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ABSTRACT

Maharashtra is the largest state economy, second most populous, and third most urbanized state in 
India. However, it has substantial interdistrict disparities and the performance of the health sector is 
average. The public health system is deficient in terms of spread and number of hospitals close to the 
communities. Use of government hospitals by people needing inpatient care is dwindling both in rural 
and urban areas. Government facilities suffer from unavailability of health care providers, limited range 
of specialists, overcrowding, and poor quality of service. The private hospital sector is twice the size 
of the public sector hospitals, but significant interdistrict disparities also constrain geographic access. 
The systemic vulnerability due to massive shortfall in specialists and other health care providers has 
become evident with the spread of the coronavirus disease (COVID-19) pandemic in Maharashtra. 
More posts and prompt recruitment are needed to avoid severe shortfalls. Maharashtra has a 
progressive staff training policy and a conducive institutional framework, but few trainings in public 
administration for health department officers. The medical education and public health departments 
need to collaborate for continuing professional development of doctors and nurses and increased 
availability of specialists in district and subdistrict hospitals. A transformational approach with greater 
government expenditure on health is also needed to build a strong health system with improved access 
for people, and resilience in the management of public health emergencies.
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EXECUTIVE SUMMARY

Maharashtra is the largest economy, second most populous, and third largest state, and one of the 
most industrialized and urbanized states in India. Although the legacy of regional imbalance in 
socioeconomic development has been reduced to some extent, substantial interdistrict disparities 
remain. Traditionally, population health status in Maharashtra has been better than the all-India 
average. However, improvement in Maharashtra’s population health status has failed to keep pace 
with the faster rise of population health status all over the country. Maharashtra is vulnerable to 
emerging infectious diseases, despite conventional development, and improvements in conventional 
and summary measures of population health. Epidemiological transition in Maharashtra has resulted 
in a higher burden of noncommunicable diseases (NCDs). But dynamic interaction of emergent 
infectious diseases such as the coronavirus disease (COVID-19), initially referred to as the 2019 novel 
coronavirus disease, with noncommunicable disease comorbidities calls for strengthening of health 
systems to deal with NCDs as well as communicable and nutritional diseases.

Resort to government hospitals by people needing inpatient care is dwindling both in rural and urban 
areas of Maharashtra. In rural areas, resort to government hospitals declined from 43.6% in 1986/87 
to 25.7% in 2017/18. In urban areas, resort to public hospitals fell from 46.2% in 1986/87 to 17.9% in 
2017/18. Unavailability of health care providers, limited range of specialist services, overcrowding, and 
poor quality of service in government hospitals are the main reasons why people in need resort to private 
hospitals, even if the out-of-pocket expenditures (OOPE) at private hospitals are considerably higher.

The public health system in Maharashtra is characterized by deficiencies as well as inadequate health 
care facilities of optimal size and accessibility to the communities. Bed occupancy data showing 
better capacity utilization in district and larger subdistrict hospitals with 100 beds demonstrate that 
economies of scale and scope of broad specialist services are critical to strengthen the trust of the 
common man in the public health care system. Most of the existing women hospitals in Maharashtra, 
each with more than 100 beds, are overcrowded, indicating that there is demand for maternity and child 
health hospitals. Several urban local bodies in Maharashtra, such as in Mumbai and Pune, maintain 
substantive public health care infrastructure ranging from health posts to large municipal hospitals. 
However, the existing urban health infrastructure is inadequate. Partially available reports based on 
clinical establishment registration data suggest that the private hospital sector in Maharashtra would 
be about twice the size of public hospital sector. But significant interdistrict disparities constrain 
geographic access to private hospitals.

The massive shortfall in specialists in public health care facilities in Maharashtra is due to lack of 
government support, inadequate recruitment, and delays in filling up vacancies. The resultant 
systemic vulnerability became evident with the spread of COVID-19 in Maharashtra. There are 
significant shortfalls in public health, civil surgeons, and certain paramedical cadres. The coordination 
mechanisms between the Directorate of Medical Education and Research, the Commissioner for 
Health, and the Maharashtra University of Health Sciences need to improve, so that clinical teaching 
facilities at district hospitals are optimally utilized and availability of specialists needed at district 
and subdistrict hospitals is improved. Permanent interdepartmental arrangements between the 
Medical Education and the Maharashtra Public Health Department (PHD) is needed for continuing 
professional development of doctors and nurses in secondary level hospitals.
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It is important to recognize that medical colleges are a source of tertiary medical care through 
their attached hospitals, in addition to their primary function of providing professional education. 
While  aspiring students and their families look upon medical colleges as a means of career 
advancement through professional education, communities around the medical college count on the 
tertiary medical care services through the attached hospitals. Thus, balanced regional distribution of 
medical colleges is important for increased access to tertiary medical care, and there is a need for new 
medical colleges with attached tertiary medical care facilities in underserved areas. While there is a 
shortfall in production of both doctors and nurses, the problem is more acute as to nurses. Hence, 
all new medical college plans should include an attached school for training of certified nurses and a 
nursing college for training of graduates in nursing. In addition, expansion of existing nursing schools 
and colleges and establishment of new nursing schools and colleges would be required.

Maharashtra has a developed organizational infrastructure for implementation of health sector 
programs and projects. The public health system in Maharashtra can scale up its delivery capacity with 
marginal tweaking and selective attention to critical areas. While the Public Works Department sets 
the techno-administrative environment and executes many works, the Infrastructure Development 
Wing plays a complementary role to enhance the Maharashtra PHD’s civil works procurement 
capacity. The state has a progressive staff training policy and a conducive institutional framework for 
foundational and continuing training of staff at all levels in programmatic, professional, and public 
administration skills. While programmatic training delivery is quite high, there is no arrangement 
for continuing professional education of doctors and nurses to enhance quality of clinical care. 
More trainings in public administration for health department officers by the Academy of Development 
Administration, as well as the Public Health Institute, would strengthen techno-managerial capacity 
for effective service delivery. Improvements in human resources management process is needed for 
shorter time-to-fill vacancies, so that the large proportion of vacancies in specialists and public health 
cadres are brought down to less than 10% of sanctioned posts at any point of time.

Total health expenditure in Maharashtra is low compared to its gross state domestic product: in fiscal 
year (FY) 2017, only 2.9% of GSDP compared to the all-India average of 3.8%. Health expenditure 
in Maharashtra, as in the rest of India, is largely funded by all-household out-of-pocket expenditure. 
There is some sign of gradual reduction of OOPE as a source of total health expenditure, albeit at a 
very slow pace. More importantly, the incidence of catastrophic health expenditure appears to be 
rising. In Maharashtra, the incidence of catastrophic health expenditure increased by 6.3 percentage 
points in 10 years, from 17% in 2004 to 23.3% in 2014 compared to the 3.7 percentage point increase in 
the all-India average—from 21.2% in 2004 to 24.9% in 2014. Government health expenditure is quite 
low in Maharashtra. All along from FY1996 to FY2017, Maharashtra’s government health expenditure 
has remained lower at 0.5% to 0.7% of GSDP, compared to the all-India average of 1.1% to 1.2%. 
Government health expenditure in Maharashtra decreased from about 6.53% in FY1981 to 3.26% of 
general government expenditure in FY2007. After FY2007, the declining trend of government health 
expenditure in Maharashtra reversed, albeit at a slow pace. Even then, government health expenditure 
in FY2016 and FY2017 was 6.3% and 6.2% of general government expenditure respectively, still below 
the level in FY1981.

Implementation and completion of the Maharashtra Health Systems Development Project (MHSDP) 
during 1999–2005 provides several insights for health system strengthening. External funding is inevitably 
used as a substitute for government funding. Hence, the need for stringent monitoring. Rationalizing 
service delivery through uniformity in the size and service mix at each type of hospital contributes to 
better management of the health system. Establishment of a strong monitoring mechanism, with help 
of a few meaningful indicators, is critical for good management. For this, baseline data should be made 
available prior to project launch. User fees do contribute vital resources toward nonsalary recurrent costs 
that can make a substantial difference to the quality of care in hospitals. However, denial of free care to 
the eligible and leakage by way of free care to those ineligible is a problem.
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In summary, the public health system in Maharashtra is stagnating due to inadequate finances and 
various systemic deficiencies. Maharashtra’s lead over the national average in terms of access to 
public health care is eroding fast. In 1986/87, about 44% of inpatients from rural areas were treated in 
government hospitals. From 2014 to 2018, about 20% to 26% in-patients from rural areas were treated 
in public facilities. Public health infrastructure falls short of national norms. In particular, there is severe 
shortage of secondary-level public hospital services for rural areas, and lack of primary health centers 
in urban areas. Existing public health facilities, i.e., health services operated in the public sector by 
the Government of Maharashtra, are deficient in several aspects. Systemic interventions to improve 
quality of service and public health preparedness are needed.





I. MAHARASHTRA—AN OVERVIEW

A. Geographical Area, Population, and Income
Maharashtra is the third largest state in India with an area of 308,000 square kilometers. This is 
the second most populous state in India. As of the 2011 census, Maharashtra’s population was 
at 112.3  million, and is projected to have increased to 123 million by 2020. Maharashtra is among 
the high-income states of India with an estimated per capita income of $2,732 per year (Table 1). 
According to the latest economic survey1 by the Government of Maharashtra (GOM), the per capita 
income during 2019/20 is expected at $2,930. Maharashtra’s economic growth rate during fiscal year 
(FY) 2016 to FY2018 was about 7% to 9%, which is similar to the all-India average growth rate in the 
same period. Other states with similar economic growth rates and per capita income include Kerala 
and Tamil Nadu.

Maharashtra is one of the major industrialized states and the largest state economy contributing about 
14% of India’s gross domestic product (GDP) in FY2018. Growth of Maharashtra’s economy has been 
consistently higher than the national average. Economic growth of Maharashtra has two distinguishing 
characteristics: regionally skewed growth pattern, and heavy dependence on the performance of 

1  Government of Maharashtra, Planning Department. 2020. Economic Survey of Maharashtra, 2019-20. Mumbai: Directorate 
of Economics and Statistics. https://www.maharashtra.gov.in/Site/upload/WhatsNew/ESM_2019_20_Eng_Book.pdf.

Table 1: Area, Population, and Per Capita Income of Maharashtra and Selected States

State
Area
(km2)

2011 Census 
Population

PCI at Current Prices 
($)

Growth Rate at 2011/12 Prices 
(%)

FY2016 FY2017 FY2018 FY2016 FY2017 FY2018

Karnataka 191,791 61,095,297 2,262 2,537 2,911 11.08 13.34 10.13
Gujarat 196,244 60,439,692 2,127 2,330 2,685 10.23 9.71 11.05
Maharashtra 307,713 112,374,333 2,234 2,415 2,732 7.20 9.21 7.54
Kerala 38,852 33,406,061 2,263 2,479 2,846 7.44 7.56 7.27
Telangana 112,077 35,003,674 2,151 2,376 2,800 11.58 9.34 10.15
Tamil Nadu 130,060 72,147,030 2,145 2,300 2,662 8.24 7.15 7.68
Madhya Pradesh 308,252 72,626,809 956 1,115 1,287 9.09 12.45 6.19
All India 3,287,469 1,210,854,977 1,448 1,564 1,789 8.00 8.30 7.00

FY = fiscal year, km2 = square kilometer, PCI = per capita income.
Notes: 
1. Area and population data from Statistical Yearbook 2018. 
2. Area and population data of Telangana from Government of Telangana (2017). 
3. PCI and growth rate data from Tables 10–12 in CSO Data.
4.  to $ rates for respective fiscal years are from Table 140 in Handbook of Statistics on the Indian Economy, 2019–20.
Source: Government of India, Ministry of Statistics and Program Implementation. Statistical Yearbook 2018. http://mospi.nic.in/
statistical-year-book-india/2018/; Government of Telangana. 2017. Telangana State at a Glance. https://www.telangana.gov.in/
PDFDocuments/Telangana-state-at-a-glance-2017.pdf; Government of Punjab, Economics and Statistics Organization.  
https://www.esopb.gov.in/static/PDF/GSDP/Statewise-Data/statewisedata.pdf accessed 12 April 2020); Reserve Bank of India. 
2020. Handbook of Statistics on the Indian Economy, 2019-20. Mumbai.

https://www.maharashtra.gov.in/Site/upload/WhatsNew/ESM_2019_20_Eng_Book.pdf
http://mospi.nic.in/statistical-year-book-india/2018/
http://mospi.nic.in/statistical-year-book-india/2018/
https://www.telangana.gov.in/PDFDocuments/Telangana-state-at-a-glance-2017.pdf
https://www.telangana.gov.in/PDFDocuments/Telangana-state-at-a-glance-2017.pdf
https://www.esopb.gov.in/static/PDF/GSDP/Statewise-Data/statewisedata.pdf
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Mumbai.2 As per the India Human Development Report 2011, Maharashtra ranks 6th across India with 
a Human Development Index (HDI) 0.572.3 As per the Maharashtra Human Development Report 
2012, HDI of the state is 0.752.4

B. Regions and Districts
Maharashtra consists of three distinct geopolitical entities; (i) West Maharashtra and Konkan, officially 
identified as “Rest of Maharashtra” (ROM), (ii) Marathwada, and (iii) Vidarbha regions. The ROM 
region is from the former Bombay Presidency (the other part formed Gujarat); the Marathwada region 
comes from the former Hyderabad; and the Vidarbha region is from the former Central Provinces and 
Berar. The history of the state continues to have relevance today, primarily because of developmental 
disparities among the three regions.5 Relative economic lag and underdevelopment of Vidarbha, 
Marathwada, and the drought-prone areas in the ROM region are well recognized. In fact, Article 
371(2) was added in the Constitution of India6 to establish separate development boards for each 
region. The purposes of these development boards are to (i) remove regional imbalance, (ii) facilitate 
equitable allocation of funds for developmental expenditure, and (iii) provide equitable arrangements 
to provide adequate facilities for technical and vocational education. In 1994, three development 
boards, namely, the Vidarbha Development Board, the Marathwada Development Board and the 
Development Board for the Rest of Maharashtra were constituted.7

Maharashtra has 36 districts spread over six revenue divisions, namely, Aurangabad, Amaravati, 
Konkan, Nagpur, Nashik, and Pune. The ROM development board covers the greater Mumbai 
corporation and three revenue divisions: Konkan, Nashik, and Pune. The Marathwada Development 
Board has Aurangabad division, while the Vidarbha development board has Nagpur and Amaravati 
revenue divisions. There are 16 districts in ROM, 11 in Vidarbha, and 8 in Marathwada (Map).

Regional imbalances in socioeconomic development within Maharashtra is a major concern and 
several committees have examined this issue in search of solutions. The latest such exercise was by the 
Kelkar Committee constituted in May 2011.8 This high-level committee on balanced regional issues in 
Maharashtra submitted its report in October 2013.9 The Kelkar committee observed that while there 
has been some improvement over the years, broad divergences in economic growth between regions 
and divisions remain. Table 2 shows regional economic growth data for two time periods to illustrate 
continuing intrastate disparities in Maharashtra.

The interregional disparities shown in Table 2 do not, however, mean that all areas under the ROM region 
are equally developed. About 10% of the population in Maharashtra, excluding Mumbai, are scheduled 
tribes  who are recognized as the most disadvantaged sector of the population. About 61% of the tribal 
population in Maharashtra live in the ROM region—in Dhule, Nandurbar, Nashik, and Thane districts. 

2  V. Kelkar et al. 2013. Report of the High-Level Committee on Balanced Regional Development Issues in Maharashtra.  
Mumbai: Government of Maharashtra, Planning Department.

3 S. Mehrotra et al. 2011. India Human Development Report 2011—Towards Social Inclusion. New Delhi: Oxford University Press.
4  Yashwantrao Chavan Academy of Development Administration (YASHADA). 2014. Maharashtra Human Development 

Report 2012. New Delhi and Pune: Sage Publications.
5  T.K. Sen et al. 2010. Matching Human Development across Maharashtra with Its Economic Development. Financing 

Human Development Monograph Series. New Delhi: National Institute of Public Finance and Policy.
6 Government of India. 1956. Constitution (Seventh Amendment) Act. New Delhi.
7  Table 3.1 in Government of India, Planning Commission. 2003. Performance Evaluation of Statutory Development Boards 

(SDBs) in Maharashtra. New Delhi: Program Evaluation Organization.
8 Government of Maharashtra. 2011. Government Resolution (GR) No. Anushesh-2009/C.R.405/D.1416.
9 See the Kelkar Report (footnote 2).



An Assessment of the Maharashtra State Health System   3

In other words, ROM, which is often construed as an advanced region, has four major tribal districts. 
Another 32% of scheduled tribes outside of Mumbai are mostly concentrated in Gadchiroli and 
Chandrapur districts of the Vidarbha region.

The Maharashtra Human Development Report, 2012 observed that over 2001–2011, improvements in 
the HDI have been greater in districts positioned at the lower end of the HDI ranking scale, compared 
to progressive districts (footnote 4). Thus, Nandurbar, Gadchiroli, Jalna, Hingoli, and Washim report 
greater improvements in their human development indices, compared to Mumbai, Pune, Thane, and 
Kolhapur. However, the positive and significant rank correlation between district per capita income 
scores and the HDI reported in 2002 continues to persist in 2011 as well.

Map: Regions and Districts Map of Maharashtra

Notes: 
1. Map from Government of Maharashtra. 
2. Data for districts under Development Boards are from Table 3.1 in Planning Commission (2003). 
3.  Data on number of administrative divisions and subdivisions are from Maharashtra Industrial and Economic 

Development Association. 
Sources: Government of Maharashtra. https://www.maharashtra.gov.in/1128/Districts; Government of India, Planning 
Commission. 2003. Performance Evaluation of Statutory Development Boards (SDBs) in Maharashtra, New Delhi; Program 
Evaluation Organization; Maharashtra Industrial and Economic Development Association. Doing Business in Maharashtra. 
http://www.doingbusinessinmaharashtra.org/Districts_in_Maharashtra.aspx.
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C. State of Urbanization in Maharashtra
Maharashtra is the third most urbanized state in India, next to Tamil Nadu and Kerala. About 45% of the 
state’s population live in urban areas compared to 48% in Tamil Nadu and Kerala, 43% in Gujarat, and 
the national average of 31%. About half of Maharashtra’s urban population reside in slums. Maharashtra 
has the largest urban population share (13.5%) in the country, followed by Uttar Pradesh (11.8%) and 
Tamil Nadu (9.2%). However, significant regional disparities in urbanization exist. There are five districts 
where the percentage of urban population is more than the state average of 45.2%. These are Mumbai 
(100%), Mumbai Suburban (100%), Thane (77%), Nagpur (68%), and Pune (61%). Four of these highly 
urbanized districts are in the ROM region. Nagpur is in Vidarbha. In Marathwada region, Aurangabad 
district has the highest level of urbanization at 43.8%, which is slightly below the state average of 45%. 
Some of the least urbanized districts are Gadchiroli (11%) in Vidarbha, Sindhudurg (12.6%) in Konkan, 
and Hingoli (15%) in Marathwada.

