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ABSTRACT

The urban primary health center (UPHC) is the first point of contact between patients and the health 
care system. The key responsibility of UPHCs is to provide comprehensive preventive, promotive, and 
nondomiciliary curative care. In this Asian Development Bank (ADB) supported study, we present 
an innovative public–private partnership between the Nagpur Municipal Corporation (NMC) and 
Tata Trusts to strengthen the UPHC system in India. From the baseline assessment, the study identified 
that the low utilization of UPHCs was due to inadequate infrastructure of the health centers, fewer 
working hours, inadequately trained human resources, and availability of staff only for a short time. 
The study led to the development of a road map jointly prepared by NMC and Tata Trusts. This road 
map is in accordance with the thrusts of ADB pertaining to quality urban health care. Consisting of 
three phases, the study seeks to improve the quality of service in 26 UPHCs, of which phase 3 is 
currently underway. Six key priorities were identified for the transformation of UPHCs: (i) upgrading 
the infrastructure of the health centers; (ii) realigning the workflow process; (iii) strengthening human 
resources through capacity building; (iv) establishing a robust supply chain management system for 
better provisioning of drugs; (v) setting up of a centralized laboratory facility; and (vi) maintaining 
electronic medical records and adopting other innovations by leveraging technology. 



I. BACKGROUND

The National Health Mission of India consists of the National Rural Health Mission and the National 
Urban Health Mission (NUHM), both of which have the primary aim of providing accessible, affordable, 
and quality health care to the population, particularly to vulnerable groups. Approved by the Cabinet 
on 1 May 2013, the NUHM covers all state capitals, district headquarters, and cities or towns with a 
population of more than 50,000. NUHM aims to fulfill the health care needs of the urban population 
by making quality health care affordable and accessible for the urban population, especially the poor 
and vulnerable. 

The urban primary health center (UPHC) acts as the first point of contact between patients and the 
health care system. A UPHC’s key responsibility is to provide comprehensive preventive, promotive, 
and nondomiciliary curative care. As per NUHM guidelines, the services provided by UPHC includes 
outpatient services; basic laboratory services; drug and contraceptive dispensing and delivery of 
reproductive and child health (RCH) services; as well as preventive and promotive aspects of all 
communicable and noncommunicable diseases.1 

Urban primary health centers should act as gatekeepers by offering preventive health care services 
and treating minor illnesses, thus preventing patients from flocking to tertiary health care centers for 
minor illnesses. Patients from UPHCs are referred further to urban community health centers or other 
secondary and tertiary hospitals. Providing good quality health care at the UPHCs to the vulnerable 
population can prevent their financial hardships due to out-of-pocket expenditures. Often, there is 
high out-of-pocket expenditures from availing of treatment in private health facilities due to high 
costs of treatment, drugs, and diagnostics. Also, this is compounded by unnecessary transportation 
costs to higher-level public health facilities, loss of wages, and psychological trauma. When patients 
prefer tertiary care facilities for minor illnesses, it results in overcrowding and decreases the efficiency 
of the resources deployed at the tertiary health facilities. Thus, the proper functioning of the UPHC as 
the backbone of the urban health system is of paramount importance.

Nagpur is the third-largest city of Maharashtra with a population of 2.9 million as of 2018. It is proposed 
as a smart city. The Nagpur Municipal Corporation (NMC) has established a three-tier public health 
system with three tertiary care hospitals, three indoor hospitals, and two diagnostic centers. NMC 
also has 26 UPHCs and 25 dispensaries (Figure 1). The city’s 26 UPHCs are less than the required 
50  UPHCs as per NUHM norms.2 The reasons for the shortfall include underutilization of health 
care services in existing UPHCs, inadequate capacity building among health personnel, and negligible 
investment in health by the urban local body. 

1 Government of India, Department of Health & Family Welfare. 2013. Guidelines for Preparing NUHM Programme 
Implementation Plan (PIP) 2013-14. http://cghealth.nic.in/nhmcg/Informations/NUHM/NUHM_PIP_Guidelines_2013-14.
pdf?cv=1 (accessed 12 January 2020)

2 Depending on the spatial distribution of the slum population, the population covered by a UPHC may vary from 
50,000 for cities with sparse slum population to 75,000 for highly concentrated slums. The UPHC may cater to 
a slum population between 25,000–30,000. http://nhsrcindia.org/sites/default/files/Draft%20-%20Roles%20
Responsibilities%20and%20Management%20-%20UPHC%20under%20NUHM.pdf (accessed 16 January 2020).

http://cghealth.nic.in/nhmcg/Informations/NUHM/NUHM_PIP_Guidelines_2013-14.pdf?cv=1
http://cghealth.nic.in/nhmcg/Informations/NUHM/NUHM_PIP_Guidelines_2013-14.pdf?cv=1
http://nhsrcindia.org/sites/default/files/Draft%20-%20Roles%20Responsibilities%20and%20Management%20-%20UPHC%20under%20NUHM.pdf
http://nhsrcindia.org/sites/default/files/Draft%20-%20Roles%20Responsibilities%20and%20Management%20-%20UPHC%20under%20NUHM.pdf
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Despite the rising unmet health care needs of the urban population, the UPHCs are witnessing a 
decreased footfall in patients. (Footfall is counted as every visit of a patient to an urban primary care 
facility to seek care. This could include the same person visiting frequently for follow-up visits or seeking 
care for different ailments.) At the same time, people prefer to avail of treatment from private health 
care providers, often queuing up for a long time. There is also a high proportion of people seeking care 
from the two government medical colleges, even for minor illnesses. In this regard, the Chief Minister’s 
Office of Maharashtra invited Tata Trusts to strengthen the UPHC system and increase its utilization. 
Accordingly, this study was initiated with ADB assistance to demonstrate the feasibility and efficacy of a 
public–private partnership (PPP) model in providing quality health services. 

II. PARTNERSHIP BETWEEN NAGPUR MUNICIPAL CORPORATION 
AND TATA TRUSTS 

This study was commissioned by ADB and conducted through Tata Trusts, NMC, and other stakeholders 
to develop a model for urban health in India through public–private partnership. The Office of the Chief 
Minister of Maharashtra requested Tata  Trusts to develop the UPHCs in Nagpur through the “Model 
UPHC Project, Nagpur” (hereafter Nagpur Model Project). Tata Trusts had been working with NMC for 
over 3  years to improve services and infrastructure at the regional mental hospital in the city. With its 
significant expertise in delivering and improving rural health for several years, Tata Trusts3 readily accepted 
the Nagpur Model Project (Figure 2).

