popular belief that primary health services are mainly maternal care and adolescent girls’ health 
programs.k The National Family Health Survey IV illustrated the inequality: (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 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%), is the leading cause of cancer deaths among women in India.l The COVID-19 pandemic has also had an 
adverse effect on women’s health. Anecdotal evidence suggests that lockdown and movement restrictions have 
widened women’s barrier to accessing health care services in urban areas. The access of pregnant women to 
antenatal care is likely to be undermined because of the pandemic. The government has deployed ASHAs for field 
level surveillance and monitoring of COVID-19, and their workload has increased tremendously because of the 
pandemic.m ASHAs are female community members trained to work as frontline health workers, and this makes 
them vulnerable. Gender analysis in service delivery is further limited by the shortage of sex-disaggregated data.  

2. Key actions. The program will have a pro-poor and pro-woman focus, with several activities that directly benefit 
women. These include screenings for cervical and breast cancer at HWCs, addressing GBV issues through 
outreach services, and 30% employment of women at the urban health technical division. The program will also 
support the revision of the CPHC guidelines, which will include gender-responsive service provisions. ASHAs and 
MAS, who are 90% women, will also benefit from the trainings on infectious disease responses. Gender indicators 
are included in the DMF, while DLIs and gender actions are covered in the PAP. 

☒ Gender actions (as part of PAP)     ☐  Other actions or measures     ☐ No action or measure 

IV. ADDRESSING SOCIAL SAFEGUARD ISSUES 

A. Involuntary Resettlement  Safeguard Category:  ☐ A     ☐ B     ☒ C     

1. Key impacts. The program aims to strengthen CPHC by upgrading or refurbishing existing urban primary health 
centers into HWCs, and establishing new HWCs in rented spaces in existing buildings, to provide expanded 
services. No resettlement impacts, either permanent or temporary, on any individual or community are envisaged.  
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2. Strategy to address the impacts. No involuntary resettlement impact is envisaged. Any activities that may 
cause involuntary resettlement will be excluded from the program.  

3. Actions           ☐ Program safeguard systems improvements           ☒ No action 

B. Indigenous Peoples Safeguard Category:  A   ☐   B   ☐    C  ☒ 

1. Key impacts. Is broad community support triggered?     Yes   ☐                 No  ☒ 

The program activities do not involve (i) commercial development of indigenous peoples’ cultural resources and 
knowledge; (ii) physical displacement from traditional or customary lands; or (iii) commercial development of natural 
resources within customary lands under use that would impact the livelihoods or the cultural, ceremonial, or spiritual 
uses that define indigenous peoples’ identity and community. Broad community support requirement is not triggered.  
2. Strategy to address the impacts. No impacts on indigenous peoples are envisaged.  

3. Actions ☐  Program safeguard systems improvements         ☒  No action   

V. ADDRESSING OTHER SOCIAL RISKS 

A. Risks in the Labor Market  
1. Relevance of the program for the country’s or region’s or sector’s labor market.  

☐ unemployment (L) ☐  underemployment (L) ☐  retrenchment (L) ☐  core labor standards (L) 

2. Labor market impact. No impact on labor market envisaged 

B. Affordability  
The program aims to improve access to good quality, free health care for the urban poor and vulnerable. 

C. Communicable Diseases and Other Social Risks  
1. The impact of the following risks are rated high (H), medium (M), low (L), or not applicable (NA):  

☐  Communicable diseases - NA     ☐  Human trafficking - NA    ☐  Others (please specify) – NA 

2. Risks to people in program area. NA 

VI. MONITORING AND EVALUATION 

1. Targets and indicators. Social and gender-related indicators and targets, consistent with the program poverty 
and gender categorization, are included in the program DMF and PAP.  
2. Required human resources. The capacity of monitoring and evaluation staff will be strengthened. The social 
and environmental safeguard consultants will be engaged at national level for capacity building and monitoring.  
3. Information in program implementation document. The program implementation document includes DLIs, 
PAP, DMF, program systems and implementation arrangements, and integrated risk and mitigating measures.  
4. Monitoring tools. Monitoring DLIs and PAP indicators will rely on data from the HMIS, HWC portal, periodic 
government surveys, National Urban Health Mission quarterly progress reports, and joint review missions. 

ADB = Asian Development Bank, ASHA = accredited social health activist, PM-ASBY = Pradhan Mantri Atmanirbhar 
Bharat Swasth Yojana, COVID-19 = coronavirus disease, CPHC = comprehensive primary health care, CPS = country 
partnership strategy, DLI = disbursement-linked indicator, DMF = design and monitoring framework, GBV = gender-
based violence, HWC = health and wellness center, MAS = Mahila Arogya Samitis (community women’s group), 
MOHFW = Ministry of Health and Family Welfare, NCD = noncommunicable disease, PAP = program action plan, PRC 
= People’s Republic of China, RBL = results-based lending, SDG = Sustainable Development Goal. 
a  Government of India, NITI Aayog. 2018. Strategy for New India @75. New Delhi. 
b  United Nations in India. Poverty and Urbanisation (accessed 18 August 2020). 
c  Government of India, MOHFW. 2017. National Health Policy 2017. New Delhi. 
d.  Government of India. 2011. Census of India. Delhi (accessed 18 August 2020). 
e.  ADB. 2017. Country Partnership Strategy: India, 2018–2022. Manila. 
f  L.B. Nolan. 2015. Slum Definitions in Urban India: Implications for the Measurement of Health 

Inequalities. Population and Development Review. 41 (1). page 59–84.  
g  Government of India, Ministry of Health and Family Welfare. 2015–2016. National Family Health Survey (NFHS-3) 

India Fact Sheet.  
h  ADB. 2019. Growing Old Before Becoming Rich: Challenges of an Aging Population in Sri Lanka. Manila. 
i  H. Ashtankar and M. Talapalliwar. 2017. Felt Need and Treatment-Seeking Barriers among Substance Abusers in 

Urban Slum Area in Central India. Indian Journal of Psychological Medicine. 39 (4). page 436–440. 
j Andhra Pradesh, Assam, Chhattisgarh, Gujarat, Haryana, Jharkhand, Karnataka, Madhya Pradesh, Maharashtra, 

Rajasthan, Tamil Nadu, Telangana, and West Bengal. 
k  Rao KD and Peters DH. 2015. Urban health in India: many challenges, few solutions. Lancet.  
l  R. Takiar. 2018. Status of Breast and Cervix Cancer in Selected Registries of India. Annals of Women’s Health. 2 

(1). 1012. 
m  Apart from routine work, ASHAs are involved in door-to-door surveys to detect people with COVID-19 symptoms, 

contact tracing, counseling, keeping records of migrants and ensuring they are completing their quarantine periods, 
patrolling containment zones, and educating people on precautions. 
Source: Asian Development Bank. 
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