D. Maharashtra’s Performance Toward the Sustainable Development Goals
The United Nations Sustainable Development Goals (SDGs)10 leading up to 2030 are designed to 
achieve a better and sustainable future for all, using a set of measurable targets. In this regard, NITI Aayog, 
the policy think tank of the Government of India, has constructed the SDG India Index covering 13 out 
of 17 SDGs (leaving out goals 12, 13, 14, and 17). The SDG India Index tracks progress in all states and 
union territories (UTs) on a set of 62 priority indicators, measuring outcomes of the Government of India 
schemes. State-wise data values of each indicator are rescaled into a score ranging from 0 to 100, with 
0 denoting lowest performance and 100 indicating that the target has been achieved. In the case of states 
that have performed better than the target, their index score is capped at 100. Based on their SDG 3 index 
score; each state is assigned a performance label, namely, Achiever (100), Front Runner  (65–99), 

10  Sources: Tables 1.1, 1.2, and 1.6 in Government of India. 2019. Handbook of Urban Statistics 2019.  New Delhi: Ministry of 
Urban Development. http://mohua.gov.in/pdf/5c80e2225a124Handbook%20of%20Urban%20Statistics%202019.pdf; 
Figure 7 in Government of India. 2015. State of Slums in India. A Statistical Compendium 2015. New Delhi: Ministry of 
Urban Development, National Buildings Organisation (NBO). http://nbo.nic.in/publication.html; and P. A. Khadake and 
P. B. Waghmare. 2017. Level of Urbanisation and Their Disparities in Maharashtra State. Scholarly Research Journal for 
Interdisciplinary Studies. 4 (35).

Table 2: Regional Disparities of Economic Growth in Maharashtra

Development 
Board Revenue Division

Share in Population  
(%)

Contribution to GSDP 
(%)

GSDP Growth Rate  
(%)

1993–99 2000–09 1993–99 2000–09 1993–99 2000–09
Rest of 
Maharashtra 

Konkan 24.7 26.2 38.3 39.5 5.89 8.67
Mumbai 12.5 12.8 20.7 21.7 6.6 8.79
Excluding Mumbai 12.2 13.4 17.6 17.8 5.15 8.55

Nashik 16.4 16.1 11.7 12.5 7.04 8.51
Pune 20.8 20.6 20.8 22.0 8.23 8.24
ROM (subtotal) 61.9 62.9 70.9 74.0 6.67 8.50

Marathwada Aurangabad 16.2 15.9 10.9 10.1 5.20 7.19

Vidarbha Amravati 10.5 10.2 7.2 6.3 4.60 6.35
Nagpur 11.3 11.0 11.0 9.7 4.99 7.30
Vidarbha (subtotal) 21.9 21.1 18.2 16.0 4.70 6.91

GSDP = gross state domestic product, ROM = Rest of Maharashtra.
Source: Government of Maharashtra, Planning Department. 2013. Report of the High-Level Committee on Balanced Regional 
Development Issues in Maharashtra (Kelkar Report). Maharashtra.
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Performer (50–64), and Aspirant (0–49). For SDG 3, namely Good Health and Well-Being, five national 
level indicators that capture four out of the 13 selected SDGs are included. Arithmetic mean of these five 
indicators constitutes the SDG 3 composite score for respective states.11 The SDG Index Score for the 
Goal of Good Health and Well-being ranges between 25 and 92 for larger states (Table 3).

Maharashtra’s record is better than a number of states in India in terms of basic health indicators 
like infant mortality rate (IMR), defined as number of infant deaths for every 1,000 live births; and 
maternal mortality ratio (MMR), defined as the number of maternal deaths during a given time period 
per 100,000 live births during the same time period. However, the lead blurs as we look at multiple 
dimensions. Maharashtra’s performance in health scored at 60, and nutrition at 47, which are below the 
national average of 62 and 48, respectively. Maharashtra has achieved SDG 3 goal in terms of reduction 
of MMR but lags behind on availability of health care providers. Maharashtra has only 148 doctors and 
nurses in public hospitals for every 100,000 population, as against over 200 doctors in Gujarat and 
Madhya Pradesh, more than 400 doctors in Karnataka and Tamil Nadu, and 762 doctors in Kerala. 
Overall, the SDG 3 score of Maharashtra is lower than that of Karnataka, Telangana, Tamil Nadu, and 
Kerala. As per the NITI Aayog indexing, Maharashtra is categorized as a “performer”, i.e., average in 
terms of national performance.

The state’s composite SDG index score is average (Table 4). The underperformance in health and 
nutritional status of the population could be attributed to poverty, gender inequity, and uneven growth 
of cities. Maharashtra is lagging behind in poverty reduction, nutrition, gender equity, and sustainable 
urban development. Maharashtra’s composite SDG Index score is average. Poverty, deficient nutrition, 
and gender inequity are key and proximate risk factors of health status. Deficient performance in these 
sectors exerted a direct influence on the health sector.

11  Government of India. 2018. SDG India Index Baseline Report, 2018.  New Delhi: NITI Aayog, http://niti.gov.in/writereaddata/
files/SDX_Index_India_21.12.2018.pdf.

Table 3: Sustainable Development Goal 3, Good Health and Well-Being Scores of Maharashtra 
and Selected States

State

Maternal 
Mortality Ratio 

per 100,000 
Live Births

Under-5 
Mortality Rate 
per 1,000 Live 

Births

Share of 
12–23-Month-
Old Children, 

Fully Immunized 
(%)

Tuberculosis 
Case Detection 

per 100,000 
Population

Government 
Doctors and 
Nurses per 

100,000 
Population SDG 3 

Index 
ScoreValue Score Value Score Value Score Value Score Value Score

Kerala 46 100 7 100 82.1 72 67 87 762 100 92
Tamil Nadu 66 100 27 76 69.7 53 119 77 428 77 77
Telangana 81 93 32 69 68.1 50 107 80 NA NA 73
Karnataka 108 77 32 69 62.6 42 123 78 453 82 69
Maharashtra 61 100 29 73 56.3 32 159 70 148 26 60
Gujarat 91 87 43 52 50.4 23 224 57 229 40 52
Madhya Pradesh 173 38 65 19 53.6 28 167 68 208 37 38

SDG = Sustainable Development Goal.
Source: Table 3.1 in Government of India. 2018. SDG India Index Baseline Report, 2018. New Delhi: NITI Aayog.  
http://niti.gov.in/writereaddata/files/SDX_Index_India_21.12.2018.pdf. 

http://niti.gov.in/writereaddata/files/SDX_Index_India_21.12.2018.pdf
http://niti.gov.in/writereaddata/files/SDX_Index_India_21.12.2018.pdf
http://niti.gov.in/writereaddata/files/SDX_Index_India_21.12.2018.pdf
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47 48 44 62 62 76 68 64

47 49 41 63 54 61 72 48

43 31 33 43 43 38 50 36

34 52 39 44 36 33 46 39

60 62 38 73 63 77 92 62

74 67 49 66 78 75 87 58

81 100

100

63 55 62 68 62 63

69 67 58 63 77 89 60 61

74 80 57 75 72 72 61 65

68 85 72 6876 79 75

88 71 91 83 88 74 75 90

82 73 59 66 74 61 82 71

63 65 27 16 67 46 68 44

64 64 52 61 64 66 64 57

Table 4: Scores Assigned by NITI Aayog to Maharashtra and Selected States  
for Sustainable Development Goals

Sustainable 
Development Goal Maharashtra Gujarat

Madhya 
Pradesh Telangana Karnataka

Tamil 
Nadu Kerala All India

Goal 1: No Poverty

Goal 2: Nutrition

Goal 3: Health and 
Wellbeing

Goal 4: Education

Goal 5: Gender 
Equality

Goal 6: Water and 
Sanitation

Goal 7: Clean Energy

Goal 8: Economic 
Growth

Goal 9: Industry, 
Innovation, and 
Infrastructure

Goal 10: Reduce 
Inequality

Goal 11: Sustainable 
Cities and 
Communities

Goal 15: Environment 
and Forests

Goal 16: Good 
Governance

Composite SDG 
Index

                               Aspirant (0–49)      Performer (50–64)      Front-runner (65–99)      Achiever (100)
SDG = Sustainable Development Goal.
Source:  Table 2 in Government of India, NITI Aayog. 2018. SDG India Index Baseline Report, 2018. New Delhi.

E. Key Takeaways
(i) Maharashtra is the largest economy, second most populous and third largest state in India. 

Maharashtra is also one of the most industrialized and urbanized states in the country.
(ii) Although the legacy of regional imbalance in socioeconomic development has reduced 

to some extent, substantial interdistrict disparities remain. The Human Development 
Index of Maharashtra ranks sixth among the states and its Sustainable Development 
Goals index score is average.

(iii) Gender inequity and haphazard urbanization result in a host of interrelated environment 
and health hazards, especially for the urban slum dwellers.

(iv) Any plan to strengthen the health care system in Maharashtra has to prioritize underserved 
areas, sustainable urbanization with built-in public health care infrastructure, and special 
needs of women and children.



   7

II. POPULATION HEALTH STATUS IN MAHARASHTRA

A. Life Expectancy and Mortality
Almost all measures of mortality, life expectancy, and population health status have indicated 
gradual and steady improvement in Maharashtra over the last 50 years. On average, the health status 
in Maharashtra has been better than the all-India average (Figure 1). According to latest available 
estimates, average life expectancy at birth in Maharashtra is about 72.5 years. Time series data shows 
a secular trend of improvements of life expectancy in all of India as well as in Maharashtra. Average life 
expectancy in Maharashtra has consistently been higher than the all-India average. From the 1970s to 
mid-1990s, Maharashtra had a lead of about 4–5 years over the all-India average. From the late 1990s 
to 2017, Maharashtra’s lead in average life expectancy has been shortened by 3.5 years.

Figure 1: Life Expectancy and Indicators of Mortality in Maharashtra and All of India

IMR = infant mortality rate, U5MR = under-5 mortality rate.
Sources: Sample Registration System abridged life tables, annual reports, special reports, and bulletins on maternal mortality ratio.
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Infant mortality is a more sensitive indicator of population health status. Time trends in infant mortality 
rate (IMR) show a steady decline, indicating sustained improvement in population health status. In the 
1970s, Maharashtra’s IMR was lower than the all-India average. IMR declined almost at the same rate 
for all of India as well as in Maharashtra. Latest available estimates for 2017 show that the IMR in 
Maharashtra is at 19 per 1,000 live births compared to the all-India average of 33 per 1,000 live births.

Under-five mortality reflects the social, economic, and environmental conditions in which children 
(and others in society) live, including the quality of health care. The under-five mortality rate captures 
more than 90% of global mortality among children under the age of 18. Reducing child mortality is a 
strongly and universally supported development goal. Under-five mortality in Maharashtra is lower 
than the all-India average by about 50% to 60%, and has declined almost at the same rate as in all of 
India. A study of the four rounds of National Family Health Survey (NFHS) survey data shows that 
Maharashtra’s reduction in infant and child mortality rates from 1992 (NHFS 1) to 2016 (NFHS 4) was 
slightly better than the all-India average. Change of IMR in this period in Maharashtra was –57%, and 
–61% for under-five mortality, compared to –51% for change of IMR and –56% for under-five mortality 
for all of India.12

Maternal mortality ratio (MMR) is widely acknowledged as a general indicator of the overall health 
of a population, of the status of women in society, and the functioning of the health system.  
The MMR has declined in Maharashtra as in all of India. The all-India average MMR declined from 398 
in 1997/98 to 122 per 100,000 live births, by 2015–2017. The MMR in Maharashtra declined from 166 
to 55 per 100,000 live births during the same period.

B. Burden of Disease in Maharashtra
This section is based on the estimates and findings jointly published by the India State-Level Disease 
Burden Initiative, a collaboration of the Indian Council of Medical Research, Public Health Foundation 
of India, and the Institute of Health Metrics and Evaluation, which estimated national and state- level 
estimates of disease burden for 2016.13 The study uses the concept of disability adjusted life years 
(DALY), which is a synthetic measure combining years of life lost due to premature mortality 
and years lived with disability (YLD) mostly due to various noncommunicable diseases (NCDs). 
Epidemiological transition ratio is defined as the ratio of diseased burden due to communicable, 
maternal, neonatal, and nutritional diseases (CMNNDs) to those from NCDs and injuries. Lower 
ratios indicate farther epidemiologic transition as CMNNDs decrease and NCDs predominate.  
The epidemiological transition ratio across states in India ranges from 0.16 in Kerala to 0.74 in Bihar. 
Maharashtra’s epidemiological transition ratio is at 0.33 indicating high burden of noncommunicable 
diseases. However, the ongoing COVID-19 pandemic has highlighted the dynamic interrelationship 
of NCDs and communicable diseases. Those with underlying NCD comorbidities are at higher risk of 
succumbing to COVID-19, indicating that the health system-strengthening interventions will have to 
be comprehensive to address the totality of CMNND, NCD, and trauma.

The top causes of death among children (0–14 years old) include nutritional deficiencies, diarrheal 
disease, and lower respiratory infections. Suicide and violence, unintentional injuries, and transport 
injuries are among the top causes of death for younger adults (15–39 years old). The top causes of death 
among older adults and the elderly include cancers, cardiovascular diseases, and chronic respiratory 
diseases (40–69 and 70+ years old). The top 15 causes of premature death for both sexes include 

12  M. Bhatia et al. 2019 Trends, patterns, and predictive factors of infant and child mortality in well-performing and 
underperforming states of India: a secondary analysis using National Family Health Surveys. BMJ Open. 2019; 9(3).

13  Indian Council of Medical Research; Public Health Foundation of India, and Institute of Health Metrics and Evaluation. 
2017. India: Health of the Nation’s States. The India State-Level Disease Burden Initiative.  New Delhi.
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ischemic heart disease, stroke, chronic obstructive pulmonary disease, lower respiratory infections, 
suicide, diarrheal diseases, complications of preterm birth, road traffic accidents, tuberculosis, chronic 
kidney disease, etc. (Figure 2).

As life expectancy increases, and more people live into adulthood and old age, they would experience 
chronic diseases. Consequently, YLD estimates would rise. For example, YLDs contributed 17% of 
India’s disease burden in 1990. By 2016, the contribution of YLDs to total disease burden in India has 
increased to 33%.

The 15 chronic diseases, or conditions with long-term sequel, which contribute to most of the 
disabilities in Maharashtra include iron deficiency anemia, loss of vision or hearing (sense organ 
diseases), low back or neck pain, migraine, depressive disorders, skin diseases, chronic obstructive 
pulmonary disease, diabetes, oral disorders, complications of preterm birth, falls, osteoarthritis, and 
hemoglobinopathies (Figure 3). Increasing prevalence of chronic diseases and incidence of injuries 
have significant implications for health system strengthening. A lot of these conditions would require 
access to hospitals and specialist services for proper treatment.

Risk factors are the drivers of diseases and injuries that cause premature death and disability. If the 
relevant risk factors are addressed successfully, a lot of the state’s disease burden could be reduced. 
Appropriate intersectoral public health interventions are required to deal with the top 10 risk factors 
(Table 5) contributing to about 70% of disease burden in the state.

Figure 2: Top 15 Causes of Years of Life Lost in Maharashtra, 2016

COPD =  chronic obstructive pulmonary disorder.
Source: ICMR, PHFI, and IHME. 2017. India: Health of the Nation’s States. New Delhi: The India State-Level Disease  
Burden Initiative.
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Figure 3: Top 15 Causes of Years Lived with Disability in Maharashtra, 2016

COPD = chronic obstructive pulmonary disorder.
Source: ICMR, PHFI, and IHME. 2017. India: Health of the Nation’s States. New Delhi: The India State-Level Disease 
Burden Initiative.
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Table 5: Top 10 Risk Factors and Contribution to Total Disability-Adjusted Life Years 
Lost in Maharashtra, 2016

Sl Risk Factor Risk Type
Share 

(%) Sl Risk Factor Risk Type
Share 

(%)

1 Dietary risks Behavioral 11.5 6 High total cholesterol Metabolic 5.3
2 High blood pressure Metabolic 10.4 7 Tobacco use Behavioral 4.8
3 Malnutrition Behavioral 10.3 8 Alcohol and drug use Behavioral 4.8
4 Air pollution Environmental 8.6 9 High body mass index Metabolic 4.5
5 High fasting plasma glucose Metabolic 7.1 10 Impaired kidney function Metabolic 3.2

Source: ICMR, PHFI, and IHME. 2017. India: Health of the Nation’s States. The India State-Level Disease Burden Initiative.
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C. Communicable Disease Outbreaks in Maharashtra and the COVID-19 Pandemic
The Integrated Disease Surveillance Program (IDSP) reported 131 disease outbreaks in Maharashtra 
during 2019. Chikungunya and dengue outbreaks were most common, involving 58 outbreaks during 
year, numbering 1,372 cases and causing 34 deaths. There were 23 outbreaks of diarrhea or dysentery 
and 15 outbreaks of food poisoning. Other disease outbreaks in Maharashtra in 2019 include Japanese 
encephalitis (11 outbreaks, 168 cases, 21 deaths); viral hepatitis (7 outbreaks, 290 cases, 1 death); 
leptospirosis (7 outbreaks, 40 cases, 9 deaths); malaria (7 outbreaks, 114 cases, 4 deaths); and Kyasanur 
forest disease, mumps, or fever of unknown origin (3 outbreaks, 31 cases, 2 deaths).14

The first case of COVID-19 appeared in Maharashtra on 9 March 2020. As of 21 September 2020, 
a total of 5.87 million persons had been tested, which is about 47,740 tests per million population, at 
par with the all-India average of 47,337 per million population. By this date, about 1.2 million confirmed 
cases, 0.9 million recoveries and 32,671 deaths had been reported and the state accounted for about 
22% of India’s total cases, 20% of recoveries and 38% of total COVID-19 deaths. Two months later, 
as of 21 November 2020, about 10.04 million persons had been tested, which is about 81,145 tests 
per million population, a little less than the all-India average of 96,650 per million population. By this 
later date, Maharashtra’s cumulative test positivity rate was 17.62% compared to the all-India average 
of 6.93%. Cumulative total of positive cases in Maharashtra was at 1.77 million, the highest among 
all states and accounting for 19.54% of cases in India. Cumulative incidence was at 1.43% compared 
to the all-India average of 0.67%. The state had registered 46,511 deaths accounting for 35% of 
total COVID-19 deaths in India. Maharashtra’s COVID-19 mortality rate in this 9-month period was 
38 per 100,000 population compared to the all-India average of 10. The recovery to death ratio in 
Maharashtra is about 35 compared to the all-India average of 64. In other words, Maharashtra has 
seen only 35 recoveries for every one death due to COVID-19 compared to 68 recoveries in all of 
India. Cumulative recoveries stood at 1,642,916, accounting for 19.38% of recoveries all over India. 
Maharashtra’s recoveries at 92.89% of total cases is comparable to the all-India average of 93.6%. 
As of 21st November, Maharashtra accounted for 18.03% of active COVID-19 cases in India.  
By all accounts Maharashtra is one of the worst affected states in the country.15

Within Maharashtra, as of 21 November 2020, the highest cumulative incidence was at 3.66% in Pune, 
followed by Thane16 (2.52%), Nagpur (2.37%), Raigad (2.35%), Mumbai15 (2.20%), Sangli (1.70%), 
Satara (1.69%) and Nashik (1.67%). Pune with 8% of the state’s population accounted for 20% of 
COVID-19 cases. Most urbanized districts,17 namely, Mumbai, Pune, Thane and Nagpur, together 
comprising 33% of state’s population, accounted for 57% of COVID-19 cases. Districts18 very high on 
HDI, having 48% of the state’s population, accounted for 72% of COVID-19 cases. Districts19 low on 

14  Data compiled from weekly outbreak reports for the calendar year 2019, downloaded from Integrated Disease Surveillance 
Programme. https://idsp.nic.in/ (accessed 20 May 2020).