HSD Srinivas, who headed the health initiatives at Tata Trusts, explains, “We are champions of public health 
in primary care. We wanted to visualize what could be the public health scenario in a smart city. Would it 
ease the delivery of care? We had done a lot in rural areas, and it was time to look at the urban poor.”4

In July 2017, Tata Trusts conducted a scoping study for assessing the reasons behind poor utilization 
of services in the UPHCs. The assessment format was prepared based on the 2012 Indian Public 

3 Times of India. 2017. Tata Trusts Helps Change Face of Mental Hospital. https://timesofindia.indiatimes.com/city/nagpur/
tata-trusts-helps-change-face-of-mental-hospital/articleshow/61840127.cms (accessed 12 January 2020).

4 U. Anand. 2019. Smart Urban PHCs: How Nagpur Does It. https://www.civilsocietyonline.com/cover-story/smart-urban-
phcs-how-nagpur-does-it/ (accessed 15 January 2020).

Existing Infrastructure

ayurveda; yoga and naturopathy; unani, siddha, 
and homeopathy (AYUSH) facilities

tertiary care hospitals3

diagnostic centers2

urban primary health centers26

allopathy dispensaries7

18

Source: Tata Trusts.

Figure 1: Existing Public Health Infrastructure in Nagpur

https://timesofindia.indiatimes.com/city/nagpur/tata-trusts-helps-change-face-of-mental-hospital/articleshow/61840127.cms
https://timesofindia.indiatimes.com/city/nagpur/tata-trusts-helps-change-face-of-mental-hospital/articleshow/61840127.cms
https://www.civilsocietyonline.com/cover-story/smart-urban-phcs-how-nagpur-does-it/
https://www.civilsocietyonline.com/cover-story/smart-urban-phcs-how-nagpur-does-it/


Public–Private Partnership for Strengthening Urban Health in Nagpur   3

CMO = Chief Minister Office of Maharashtra, MOU = memorandum of understanding, UPHC = urban primary health center.
Source: Tata Trusts.

Health Standards (IPHS) guidelines, 2015 UPHC standards, and National Accreditation Board. 
The results from the scoping study suggested that the low utilization of UPHCs was due to poor 
infrastructure of the health centers, fewer working hours, and poorly trained and/or motivated human 
resources resulting in poor patient satisfaction (Figure 3). People were availing of services from private 
practitioners and the two medical colleges even for minor diseases, because of the poor quality of care 
in UPHCs. The average footfall was only 8–20 patients on any given day in UPHCs.

Further, there were no mechanisms to track the attendance and availability of the staff. The usual 
feedback was that the staff was available for only a couple of hours, though their working hours were 
from 8 a.m. to 4 p.m. A positive finding of the scoping study was that patients were willing to avail of the 
services at the public facilities provided the quality of care was improved. 

In December 2017, Tata  Trusts signed a memorandum of understanding (MOU) with NMC to 
undertake activities to improve primary urban health care service delivery in Nagpur City. This was 
followed by the constitution of a nine-member governing council in January 2018 comprised of the 
city health officer who is also the NUHM lead in NMC; municipal commissioner; two administrative 
officials; and four  members from Tata  Trusts, including the lead of the project management unit 
(PMU) and an independent public health consultant. The governing council was set up to make 
decisions regarding project design and execution, monitor the progress of the work being carried out, 
handle disputes between the partners, bring in accountability, overcome challenges during the project 
activity, and provide inputs for the smooth functioning of the project. The council was entrusted 
with jointly preparing an integrated action plan for the city of Nagpur, encompassing the goals and 
objectives of the National Health Plan, and the Sustainable Development Goals. 

The governing council oversaw the progress of the Nagpur Model Project and collectively facilitated 
the decisions by NMC. The governing council had meetings every second Monday of the month in the 
initial phase, and at least once every 3 months in the later phase. A nodal officer was appointed from 
the NMC side who worked closely with the consultants from Tata Trusts. The NMC commissioner 
chaired the governing council meetings, and any decision taken in the meetings was binding on all 
the staff of UPHC network, NMC authorities, and Tata Trusts. A weekly dashboard was shared with 
governing council members and the nominated representatives, which provided indicators to monitor 
the performance of the UPHC network. 

June 2017
Request 

from 
CMO

December 
2017

MOU
June 2018

Phase I

October 
2018

Phase II 
completed

July 2017 
Scoping 

study

January 
2018 

Governing 
Council

August 2018
Initiation of 
laboratory 

services

Figure 2: Timeline and Progress of the Model UPHC Project, Nagpur, 2017–2018
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Some of the decisions taken by the governing council included the following:

(i) disbursing the salary of staff at the health facilities based on their attendance as captured 
through the biometric system installed in the facilities; 

(ii) transforming six existing health posts into UPHCs to fill the shortfall in the number of 
UPHCs;

(iii) setting up of a referral mechanism for patients at the health centers; and
(iv) directing the NMC to follow drug storage and inventory management guidelines in their 

central drug store. 

To ensure better coordination among the NMC officials and Tata  Trusts, the governing council 
suggested that the 11-member team from Tata Trusts operate from the physical premises of NMC. 

Low and/or poor utilization of UPHCs

Reduced functional hours 
of UPHC

Reduced patient satisfaction 
levels

Lack of proper supply chain 
logistics for drugs, diagnostics, 

etc.

Nonadherence to 
standard treatment 

protocol

Lack of resources Condition of the buildings

Safety issues like fire, etc.

Transport issues for staff

Poor furniture and/or 
facilities

Cluttered UPHCs

Water supply issues

Sanitations

Privacy issues

Lack of diagnosis for 
communicable and 

noncommunicable diseases

Reduced quality of care

Lack of communication 
skills

Poorly trained  
and/or motivated  
human resources

Poor infrastructure 
at UPHCs

Figure 3: Reasons for Underutilization of Services in Existing Urban Primary Health Centers 
in Nagpur, 2017

UPHC = urban primary health center. 
Source: Tata Trusts.
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III. THE TRANSFORMATION PROCESS

The findings of the scoping study in June 2017 observed several issues with the UPHCs:

(i) scattered and chaotic spread of furniture at the facilities,
(ii) poor drug storage practices,
(iii) lack of back-up processes for existing information technology (IT) systems,
(iv) absence of fire safety mechanisms,
(v) poor infrastructure to ensure patient privacy,
(vi) inefficient training and capacity building mechanism for human resources, and 
(vii) weak supply chain management system. 

Based on the findings of the report, the municipal commissioner of the NMC identified six key priorities 
(see Figure 4) for the transformation of UPHCs:

(i) upgrading the infrastructure of the health centers,
(ii) realigning workflow processes and enhancing service quality, 
(iii) strengthening human resources through capacity building,
(iv) establishing a robust supply chain management system for better provisioning of drugs, 
(v) setting up of a centralized laboratory facility, and
(vi) maintaining electronic medical records (EMRs) and other innovations by leveraging 

technology.

Figure 4: Key Areas of Process Transformation for Urban Primary Health Centers

Source: Tata Trusts.

Process
realignment

Nagpur
Model
Project

Central
laboratory

Supply chain
management

Technology
platform

Capacity
building

Infrastructure
upgradation
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A road map was jointly prepared to revamp the infrastructure and improve the quality of service in 
the 26 UPHCs under a 3-year program that was divided into three phases. Gaps were identified for 
each of the 26 UPHCs, and exhaustive deliberations were held before commencing the upgradation 
work. The UPHCs were upgraded in three phases. Phase 1 involved 8 UPHCs till June 2018; and in 
phase 2, 10 UPHCs were upgraded by October 2018. Phase 3 is currently underway for renovating 
eight UPHCs. 

A.  Upgrading the Infrastructure of Health Centers 

After mapping the infrastructure of the facilities, a detailed joint technical report regarding the 
infrastructure upgradation works was prepared. Tata  Trusts supplemented the NMC’s role of 
carrying out civil works in the UPHCs by providing architect consultations and designing the interiors 
with a focus on maintaining uniformity across the different UPHCs. The NMC then executed the 
infrastructure-related activities. Tata Trusts offered inputs for ambience management, better clinical 
services, and outreach activities. 

To improve ambience, air conditioners, appropriate furniture, and water coolers were installed and the 
interiors made attractive (Figure 5a). The UPHCs were made fully air-conditioned and equipped with 
all the required amenities. The damp and gloomy walls of the facilities were given a colorful look to 
make it appear more like private clinics and to elicit confidence in the patients. The clinical and office 
area were distinctly marked and separated. 

To improve clinical services, a feedback desk and a separate breastfeeding counter was set up. Separate 
cabins for pharmacists, doctors, and laboratory technicians were installed. Also, planning was done to 
use the space at the health center in a more efficient manner (Figure 5b). The infrastructural changes 
aimed to provide a friendly environment for both staff and patients (Figure 5c). 

To pursue outreach objectives, the workplace made specific arrangements (Figure 5d) for targeted 
information, education, and communication (IEC) activities such as display of posters, pamphlets, 
paintings, audiovisual aids, and digital signages (Figure 5e). 
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Figure 5: Upgradation of Infrastructure

UPHC facelift.  Installation of furniture and painting of walls (photo by Tata Trusts).

Efficient use of space. Transition of cluttered storehouses to spacious, organized ones (photos by Tata Trusts).

Clean and welcoming environment. Providing an amiable and colorful look to the health center (photos by Tata Trusts).

continued on next page.

Panel 5b.

Panel 5a.

Panel 5c.



8   ADB South Asia Working Paper Series No. 92

The content of the IEC activities was borrowed from the guidelines mentioned on the website of the 
Ministry of Health and Family Welfare, Government of India. The information related to different 
national health programs were described and displayed in strategic areas in the UPHC facility. 
The content was further validated by NMC officials. Information on Swachh Survekshan (an annual 
survey of cleanliness, hygiene, and sanitation in cities launched as part of the Swachh Bharat Abhiyan) 
was also disseminated as a part of routine IEC activity. The area mapping of the facilities was also 
made available on Google maps.

Organized workplace. Making the workplace more spacious and organized (photos by Tata Trusts).

Information, education, and communication. An IEC corner featuring health care programs of the Government of India 
on display at the health center (photo by Tata Trusts).

Figure 5 continued.

Source: Tata Trusts.

Panel 5d.

Panel 5e.
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B. Realigning Workflow Processes and Enhancing Service Quality 

Each UPHC was equipped with computers and network installations. Registration of patients was 
made mandatory and computerized using electronic records, replacing earlier manual registration 
(Figure 6). A patient had to register first at the reception counter where a photograph was taken with 
a webcam, and a slip was issued. Registered patients were given a unique identification (ID) number 
that could be accessed across all the UPHCs under the NMC. Using this unique registration ID, the 
doctor could now retrieve the past medical records of the patient. The installed system also helped 
the centers to connect with the NMC office. The municipality’s health officer in charge of the PHCs 
held a weekly meeting with the doctors at the UPHCs through videoconferencing. 

Figure 6: Process Realignment

Patient registration counter. 
A staff of the  health center 
carrying out computerized 
registration of the patient   
(photo by Tata Trusts).

For effective allocation of human resources, workflow of all the staff of the UPHC, including that 
of pharmacists and laboratory technicians, was reorganized. Standard operating procedures  were 
prepared for all major processes to be carried out in the health centers. These procedures were 
also designed for the staff, such as providing for space and time for staff meetings and lunch; and 
immunization for all staff against hospital-acquired preventable diseases such as hepatitis B, wherein 
records were tracked. 
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A key feature of improving the quality of service was implemented through patient feedback forms. 
These were documented by the pharmacists at the UPHCs, who were trained on how to enter the 
feedback responses in Microsoft Excel to automatically generate a score. On average, 30 feedback 
forms per UPHC were analyzed every month by the city quality assurance coordinator to improve the 
quality of the services provided at these health centers. Based on this analysis, efforts were taken to 
improve the services or contact the patient for their grievances. Provisions for monitoring the quality in 
clinical services were also put in place. Doctors from All India Institute of Medical Sciences  (AIIMS), 
Nagpur were engaged to perform clinical quality audit of the services provided at these centers. 
Regular prescription audits and measuring patient satisfaction index are also planned.