15  COVID-19 status data is from https://www.covid19maharashtragov.in/mh-covid/dashboard and https://www.mohfw.gov.in/ 
accessed on 21 September and 21 November 2020. The all-India and state level rates and percentages in this section have 
been calculated using 2020 mid-year population figures as projected by the Registrar General India at  
https://nhm.gov.in/New_Updates_2018/Report_Population_Projection_2019.pdf. Stratified district level rates and 
percentages have been calculated using district wise population figures from annexure 2.3 and HDI from annexure 
10.15 in Government of Maharashtra. 2020. Economic Survey of Maharashtra, 2019-20. Mumbai: Directorate of Economics 
and Statistics. Urban population percentages are from P. A. Khadke and P.B. Waghmare. 2017. Level of Urbanisation and 
Their Disparities in Maharashtra State. Scholarly Research Journal for Interdisciplinary Studies. 4 (35).

16 Thane includes Palghar and Mumbai includes suburban Mumbai.
17  The percentage of population living in urban areas is substantially higher in these districts: Mumbai (100%), Pune (61%), 

Thane (77%), and Nagpur (68%). The state average for urban population is 45%.
18  Very high HDI districts: Mumbai (0.841), Pune (0.814), Thane (0.800), Nagpur (0.786), Kolhapur (0.770), Raigad 

(0.759)), Sindhudurg (0.753), Nashik (0.746), and Sangli (0.742).
19  Low HDI districts: Nandurbar (0.604), Gadchiroli (0.608), Washim (0.646), Hingoli (0.648), Osmanabad (0.649), 

Nanded (0.657), Jalna (0.663), and Dhule (0.671).

https://idsp.nic.in/
https://www.covid19maharashtragov.in/mh-covid/dashboard
https://www.mohfw.gov.in/
https://nhm.gov.in/New_Updates_2018/Report_Population_Projection_2019.pdf
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HDI having 13% of the state’s population accounted for only 5% COVID-19 cases. In 15 districts of 
Maharashtra, the cumulative incidence of COVID-19 cases ranged from 0.33% to 0.64%, all below 
the all-India average of 0.67%. These 15 districts,20 together comprising 26% of the state’s population, 
accounted for only 9% of COVID-19 cases. Eleven of these districts are in low or medium HDI 
category, and 4 in high or very high HDI category. Thus, the COVID-19 pandemic in Maharashtra has 
been more severe in developed areas, probably on account of higher population density, exposure to 
travel, exposure to indoor gatherings, crowded outdoor events, etc.

D. Key Takeaways
(i) Traditionally, population health status in Maharashtra has been better than the all-India 

average. However, improvement in Maharashtra’s population health status has failed to 
keep pace with faster rise of population health status all over the country.

(ii) Epidemiological transition in Maharashtra has resulted in a higher burden of 
noncommunicable diseases. Dynamic interaction of emergent infectious diseases such 
as COVID-19 with NCD comorbidities calls for strengthening of health systems to deal 
with communicable and nutritional diseases as well as NCDs.

(iii) Prevalent disease burden and emergent public health challenges call for strengthening 
of specialist services, hospital infrastructure and epidemiological surveillance.

(iv) Maharashtra is vulnerable to emerging infectious diseases, despite improvements in 
conventional and summary measures of population health.

(v) Targeted health systems strengthening is needed to improve access for the poor and 
build the state’s resilience to deal with emerging public health challenges.

20  There are 15 low cumulative incidence districts: Hingoli (0.33%), Parbhani (0.38%), Nandurbar (0.41%), Yavatmal 
(0.43%), Buldhana (0.45%), Akola (0.50%), Washim (0.50%), Wardha (0.58%), Jalna (0.58%), Nanded (0.59%), 
Beed (0.60%), Amravati (0.62%), Sindhudurg (0.62%), Gadchiroli (0.63%), and Ratnagiri (0.64%).
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III. PUBLIC HEALTH CARE INFRASTRUCTURE IN MAHARASHTRA

A. Health Care Facilities Under the Public Health Department
The Public Health Department (PHD) in Maharashtra manages mostly the primary and secondary 
level health care facilities consisting of the primary health centers (PHCs), subcenters, first referral 
units (FRUs) or secondary level hospitals, and a few specialty hospitals for disease control programs. 
Most of the tertiary care facilities in the public sector are managed by the Directorate of Medical 
Education and Research (DMER), as they are affiliated with medical colleges. Most of the public 
sector health care facilities in metropolitan cities like Mumbai are managed by their respective urban 
local bodies.

The district and general hospitals provide broad specialty services. The district hospitals are located 
in revenue district headquarters. Out of 36 revenue districts, 23 district hospitals are running as such 
and the remaining district hospitals are attached to medical colleges. There are eight general hospitals 
with similar broad specialty services located in urban areas other than the town district headquarters, 
or in addition to the district hospital in the same place. Each district or general hospital has about 
200 or more beds. About 25 of these hospitals have additional 25 beds in trauma units. Total bed 
capacity in 23 district and 8 general hospitals, including the trauma units, is 9,593. There are 13 women 
(maternal and child health) hospitals with a total bed capacity of 1,584. Super specialty medical care 
is usually available in attached hospitals of medical colleges. However, in 2008, two free standing 
regional referral super specialty hospitals were established at Nashik and Amravati. There are four 
mental health institutions, one each at Nagpur, Pune, Ratnagiri, and Thane, with a total of 5,555 beds. 
The four tuberculosis hospitals at Pune (120 beds), Buldhana (100 beds), Amravati (50 beds), and 
Kolhapur (20 beds) have a total of 290 beds. Only one out of the four leprosy hospitals is functional, 
at Pune, with 350 beds. The remaining three leprosy hospitals, at Kolhapur, Osmanabad, and Ratnagiri 
have closed. A 50-bed orthopedic hospital is functioning at Parbhani.

As the 100- and 50-bedded subdistrict hospitals are invariably located in subdivisional headquarters, 
they are sometimes referred to as subdivisional hospitals. Some of the 30 bedded rural hospitals 
are also located in subdivisional headquarters and the remaining in Taluk or Block headquarters.  
In Maharashtra, the subdistrict hospitals function as community health centers (CHCs), an upgraded 
primary health center with 30 beds and equipped to provide comprehensive emergency obstetric care 
and as first referral units. As of May 2020, there are 456 subdistrict hospitals (100 beds = 31, 50 beds 
= 61, 30 beds = 364) with a total of 17,070 beds.

According to the population norms for various public health facilities set by the Government 
of India, there should be one subcenter for a population of 3,000–5,000; one PHC for 
20,000– 30,000 population; and a CHC for 80,000–120,000 population in tribal and rural areas. 
No subcenter is envisaged in the urban areas. Instead, the auxiliary nurse midwives (ANMs)—
who are female multipurpose health workers MPHW(F)—are based in urban PHCs. Considering 
the population density in urban areas and comparatively shorter distances, the ANMs can easily 
access their outreach while based in urban PHCs. The population norm for urban PHCs is fixed at 
50,000 for areas with high slum population and at 75000 for areas with sparse slum population. 
The idea is that each urban PHC should serve about 20,000–30,000 in slums. Thus, an urban PHC 
in high slum population areas would serve about 20,000–30,000 persons living in identified slum 
areas and 30,000–20,000 persons living in the neighborhood. The health facilities in Maharashtra 
are presented in Figure 4, as follows:
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(i) CHCs = 364 (norm = 574);
(ii) PHCs = 1,828 (norm = 2,299);
(iii) Subcenters = 10,668 (norm = 14,112); and
(iv) Urban PHCs = 538 (norm = 1,165).

B. Institutional Deficiencies at Public Health Facilities
All commissioned public health facilities in the state, i.e., health services operated in the public sector 
by the Government of Maharashtra, do not necessarily have full infrastructure to function optimally. 
For example, according to Rural Health Statistics 2018/19,21 only 49% of CHCs in Maharashtra satisfy 
the Indian Public Health Standards norms specified by the MOHFW. Only about 14% CHCs have all 
four specialties, namely, obstetrics, medicine, surgery, and pediatrics. In about 15% CHCs the operation 
theatre does not function. The X-ray machine in about 13% CHCs is not working. About 73% CHCs or 
rural hospitals have residential quarters for specialists, and in about 67% CHCs, specialists are actually 
living in those quarters.22 Only 22% PHCs in Maharashtra satisfy the Indian Public Health Standards 
specifications. About 41% PHCs are equipped to function round the clock (24x7 PHCs). Half of the 
PHCs do not have labor room.

The Controller and Auditor General (CAG) carried out a performance audit of the reproductive and 
child health (RCH) program under the National Rural Health Mission (NRHM), covering the period 
from FY2012 to FY2016.23 The NRHM was launched by the MOHFW in 2005 and subsumed in 2013 

21  See section VI, Tables 42–46 in Government of India, Ministry of Health and Family Welfare. 2019. Rural Health Statistics, 
2018-19. New Delhi.

22  Note that availability of residential quarters affects availability of specialists in rural hospitals. For example, the a health 
workforce study found that in the Rural Hospital Vikramgarh, all specialists’ posts were vacant (source: S. Nishant. 2013. 
Maharashtra Public Health Workforce Study: Issues and Challenges. New Delhi: National Health Systems Resource 
Centre). Despite the frequent rounds of interview, no specialist was willing to go  there for lack of residential facility. 
Similarly, specialist vacancies in Subdistrict Hospital Jawhara, located in a far-off tribal block was vacant for a long time. 
The study author encountered specialists joining and staying for some time but eventually leaving for lack of adequate 
living conditions.

23  Controller and Auditor General of India. 2017. Report No. 25 of 2017 - Performance audit Union Government Reproductive 
and Child Health under National Rural Health Mission Reports of Ministry of Health and Family Welfare. https://cag.gov.in/en/
audit-report/details/31333. 

Figure 4: Shortfall in Public Health Infrastructure in Maharashtra, 2019

CHCs = community health centers, PHCs = primary health centers.
Source: Government of India, Ministry of Health and Family Welfare. 2019. Rural Health Statistics, 2018-19. New Delhi.
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https://cag.gov.in/en/audit-report/details/31333
https://cag.gov.in/en/audit-report/details/31333
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as a sub-mission of the National Health Mission (NHM). CAG auditors visited several health facilities 
in Maharashtra. At the Bhandara district hospital, the outpatient department counter was crowded, and 
patients had no place to sit, due to an inadequate waiting area. Security arrangement was inadequate 
and stray animals were roaming in the hospital corridor. Similarly, in Buldhana district hospital, the rear 
compound wall was dilapidated, and stray animals were also roaming inside. The CAG performance 
audit grouped Maharashtra with several other states, where many health care facilities needed 
upgrading. These include (i) upgrading CHCs, PHCs, and subcenters to Indian Public Health Standard 
specifications; (ii) upgrading Type A subcenters to Type B; (iii) upgrading PHCs to 24x7 PHCs where the 
nearest CHC or FRU is more than 1 hour away; and (iv) upgrading CHCs to FRUs.

In FY2016, the MOHFW started grading of CHCs using data reported by states through the Health 
Management Information System (HMIS). Based on availability of the following criteria—human 
resources, infrastructure, drugs and supplies, service availability, client orientation, and service 
utilization—eligible CHCs are assigned a score from 1 to 5. Facilities that do not satisfy essential 
human resource and infrastructure criteria are not eligible for grading.24 This system is often referred 
to as “star rating” of CHCs. About 60% CHCs in Maharashtra received grade 4 or better rating in 
2015/16. A note in the Maharashtra NRHM website25 mentioned that 46 CHCs were not eligible for 
grading in 2015/16, mostly because the human resource requirement in 39 CHCs (10% of all CHCs) 
was not met. Four CHCs (1%) did not meet infrastructure criteria, as the concerned buildings were 
under construction. Another three facilities in urban areas were wrongly mapped as CHCs.

C. Availability of Health Care Providers at Public Health Facilities
Availability of health care professionals can be viewed from two broad perspectives: managerial 
perspective on inherent availability, such as sanctioned posts, filled in posts; and user perspective 
on operational availability, such as actual attendance pattern and service availability of the health 
care providers. Sanctioned and filled posts determine inherent availability of concerned health care 
professionals. Thus, vacancy of sanctioned health care positions is an indicator of deficiency in 
availability of health care providers.

According to Rural Health Statistics for 2018/19,26 Maharashtra needed 1,456 specialists in CHCs but 
only 485 (33.3%) were in position, for a shortfall of 971 (66.7%) specialists. About 61.5% of required 
radiologists in CHCs, 43.5% of required specialists positions in CHCs, and 32.4% of required staff 
nurse positions in CHCs and PHCs are short for lack of administrative and financial approval. The CAG 
(footnote 23) audited nine CHCs in Maharashtra regarding availability of specialists. The general 
surgeon post was vacant in all nine CHCs. In eight out of nine CHCs, the physician, pediatrician and 
anesthetists were not there. There was no obstetrician in seven out of nine CHCs.

The reasons for the vacancies are twofold. Firstly, only 823 (56.5%) of the required number of 
specialist positions had been approved by GOM. There was no administrative and financial approval 
for the remaining 633 (43.5%) specialist positions. This is an indicator of GOM priorities and financial 
constraint. Another 338 (23.2% of requirement) specialist positions were vacant. This is an indicator 
of deficient recruitment. Thus, about two-thirds of the specialist shortfall is attributable to lack 
of administrative and financial approval and the remaining one-third is attributable to deficient 
recruitment and cadre management system.

24  Government of India, Ministry of Health and Family Welfare. 2016. NHM. Guideline for Grading of CHCs. New Delhi: 
National Health Mission.

25  Government of Maharashtra. Conditionality 6 – Governance: Quality of Services and Functionality of Public Health Facilities. 
https://www.nrhm.maharashtra.gov.in/nrhm/conditnality/Conditionality%206%20CHC%20STAR%20RATING.pdf.

26  Statements 7–11 in Government of India, Ministry of Health and Family Welfare. 2019. Rural Health Statistics 2018-19.

https://www.nrhm.maharashtra.gov.in/nrhm/conditnality/Conditionality%206%20CHC%20STAR%20RATING.pdf
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Latest vacancy positions show that out of 680 specialist posts, 554 (81%) are vacant (Table 6). Medical 
officer vacancy is comparatively lower at 14%. However, 54% of civil surgeon posts and 64% district 
health officer (DHO) posts are vacant.

There are interdistrict disparities in availability of health care providers. A study of the public health 
workforce in Maharashtra found that more than 50% of regular medical officer posts were vacant in 
Buldhana, Jalgaon, Raigad, Solapur, and Yavatmal districts.27 However, many of the regular medical 
officer posts are filled in by way of (i) contractual appointments under the NRHM (NRHM medical 
officers); (ii) ad hoc appointments; and (iii) bonded medical officers, i.e., doctors fulfilling their rural 
service bond period after completion of postgraduate courses in government medical colleges. 
These arrangements ameliorate the medical officer vacancy problem for many districts. The NRHM 
positions are meant to top up basal staffing so as to improve the scope and availability of services. 
In practice, the NRHM provisions appear to have been used to substitute for medical officer posts 
sanctioned by the state government.

High vacancy in specialist positions severely restricts availability of specialist services at government 
hospitals. High vacancies in civil surgeon posts affect medical superintendence and administration of 
hospitals. High vacancies in DHO positions affect logistics, execution, and management of primary 
health centers. The decision for filling up of the specialists, civil surgeon, and DHO posts primarily 
lies with the Maharashtra PHD. Financial and administrative constraints would be the cause of such 
high level of vacancies. A study28 of the state finances in 2001 had recommended stringent measures 
to reduce the number of employees by 2% every year. This would require that only a little less than 
a third of the posts becoming vacant, be filled up. Continued implementation of such a policy might 
have contributed to the unusually high level of vacancies of specialist posts. Systemic vulnerability 
due to high vacancies of doctors, nurses, and other health care provider positions in public hospitals 
and health centers became evident soon after the COVID-19 pandemic spread to Maharashtra.  
The Maharashtra PHD has had to take up several rounds of emergency recruitment to mobilize human 
resources to deal with the public health emergency.29

27  N. Sharma. 2013. Maharashtra Public Health Workforce Study. Issues and Challenges. New Delhi: National Health Systems 
Resource Centre, Ministry of Health and Family Welfare.

28  A. Lahiri et al. 2001. A. Study of Maharashtra’s Finances. New Delhi: National Institute of Public Finance and Policy.  
https://www.nipfp.org.in/media/medialibrary/2014/11/Study_of_Maharashtras_Finances.pdf.

29  See, for example, The Economic Times. 20 May 2020. E-Paper: After 33,000 Cases, Maharashtra to Hire 17,000 Health 
Staff, Seeks Help from Kerala. https://economictimes.indiatimes.com/news/politics-and-nation/after-33000-cases-
maharashtra-to-hire-17000-health-staff-seeks-help-from-kerala/articleshow/75855342.cms; Press Trust of India. 2020. 
Covid-19 Pandemic. Maharashtra Government to Fill Up 17,000 Vacant Posts in Health Department. https://www.tribuneindia.
com/news/nation/maharashtra-government-to-fill-up-17-000-vacant-posts-in-health-department-81712. 7 May.