C. Strengthening Human Resources through Capacity Building 

A trained workforce is crucial for the efficient functioning of an effective public health system. Based 
on the NUHM guidelines, training needs of the existing human resources were identified, and a 
detailed training schedule was prepared according to the role requirements and to meet the identified 
training needs (Table 1). An MOU was signed with AIIMS Nagpur for identification and fulfillment 
of the training needs of the UPHC staff. Previously, there was no provision for induction training 
after recruitment of the staff for the facilities, which resulted in ambiguity for the staff about their 
job description and their role in the UPHC. The training was imparted only when instructed by the 
Directorate of Health Services headquartered at Mumbai. These training programs focused more on 
reporting and data entry aspects—regular content of formats and software in any newly launched 
health care program. There was limited focus on training in clinical skills, and the focus on the soft 
skills aspect was absent. Further, there was no mechanism in place to measure the effectiveness of the 
training undergone by the staff. After assessment of training needs and development of training tools, 
both induction and refresher trainings were conducted for the staff. The structured training program 
design entailed preparation of training calendars and inclusion of a soft skills training component for 
all UPHC staff, which was not included earlier in the state training calendar. An MOU was signed with 
AIIMS Nagpur for identification and fulfilment of the training needs of the UPHC staff.

Table 1: Training of Human Resources—Training Calendar

Name of Training
Duration 

(number of days) Targeted Audience Topics Covered

Soft Skill Training and 
Introduction to Technology 
Platform and Model UPHC

3 Staff of UPHCs and 
Administrative Staff 
of NMC

Cooperative learning activities and team 
building skills; concepts of hospitality; 
soft skills; motivation and personality 
improvement

Skill Building Training 1 NUHM Laboratory 
Technicians

Internal quality control, advanced 
phlebotomy practices

Orientation on Phlebotomy 
Practice

1 Laboratory Technician Overview of phlebotomy technique, its 
importance, and practice on a dummy 
environment

Mahila Arogya Samiti Induction 
Training

1 MAS Members Introduction to roles and responsibilities 
of MAS; role of MAS in health 
system strengthening

EMR Orientation 1 Laboratory Technicians Orientation of EMR on laboratory module

continued on next page.
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Name of Training
Duration 

(number of days) Targeted Audience Topics Covered

Basic Life Support Adolescent 
Reproductive and Sexual 
Health Prescription Writing

1 GNM and Medical 
Officers

Orientation of BLS and training on BLS 
techniques, orientation on ARSH program 
and activities for ARSH clinic, orientation on 
standard prescription writing

Vulnerability Mapping 1 ANM, GNM, Medical 
Officers

Orientation on implementation of 
vulnerability mapping in the catchment area 
of UPHC

Elderly Care and Mental Health 1 Medical Officers, GNM Elderly health care management, 
mental health

NUHM Orientation Workshop 1 Medical Officers NUHM project implementation plan; 
NUHM financial plan; initiatives on urban 
health; reproductive and child health; quality 
assurance program under NUHM; NCD

Awareness Training 1 MAS Introduction to TB
Rotavirus Vaccine 1 Medical Officers Importance of community mobilization in 

rota virus vaccine implementation
Continuing Medical Education 
on Diabetes Management at 
Primary Health Care Setting

1 Medical Officers Role of primary centers in handling NCD 
case; standard treatment guidelines to 
manage patients at primary centers

Standard Inventory 
Management Practices

1 Pharmacist Inventory management practices, 
inventory module, National Quality 
Assurance Standards

Workshop on Tobacco 
Cessation

1 Medical Officers Tobacco cessation practices

CME on Hypertension 1 Medical Officers Management of hypertension, approach 
toward the patient: history, physical 
examination etc.

Leprosy, Tuberculosis, NCD 
Awareness and Case Finding

1 Medical Officers Introduction to leprosy, TB, NCD; overview 
of active case finding and home-to-home 
survey

Orientation Program of 
Corporator on Overview of 
NUHM

1 Corporator Overview of different health projects, 
schemes and National Health Policy .

Training of ASHA and MAS 
Workers on Team Building 
Skill Development

1 MAS and ASHA 
Workers

Cooperative learning activities and team 
building skills

Training of Medical Officers 
and Staff Nurses on Mental 
Health Care

1 PMU team, Tata Trusts, 
Medical Officers, 
Staff Nurses

Mental Health Care

Training of Medical Officers on 
District Mental Health Program 

1 Medical Officers District Mental Health Program

Soft Skill Training for NUHM 
and UPHC Staff

1 Medical Officers, Staff 
Nurses, NUHM, PMU 
Tata Trusts

Communication Skills; Team Work and 
Collaboration and conflict management

Population-Based NCD 
Screening

3 Medical Officers, Staff 
Nurses, and ANMs

Population-based NCD screening

Bridge Training 1 ASHA Workers and 
ANMs

Booster routine immunization 
demand generation

continued on next page.

Table 1 continued.
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Name of Training
Duration 

(number of days) Targeted Audience Topics Covered

TB Awareness Activities 2 NUHM, City TB Society 
Officials, Tata Trusts 

Tuberculosis awareness and sensitization

Stakeholder Consultation 
Workshop to Strengthen the 
Primary Health Care in Nagpur 
Municipal Corporation

1 NMC officials, 
NUHM, Tata Trusts, 
Development Partners, 
Ministry and State 
Health Officials, 
Government Medical 
Colleges, AIIMS Nagpur

Introduction to primary health care, 
situational analysis of primary health care 
in Nagpur; how we reach primary  
health care goals 

Fire Safety Training 1 ANM, GNM, 
Accountant, 
Pharmacist, and 
Medical Officers 

Fire safety techniques

Routine Immunization 
Microplanning

2 ANM and ASHA 
Workers

Duelist preparation, line listing area mapping, 
enumeration, community need assessment of 
beneficiaries, vaccine load estimation, work 
planning of ANM, communication planning

AIIMS = All India Institute of Medical Sciences,  ANM = auxiliary nurse midwife, ARSH = adolescent reproductive and sexual 
health (ARSH) , ASHA = accredited social health activist, BLS = basic life support, CME = continuing medical education,  
EMR = electronic medical record, GNM =  General Nursing and Midwifery, MAS = Mahila Arogya Samiti, NCDs = noncommunicable 
diseases, NMC = Nagpur Municipal Corporation, NUHM = National Urban Health Mission, PMU = project management unit, 
TB = tuberculosis, UPHC = urban primary health center.
Source: Tata Trusts.

A needs-based training was imparted to the staff as per their job role, e.g., laboratory technicians 
were trained on phlebotomy techniques. The training focused on inculcating a “techno- managerial 
approach” among the workforce. The effectiveness of the training was enhanced by pre- assessments 
and post- assessments through structured questionnaires.   

Clinical protocols were developed and used to provide effective treatment as per the national 
guidelines of various programs. The staff in the 20 UPHCs were trained to adhere to the standard 
treatment guidelines (STGs) in implementing the national health programs. Further, CME sessions on 
different topics were organized regularly to train medical officers on STGs for diabetes, hypertension, 
TB, tobacco cessation, etc. NMC was registered to issue medical education credits from the CMEs to 
attract more medical officers to attend the CMEs. The doctors underwent training for 17 calendar days 
in a year. Training for capacity building was imparted to both clinical and nonclinical staff members. 
Consultants of Tata  Trusts also trained the Anganwadi workers in preparing the micro plan and 
increasing community participation for the weekly held Urban Health and Nutrition Day sessions. 
These activities converged with the Integrated Child Development Services (ICDS), a central 
government program run by the Ministry of Women and Child Development to benefit children in the 
0–6 age group, and pregnant and lactating women.

In addition to the training for enhancing technical skills, the hospitality sector was engaged to impart 
soft skills and motivational training to both the clinical and nonclinical staff of the health facilities 
(Figure 7). Senior faculty members from the Taj Hotel’s management institute located at Aurangabad, 
Maharashtra were tasked to impart this training, wherein they used their training material designed 
at their institute. The intent behind the soft-skills training for staff was to help them achieve a 
positive behavioral change while attending to patients. One of the staff members at the Futula UPHC 
corroborated that “Training on soft skills and motivation was an enriching experience, and it helped us 
to learn more about effective communication skills”.  

Table 1 continued.
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All the staff deployed at the UPHCs in Nagpur were contractual in nature. They worked on a contractual 
basis for 11 months and were paid from the NUHM budgetary support. There was a stark difference 
between the salary of the staff at the UPHCs and those recruited by the NMC for the health posts. 
For example, a full-time medical officer at UPHC earned a salary of about 40,000 ($ 536) per month 
while their counterpart in the health posts earned around 1,00,000 ($1,340)5 per month. The discrepancy 
between the payments of the contractual and regular staff existed for all the levels and was the major cause 
of discontent. The contract renewal was based on performance of the concerned staff. The staff were also 
provided performance-based incentives during their appraisal. The maximum incentive for a particular 
cadre of staff was 15% increment on their monthly salary (Table 2). The better-performing staff members 
received public appreciation to motivate the UPHC staff, and their work was given due recognition in a 
quarterly review meeting held in the presence of the Additional NMC Commissioner. Also, events like 
International Nurses’ Day were celebrated in the health centers to keep morale high (Figure 8).

5 Source: Unitconverters.net. Convert INR to USD. https://www.unitconverters.net/currency/inr-to-usd.htm.

Figure 7: Soft-Skills Training for Staff of the Urban Primary Health Center

Training. A soft-skills training program being organized by Tata Trusts for the staff of the health centers (photo by Tata Trusts).

Figure 8: International Nurses’ Day Celebration

Keeping morale high. Nurses 
being acknowledged for their work 

and felicitated on the occasion of 
International Nurses Day  

(photo by Tata Trusts).

http://Unitconverters.net
https://www.unitconverters.net/currency/inr-to-usd.htm
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Table 2: Performance-Based Incentives for Different Cadres

Name of Cadre Indicators Indicator Details Weightage Details Means of Verification
Medical Officer 
(Full-Time)

1 OPD services provided (%) 1) Less than 60% = 30
2) 60%–80% = 40
3) 80%–95% = 50
4) 95% and above = 60

(OPD services provided 
to the patients / Expected 
footfall at OPD) x 100

2 Arranged camps and/or 
field visit (%)

1) Less than 60%=0
2) 60%–80%=10
3) 80%–95% = 15
4) 95% and above = 20

(Arranged camps and/ or 
field visit / Expected 
number of camps) x 100

3 Conducted training to the 
paramedical personnel (%)

1) Less than 60% = 0
2) 60%–80% = 5
3) 80%–95% = 7
4) 95% and above = 10

(Conducted training for 
paramedical personnel / 
Expected number of 
trainings) x 100

4 Supervision and 
monitoring activities 
completed

1) Good = 10
2) Satisfactory = 5 
3) Not Satisfactory = 0

Supervision and monitoring  
activities completed 
against expected

Medical Officer 
(Part-Time)

1 OPD services provided (%) 1) Less than 60% = 30
2) 60%–80% = 40
3) 80%–95% = 50
4) 95% and above = 60

(OPD services provided 
to the patients / Expected 
footfall at the OPD) x 100

2 Arranged camps and/or 
field visit (%)

1) Less than 60% = 0
2) 60%–80% = 10
3) 80%–95% = 15
4) 95% and above = 20

(Arranged camps and/ or 
field visit / Expected 
number of camps) x 100

3 Conducted training to the 
paramedical personnel (%)

1) Less than 60% = 0
2) 60%–80% = 5
3) 80%–95% = 7
4) 95% and above = 10

Conducted training to the 
paramedical personnel / 
Expected number of 
trainings) x 100

4 Supervision and 
monitoring activities 
completed

1) Good = 10
2) Satisfactory = 5 
3) Not Satisfactory = 0

Supervision and monitoring  
activities completed 
against expected

Staff Nurse 1 Women supplied with 
PPIUCD (%)

1) Less than 60% = 0
2) 60%–80% = 10
3) 80%–95% = 20
4) 95% and above = 30

(Total PPIUCD supplied / 
total deliveries in the PHC) 
x 100

2 Deliveries conducted (%) 1) Less than 60% = 0
2) 60%–80% = 10
3) 80%–95% = 20
4) 95% and above = 30

(Total number of deliveries 
conducted by the staff 
nurse/ total target of the 
year as per IPHS) x 100

3 RCH Portal and HMIS 
Portal update

1) Complete and updated = 20 
2) Partially = 10 
3) Not satisfactory = 0

RCH Portal and HMIS 
entry in the portals

4 Maintenance of records of 
camps, IPD, and OPD

1) Complete and updated = 20 
2) Partially = 10 
3) Not satisfactory=0

Maintenance of records of 
camps, IPD, and OPD

Laboratory 
Technician

1 Tests performed against 
OPD (%)

1) Less than 60% = 0
2) 60%–80% = 10
3) 80%–95% = 20
4) 95% and above = 30

(Number of tests 
performed in a year/10% of 
total OPD in a year) x 100

continued on next page.
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Name of Cadre Indicators Indicator Details Weightage Details Means of Verification
2 Tests reports given on 

same day (%)
1) Less than 60% = 0
2) 60%–80% = 10
3) 80%–95% = 20
4) 95% and above = 30