Table 6: Medical and Public Health Officer Posts and Vacancies in Maharashtra, 2020

Cadre Sanctioned Posts Filled Vacant
Vacancy

(%)

Medical officers (group A) 8,435 7,229 1,206 14
Specialists 680 126 554 81
District health officers 283 103 180 64
Civil surgeons 635 289 346 54

Source: Joint Director (Hospitals and Procurement), Maharashtra Public Health Department.

https://www.nipfp.org.in/media/medialibrary/2014/11/Study_of_Maharashtras_Finances.pdf
https://economictimes.indiatimes.com/news/politics-and-nation/after-33000-cases-maharashtra-to-hire-17000-health-staff-seeks-help-from-kerala/articleshow/75855342.cms
https://economictimes.indiatimes.com/news/politics-and-nation/after-33000-cases-maharashtra-to-hire-17000-health-staff-seeks-help-from-kerala/articleshow/75855342.cms
https://www.tribuneindia.com/news/nation/maharashtra-government-to-fill-up-17-000-vacant-posts-in-health-department-81712
https://www.tribuneindia.com/news/nation/maharashtra-government-to-fill-up-17-000-vacant-posts-in-health-department-81712
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D. Convergence of AYUSH and Availability of Medical Officers
The NHM envisioned mainstreaming of ayurveda, yoga and naturopathy, unani, siddha, and homoeopathy 
(AYUSH) into the public health service. Convergence of AYUSH would improve availability of human 
resources for health. The outpatient services would be strengthened through posting of AYUSH doctors 
in addition to the medical officer posted there. The states would collocate AYUSH doctors at PHCs 
either by deploying existing AYUSH personnel or by new contractual appointments and financed by 
the central government. The most “popular” practice for AYUSH professionals in the state is being 
appointed as doctors to “manage” allopathic clinics and nursing homes in the absence of allopathy 
doctors. This gets legitimized as “mixed practice”. The origin of “mixed practice” is Government 
Resolution of 1981, which legitimizes ayurveda professionals’ practice of allopathy after 6 months of 
internship in an allopathic hospital. The government also mandated that 25% of the total number of 
posts at PHCs in the state should be reserved for and filled in by graduates from AYUSH. Thus, acquiring 
an ayurveda degree in Maharashtra became a license to practice allopathy, which created its own issues. 
The distinction between allopathic Bachelor of Medicine and Bachelor of Surgery (MBBS), Bachelor of 
Ayurveda Medicine and Surgery, and Bachelor of Homeopathy Medicine and Surgery doctors became 
blurred, especially in rural and underserved regions.30

In order to provide primary health care services in tribal and remote areas where allopathy doctors are 
reluctant to work, ayurveda doctors were appointed on a temporary basis as ad hoc medical officers, 
with a service contract renewable every 11 months. As of September 2018, there were over 824 ayurveda 
doctors providing mixed practice in the state. Tubal ligation and medical termination of pregnancy are 
handled by these AYUSH practitioners. Salaries for the AYUSH medical officers are under the NHM, 
which includes the National Rural Health Mission (NRHM) and the National Urban Health Mission 
(NUHM). The NHM salary is substantially lower compared with regular medical officers. There are no 
opportunities for promotion for ayurveda graduates in the Directorate of Health Services (DHS), even 
if they complete postgraduate studies. These unresolved anomalies will eventually affect sustained 
availability doctors.

E. Performance of Primary Health Centers
The PHCs perform a wide range of functions covering preventive, promotive, and curative medical 
and health care services. These include implementation of national health programs; maternity and 
child health including family planning; water safety and sanitation; prevention and control of locally 
endemic diseases; collection and reporting of vital statistics; health education; and medical care and 
referral services.

According to NHM guidelines31 50% PHCs are to be upgraded as round-the-clock, i.e., 24x7 PHCs, to 
provide emergency obstetric care, essential newborn care, and referral for emergencies. In Maharashtra 
759 out of 1,814 PHCs were selected for upgradation. By December 2017, 483 (63.6%) of these PHCs 
had actually been upgraded to function as 24x7 PHCs.

According to the District Level Household and Facility Surveys;32 46.8% PHCs in 2007/08 and 
50.7% PHCs in 2012/13 were functional 24x7, i.e., had conducted at least 10 deliveries per month.  

30  M. Bansode, J. Rai, and M. George. 2018. Policy and Practice in Maharashtra. AYUSH and Health Services. Economic and 
Political Weekly. 53 (37). Pp. 20–24.

31  Government of India, Ministry of Health and Family Welfare. 2005. Guidelines for Operationalising a Primary Health Centre 
for Providing 24-Hour Delivery and Newborn Care Under RCH-II. New Delhi.

32  International Institute for Population Science. 2014. District Level Household and Facility Survey - 4 (DLHS-4), State Fact 
Sheet Maharashtra (2012-13). Mumbai. http://rchiips.org/pdf/dlhs4/report/MH.pdf.

http://rchiips.org/pdf/dlhs4/report/MH.pdf
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In 2013, a community-based monitoring study33 found that of 25 24x7 PHCs located across 12 districts 
of Maharashtra, 44% were rated good. The situation was satisfactory in another 16% of the 24x7 PHCs. 
The situation was classified as good if both doctor and nurse were present at the time of visit between 
9 p.m. to midnight or a nurse was present, and a doctor was available on call. Satisfactory means 
that neither nurse nor doctor was present, but a doctor could come to the PHC, at the time of visit 
between 9 p.m. and midnight. The CAG Performance Audit 2017 (footnote 23) observed that among 
all PHCs designated to function 24x7, 55 PHCs could not operate as such due to lack of manpower 
and equipment. According to recent information provided by GOM to NITI Aayog, the proportion of 
functional 24x7 PHCs (performing at least 10 deliveries per month) was at 48% in FY2015, 46.7% in 
FY2016, and 35% in FY2018. Thus, the proportion of 24x7 functional PHCs has contracted from about 
50% in FY2013 to about 35% in FY2018.

F. Performance and Capacity Utilization of Government Hospitals
Table 7 shows distribution of various types of public hospitals in Maharashtra by levels of capacity 
utilization as measured by bed occupancy. Many hospitals are overcrowded indicating demand and 
unmet need for public hospital services. Capacity utilization of the women hospitals is the highest. 
In fact, most of these hospitals are overcrowded. Most of the regional referral, district, general, as well as 
100 bedded subdistrict hospitals are better utilized. Many of these hospitals are also overcrowded.

33  Support for Advocacy and Training to Health Initiative (SATHI) State Nodal NGO, Community Based Monitoring. 2013. 
Are 24 x 7 PHCs in Maharashtra Really Providing Services Round the Clock? Pune.

Table 7: Capacity Utilization of Government Hospitals in Maharashtra, Fiscal Years 2017 and 2019

Hospital Type
Fiscal 
Year

Number  
of Hospitals

Distribution of Hospitals by Capacity Utilization Category 
(%)

Underutilized 
(BO = <49%)

Suboptimal
(BO: 50%–69%)

Optimal
(BO:70%–99%)

Overcrowded
(BO >100%)

Regional referral, district, 
and general hospitals

2017 30 27 3 27 43
2018 30 27 3 27 43
2019 31 16 0 23 61

Women (maternity and 
child health) hospitals

2017 13 23 0 8 69
2018 13 23 0 8 69
2019 13 0 15 8 77

100-bed subdistrict 
hospitals (CHCs, FRUs)

2017 31 26 19 23 32
2018 31 26 19 23 32
2019 31 6 19 26 48

50-bed subdistrict 
hospitals (CHCs, FRUs)

2017 61 23 18 31 28
2018 61 23 18 31 28
2019 61 15 23 20 43

30-bed rural hospitals 
(CHCs, FRUs)

2017 364 71 12 11 6
2018 364 71 12 11 6
2019 364 54 15 14 17

Total of 2019 500 42 16 16 27

BO = bed occupancy, CHCs = community health centers, FRUs = first referral units.
Source: Personal communication, Joint Director (Hospitals and Procurement), Maharashtra Public Health Department.  
20 April 2020.
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Most (54%–71%) of the 30 bedded rural hospitals are underutilized. Bed occupancy of 50 bedded 
subdistrict hospitals is intermediate. Many of the 50 bedded subdistrict hospitals are either optimally 
used or overcrowded, and bed occupancy in some is suboptimal. The percentage of underutilized 
hospital in this category is similar to that of the regional referral, district, general, and 100-bed 
subdistrict hospitals.

Variations in performance of hospitals in different size classes was observed during the course of the 
Maharashtra Health Systems Development Project (MHSDP) during 1999–2005 (see Appendix). 
The World Bank’s project completion report observed that the performance of 50 bedded subdivisional 
hospitals was the worst compared to larger district and 100 bedded subdistrict hospitals.34 By end of 
the project, utilization of services in tribal areas improved significantly as a result of improved physical 
amenities, and increased provision of equipment and trained staff: in-patient admissions increased by 
almost 75%, with the greatest increases in 100-bed and 50-bed subdistrict hospitals, indicating that 
the project strategy of strengthening facilities geographically closer to the communities they serve was 
an effective one.

Several factors could be contributing to severe underutilization of the 30 bedded rural hospitals. 
One is economies of scale and scope. Up to a certain size, the reliability of service and availability of 
health care providers tends to improve with size of the hospital. As the hospital bed capacity increases, 
critically important and complementary specialties tend to be added. For example, availability of 
anesthesiologist complements the work of obstetrician-gynecologist and general surgeon. Presence 
of pediatricians along with obstetrician improves pregnant women’s confidence to avail obstetric care, 
considering the availability of neonatal care just in case there is a need. General surgeons together with 
obstetricians improve anesthesiologist capacity utilization. In other words, as the scope of services 
offered by a hospital expands, economies accrue on account of complementarity.

Smaller hospitals often suffer from nonavailability of critical resources. For example, the district-level 
household and facility survey in 2012/13 found significant differences in availability of pediatricians, 
radiographers, and ultrasound technicians between district and subdistrict hospitals. A health 
workforce study in 2013 found that 52% of subdistrict hospitals, most of which were 30-bedded were 
not conducting cesarean procedures.35

A study by the World Health Organization (WHO) reported that the typical size of a rural district 
hospital in the Africa region, catering to 160,000 population, was about 140 beds.36 WHO’s Western 
Pacific region guidelines for development of hospitals computed minimum size of 103 beds at 100% 
occupancy and 130 beds at 80% occupancy, based on expected patient load from a population of 
150,000.37 A 101-bed hospital is the smallest size envisaged in the Indian Public Health Standards 
guidelines for district hospitals.38 A systematic review of the literature regarding optimal size of 

34  The World Bank. 2006. India—Maharashtra Health Systems Development Project Implementation Completion and Results 
Report. Washington, DC: http://documents.worldbank.org/curated/en/361341468774926400/India-Maharashtra-Health-
Systems-Development-Project.

35  Study districts: Aurangabad, Beed, Dhule, Gadchiroli, Hingoli, Jalgaon, Jalna, Nanded, and Nandurbar. See N. Sharma. 
2013. Maharashtra Public Health Workforce Study. Issues and Challenges. New Delhi: National Health Systems Resource 
Centre, Ministry of Health and Family Welfare.

36  W. Van Lerberghe and Y. Lafort. 1990. The Role of the Hospital in the District: Delivering or Supporting Primary Health Care? 
Geneva: Division of Strengthening Health Services, World Health Organization. http://whqlibdoc.who.int/HQ/1990/
WHO_SHS_CC_90.2.pdf.

37  WHO. 1996. District Hospitals: Guidelines for Development. 2nd ed.  Manila: World Health Organization Regional Office for 
the Western Pacific. https://apps.who.int/iris/handle/10665/206791.

38  Government of India, Director General of Health Services. 2012. Indian Public Health Standards (IPHS) Guidelines for 
District Hospitals (101 to 500 Beds). Revised 2012. New Delhi.

http://documents.worldbank.org/curated/en/361341468774926400/India-Maharashtra-Health-Systems-Development-Project
http://documents.worldbank.org/curated/en/361341468774926400/India-Maharashtra-Health-Systems-Development-Project
http://whqlibdoc.who.int/HQ/1990/WHO_SHS_CC_90.2.pdf
http://whqlibdoc.who.int/HQ/1990/WHO_SHS_CC_90.2.pdf
https://apps.who.int/iris/handle/10665/206791
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hospitals found that economies of scale are evident for hospitals with 200–300 beds. Diseconomies 
of scale can be expected to occur below 200 beds and above 600 beds.39

Availability of critical resources in the hospital is another important factor contributing to bed 
occupancy. Nonavailability of specialists and critical equipment could have contributed to low bed 
occupancy of some district and subdistrict hospitals. Although the subdivisional hospitals (100 and 
50  beds) are designed to provide at least five broad specializations (general medicine, surgery, 
obstetrics-gynecology, pediatrics, and anesthesiology) actual availability is usually deficient, compared 
to district hospitals (footnote 33).

G. Health Care Facilities Under Urban Local Bodies
Urban local bodies contribute in major ways in Maharashtra, spending 7.8% of total expenditure on 
health, the main part of which are funded from their own resources (5.5% of total). For FY2014, the 
total health expenditure incurred by ULBs in the state was $393 million.40 Out of this, 66.5% was 
spent by Brihanmumbai Municipal Corporation (BMC)—also known as Municipal Corporation of 
Greater Mumbai (MCGM)—while 24.8% was spent by other municipal corporations and 8.7% by the 
municipal councils.

The BMC has a network of (i) four medical college hospitals, (ii) one dental college hospital, 
(iii)  16 municipal general hospitals (also called peripheral hospitals), (iv) six specialty hospitals, 
(v) 29 maternity homes (akin to women hospitals), (vi) 175 municipal dispensaries, and (vii) 183 health 
posts (the urban equivalent of PHCs). Total capacity of all municipal hospitals in Mumbai is more than 
12,000 beds. The BMC’s health budget for FY2020 focused on improvement of municipal hospitals’ 
infrastructure through allocation of $585 million, an increase of 14% to improve facilities at peripheral 
hospitals and reduce the burden in major hospitals. Other municipal corporations that maintain major 
hospitals are Pune (6), Nagpur (3), Nashik (3), Navi Mumbai (3), Thane (3), Nanded (2), Aurangabad 
(1), and Solapur (1). In case of hospitalization, only beds are provided for free by the municipal 
hospitals. Patients have to pay out of pocket for medicines and tests. Although government hospitals 
are better equipped and do not charge for tests or medicines, geographical proximity of municipal 
hospitals weighs heavily in their favor. Also, many of the municipal hospitals are overcrowded.41

H. Digital Health Interventions and Innovative Schemes for Universal Health Coverage
The Maharashtra PHD is pilot-testing e-Sushrut, a hospital management information system 
developed by the Centre for Development of Advanced Computing. The application is implemented 
at four hospitals, namely, Civil Hospital Alibaug, district hospitals at Ahmednagar and Amravati, and 
the Regional Referral Hospital Nashik.42 E-Sushrut is an integrated computerized clinical information 
system for improved hospital administration and patient health care. Features include (i) electronic 
health record, (ii) medical billing, and (iii) integrated dashboard for real time management information 
system. The electronic health record integrates inputs from patient registration, casualty desk, 
consultation, pharmacy, laboratory, diet kitchen, inpatient ward and nursing records, and operation 
theatre service areas. This web-based application was first released in October 2015, and last updated 

39  M. Giancotti et al. 2017. Efficiency and Optimal Size of Hospitals: Results of a Systematic Search. PLOS One. 12 (3).  
doi: 10.1371/journal.pone.0174533.

40  Dollar exchange rates: FY2014: 60.5019; FY2020: 70.897 (see Table 140 in Reserve Bank of India. Handbook of Statistics 
on the Indian Economy, 2019-20. Mumbai).

41  See for example, Mumbai Mirror. 2019. Overcrowded General Wards, Filthy Toilets. https://mumbaimirror.indiatimes.com/
mumbai/cover-story/bmc-boss-bares-the-rot-in-kem/articleshow/70667465.cms. 14 August. 

42  Directorate of Health Services. E-Hospital Management System. https://hmismaha.dcservices.in/AHIMSG5/hissso/
Login#blog.

https://mumbaimirror.indiatimes.com/mumbai/cover-story/bmc-boss-bares-the-rot-in-kem/articleshow/70667465.cms
https://mumbaimirror.indiatimes.com/mumbai/cover-story/bmc-boss-bares-the-rot-in-kem/articleshow/70667465.cms
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on 8 May 2017.43 Pilot testing of this application is also going on in Andhra Pradesh, Rajasthan, and 
Telangana. Documentation of pilot-testing experience is not readily available. It would be desirable to 
evaluate the experience and assess its suitability for scaling up.

The Maharashtra PHD plans to roll out telemedicine services at HWCs using a 3-tier architecture and 
CDAC’s “e-Sanjeevani” telemedicine application. Level 1 would consist of specialist hubs in medical 
college or district hospitals available for consultation by midlevel providers such as doctors at PHCs 
and community health officers at subcenters. Level 2 would consist of telemedicine infrastructure 
in PHCs, and Level 3 would be subcenters. In the first phase, telemedicine services will be started 
in 2,530 spokes in 19 districts, for which hubs have been set up at district hospitals Aurangabad, 
Bhandara, Nanded, Nashik, and Pune. Each hub will have five medical officers or specialists to provide 
expert advice to patients coming to the health centers.

The “Extension for Community Healthcare Outcomes (ECHO)” is an innovative guided-practice 
model, consisting of a tele-mentoring hub and spokes linking providers to deliver quality medical care 
in remote locations.44 Ayushman Bharat operational guideline includes ECHO model and technology 
platform among capacity building tools for training and multiskilling of midlevel health providers.45 
In Maharashtra, the ECHO tele-mentoring platform was launched in May 2019, to enhance workforce 
capacity for providing specialty care through its “hub-and-spoke knowledge sharing networks”. 
ECHO’s platform is used to provide medical education and specialty care services in HWCs.  
Hubs have been created in district hospitals in Nashik, Osmanabad, Pune, Wardha and at PHI Nagpur. 
All HWCs will be a “spoke” for this project. Twice-a-week online training sessions are held for ECHO 
doctors, where up to 200 participants can be connected. Six batches and 60 sessions have been 
completed as of May 2020.46

A comprehensive elderly care program with support from Tata Trusts was initiated in multiple blocks 
of Chandrapur district in Maharashtra, which was subsequently extended to the entire district. 
The  project augments institutional capacity and builds awareness around elderly care issues.  
A baseline survey was conducted and medical officers, female multipurpose health workers, and 
accredited social health activities (ASHAs, or community health workers) are trained in elderly care. 
PHC teams are supported by specialists, physiotherapists, and staff nurses from the district hospital. 
Weekly geriatric clinics were initiated at four PHCs in Mul block. From June 2018 to July 2019, 
181 geriatric sessions were conducted wherein, 11,456 elderly patients availed of outpatient services; 
765 laboratory tests were performed; and 3,537 elderly patients were provided with health cards after 
screening. In addition, the local community is encouraged to create “activity centers” managed by 
volunteers, for the elderly to socialize and engage in recreational activities.