Number of test reports 
given on same day in a year 
(Total number of tests 
performed in a year x 100)

3 Stock registered 
maintained and updated

1) Complete and updated = 20 
2) Partially = 10 
3) Not satisfactory = 0

Stock register

4 Laboratory HMIS updated 1) Complete and updated = 20 
2) Partially = 10 
3) Not satisfactory = 0

HMIS report

Pharmacist 1 E-Aushadhi Software 
updated

1) Complete and updated = 50 
2) Partially = 20
3) Not satisfactory = 0

E-aushadhi software

2 Monthly medicine expiry 
drugs registered and 
maintained

1) Complete and updated = 15 
2) Partially = 5
3) Not satisfactory = 0 

Expiry drug register

3 Vital stock registered and 
maintained

1) Complete and updated = 15 
2) Partially = 5
3) Non satisfactory=0

Vital stock register

4 Pharmacy upkeep as per 
guidelines

1) Good = 20 
2) Satisfactory = 10
3) Not Satisfactory = 0

Physical verification of drug 
store unit

DEO cum 
Accountant

1 Block HMIS data update 
status (%)

1) Less than 60% = 0
2) 60%–80% = 10
3) 80%–95% = 20
4) 95% and above = 30

HMIS software

2 RCH Portal update status 
(%)

1) Less than 60% = 0
2) 60%–80% = 10
3) 80%–95% = 20
4) 95% and above = 30

RCH portal report

3 Reporting on time 1) Very Good = 20 
2) Satisfactory = 10
3) Not Satisfactory = 0

Monthly report submission 
to districts

4 Computer literacy  
(Word, English, Marathi 
typing, PowerPoint,

1) Very Good = 20 
2) Satisfactory = 10
3) Not Satisfactory = 0

Reports, typing speed and 
Meeting presentations

DEO = data entry operator,  HMIS = Health Management Information System, IPD = inpatient department, OPD = outpatient 
department, PPIUCD = postpartum intrauterine contraceptive device, RCH = reproductive and child health.
Notes: 
1. Footfall is counted as every visit of a patient to an urban primary care facility to seek care. This could include the same 

person visiting frequently for follow-up visits or seeking care for different ailments. 
2.  Based on weights assigned for a particular indicator per cadre, an appraisal will be given, with the maximum appraisal 

earning a 15% increment, to be given as a percentage of the salary.
Outstanding = 95% and above: 15% increment
Excellent = 80%–95%: 10% increment
Very good = 65%–79%: 5% increment
Average = 40%–64%: Continue
Unsatisfactory = Below 40%: Discontinue

Source: NUHM Guidelines.

Table 2 continued.



16   ADB South Asia Working Paper Series No. 92

D.  Establishing a Robust Supply Chain Management System for Better Provisioning 
of Drugs

Timely and adequate provision of medicines is one of the primary responsibilities of the UPHC. 
The staff at the UPHC have to ensure that adequate drugs are available, and there is no error in the 
provisioning of the medicines to the patients. The PPP under this study organized, upgraded, and 
automated the process of procurement and provisioning of drugs as well as successfully digitized 
the supply chain management system for effective drug procurement and inventory management. 
Tracking of inventory was done on a real-time basis, which prevented piling up of stocks, and ensured 
that drugs are used way before their expiry date. Further, standard drug storage guidelines for better 
warehouse management were implemented. This improved the system of medicine supply from 
storerooms situated at Mahal to the respective UPHCs. Earlier, the staff from UPHCs used to travel 
to Mahal and convey their requirements. With the new system in place, the UPHCs uploaded their 
requirements online, and medicines were supplied to the centers. This helped improve access to 
essential drugs and avoid running out of stocks.  

E.  Setting Up of a Centralized Laboratory Facility 

The UPHCs were created to provide diagnostics at nominal cost with no compromise on quality. 
With the help of Tata Trusts, UPHCs now provide a range of diagnostic tests. Most of the routine tests 
needed regularly are carried out by UPHCs. Advanced diagnostics that are required occasionally or 
need more resources are provided by a central laboratory set up by Tata Trusts, expenses for which 
are borne by Tata Trusts itself. The central laboratory and the UPHCs operate as a hub-and-spoke 
model. At the spokes (UPHCs), technicians collected blood samples that are sent to the centrally 
located laboratory at Sadar (Figure 9), which acts as the hub. Blood samples collected at the centers 
are marked with unique codes and then tagged with the patient’s name.  

Samples are collected from UPHCs and sent to the central laboratory. After the tests are performed, the 
reports are uploaded online. These reports could be accessed by the treating doctor at the UPHC using 
the unique patient ID. The laboratory is fully equipped with high- end hematology and biochemistry 
analyzers. The target is to maintain a turnaround time of 24– 48 hours for the test results. Tests for 
pregnant women, subject to the prescription from the primary health centers, are provided free of 
cost, while other patients are charged a nominal user fee of 10. An escrow account has been opened 
by NMC and Tata Trusts to collect this fee, which is shared equally between NMC and Tata Trusts. 
Tata Trusts had aimed to spend this amount on managing operations of the laboratories and further 
developing them. To avoid a large capital cost for setting up equipment, a reagent rental model was 
adopted to provide laboratory services. The user charges collected from the patients was used for 
the purchase of reagents. Tata Trusts will bear the cost of operations and maintain the laboratory for 
3 years.

Test reports are stored electronically and could be shared on the platform, which can be accessed 
online by both patients and caregivers. These reports are also linked to the EMR. The laboratory and 
the IT system, which was developed by Tata Trusts in Hyderabad, enable patients to get almost all the 
tests done in the UPHC itself and access the report within 24–48 hours.6 

6 Hosangadi, P. 2019. Helping Healing. https://horizons.tatatrusts.org/2019/march/nagpur-urban-health-centre-revamp.html.

https://horizons.tatatrusts.org/2019/march/nagpur-urban-health-centre-revamp.html
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Figure 9: Central Laboratory

A well-equipped central laboratory at Sadar. The well-equipped central laboratory at Sadar (photo by Tata Trusts).
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F.   Maintaining Electronic Medical Records and Adopting Other Innovations by  
Leveraging Technology

Under this PPP, the entire hardware and networking were significantly improved to encourage 
adoption of IT platforms for maintaining electronic health records of  patients (Figure 10). Funds from 
the Smart Cities Mission, a program of the Union Ministry of Urban Development, were utilized to 
provide the UPHCs with high-speed internet connectivity. While the ownership rested with the NMC, 
the configuration of the IT systems was done jointly with the clinical teams in the facilities. Training of 
all health care providers and their handholding was done to orient them toward using the IT platforms 
and other applications. 

The data captured from the patients can be transferred to the Health Management Information System 
(HMIS), reproductive and child health (RCH), and noncommunicable diseases (NCD) applications. 
Hence, there was no issue in interoperability and data transfer. The IT system or EMR used in this 
project was configured as per the needs of the service delivered at UPHCs, and integration of this  
IT system with other platforms such as HMIS, RCH, and NCD. Gradually, the UPHCs transitioned 
to paperless clinics and compliance of around 60% was reported in the UPHCs. Until March 2019, 
EMR of more than 38,000 patients had been captured.

These initiatives were also aligned with the Ministry of Urban Development’s Smart City Programme 
of providing access to health care for all the citizens using innovative technologies. Doctors and nurses 
were provided training to adapt to technology in addition to their clinical responsibilities. Technological 
advancements were leveraged to improve health care facilities. A telemedicine unit was also being 
planned for the doctors to receive expert opinion from specialists stationed at the medical colleges. 
Similarly, a mobile medicine unit was being explored to provide health care to people at their doorstep.

With a strong focus on adherence to Kayakalp-Swatchta guidelines,7 all the health centers participate 
in the Kayakalp program, and a total of 20 UPHCs had scored more than 70% marks in Kayakalp peer 
assessment reviews. The National Quality Assurance Standards8 and National Accreditation Board 
for Hospitals and Healthcare Providers9 guidelines are also followed. “Super-Hygiene” agency has 
been awarded the biomedical waste management contract for all the UPHCs under NMC (Figure 11).

7 Kayakalp is an initiative launched by the Ministry of Health and Family Welfare, Government of India to promote 
cleanliness, hygiene, and infection control practices in public health care facilities. See National Health Portal. Kayakalp-
Swacchta Guidelines for Public Health Facilities. https://www.nhp.gov.in/kayakalp-swacchta-guidelines-for-public-health-
facilities_pg (accessed 4 January 2020).

8 The National Quality Assurance Standards are primarily meant for providers to assess the quality of their improvement 
through predefined standards, and to bring their facilities up to certification levels. See  National Health Systems Resource 
Centre. National Quality Assurance Standards. http://qi.nhsrcindia.org/cms-detail/national-quality-assurance-standards/
MTAx (accessed 4 January 2020). 

9 NABH is a constituent board of Quality Council of India, set up to establish and operate accreditation program for 
health care organizations. See National Accreditation Board for Hospitals and Healthcare Providers.  https://nabh.co/ 
(accessed 4 January 2020).

https://www.nhp.gov.in/kayakalp-swacchta-guidelines-for-public-health-facilities_pg
https://www.nhp.gov.in/kayakalp-swacchta-guidelines-for-public-health-facilities_pg
http://qi.nhsrcindia.org/
http://qi.nhsrcindia.org/
http://qi.nhsrcindia.org/cms-detail/national-quality-assurance-standards/MTAx
http://qi.nhsrcindia.org/cms-detail/national-quality-assurance-standards/MTAx
https://nabh.co/
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Figure 10: Use of Technology-Based Platform and Electronic Medical Record

Electronic record keeping. Screenshot of IT platform for maintaining electronic patient health records 
(photo by Tata Trusts).

Figure 11: Waste Management

Waste management. Routine guidelines to be followed are posted in visible places (photos by Tata Trusts).
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IV. CURRENT STATUS

Starting a UPHC and private sector partnership has its own set of concerns both before and after 
implementation, as can be seen in the case study in Box 1. The City Project Management Unit has already 
started taking initiatives to identify and propose their requirements. Before the NMC-Tata  Trusts 
partnership was forged, only 51% of the budget allotted to the UPHCs was utilized in fiscal year (FY) 
2017, which gradually increased to 66% (FY2018) and 97% (FY2019). Work done is documented in 
the form of standard operating procedures, which are helpful to replicate in other UPHCs. 

As the MOU was initially signed for 3 years, Tata Trusts was officially supposed to provide services till 
December 2020. However, on the request of NMC, remote supervision can be provided for another 
year. Further, considering the improvements, NMC has requested Tata Trusts to extend its support 
in the establishment of another 24 UPHCS, which were not part of the MOU. Though the financial 
contribution in developing these new UPHCs will be from the NMC, Tata Trusts will provide technical 
support and supervisory assessments through the project management unit. 

V. ROAD AHEAD

This ADB initiative on PPP has unambiguously demonstrated the efficacy of such innovative model 
for efficiently managing public primary health care services. Several mechanisms have been created 
within the UPHCs. However, to sustain changes, it is important to identify and focus on priority 
actions from time to time. Under this initiative, a champion (either a doctor or any other paramedic 
staff) should be identified at each facility who will do the periodic self-assessment to ensure that 
high-quality services are offered in the UPHCs as per the guidelines (see Box 2 for an example of what 
a self-assessment could entail). NMC has signed an MOU with AIIMS Nagpur to provide support 
toward quality audits to ensure the compliance in pursuit of quality practices.
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Box 1: Bahubali’s Dilemma—Measuring the Impact of Urban Primary Health  
Center Services

Amarendra Bahubali, the Project Director of the Model UPHC Project, Nagpur, a public-private 
partnership between Tata Trusts and Nagpur Municipal Corporation (NMC), was immersed in 
deep thought as his masala tea became cold. Bahubali liked his tea steaming hot. Realizing that, 
he ordered another large cup while his thoughts drifted back to the upcoming meeting with the 
health commissioner in the NMC office.  

Two years had passed since he initiated the project. Indeed, today was the “anniversary” of the 
project. Time went by so fast, Bahubali thought. Today’s meeting was scheduled to discuss the 
“overall impact” of the initiative. 