I. Key Takeaways
(i) The public health system in Maharashtra is characterized by deficiencies as well as 

inadequacy of optimal size health care facilities closer to the communities.
(ii) Economy of scale with broader scope of services and appropriate case mix are critical to 

strengthen the trust of common man in public health care system.
(iii) Substantive upgrade and expansion of public health care facilities for underserved areas 

43  Government of India, Ministry of Electronics and Information Technology. e-Shushrut Hospital Management Information 
System. https://apps.nic.in/apps/government/e-shushrut-hospital-management-information-system

44  S. Arora et al. 2011. Outcomes of Treatment for Hepatitis C Virus Infection by Primary Care Providers. New England Journal 
of Medicine. 364(2199-2207). DOI: 10.1056/NEJMoa1009370

45  Ministry of Health and Family Welfare. 2018. Ayushman Bharat. Comprehensive Primary Health Care through Health and 
Wellness Centers. Operational Guidelines. New Delhi: National Health Systems Resource Centre.

46 Source: Joint Director Hospitals and Procurement, Maharashtra Public Health Department. 29 May 2020.

https://apps.nic.in/apps/government/e-shushrut-hospital-management-information-system
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is needed to increase access by the poor and marginal communities.
(iv) The massive shortfall in specialists in public sector health care facilities in Maharashtra 

is due to lack of government support as well as inadequate recruitment and delays in 
filling up of vacancies. The resultant systemic vulnerability became evident with spread 
of the COVID-19 pandemic to Maharashtra.

(v) There are significant shortfalls in public health, civil surgeon, and certain paramedical 
cadres.

(vi) Ad hoc deployment of AYUSH practitioners to substitute deficiencies in availability of 
MBBS doctors has created systemic vulnerabilities such as condoning administrative 
accountability, demotivation among poorly paid AYUSH practitioners, lack of 
transparency, and resultant mistrust among communities about competency of available 
medical personnel in health care facilities.

(vii) The proportion of round-the-clock (24x7) functional PHCs are either low or declining, 
probably due to lack of manpower and equipment.

(viii) Most of the existing women hospitals in Maharashtra are overcrowded, indicating that 
there is demand for more women (maternity and child health) hospitals. 

(ix) District hospitals and larger subdistrict hospitals with 100 beds are better utilized due to 
economies of scale and scope of broad specialist services.

(x) Several urban local bodies in Maharashtra, such as in Mumbai and Pune maintain 
substantive public health care infrastructure ranging from health posts to large municipal 
hospitals and are the primary administrative agency for health care delivery in respective 
cities.

(xi) The Maharashtra PHD is pilot testing a hospital management and information system 
over several years and plans to roll out a telemedicine service at health and wellness 
centers. There is scope for digital health interventions to improve the efficiency and 
outreach of health care services.

(xii) Certain innovative schemes such as knowledge sharing networks to enhance health 
workforce capacity for providing specialty care has the potential to enhance quality of 
service.
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IV. PRIVATE HEALTH CARE INFRASTRUCTURE IN MAHARASHTRA

A. Private Health Care Infrastructure
The private health care sector comprises private medical practitioners from across different systems 
of medicine, maternity and nursing homes, small to large hospitals, and specialty hospitals. Several 
superspecialty hospitals supported by nonresident Indians and pharmaceutical companies are at the 
core of the burgeoning medical tourism industry. Maharashtra is known for the large and growing 
private health sector. The share of hospitals in the private health sector relative to the public health 
sector in Maharashtra is estimated to have increased from 68% in 1981 to 83.4% in 2005. The number 
of hospital beds in the private sector increased from 37.4% in 1981 to 50.3% in 2005. A study in 2011 of 
private nursing homes, defined to have 30 or less beds, drawn from different regions of the state noted 
that all regions of the state had experienced growth of private hospitals.47 Private nursing homes in less 
developed districts tend to be smaller in size.

Latest available data from registration of clinical establishments by DHOs shows that there are 
more than 4,310 private hospitals, with about 108,045 beds, which is more than 1.09 beds per 
1,000 population (Table 8). About 9% of private hospital beds are in intensive care units. These figures 
are based on data from 31 out of 36 districts in the state. Excluded districts like Mumbai and Suburban 
are fully urbanized. The number, average size, and density of private hospital in these districts would 
be much higher than other districts. Thus, the actual number of private hospitals would be much 
higher than the figures shown in Table 8. The total number of government hospital beds under the 
Maharashtra PHD is 44,298. Assuming that the 22 medical colleges under the DMER would have at 
least 11,000 hospital beds in the attached hospitals, the total number of government hospital beds 
can be estimated at about 55,000 beds. Thus, the total bed capacity of private hospital facilities in 

47  P. Bhate-Deosthali and R. Khatri. 2011. Private Health Sector in Maharashtra: A Study of Private Hospitals. Mumbai: Centre 
for Enquiry into Health and Allied Themes.

Table 8: Private Hospitals in Maharashtra Registered as Clinical Establishments, 2020

Division

Number 
of 

Hospitals

Bed Capacity
Intensive Care 

Unit Beds

Empaneled 
(PMJAY-
MJPJAY)

Excluded  
(reports not received)Total

Per ‘000 
Population Nos. % Nos. %

Konkan 310 23,697 1.47 2,864 12 145 47 Mumbai, Suburban, and Raigad
Pune 1,048 27,932 1.16 2,233 8 127 12
Nashik 380 11,289 0.64 1,012 9 46 12 Dhule
Aurangabad 1,844 27,731 1.61 1,823 7 77 4 Parbhani
Amravati 446 8,231 0.70 544 7 20 4
Nagpur 282 9,165 0.73 1,026 11 26 9
All MH 4,310 108,045 1.09 9,502 9 441 10

Av/H = average beds per hospital, MH = Maharashtra, PMJAY-MJPJAY = Pradhan Mantri Jan Arogya Yojana and Mahatma 
Jyotiba Phule Jan Arogya Yojana.
Note: Reports from excluded districts were not available at the time of tabulation in June 2020. 
Source: Maharashtra Public Health Department. Clinical Establishment Registration Data from Districts. 
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Maharashtra add up to about twice that of the public sector hospitals. At best, public sector accounts 
for about one-third of total hospital capacity in Maharashtra and the remaining two-thirds is in the 
private sector. However, only about 10% of private hospitals are empaneled by Pradhan Mantri Jan 
Arogya Yojana and Mahatma Jyotiba Phule Jan Arogya Yojana (PMJAY-MJPJAY) schemes meant to 
reimburse hospitalization cost of listed procedures for families below the poverty line (BPL). On the 
other hand, all government hospitals are automatically empaneled by PMJAY-MJPJAY.

District data shows significant differences in availability of private hospital capacity between 
districts. Gondia, Gadchiroli, and Yavatmal districts have less than 0.1 private hospital beds per 
1,000 population (Table 9). Beed, Bhandara, Latur, and Sindhudurg have more 2.0 private hospital 
beds per 1,000 population.

Table 9: Total Number and Bed Capacity of Private Hospitals in Districts of Maharashtra,  
2020

District Hospitals Total Beds

Beds
per ‘000 

Population District Hospitals Total Beds

Beds
per ‘000 

Population

Gondia 1 46 0.03 Nagpur 48 4,669 0.93
Gadchiroli 4 90 0.07 Jalna 22 1,837 0.94
Yavatmal 3 259 0.09 Solapur 557 5,436 1.21
Nandurbar 4 190 0.12 Ahmednagar 142 7,467 1.54
Wardha 2 386 0.27 Buldhana 317 4,070 1.57
Nashik 184 1,902 0.28 Kolhapur 261 6,540 1.63
Akola 18 646 0.33 Osmanabad 217 2,696 1.63
Chandrapur 15 928 0.39 Sangli 67 4,891 1.68
Jalgaon 50 1,730 0.41 Thane 126 17,046 1.72
Ratnagiri 9 869 0.5 Hingoli 232 2,174 1.85
Aurangabad 20 2,446 0.63 Beed 377 5,275 2.04
Amravati 68 2,305 0.74 Nanded 589 7,055 2.06
Palghar 91 2,730 0.75 Latur 387 6,248 2.47
Washim 40 951 0.79 Bhandara 212 3,046 2.54
Pune 92 8,448 0.87 Sindhudurg 84 3,052 3.59
Satara 71 2,617 0.87 All MH 4,310 108,045 1.09

Notes: Clinical establishment registration data from districts are from the Maharashtra Public Health Department. Reports  
from excluded districts (Mumbai and Suburban, Raigad, Dhule, and Parbhani) were not available at the time of tabulation in 
June 2020. The population projections of the United Nationals Population Fund for 2016 that were based on the 2011 census 
were used as the denominator to compute private hospital beds per 1,000 population.
Source: Asian Development Bank estimates. 
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B. Private Hospitals Empaneled by Government Health Care Financing Schemes for  
Low-Income Families

The Mahatma Jyotiba Phule Jan Arogya Yojana48 (MJPJAY) of GOM seeks to increase access for 
poor distressed families to hospitalization for selected specialist services through a network of private 
hospitals. From September 2018, the MJPJAY has been integrated with the Pradhan Mantri Jan Arogya 
Yojana (PMJAY), which empanels private hospitals all over the state to increase access for the poor 
and distressed families. However, there is wide interdistrict variation in availability of private hospitals 
as indicated by the number of empaneled private hospital in respective districts. PMJAY–MJPJAY 
empanelment and utilization data for 1-½ years (September 2018 to March 2020), available from the 
Maharashtra PHD was prorated for 1 year and analyzed with respect to the 2011 census population 
below poverty line (BPL) in respective districts.

Empaneled private health care facilities across the districts in Maharashtra range from 0.2 per 
100,000 BPL population in Gadchiroli, to 4.1 per 100,000 BPL population in Sangli. Gadchiroli has 
only one private empaneled health facility (and one facility that has been de-empaneled) available for 
the nearly 658,000 BPL population in the district. Districts with the lowest availability of private health 
care facilities (per 100,000 BPL population) are Beed, Bhandara, Chandrapur, Gadchiroli, Gondia, 
Nandurbar, Raigad, and Yavatmal. Access indicated by the number of procedures per 1,000  BPL 
persons is strongly correlated with availability measured by the number of empaneled private hospitals 
per 100,000 BPL population (Figure 5).

48  Formerly known as the Rajeev Gandhi Jeevandayee Arogya Yojana from its launch in 2012 until 2017 April, when the 
current name was adopted.

Figure 5: Scatter Plot of Empaneled Private Hospitals and Procedures in Districts 
of Maharashtra

PMJAY = Pradhan Mantri Jan Arogya Yojana, MJPJAY = Mahatma Jyotiba Phule Jan Arogya Yojana.
Source: Government of Maharashtra, Public Health Department. Utilization Data on PMJAY and MJPJAY for 23 September 
2018 to 5 March 2020, Prorated.
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In districts where very few private hospitals are empaneled, the average number of procedures per 
hospitals as well as the total annual claim per hospital appears to be higher (Figure 6).

The correlation coefficient between number of empaneled hospitals and per hospital claim or 
procedures is negative, but insignificant. The very few empaneled private hospitals in underserved 
districts appear to be overloaded with procedures. However, some of the districts at the lowest end of 
the spectrum of availability of private providers, such as Bhandara, Chandrapur, Gadchiroli, Gondia, 
and Nandurbar also show the lowest procedures per hospital probably due to limited capacity in 
the available private health care facilities. Empaneled private hospitals in some of the comparatively 
underserved districts like Parbhani and Beed appear to have geared their operations toward PMJAY-
MJPJAY cases (Figure 6).

C. Public–Private Partnerships in Medical Education and Tertiary Health Care
Given the shortages in availability of medical personnel and tertiary care, the NRHM had suggested 
that states could leverage existing district hospitals to partner with the private sector for setting up of 
new medical colleges in underserved areas. Karnataka and Odisha were among the states to take this 
up initially. The Joint Review Mission in August 2010 noted that several district hospitals in Karnataka 
had partnered with private medical colleges to help strengthen the quality of medical education and 
training by providing adequate exposure to clinical practice through the district hospitals. Chhattisgarh 

Figure 6: Scatterplots of Empanelled Private Hospitals in Districts and Procedures  
or Claims per Hospital per Year 

BPL = below poverty line, PMJAY = Pradhan Mantri Jan Arogya Yojana, MJPJAY = Mahatma Jyotiba Phule Jan Arogya Yojana.
Source: Government of Maharashtra, Public Health Department. Utilization Data on PMJAY and MJPJAY for 23 September 
2018 to 5 March 2020, Prorated.
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tried to enter into such public–private partnerships (PPPs) in 2013 but was not successful. The Gujarat 
Health Policy 2016 provides for PPP in medical education. In 2018, Gujarat approved five “brownfield” 
PPPs and two “greenfield” projects for new medical colleges in backward districts. Brownfield projects 
use existing government hospitals with appropriate upgradation to act as attached hospitals for new 
medical college to be set up by the private partner. Greenfield projects have to develop new hospital 
along with medical college.

Maharashtra has been planning for increasing its medical colleges since 2010.49 There have been 
several announcements of approvals for new medical colleges in backward or tribal districts, but limited 
progress. In 2016, a committee suggested PPP for converting district hospitals into medical colleges 
and giving the state government a quota of 25% seats in these medical colleges. Admission was to be at 
nominal fees and an equal number of patients in the affiliated hospital to be treated free of cost under 
various government schemes. The private party was to get 15% of the annual intake of nonresident 
Indian students. However, this scheme did not materialize. Thereafter, in mid-2016, GOM announced 
new PPP medical colleges in Wadala (through Mumbai Port Trust) and Raigad. Of these, the Wadala 
hospital concession agreement was signed in late 2019. In the past 5 years, brownfield medical colleges 
have been proposed in several districts such as Alibaug, Buldhana, Nandurbar, Nashik, Osmanabad, 
Palghar, Parbhani, Satara, and Sindhudurg. PPP options were reassessed in 2018, but these did not 
move forward. Emphasizing the importance of PPP for medical education, NITI Aayog has recently 
developed guiding principles along with a model request for proposal and concession agreement for 
setting up medical colleges.50 In this context, Maharashtra is reviving plans to start medical colleges in 
Alibaug, Amravati, Nandurbar, and Satara.

D. Key Takeaways
(i) Comprehensive data about private sector health care facilities is not readily available. 

A state-level system for regular compilation of clinical establishment registration data 
from districts is needed.

(ii) Partially available reports based on clinical establishment registration data suggest 
that the private hospital sector in Maharashtra would be about twice the size of public 
hospital sector.

(iii) While there are at least some private sector hospitals in almost all districts, significant 
interdistrict disparities constrain geographic access to private hospitals. Less developed 
districts tend to have fewer and smaller private nursing homes and hospitals.

(iv) Districts and areas with sluggish development of private sector will have to largely rely on 
strengthening of public sector hospitals and health care facilities to meet hospitalization 
needs of low-income families and to enable access to financing under PMJAY-MJPJAY 
schemes.

(v) Although several efforts toward PPPs for expansion of medical education and tertiary 
health care have been made, concrete results are yet to emerge. The state needs to 
develop institutional arrangements and build capacity for PPPs, considering various 
interlinkages.

49  Times News Network. 2010. Maharashtra to Get 6 New Medical Colleges. Mumbai. 21 October. https://timesofindia.
indiatimes.com/city/mumbai/Maharashtra-to-get-6-new-medical-colleges/articleshow/6783025.cms,

50  Government of India, NITI Aayog. 2020. Public–Private Partnership in Medical Education: Concession Agreement—Guiding 
Principles. https://niti.gov.in/sites/default/files/2020-06/Concession-Agreement-Guiding-Principles-Medical-Education.pdf.

https://timesofindia.indiatimes.com/city/mumbai/Maharashtra-to-get-6-new-medical-colleges/articleshow/6783025.cms
https://timesofindia.indiatimes.com/city/mumbai/Maharashtra-to-get-6-new-medical-colleges/articleshow/6783025.cms
https://niti.gov.in/sites/default/files/2020-06/Concession-Agreement-Guiding-Principles-Medical-Education.pdf
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V. ACCESS TO HEALTH CARE FACILITIES IN MAHARASHTRA

A. Pattern of Resort for Outpatient and Inpatient Services
People resort to different types of health facilities depending on several factors, including (i) severity 
and nature of illness, (ii) perceived effectiveness of alternatives, (iii) availability of facilities, (iv) access, 
and (v) affordability. Various rounds of the National Sample Survey (NSS) of households conducted 
by the National Sample Survey Organization, Ministry of Statistics and Program Implementation, 
which focused on social consumption and health care, give us an idea of the perceived effectiveness, 
availability, and access to public and private type of health care facilities. Table 10 shows the 
percentage of health care seekers in Maharashtra, resorting to public health care facilities at different 
points of time. Latest data from the NSS-75th round shows that in Maharashtra, about 22% (urban) 
to 29% (rural) outpatients, resort to public health care facilities. In other words, about 78% (urban) 
to 71% (rural) outpatients in Maharashtra use private health care facilities. About 18% (rural) to 26% 
(urban) of inpatient services was availed from public hospitals. Thus, 82% (rural) to 74% (urban) 

Table 10: Percentage of Patients Resorting to Public Health Care Facilities in Maharashtra

Period and Source of Data

Outpatients Inpatients

Rural Urban Rural Urban

1986/87, National Sample Survey 42nd Round 25.89 24.15 43.6 46.2
1993, NCAER 2nd Household Survey of Medical Care 43.8 32.5 30.5 58.8
1995/96, National Sample Survey 52nd Round 16.0 17.0 31.2 31.8
2002–2004, National Sample Survey 60th Round 16.0 11.0 28.7 28.0
2005/06, National Family Health Survey (NFHS 3) 36.8 22.0 (both outpatient and inpatient)
2014, National Sample Survey 71st Round 20.2 14.5 19.2 20.0
2015/16, National Family Health Survey (NFHS 4) 39.5 33.0 (both outpatient and inpatient)
2017/18, National Sample Survey 75th Round 29.1 22.1 25.7 17.9

NCAER = National Council of Applied Economic Research, NFHS = National Family Health Survey.
Notes:
1. 1986/87: Statements 2R, 2U, 13R and 13U in NSSO (1989).
2. 1993: Table 14 and 15 (outpatients) and Table 20 (inpatients) in S. Ramamani (1995). 
3. 1995/96: Tables 4.11 and 4.17 in NSSO (1998). 
4. 2002–2004: Statements 19 and 24.1 in NSSO (2015). 
5. 2005/06: Table 67 in IIPS (2008).
6. 2014: Appendix Tables 31b, S6R and S6U in NSSO (2016). 
7. 2015/16: Table 80 in IIPS (2018).
8. 2017/18: Statements 4 and 8 in NSSO (2020). 
Sources: NSSO. 1989. Morbidity and Utilisation of Medical Services. NSS 42nd Round July 1986–June 1987. http://mospi.nic.in/
sites/default/files/publication_reports/nss_rep_364.pdf; S. Ramamani. 1995. Household Survey of Health Care Utilisation and 
Expenditure. New Delhi: National Council of Applied Economic Research. https://www.ncaer.org/publication_details.php?pID=142; 
NSSO. 1998. Morbidity and Treatment of Ailments. NSS 52nd Round July 1995–June 1996. http://mospi.nic.in/sites/default/files/
publication_reports/441_final.pdf; NSSO. 2015. Morbidity, Health Care and the Condition of the Aged. NSS 60th Round January–
June 2004. http://mospi.nic.in/sites/default/files/publication_reports/507_final.pdf; IIPS. 2008. Maharashtra: National Family 
Health 2005-06 Survey (NFHS-3) India. Mumbai. http://rchiips.org/nfhs/maharashtra_report.shtml; NSSO. 2016. Health in India. 
NSS 71st Round, January–June 2014. http://mospi.nic.in/sites/default/files/publication_reports/nss_rep574.pdf; IIPS. 2018. 
Maharashtra: National Family Health 2015-16 Survey (NFHS-4) India. http://rchiips.org/nfhs/NFHS-4Reports/Maharashtra.pdf; and 
NSSO. 2020. Health in India. NSS 75th Round July 2017–June 2018.

http://mospi.nic.in/sites/default/files/publication_reports/nss_rep_364.pdf
http://mospi.nic.in/sites/default/files/publication_reports/nss_rep_364.pdf
https://www.ncaer.org/publication_details.php?pID=142
http://mospi.nic.in/sites/default/files/publication_reports/441_final.pdf
http://mospi.nic.in/sites/default/files/publication_reports/441_final.pdf
http://mospi.nic.in/sites/default/files/publication_reports/507_final.pdf
http://rchiips.org/nfhs/maharashtra_report.shtml
http://mospi.nic.in/sites/default/files/publication_reports/nss_rep574.pdf
http://rchiips.org/nfhs/NFHS-4Reports/Maharashtra.pdf
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inpatient services was availed from private hospitals. Traditionally, people preferred the private sector 
for ambulatory care but resorted to government hospitals for inpatient care. However, resort to 
government hospitals by people needing inpatient care is dwindling. In rural areas of Maharashtra, 
resort to government hospitals declined from 43.6% in 1986/87 to 25.7% in 2017/18. In urban areas of 
Maharashtra, resort to public hospitals fell from 46.2% in 1986/87 to 17.9% in 2017/18.

Estimates from the NSS 75th Round show that the out-of-pocket medical expenditure per 
hospitalization case in government hospital was about $84 (rural) to $108 (urban) compared to 
$360  (rural) to $537 (urban) for private hospitals, and $473 (rural) to $654 (urban) for nonprofit 
hospitals.51 Thus, compared with public hospitals, out-of-pocket medical expenditure in for-profit 
private hospitals is about four to five times higher. Even then, peoples’ resort to public hospitals 
is dwindling. The NFHS 3 survey in Maharashtra found that among households that did not use 
government health facilities, the main reasons given for not doing so were poor quality of care (56%), 
lack of a nearby facility (38%), and long waiting times (30%). Estimates from the NSS 75th round 
show that among persons who did not avail of inpatient services at government hospitals, the main 
reasons were (i) quality of service not satisfactory or doctor not available (42.2%), (ii) specific service 
not available (24.6%), (iii) preference for a trusted doctor and/or hospital (15.2%), and (iv) quality 
satisfactory but involves long waiting.52 Note that only in 15% of cases did people resort to private 
hospitals on account of a preferred doctor or hospital. Thus, unavailability of health care providers, 
limited range of specialist services, overcrowding, and poor quality of service are the main reasons why 
people in need of hospitalization avoid public hospitals and go to private hospitals.

B. Medical Attention at Delivery
Reproductive and child health (RCH) services is a priority health care program of the country. 
The National Rural Health Mission launched in 2005, intensified focus on institutional deliveries 
and expanded funding to equip health care facilities for comprehensive emergency obstetric care 
services. With gradually rising income levels and expansion of private health care facilities, demand for 
institutional deliveries in hospitals is rising. Medical attention at delivery is an indication of the state 
health system capacity for a basic RCH need.

Estimates from the Sample Registration System (SRS) from 2004 onward53 show that institutional 
deliveries increased all over India as well as in Maharashtra. By 2018, 97% deliveries in Maharashtra 
were in hospitals, compared with 82.5% for all of India. However, Maharashtra’s 22 percentage point 
lead in institutional deliveries in 2004 declined to 14.5 percentage points in 2018. The erosion in 
Maharashtra’s initial lead over the all-India average appears to have been due largely to comparatively 
faster development of government hospitals in other states, so that the all-India average of deliveries 
in government hospitals increased from 21.4% in 2004 to 54.5% in 2018. Although Maharashtra had a 
12.5 percentage point lead in 2004, this fell to 1.2 percentage points in 2018 (Figure 7).

In rural areas of Maharashtra there has been a steady increase in percentage of pregnant women 
resorting to government hospitals for delivery. By 2004, about 18.5% of births were in government 
facilities. By 2018, the percentage of deliveries at government hospitals increased to 54.8%, which 
is a 36.3 percentage point increase with respect to the base year of 2004. The all-India average for 

51  From Statement 15 of NSSO. 2018. Health in India: NSS 75th Round July 2017–June 2018. NSS Report. No. 586/(75/25.0). 
Exchange rate as of FY2018 is $1 = 64.4549 (source: Table 140 in Reserve Bank of India. 2020. Handbook of Statistics on 
the Indian Economy, 2019-20. Mumbai).

52  From Table A20 in National Sample Survey Office. 2018. Health in India: NSS 75th Round July 2017–June 2018. NSS 
Report. No. 586/(75/25.0). 

53  Registrar General of India. Sample Registration System Statistical Report 2004–2017. New Delhi. https://censusindia.gov.
in/vital_statistics/SRS_Statistical_Report.html.

https://censusindia.gov.in/vital_statistics/SRS_Statistical_Report.html
https://censusindia.gov.in/vital_statistics/SRS_Statistical_Report.html
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rural areas increased from 15.5% in 2004 to 53.8% in 2018, which is 38.3 percentage point increase 
with respect to the base year of 2004. The rising trend of pregnant women from rural areas delivering 
at government hospitals in Maharashtra, was almost parallel with that for rural areas all over India. 
This shows that improvements in public sector comprehensive emergency obstetric care facilities in 
Maharashtra for rural areas closely followed the all-India trend.

In urban areas, preference for public sector comprehensive emergency obstetric care services have 
remained stagnant at about 57%. Comparatively, in urban areas all over India, preference for deliveries 
in government hospitals increased from 42.8% in 2004 to 56.3% in 2018. Maharashtra’s initial lead of 
14 percentage points in 2004 got eroded to less than 1 percentage point by 2018.

By 2004, 33.9% of deliveries in Maharashtra were in government hospitals and another 22.4% were in 
private hospitals, adding up to 56.3% institutional deliveries in the state. By 2018, deliveries in private 
hospitals in Maharashtra increased to 41.3%. In the same period the all-India average of deliveries in 
private hospitals increased from 12.4% in 2004 to 28% in 2018. There was an 18.9 percentage point 

Figure 7: Hospital Deliveries in All of Maharashtra and All of India 
(%)

Source: Registrar General India. Sample Registration System Annual Reports. New Delhi.
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increase in deliveries at private hospitals in Maharashtra compared to 15.6 percentage points for private 
hospitals all over India. Focusing on rural areas, we see that the rise of private hospitals as a source of 
maternity care for rural Maharashtra is substantially higher than the all-India average. Delivery at private 
hospitals for rural Maharashtra improved from 16.7% in 2004 to 40.4% in 2018, which is an increase 
of 23.7 percentage points. For rural India, the percentage of delivery at private hospitals improved 
from 8.4 percentage points in 2004 to 24.2 percentage points in 2018, i.e., by 15.8 percentage points. 
Differential increase in deliveries at private hospitals in rural areas of Maharashtra is an indicator of 
lagging public sector.

In urban Maharashtra, deliveries at private hospitals increased from 31.1% in 2004 to 42.5% in 2018, 
an improvement of 11.4 percentage points. For urban areas all over India, deliveries at private hospitals 
increased from 26.9% in 2002 to 38.4% in 2018, an improvement of 11.5 percentage points. Thus, the 
private sector in urban areas of Maharashtra followed a similar trend as was the case all over India.

C. Medical Attention Before Death
Like medical attention at birth, medical attention at death is another indicator of health system 
capacity and access to health care. By 2004, about 20% of the deceased in Maharashtra did not 
get any medical attention before death, compared to the all-India average of 34%. Thus, health 
care facilities in Maharashtra had a 14 percentage point lead over the national average such that 
about 80% of the deceased received medical attention either in a government or private hospital 
or from a qualified medical professional compared with the all-India average of 66%. Prevalence of 
medical attendance before death gradually improved in Maharashtra as well as all over India. By 2018, 
institutional or professional care before death had improved by 7 percentage points in Maharashtra 
and by 15 percentage points in all of India.

The deceased who received medical attention before death might have been treated in government 
or private hospitals or by a qualified professional. By 2004, Maharashtra had a 6.9 percentage point 
lead over the all-India average in the number of deceased cared for in government hospitals before 
their death. Medical attendance before death at government hospitals increased all over India 
including Maharashtra. However, by 2018, Maharashtra’s lead over the all-India average had eroded 
down to 1 percentage point (Figure 8). Most of this erosion in Maharashtra’s lead is attributable to 
comparatively faster development of government hospital facilities in rural areas in rest of India 
compared to development of government hospitals serving rural areas in Maharashtra.

By 2004, the private health sector in Maharashtra had a 3.4 percentage point lead over the private 
health sector all over India as indicated by medical care before death in private hospitals. Between 
2004 and 2012, there was hardly any change in percentage of deceased receiving medical care before 
death in private hospitals, both in Maharashtra and all over India. From 2012 onward, there has been 
a steady increase in the percentage of deceased who received medical care before deaths in private 
hospitals in Maharashtra and all over India. However, the rate of improvement in access to private 
hospitals in Maharashtra was comparatively less than the all-India average, so that Maharashtra’s lead 
declined to 1 percentage point in 2018 compared to 3.4 in 2004. This erosion in Maharashtra private 
health sector’s lead over the all-India average appears to have been contributed by urban as well as 
rural areas.



32   ADB South Asia Working Paper Series No. 91

D. Patient Satisfaction Surveys of Government Hospitals
The NHM quality assurance guidelines provide for feedback to the hospital manager. At least 
30  patients each form the outpatient and inpatient departments are to be surveyed every month, 
using a structured format. This feedback is to be analyzed to identify low-performing attributes and 
further action be planned accordingly.

The My Hospital ( ) portal at https://meraaspataal.nhp.gov.in/ is a Ministry of Health and 
Family Welfare (MOHFW) initiative to capture patient feedback for the services received at the 
hospital through user-friendly multiple channels such as short message service, outbound dialing 
mobile application, and web portal. The patient or attendant can submit feedback in seven different 
languages on mobile app and web portal; for the hospitals visited in the last 7 days. The patient or 
attendant can submit feedback along five parameters for the services received in a specific hospital 
by selecting an option from Very Satisfied, Satisfied, and Not Satisfied. In case Not Satisfied, one can 
choose from a set of reasons that is responsible for the dissatisfaction. The collected feedback is 
compiled, analyzed, and visualized in the form of a dashboard accessible to the different stakeholders 
at facility, district, state, and national level.

Figure 8: Medical Attendance before Death, at Hospitals: Maharashtra and All of India 
(%)

Source: Registrar General India. Sample Registration System Annual Reports. New Delhi.
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The Maharashtra PHD has enrolled 123 government health facilities on this portal. Out of these, 
123  hospitals, 23 are district hospitals and rests are LAQSHYA facilities (rural, subdivisional, and 
women hospitals). Satisfaction score ranged from 23% to 100%. The DHS periodically checks scores 
and tries to improve services, wherever there are gaps.54

In 1999–2005, the DHS commissioned four rounds of patient and staff satisfaction surveys to evaluate 
effectiveness of the World Bank-funded Maharashtra Health Systems Development Project. Most 
of these annual patient and staff satisfaction surveys were done by the Gokhale Institute of Politics 
and Economics, Pune. One survey in 2002 was done by TALEEM Research Institute, Ahmedabad. 
An evaluation of hospitals was done in 2005 through consumer and nongovernment organization 
representatives. However, copies of these reports are not readily available.

In 2005, an external evaluation of user fee scheme in hospitals was done by the Tata Institute of 
Social Sciences, Mumbai. The study found significant increase in utilization of hospital services and 
user fee collection. This study also found that denial of user fee exemption to the poor and eligible 
persons was highly prevalent (55.3%). The hospitals were quite inadequate in tackling user fee-related 
grievances55.

No other patient satisfaction survey of public hospitals has been commissioned by the Maharashtra 
PHD. The 11th Common Review Mission (CRM) in 2017 observed that no patient satisfaction survey 
was conducted at health care facilities in Maharashtra.

E. Key Takeaways
(i) Resort to government hospitals by people needing inpatient care is dwindling both in 

rural and urban areas of Maharashtra. In rural areas, resort to government hospitals 
declined from 43.6% in 1986/87 to 25.7% in 2017/18. In urban areas, resort to public 
hospitals shrank from 46.2% in 1986/87 to 17.9% in 2017/18.

(ii) Maharashtra’s traditional lead over rest of India in terms of deliveries as well as medical 
attendance before death at government hospitals has eroded.

(iii) Unavailability of health care providers, limited range of specialist services, overcrowding, 
and poor quality of service in government hospitals are the main reasons why people 
resort to private hospitals, even if the out-of-pocket medical expenditure at private 
hospitals are considerably higher.

(iv) Denial of user fee exemption to the poor and eligible persons and inadequacies in 
tackling of user fee related grievances is highly prevalent in government hospitals.

(v) Patient satisfaction surveys for independent feedback about quality of service at 
government health care facilities are sporadic.

54  Information provided by the Joint Director (Hospitals and Procurement), Public Health Department, Maharashtra.
55  H.P. Thakur et al. 2007. External Evaluation of User Fee Scheme in Government Hospitals in Maharashtra, India. Artha 

Vijnana. CLIX(3-4).
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VI. HEALTH CARE PROFESSIONAL EDUCATION AND 
TERTIARY HEALTH CARE SYSTEM IN MAHARASHTRA

A. Physician Density and Production Capacity
Physician density, often referred to as doctor–population ratio, is defined as the number of medical 
doctors (physicians), including generalist and specialist medical practitioners, per 1,000 population.56 
However, the data source for computation of this ratio varies a lot. Reliable estimation of the numerator 
is often problematic. In developed countries with regularly updated database of physicians in active 
practice, estimates of doctor–population ratio are closer to reality. In a country like India where doctors, 
once registered, may not promptly update change in their status, the State Medical Council figures of 
registered doctors usually overestimate the actual number of practicing physicians.

Table 11 shows physician density estimates based on Maharashtra Medical Council (MMC) registration 
data as reported to the Medical Council of India (MCI) and per figures available from the Maharashtra 
University of Health Sciences (MUHS) Perspective Plan, 2017–2022.57

The MMC and MCI estimates suggest physician density of 1.06 to 1.31 doctors per 1,000 population, 
during 2001 to 2014. The MUHS estimate suggests physician density of 0.66 to 0.85 doctors per 
1,000 population. Worldwide reference value of physician density in 2013 is shown in the right column 
of Table 11 for comparison.58 The MMC and MCI estimate of 1.28 doctors in 2013 is lower than the world 
average of 1.4 doctors per 1,000 population. With respect to the MUHS estimate, the gap is still higher. 
Considering the fact that the State Medical Council data on registered doctors is an overestimate of 
doctors actually practicing in the state, there is clearly a deficit in availability of doctors in Maharashtra.

According to the information provided by GOM to the Central Bureau of Health Intelligence, there 
has been a steady increase of medical colleges and MBBS admission capacity. Between 2011 and 
2019, 11 new medical colleges have been added. The number of government medical colleges have 
increased from 17 in 2011 to 22 in 2019. The number of private medical colleges has increased from 
23 to 29 in the same period. As of 2019, there are 51 (22 government + 29 private) medical colleges in 
Maharashtra, excluding the Armed Forces Medical College, Pune. Annual intake of MBBS students by 
government medical colleges increased from 2,780 in 2011 to 3,940 in 2019. Annual intake by private 
medical colleges increased from 1,940 to 2,940 during the same period. By 2019, the total admission 

56  World Health Organization. Global Health Observatory. https://www.who.int/data/gho/data/indicators/indicator-details/
GHO/physicians-density-(per-1000-population (accessed 20 April 2020).

57  The MCI was superseded on 25 September 2020 by the National Medical Commission (NMC), constituted by the 
National Medical Commission Act, 2019. Information about the number of current doctor registrations in Maharashtra 
Medical Council (MMC) is not readily available. Each state medical council is expected to send annual returns of new 
registrations to the Medical Council of India (MCI). Yearly data on the annual registration of doctors by the MMC from 
2001 to 2014 are available in the MCI Annual Report for 2014/15 (This report was accessed on 20-04-20 from the then 
Medical Council of India website which is now subsumed in the NMC website at https://www.nmc.org.in/. Copy of the report 
is also available with authors). The MMC did not report 2015 data to MCI. The Maharashtra University of Health Sciences 
Perspective Plan, 2017–22 (published in 2016, by the University at its headquarters in Nashik, https://www.muhs.ac.in/ 
accessed on 20-04-20) contains information about the number of medical doctors in the state for 3 selected years, 
i.e., 2005, 2010, and 2016. The cumulative number of registered doctors according to MMC reports to MCI for 2005 and 
2010 are higher than the figures adopted by the MUHS perspective plan.

58  World Health Organization. 2016. Health Workforce Requirements for Universal Health Coverage and the Sustainable 
Development Goals. Human Resources for Health Observer Series. Geneva.

https://www.who.int/data/gho/data/indicators/indicator-details/GHO/physicians-density-(per-1000-population)
https://www.who.int/data/gho/data/indicators/indicator-details/GHO/physicians-density-(per-1000-population)
https://www.nmc.org.in/
https://www.muhs.ac.in/
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capacity for MBBS is 6,880 per annum. Currently there are 22 government medical colleges under 
the Directorate of Medical Education and Research (Figure 9). Considering that each medical college 
would have at least 500 beds in the attached hospitals, the total number of hospital beds under DMER 
would be more than 11,000.