Bahubali had been so involved in the various stages of the project that he had little time to 
reflect. In general, he was satisfied with the progress of the project and acknowledged that he 
also had learned significantly about urban health in general and primary health in particular. 
But the broad objective of today’s meeting was the genesis of his flurry of thoughts. Impact? 
From whose perspective? Government, public health, local communities, or patients? How 
could he analyze and present the “impact” this initiative had created? 

While there were several aspects of improvements in the urban primary health center (UPHC) 
system that Bahubali could think of, how could he define, measure, and present the impact? 
Bahubali had organized a meeting with his team previously, where he had asked them to 
ascertain whether their efforts had shown some results. After a study, the team had informed 
him that the average footfall at the UPHCs has now increased by 75%, and the availability of 
doctors in outpatient department hours has increased by 85%. Was this the impact that he 
should highlight? What are the important aspects of the changes that we are bringing about, 
if at all?  

Source: Asian Development Bank.
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Box 2: RATER Model in Health Care Service Delivery

The quality of service provided is an important determinant of consumer satisfaction. It helps 
organizations understand the needs of the consumer, gain their loyalty, and attract new ones. 
Determining  quality of service is an even more complex process than determining the quality 
of a product due to the presence of both tangible and intangible aspect of service. The process 
entails measuring the quality of service across various dimensions—from the perspective of 
the consumers, to assessing their satisfaction level.

To measure service quality, we can use the framework from the RATER model developed by 
professors A. Parasuraman, Valarie Zeithaml, and Leonard Berry in their 1990 book, Delivering 
Quality Service. This model was derived from their earlier published multidimensional model 
SERVQUAL, which had 10 dimensions to measure quality of service, namely, competence, 
courtesy, credibility, security, access, communication, knowing the customer, tangibles, 
reliability, and responsiveness. However, in the RATER model, these 10 dimensions were 
scaled down to five dimensions comprising reliability, assurance, tangibles, empathy, and 
responsiveness as the others were found to be related or auto-correlated among each other. 
The RATER model assumes that consumers assess the organization’s service quality by 
comparing their perceived quality of service to their expected service quality. The gap across 
the five dimensions of RATER measures the difference between the consumer’s perception 
and expectation. Gathering this data and carrying out further gap analysis across all the 
constructs helps organizations to identify which aspect of the service they need to work on to 
improve the consumer experience and satisfaction level.

The five indicators of the RATER model are as follows:

(i) Reliability. This refers to how accurately, promptly, and consistently the customer 
perceives the services being offered are. Reliability measures the extent to which the 
patient can depend on the services of the staff at the facilities, and how accurately 
and consistently the staff deliver the services as promised.

(ii) Assurance. Assurance refers to the skills, competencies, and knowledge of staff 
at the health care facilities in assisting customers; as well as their ability to inspire 
trust and confidence in customers. Assurance deals with earning credibility among 
customers. Maintaining transparency with customers helps them to repose their 
confidence on the service delivery staff.  

(iii) Tangibility. Tangibles refer to the physical characteristics of the facility, ensuring 
that they are attractive and of high quality. These include infrastructure, equipment, 
ambience etc. 

(iv) Empathy. Empathy refers to staff’s ability to build positive relationships with 
patients and demonstrate empathy and understanding of their needs. Empathy is 
an important element of emotional intelligence. The employees in the organization 
need to be sensitive toward the emotions of their clients and need to understand 
what the consumer feels about the service rendered to them. 

(v) Responsiveness. This is a reflection of how fast and efficiently the organization is 
able to cater to its customers. 

continued on next page.
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Following the RATER model, the following points must be ensured at the health facilities to 
improve service quality and patient satisfaction:

(i) Reliability 
o Staff at the health center should consistently deliver services.
o Standard treatment guidelines (STGs) for diseases should be in place, and 

the staff should be trained to adhere to it for effective management of 
diseases.

o Registration of patients needs to be done properly, and their electronic medical 
records (EMRs) should be maintained to assess their past treatment record.

o Staff should be available throughout all working hours of the facility, and there 
should be a mechanism in place to track their attendance.

o A robust supply chain management system should be in place for the delivery of 
drugs and diagnostics.

(ii) Assurance 
o Staff should inspire confidence in the patient and assure that he or she is given 

the best treatment possible.
o Treatment should be done based on the STGs available.
o Training of staff should be conducted at regular intervals to increase their 

knowledge and bring clarity to their job role.
o Staff should devote sufficient time to patients and respect their privacy.
o Staff need to comply with different guidelines like Kayakalp–Swatchta, National 

Accreditation Board for Hospitals and Healthcare Providers, as well as available 
guidelines in maintaining various medical equipment.

o Assessment and quality audit should be done by a third party agency to improve 
the quality of services.

o Infection and pest control activities need to be carried out.
o Staff should be trained as per the needs of the different health care programs, 

and they should be well versed with it.

(iii) Tangibility 
o The infrastructure of the facility should be well maintained.
o The ambience of the facility should be appealing to the patient.
o Cleanliness and hygiene need to be maintained in the health center.
o The clinical and nonclinical area should be properly demarcated.
o Information, education, and communication signages should be visually appealing 

and be prominently displayed in both the local and national language.
o Separate areas can be demarcated for breastfeeding.
o The facility should have all the required medical equipment, and they should 

be functioning.

Box 2 continued.

continued on next page.
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(iv) Empathy 
o Staff should understand the needs of the patient and demonstrate positive 

behavior.
o Patients should be treated with dignity.
o Staff need to establish effective communication with the patients.
o A “Model Citizen Charter” highlighting the rights of the patient needs to be put 

on display at the health center.  

(v) Responsiveness
o Staff should deliver prompt service to the patient.
o Patients should not face any difficulty in availing of services, and the staff should 

be available to deliver the services in a faster and efficient manner.
o There should be clarity in the job role of the staff at the health centers, and their 

job description should be displayed so that the patient will know whom he or she 
needs to contact, and for what purpose.

o Patients need to be provided with free drugs and diagnostic services as laid down 
in the NUHM guidelines. 

o Test reports should be provided to the patients within the given timeframe, and 
if possible, provision should be made for making the test reports available online 
for the patients.

o A unique patient identification number should be created in the IT system, as 
this would be useful in assessing past treatment records.

o Feedback mechanisms should be in place for the patients to voice their 
grievances and rate the quality of the service.

Source: Adapted from A. Parasuraman, V. Zeithaml, and L. Berry. 1990. Delivering Quality Service. New York: Free 
Press and London: Collier Macmillan.

Box 2 continued.
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