To ameliorate shortage of clinical specialists, the Maharashtra PHD has recently started diploma 
courses in select specialties, in collaboration with the College of Physicians and Surgeons (CPS), 
Mumbai. These 2-year courses are offered at district hospitals, depending on availability of clinical 
faculty with requisite teaching experience as per CPS criteria. Around 40% seats are reserved for 
in-service medical officers under Maharashtra PHD. Completing candidates are required to serve in 
government health care facilities for 2 years or pay the bond value. The first batch of 74 candidates 
were admitted in December 2015. Admissions dwindled to 41, 49, and 24 candidates in the next three 
batches. Three specialties have drawn maximum (72%) candidates. These are diploma in obstetrics-
gynecology, child health (pediatrics) and anesthesiology.

Table 11: Estimates of Physician Density in Maharashtra 
(doctors/’000 population)

Fiscal 
Year

Maharashtra 
Population 

(‘000)

MMC Report to MCI MUHS Data

Worldwide Reference 
Values of Physician Density, 

2013a 

Annual 
Registration  
of Doctors

Cumulative 
Registration 
of Doctors

Doctors 
per ‘000 

Population

Number 
of 

Doctors

Doctors 
per ‘000 

Population

Maharashtra and Other Countries by Income Level
2001 96,879 103,073 1.06
2002 98,445 3,772 106,845 1.09 High-Income: 2.9
2003 100,030 3,841 110,686 1.11 Upper-Middle-Income: 1.6
2004 101,624 3,897 114,583 1.13 Lower-Middle-Income: 0.8
2005 103,218 4,231 118,814 1.15 87,372 0.85 Low-Income: 0.3
Maharashtra and World Health Organization Regional Groupings
2006 104,804 3,915 122,729 1.17
2007 106,386 4,260 126,989 1.19 Africa: 0.3
2008 107,972 3,988 130,977 1.21 Americas: 2.1
2009 109,553 3,882 134,859 1.23 Europe: 3.2
2010 111,118 3,444 138,303 1.24 79,326 0.71 Southeast Asia: 0.6
2011 112,660 3,157 141,460 1.26 Western Pacific: 1.5
2012 114,184 3,433 144,893 1.27
2013 115,687 3,682 148,575 1.28 World Average: 1.4
2014 117,189 4,938 153,513 1.31
2016 120,076 79,288 0.66

MMC = Maharashtra Medical Council, MUHS = Maharashtra University of Health Sciences. 
a World Health Organization. Global Health Observatory. https://www.who.int/data/gho/data/indicators/indicator-details/
GHO/physicians-density-(per-1000-population) (accessed 20 April 2020).
Sources: MMC data from MCI Annual Report 2014-15; MUHS data from Maharashtra University of Health Sciences Perspective 
Plan, pp. 19–20; projected population from Census India. 
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The DHS response for CPS courses, triggered by specialty shortage, is indicative of some systemic 
breakdown. Firstly, the root cause of severe shortage of specialists is the substantially large number 
of vacancies and lack of recruitment to fill those vacancies. Secondly, the CPS program diverts DHS 
managerial attention from service management to medical education. Thirdly, sustainability and career 
path of these semiformal “diploma” programs is uncertain. Fourthly, the coordination mechanisms 
between the DMER, Commissioner Health and MUHS needs to improve, so that clinical teaching 
facilities at district hospitals are optimally utilized and availability of specialists in specialties needed 
at district and subdistrict hospitals is improved.

The WHO recommends that medical colleges should offer continuous professional development 
programs for health professionals in first referral (secondary) hospitals and primary health centers.
The DMER did organize professional development programs for general surgeons, general physicians, 
obstetricians, pediatricians, and anesthesiologists in district and subdistrict hospitals, in 1999–2005 for 
the MHSDP. However, the continuous professional development program was not sustained beyond 
the project.

Figure 9: Medical Colleges and Seats in Maharashtra, 2011–2019
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The WHO59 has recommended use of contextually appropriate simulation methods for health 
professionals’ education. The Medical Council of India, by the MCI Regulations on Graduate Medical 
Education, 1997, made it mandatory for all medical colleges to establish medical education units 
or departments in order to enable faculty members to avail of modern education technology for 
teaching.60 All medical teachers including professors are expected to have completed a 3-day basic 
course workshop on medical education technologies. Newly recruited faculty should complete 
training in this basic course either before joining the service but after selection, or during the probation 
period. Medical college faculty up to associate professor level would undergo training in the basic 
course workshop once every 5 years. At least 30% of all faculty spread across specialties and cadres, 
in each medical institution should have undergone the fellowship in medical education, or advanced 
courses in medical education technology. Completion of these courses should be given due weightage 
for appointment of deans and principals of medical colleges. The MCI has recognized specified 
institutions and departments of medical education technology in certain medical colleges as nodal or 
regional centers. There are two nodal centers in Maharashtra, the Seth GSMC and KEM Hospital in 
Mumbai; and JN Medical College in Wardha. The MUHS Institute of Medical Education Technology 
and Teachers Training in Nashik is a regional center.

B. New Medical Colleges and Tertiary Referral Hospitals in Underserved Areas
The Maharashtra University of Health Sciences Perspective Plan, 2017–2022 highlights the fact 
that certain districts would have special need for medical colleges.61 Densely populated areas may 
need additional tertiary medical care facilities. In 2016, the regional student intake capacity per 
100,000 population was 2.83 for Konkan, 3.18 for Pune, 4.68 for Nagpur, 2.67 for Marathwada, 2.66 for 
Amravati, and 0.54 for North Maharashtra. Hence, there is a need for more medical colleges in North 
Maharashtra. It has been observed that if deficit is calculated region-wise and a health institution is 
allotted to that region, then there are always chances that these will be available in a few selected 
districts of that region. For example, colleges that came up during the Fourth MUHS Perspective Plan 
ended up being clustered in few districts of each region. Calculation of health science colleges on a 
regional basis always has the inherent danger of accumulating colleges in the developed part of the 
region. Therefore, certain districts always remain unattended. Because of the above reasons, there were 
two or three districts in each region that were economically backward, had a higher tribal population, 
and did not have a single college during the First and Second MUHS Perspective Plans. Small-area 
planning is needed to achieve balanced distribution of medical colleges and attached tertiary hospital 
facilities. Accordingly, the MUHS Perspective Plan, 2017–2022 suggests giving priority for new medical 
colleges in districts where there is no medical college now.

Apart from providing professional education, medical colleges are a source of tertiary medical care 
through their attached hospitals. While aspiring students and their families look upon medical 
colleges as a means of career advancement through professional education, communities around 
the medical college count on the tertiary medical care services through the attached hospitals. Thus, 

59  World Health Organization. 2013. Transforming and Scaling up Health Professionals’ Education and Training. WHO Guidelines 
2013. Geneva: https://www.who.int/hrh/resources/transf_scaling_hpet/en/.

60  National Medical Commission. National Faculty Development Program Decisions and Guidelines. https://www.nmc.org.
in/information-desk/national-faculty-development-programme-new.

61  The MUHS recognizes that doctor–population ratio, though popular, is a rough and crude statistic and has many 
limitations for effective planning of medical education facilities. The doctor–population ratio, based on overall population, 
does not consider rural–urban differences and regional distribution of population. Needs of tribal and other remote areas 
would lose focus with such a broad statistic. Moreover, the spread of doctors in the population after completing education 
depends on many factors. After registering with the State Medical Council, some doctors go abroad for higher education 
or better prospects, some accept government jobs, some become teachers, and many take up private practice, mostly in 
urban areas. Many factors like geographic access and ancillary facilities are relevant for location of medical colleges.

https://www.who.int/hrh/resources/transf_scaling_hpet/en/
https://www.nmc.org.in/information-desk/national-faculty-development-programme-new
https://www.nmc.org.in/information-desk/national-faculty-development-programme-new
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balanced regional distribution of medical colleges is important for increased access to tertiary medical 
care. The Government of India has taken a policy decision to set up a medical college and tertiary 
medical care hospital in each district that does not have a medical college to increase the availability 
of tertiary medical care and qualified health professionals for underserved areas.62 Accordingly, the 
central government is encouraging states to establish new medical colleges in 75 underserved districts 
without any medical college. Partial funding through a centrally sponsored scheme would be available. 
These new medical colleges could start functioning quickly by utilizing clinical services and facilities 
in existing district hospitals with at least 200 beds and preferably 300 beds. In Maharashtra, there are 
12 districts without any medical college.

C. Density of Nursing Personnel and Nurse Production Capacity
The ratio of nurse-to-doctor production capacity is an indicator of balanced development of health 
profession educational infrastructure and forward linkages with desired skill mix. The exact numbers 
and mix necessary for a health system to run efficiently and effectively remains unclear. According 
to an estimate based on WHO Health Observatory data for 2013, the global nurse or midwife to 
physician ratio was 2:1. Considering recent trends in health professional skill mix, WHO adopted a 
nurse-to-doctor ratio of 2.5 to compute health workforce requirement for universal health care and 
achievement of SDGs.63 Various developed country experiences give some idea of the desirable 
direction. For example, by 2006 there were approximately four nurses per doctor in Canada and the 
United States, and around five nurses for each physician in Norway and the United Kingdom.64

A situation analysis65 of nursing workforce in rural areas of India as of 2015 revealed that in 
Maharashtra, the shortfall of staff nurses in PHCs and CHCs was about 41.5% compared to 20.5% 
for all of India. A study of the urban health resources in Pune in 2009 found that nurse-to-doctor 
ratio was 0.24 for public and 0.71 for private sector facilities.66 Region-wise, MBBS and Bachelor of 
Science (BSc) Nursing intake data for 2016 given in the MUHS Perspective Plan, implies nurse-to-
doctor production ratios ranging from 0.73 in Vidarbha to 1.37 in Marathwada (Table 12). Thus, MUHS 
estimate of state average nurse-to-doctor production ratio was 0.94 indicating that the capacity for 
production of nurses is falling short in comparison to MBBS doctors.

Given the latest (2019) annual admission capacity of 13,465 for General Nurse Midwives (GNM) 
and BSc(N) courses (Table 13) and 6,880 MBBS seats (Figure 9) the nurse-to-doctor production 
ratio in Maharashtra would be 1.96, which is lower than the WHO’s recommendation of 2.5. Thus, all 
computations of nurse-to-doctor production ratio point to inadequate nurse education capacity in 
Maharashtra. While there is a shortfall in production of both doctors and nurses, the problem is more 
acute in respect of nurses.

About 33 institutions have master’s in nursing program. Out of 258 GNM schools in Maharashtra, 
only 30 schools are under the DHS. Assuming one GNM school per medical college, there would be 
about 22 GNM schools attached to government medical colleges under DMER. Thus about 52 (20%) 

62  See chapter 14 in Government of India, Ministry of Health and Family Welfare. MOHFW Annual Report 2015-16. New 
Delhi. https://main.mohfw.gov.in/sites/default/files/1456325632578456325.pdf; Government of India. 2019. Cabinet 
Committee on Economic Affairs. 28 August. New Delhi: Press Information Bureau. https://pib.gov.in/PressReleasePage.
aspx?PRID=1583290.

63  World Health Organization. 2016. Health Workforce Requirements for Universal Health Coverage and the Sustainable 
Development Goals. Human Resources for Health Observer Series. Geneva.

64  World Health Organization. 2006. The World Health Report 2006—Working Together for Health. Geneva.
65  D. Saikia. 2016. Situation Analysis of the Nursing Workforce in Rural Health Centres in India. Nursing and Midwifery 

Research Journal. 12 (4).
66  K. M. Furtado and A. Kar. 2014. Health Resources in a 200,000 Urban Indian Population Argues the Need for a Policy on 

Private Sector Health Services. Indian Journal of Community Medicine. 39 (2).

https://main.mohfw.gov.in/sites/default/files/1456325632578456325.pdf
https://pib.gov.in/PressReleasePage.aspx?PRID=1583290
https://pib.gov.in/PressReleasePage.aspx?PRID=1583290
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GNM schools out of 258 in Maharashtra are in public sector. The remaining 80% of GNM schools in 
Maharashtra are in private sector. This 20:80 public private mix may hold for other nursing education 
institutions as well.

D. Maharashtra Nursing Education Perspective Plan, 2018–2023
The Maharashtra State Board of Nursing and Paramedical Education has prepared a perspective 
plan for development of nursing education capacity.67 As of 2018, there were 68,998 public hospital 
beds in Maharashtra.68 This works out to about 0.53 public hospital beds per 1,000 population, using 
2016 population as the denominator. Assuming that private sector hospital beds would be about 

67  Government of Maharashtra, Directorate of Medical Education and Research. 2019. Maharashtra State Board of Nursing 
and Paramedical Education Perspective Plan for the Year 2018–2023. Mumbai. https://msbnpe.org/pdf/Perspective%20
Plan%202018-2023.pdf.

68  MOHFW. 2018. Hospitals in the Country: Written Reply by Minister of State (Health and Family Welfare) in the Rajya 
Sabha. New Delhi: Press Information Bureau. 24 July. https://pib.gov.in/PressReleasePage.aspx?PRID=1539877.

Table 12: Nurse and Doctor Production Ratio, and Intake to Population Ratio for Maharashtra,  
2016

Development 
Board

Population, 
2011

Medical Colleges Nursing Colleges

Nurse and 
Doctor 

Production 
Ratio

Intake Population Ratio

Number Intake Number Intake

Bachelor of 
Medicine 

and 
Surgery

Bachelor of 
Science in 

Nursing

Rest of Maharashtra 70,629,910 24 3,120 60 2,880 0.9 1:22,638 1:24,524
Marathwada 18,731,872 06 700 21 960 1.37 1:26,760 1:19,512
Vidarbha 23,012,551 08 1,100 19 800 0.73 1:20,921 1:28,766
Total 112,374,333 38 4,920 100 4,640 0.94 1:22,840 1:24,219

Source: Maharashtra University of Health Sciences Perspective Plan, 2017–22. pp. 24–25 and 30–31.  

Table 13: Nursing Education Institutions and Admission Capacity in Maharashtra, 
2019

Region

Number of Institutions Annual Admission Capacity GNM + 
BSc(N)ANM GNM BSc(N) MSc(N) ANM GNM BSc(N) MSc(N)

Aurangabad 140 64 25 1 2,900 1,665 1,010 25 2,675

Nagpur 147 46 25 4 3,370 1,350 1,040 75 2,390

Pune 122 79 48 15 2,705 2,285 2,180 305 4,465

Greater Mumbai 4 13 15 4 100 555 555 69 1,110

Mumbai 72 56 31 9 1,630 1,575 1,250 122 2,825

Total 485 258 144 33 10,705 7,430 6,035 596 13,465

ANM = Auxiliary Nurse Midwife, BSc(N) = BSc (Nursing) + Post Basic BSc (Nursing), GNM = General Nurse Midwife,  
MSc(N) = MSc (Nursing).
Source: Tables 4 and 5 in Maharashtra State Board of Nursing and Paramedical Education. Perspective Plan, 2018–2023. Mumbai. 
https://msbnpe.org/pdf/Perspective%20Plan%202018-2023.pdf.

https://msbnpe.org/pdf/Perspective%20Plan%202018-2023.pdf
https://msbnpe.org/pdf/Perspective%20Plan%202018-2023.pdf
https://pib.gov.in/PressReleasePage.aspx?PRID=1539877


40   ADB South Asia Working Paper Series No. 91

twice that of public hospital capacity, total hospital bed population ratio would be about 1.60 beds 
per 1,000 population. The Maharashtra State Board of Nursing and Paramedical Education adopted 
Delhi’s hospital density of 2.71 beds per 1,000 population to estimate Maharashtra’s target hospital 
stock. (Total target stock of hospital beds in Maharashtra was computed for estimated population in 
2016.) The assumption behind adoption of Delhi’s hospital bed population ratio might have been that 
development of hospital infrastructure in Maharashtra would follow the kind of expansion in hospital 
capacity experienced in Delhi.

A norm of 1 nurse per 3 secondary, tertiary, and super-specialty (secondary+) hospital beds was 
considered desirable. Need for nurses, as of 2016, was computed for total hospital bed estimate by 
applying the 1:3 nurse-to-bed ratio. Current availability of registered nurses for secondary+ hospital 
beds was computed by deducting various offsets, namely, (i) 50% of existing GNM for primary health 
centers; and (ii) all existing BSc(N) graduates, i.e., BSc (N) + Postbasic BSc(N), in view of migration, 
administrative, and tutorial roles, and deployment in super-specialty hospitals. Subtracting the net 
available registered nurses from estimated requirement would give the shortfall. It was assumed that 
50% of the current nurse production capacity would fill part of the shortfall. The Perspective Plan, 
2018–2023 for nursing education in Maharashtra envisages to make good the balance shortfall by 
allowing 172 new GNM schools in Maharashtra during 2018–2023.

Table 14 reconstructs the computations described in the Maharashtra nursing education Perspective 
Plan, 2018–2023. The number of new GNM schools required according to the reconstructed 
computation is 192 against 172 in the perspective plan. The discrepancy is due to arithmetic error. 
The state board computation appears to have erroneously subtracted the offsets (sl-6) from “nurses 
required” (sl-4) instead of “total registered nurses” (sl-5). There are several inconsistencies in the 
perspective plan estimate. Firstly, the entire lot of nursing graduates—BSc(N) + Post Basic BSc(N) is 
excluded from secondary and tertiary hospital work, on the ground that they are needed for super-
specialty hospitals, teaching, and administrative roles and because many of them would migrate abroad. 
On the other hand, evidence demonstrates that hospitals with higher proportions of graduate nurses 
have better patient outcomes and lower mortality rates.69 Requirement of super-specialty hospitals 
is included in the staffing norm but deployment in super-specialty hospitals is cited as a ground to 
exclude existing graduate nurses from availability set. There is no basis to assume that 50% of existing 
GNM nurses are required for primary health care. This is a static allocation. The requirement of nurses 
for primary health care will depend on the number of primary health centers, wellness centers, solo- 
and polyclinics, and dynamic changes in organization of practice.

The perspective plan did flag emigration of nurses but did not quantify the size. Emigrant nurses have 
to take no-objection-certificate (NOC) from the Maharashtra Nursing Council. News reports indicate 
that the number of NOCs granted by the Maharashtra Nursing Council is increasing. For example, the 
number of NOCs issued increased from 814 in 2010/11 to 1,567 in 2015/16.70 This implies that the rate 
of attrition from the professional pool of GNM or graduate nurses in Maharashtra would be much 
higher than attrition rate due to retirement, change of profession, withdrawal from labor market, etc.

69  International Council of Nurses. 2018. Position Statement C.2 Evidence Based Nurse Staffing. Geneva.  
https://www.icn.ch/nursing-policy/position-statements.

70  S. Debroy. 2016. Nursing Brain Drain in Maharashtra as Emigration Hits 5-year High. Times of India. 9 May.  
https://timesofindia.indiatimes.com/india/Nursing-brain-drain-in-Maharashtra-as-emigration-hits-5-year-high/
articleshow/52180420.cms.

https://www.icn.ch/nursing-policy/position-statements
https://timesofindia.indiatimes.com/india/Nursing-brain-drain-in-Maharashtra-as-emigration-hits-5-year-high/articleshow/52180420.cms
https://timesofindia.indiatimes.com/india/Nursing-brain-drain-in-Maharashtra-as-emigration-hits-5-year-high/articleshow/52180420.cms
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The Maharashtra State Board of Nursing and Paramedical Education’s perspective plan approach of 
meeting the shortfall within 5 years through new institutions does not provide for sustainability of the 
institutions beyond 5 years. Will the enhanced production of nurses through massive expansion of 
nursing schools and colleges give rise to unemployment, or suboptimal employment of nurses after 
the current gap is filled? On the other hand, long-term planning of educational capacity based on 
replacement of estimated attrition would be sustainable. Table 15 shows an alternate estimate of 
additional nursing education capacity required in Maharashtra to replace estimated annual attrition 
of nurses. A higher attrition rate of 10% is assumed in view of increasing emigration or migration of 
nurses. This estimate adopts a proportional provision to meet requirement of nurses in primary care 
institutions for administrative and tutorial roles. Requirement for primary care is estimated at 20% of 
nurses in secondary+ institutions. Requirement for administrative and tutorial roles is also set at 20%.

Table 14: Reconstructed Estimates on Additional Nursing Schools in Maharashtra, 
2018–2023

Sl Parameter Basis Estimate

1 Population of Maharashtra 2016, estimated 129,130,500 
2 Assumed hospital beds per ’000 population 2.71
3 Hospital bed requirement (1 × 2) 349,944 
4 Nurses for secondary and tertiary care 1 nurse / 3 beds 116,648 
5 Total registered nurses in Maharashtra (a + b) 150,940

General Nurse Midwife 119,504
BSc (Nursing) 31,436

6 Offsets of existing nurses (a + b) 91,188
50% existing GNM for PHC 59,752
All existing BSc(N) in view of migration, admin / teaching roles and  
super-specialty hospitals

31,436

7 Net availability of existing nurses for secondary and tertiary care (5–6) 59,752 
8 GNM shortfall (4–7) 56,896 
9 Current annual GNM production capacity 7,430
10 Proportion of current GNM production to meet shortfall 50% 18,575 
11 Balance of shortfall to be met by expansion of training capacity (9–11) 38,321 
12 Additional GNM admissions/year to meet shortfall over 5 years 7,664 
13 Average annual admission per GNM school 40
14 Number of new GNM schools required (13/14) 192 

ANM = Auxiliary Nurse Midwife, BSc(N) = BSc (Nursing) + Post Basic BSc (Nursing), GNM = General Nurse Midwife,  
MSc(N) = MSc (Nursing).
Notes: Values are author’s reconstruction based on notes following Table 8 in The Maharashtra State Board of Nursing and 
Paramedical Education (2019), which estimates 172 new GNM schools against 192 in this table. The discrepancy is due to 
arithmetic error. The Maharashtra State Board of Nursing and Paramedical Education erroneously subtracted the offsets (Sl-6) 
from “nurses required” (Sl-4) instead of “total registered nurses” (Sl-5).
Source: Government of Maharashtra, Directorate of Medical Education and Research. 2019. Maharashtra State Board of Nursing 
and Paramedical Education Perspective Plan for the Year 2018–2023. Mumbai. https://msbnpe.org/pdf/Perspective%20Plan%20
2018-2023.pdf.

https://msbnpe.org/pdf/Perspective%20Plan%202018-2023.pdf
https://msbnpe.org/pdf/Perspective%20Plan%202018-2023.pdf
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According to the estimates in Table 15, there is a need to increase and expand nursing schools and 
colleges in Maharashtra, so as to increase the annual intake by about 3,000 candidates for GNM and 
BSc(N) courses. At present, the intake for GNM courses is slightly higher than that for BSc(N). With 
advancements in medical technology, the need for graduate nurses is gradually increasing. Hence, the 
additional intake could be distributed equally.

Table 15: Alternate Estimate of Additional Nursing Education Capacity Required for Maharashtra

Sl Parameter Basis Estimate
1 Population of Maharashtra 2016, estimated 129,130,500

2 Assumed hospital beds per ‘000 population 2.71
3 Hospital bed requirement (1 × 2) 349,944

4 Nurses for secondary and tertiary care 1 nurse /3 beds 116,648

5 Additional provision for primary care facilities 20% 23,330

6 Additional provision for administrative and tutorial roles 20% 23,330

7 Stock of nurses required for the state’s health system 163,307

8 Rate of attrition, annual attrition number 10.00% 16,331

9 Annual GNM/BSc(N) admissions to match attrition 16,331

10 Current annual nurse production capacity 13,465

GNM 7,430
BSc(N) 6,035

11 Shortfall in annual intake for nursing courses 2,866

12 Admissions per institution 40
13 Number of additional nurse training institutions 72

BSc(N) = BSc (Nursing), GNM = General Nurse Midwife,  
MSc(N) = MSc (Nursing).
Source: Asian Development Bank estimates.

E. Key Takeaways
(i) It is important to recognize that medical colleges are a source of tertiary medical care 

through their attached hospitals, in addition to their primary function of providing 
professional education. While aspiring students and their families look upon medical 
colleges as a means of career advancement through professional education, communities 
around the medical college count on the tertiary medical care services through the 
attached hospitals. Thus, balanced regional distribution of medical colleges is important 
for increased access to tertiary medical care.

(ii) There is a need for increased production of doctors to improve medical care in 
Maharashtra. More importantly, there is a need for new medical colleges with attached 
tertiary medical care facilities in underserved areas.

(iii) Maharashtra has incubated several medical education technology units including some 
pioneering centers in the field. However, systematic development and adoption of 
medical education technology is needed for better training of doctors.
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(iv) While there is a shortfall in production of both doctors and nurses, the problem is more 
acute in respect of nurses. Hence, all new medical college plans should include attached 
school for training of certified nurses and a nursing college for training of graduates in 
nursing. In addition, expansion of existing nursing schools and colleges and establishment 
of new nursing schools and colleges would be required.

(v) The coordination mechanisms between the Director Medical Education and Research, 
the Commissioner Health, and the Maharashtra University of Health Sciences needs 
to improve, so that clinical teaching facilities at district hospitals are optimally utilized 
and availability of specialists in specialties needed at district and subdistrict hospitals is 
improved.

(vi) Permanent interdepartmental arrangements between the Directorate of Medical 
Education and Research and the Maharashtra PHD is needed for continuing professional 
development of doctors and nurses in secondary level hospitals.
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VII. ORGANIZATION AND IMPLEMENTATION CAPACITY 
IN MAHARASHTRA

A. State Secretariat Departments for Health Policy and Coordination
There are two departments in the State Government Secretariat directly dealing with policy 
formulation and coordination of medical education, health care services, and public health (Table 16). 
Each department is headed by an Additional Chief Secretary or Principal Secretary to the Government.

The Department of Medical Education and Drugs oversees health care professional education, tertiary 
medical care, food, and drug administration. The Maharashtra PHD oversees primary and secondary 
health care services. Each department has several state-level executive agencies responsible for 
direction and control of institutions and services assigned to them. State government policy guidelines 
and executive decisions are usually communicated through government resolutions.

B. Organizations Dealing with Medical Education and Research
The Directorate of Medical Education and Research (DMER) controls and regulates the administration 
of government medical colleges and hospitals along with urban and rural health centers attached to 
them. It also regulates government dental colleges and hospitals. The DMER supervises medical 
education (undergraduate, postgraduate, and super specialization). It also coordinates fundamental, 
applied, and operational research activities in the institutions under its control. The DMER has four 
senior officers, namely, two Joint Directors (Medical), Joint Director (Dental), and Superintendent of 
Nursing Services. The DMER is responsible for direction and control of all government medical colleges, 
setting of standards and accreditation of nursing and paramedical education facilities and research.

The Maharashtra University of Health Sciences is a teaching and affiliating university, based in Nashik, 
with five regional centers at Aurangabad, Kolhapur, Mumbai, Nagpur, and Pune. As per MUHS Act 
1998, Section 4 (g), one of the objectives is “to promote equitable distribution of facilities of Health 
Sciences Education”. The MUHS planning board periodically reviews availability of health sciences 

Table 16: State Secretariat Departments of Health in Maharashtra

Department Medical Education and Drugs Public Health Department 

Allocated 
Subjects:

Medical Education, Food and Drug Administration, 
MH Medical Council, AYUSH

Public Health, ASHA, NRI Health Registration, 
Ayurvedic Institutions.

Executive 
Agencies:

Directorate of Medical Education and Research Commissioner Health and Director NHM/
Directorate of Health ServicesFood and Drug Administration

Directorate of AYUSH MH State Health Society (NHM)
Haffkine Bio Pharmaceutical Corporation. MH State Health Assurance Society  

(MJPJAY and PMJAY) Haffkine Institute of Training, Research and Testing.
MH University of Health Sciences, Nashik MH State AIDS Control Society
MH Medical Council and MH Nursing Council MH State Blood Transfusion Council

ASHA = accredited social health activist; AYUSH = Ayurveda, yoga and naturopathy, unani, siddha and homeopathy;  
MH = Maharashtra; MJPJAY = Mahatma Jyotiba Phule Jana Arogya Yojana; NHM = National Health Mission;  
NRI = Nonresident Indian; PMJAY = Pradhan Mantri Jana Arogya Yojana. 
Source: Government of Maharashtra. https://www.maharashtra.gov.in/1126/1177/ (accessed 5 April 2020).

https://www.maharashtra.gov.in/1126/1177/
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education facilities in the state and prepares a perspective plan for balanced development of human 
resources for health and balanced geographical access to health sciences education. The latest 
perspective plan is for the period 2017/18 to 2021/22.

The Maharashtra Medical Council (MMC) was set up under the Maharashtra Medical Council Act 
of 1965. However, functioning of MMC was marred by recurring episodes of electoral malpractices, 
entrenched leadership, and management. In 2002, GOM amended the MMC rules, abolished postal 
ballot, introduced secret ballot in person at polling booths in each district under supervision of the District 
Collector, and replaced the MMC Registrar with a government-appointed returning officer. Eventually, a 
new council became functional in May 2011.71 As of 2015 the council consists of 18 members, including 
(i)  10 elected medical practitioners, (ii) 5 persons nominated by GOM, (iii)  the DMER and DHS ex-
officio, and (iv) one person elected by medical faculty of MUHS in Nashik. The new council streamlined 
the process for registration of medical practitioners. For Pune district, the MMC has authorized the Pune 
branch of Indian Medical Association for renewal of registration. The MMC has also tried to improve 
continuing professional development system for earning of continuing medical education (CME) credits. 
However, relevance of available continuous professional development or CME courses to prevalent 
fields of practice is a major challenge. For example, a general physician may be forced to attend CME 
on cancer surgery to earn credits, simply because enough CME courses on general medicine are not 
available. Another problem is that most continuous professional development and CME courses are 
offered in large cities, imposing the cost of travel and accommodation for medical practitioners from 
rural and remote areas. The MUHS and DMER could play a proactive role in organizing enough CME 
courses according to prevalence of fields of practice. But such coordination is lacking, even though both 
DMER and MUHS are represented in the MMC.

The MMC either does not prepare any annual report; or such reports, if any, are not made available 
for public reference. The MMC website does not provide any such report.72. All state medical councils 
are expected to furnish registration data to the Medical Council of India (MCI).73 A review of MCI 
annual reports74 shows that MMC did not provide annual registration data to MCI after 2014. The 
MMC does not publish any district information about initial registration of medical practitioners, nor 
native and currently active medical practitioners. Generally speaking, lack of adequate transparency at 
MMC appears to be a major problem. For example, the Centre for Innovations in Public Systems based 
in the Administrative Staff College of India in Hyderabad requested MMC permission to interview 
some of its members in connection with a case study on innovations at MMC. After several rounds of 
communication, the council declined to grant permission or any interview. Access to public documents 
at MMC was also denied.75 The MMC needs to be strengthened to regularly prepare and publish 
annual reports, and gather information at the time of initial registration and renewal so that it can 
tabulate and publish local area-wise (districts, cities, urban, rural, etc.) information. Such information 
would be about currently active medical practitioners primarily practicing in public (government and 
municipal) health care facilities, private health care facilities, and solo or on-call practice, and other 
modes of practice.

71  Administrative Staff College of India, Centre for Innovation in Public Systems. 2015. Maharashtra Medical Council. Need 
for Self-Regulation of Health Care. A Case Study with Details for Replication. Hyderabad. http://www.cips.org.in/documents/
Published_Documents/e-Books/2015/Health/MMC/MaharashtraMedicalCouncil.pdf.

72  Maharashtra Medical Council. https://www.maharashtramedicalcouncil.in/Index.aspx (accessed 28-11-2020).
73  The National Medical Commission (NMC), constituted by the National Medical Commission Act, 2019, came into force 

effective 25 September 2020, replacing the Medical Council of India, and dissolving the MCI Act, 1956 .
74   National Medical Commission. 2020. https://www.nmc.org.in/; http://115.124.123.110:81/CMS/about-mci/annual-reports 

(accessed 28 November 2020).
75  Maharashtra Medical Council. Need for Self-Regulation of Health Care: A Case Study with Details for Replication. Hyderabad: 

Administrative Staff College of India Centre for Innovation in Public Systems (CIPS); 2015 Feb. http://www.cips.org.in/
documents/Published_Documents/e-Books/2015/Health/MMC/MaharashtraMedicalCouncil.pdf.

http://www.cips.org.in/documents/Published_Documents/e-Books/2015/Health/MMC/MaharashtraMedicalCouncil.pdf
http://www.cips.org.in/documents/Published_Documents/e-Books/2015/Health/MMC/MaharashtraMedicalCouncil.pdf
https://www.maharashtramedicalcouncil.in/Index.aspx
https://www.nmc.org.in/
http://115.124.123.110:81/CMS/about-mci/annual-reports
http://www.cips.org.in/documents/Published_Documents/e-Books/2015/Health/MMC/MaharashtraMedicalCouncil.pdf
http://www.cips.org.in/documents/Published_Documents/e-Books/2015/Health/MMC/MaharashtraMedicalCouncil.pdf
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The Maharashtra Nursing Council was established in 1966 under the Maharashtra Nurses Act, 1966. 
The council consists of 31 members including 21 elected nurses, 6 ex-officio members, and 4 members 
nominated by the GOM. By 2015, the council had computerized the nursing register databases, 
digitized records, and provided online services for registration. In 2016, it introduced the requirement 
of continuing nursing education (CNE) credits as a requirement for renewal of registration. However, 
the initial guidelines for CNE appear focused on generating revenue for building the funds of the 
council.76 Recently revised CNE guidelines specify a modest fee for outstation participants. However, 
the registration fee, honorarium, and cost of hosting observers, in addition to faculty and other 
costs, imply that the CNE batch sizes have to be substantially large for the courses to break even for 
organizers. Hence, it will be desirable to evaluate impact of the revised CNE policy on batch size and 
quality after some time. The policy provides for counting of credit hours earned through in-service 
CNE programs and workshops conducted by public hospitals, subject to furnishing of attendance, 
report by the Matron, along with departmental order specifying scope of the program.

In 2013, Maharashtra State Board of Nursing and Paramedical Education Act (MAH Act No. XXIII 
of 2013) was passed, and Maharashtra State Board of Nursing and Paramedical Education started 
functioning from 9 February 2018. The Board has taken over all the functions of Maharashtra 
Nursing Council except the registration of nurses and midwives. Maharashtra Board of Nursing and 
Paramedical Education is housed in the DMER office. The Minister for Medical Education is the 
President, Minister of State for Medical Education is the Vice President and Director of the Board 
is Member Secretary of the Governing Council. Other members of the Governing Council are the 
Principal Secretary and Joint Secretary of the Medical Education and Drug Department, the DMER, 
the DHS, Director Ayurveda, State Nursing Superintendent, Principal, Government Occupation and 
Physiotherapy College, Nagpur.77

C. The Public Health Department
Until recently, the executive authorities of the Maharashtra PHD consisted of the following:

(i) Director Health Services Mumbai, primarily responsible for management of public 
health care facilities;

(ii) Director Health Services Pune, primarily responsible for implementation of various 
health and disease control programs,

(iii) Mission Director, National Health Mission; and
(iv) Commissioner Family Welfare based in the government Secretariat with executive 

functions for family welfare, reproductive and child health programs.

In 2018, GOM reorganized the set-up and brought together all executive authorities under a single 
organization headed by the Commissioner Health and ex-officio Mission Director, NHM. The 
Commissioner for Health has three wings, namely, Director Health Services (DHS) Mumbai, DHS 
Pune, and NHM (Figure 10).

76  N. Mali. 2016. Guidelines for Continue Nursing Education Credit Point. In Maharashtra Nursing Council Golden Jubilee 
Souvenir. http://www.maharashtranursingcouncil.org/pressrelease.aspx.

77  Maharashtra State Board of Nursing and Paramedical Education. https://www.msbnpe.org/governing-council/.

http://www.maharashtranursingcouncil.org/pressrelease.aspx
https://www.msbnpe.org/governing-council/
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The Director Health Services Mumbai is primarily responsible for management of various health care 
facilities such as PHCs, CHCs, and hospitals. The Additional Director (Mental Health) in DHS Mumbai 
is responsible for management of mental hospitals, and mental health programs. The Joint Director 
Noncommunicable diseases is also based in DHS Mumbai. Three Joint Directors oversee various 
aspects of PHC and hospital management. In 2007, the State Nursing office was shifted from Pune to 
DHS Mumbai. The Deputy Director Nursing manages the nursing cadres and nursing training schools.

The other positions are as follows:

(i) DHS Pune, various national health and disease control programs;
(ii) Additional Director, for reproductive and child health programs;
(iii) Joint Director vector-borne disease control program;
(iv) Joint Director, national tuberculosis and leprosy control programs;
(v) Deputy Director HIV/AIDS control program;
(vi) Deputy Director, State Public Health Laboratories;
(vii) Deputy Director, Training for various health and family welfare training institutions;
(viii) Deputy Director, Information, Education and Communications Bureau; and
(ix) Deputy Director, State Health Transport Organization for procurement and maintenance 

of Maharashtra PHD vehicles.

Figure 10: Organizational Chart of Commissioner Health and Mission Director 
National Health Mission, Maharashtra
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Addl = Additional, Dir = Director, MD = Mission Director SE = Superintending Engineer. ADHS CAA = Assistant Director 
Health Services and Controller of Audits and Accounts; Est and Fin = Establishment and Finance, IEC: Information, 
Education, and Communication; NCD = noncommunicable diseases; NT = nontechnical; NUHM = National Urban Health 
Mission; NVBDCP: National Vector Borne Disease Control Program; RCH = Reproductive and Child Health, SPHL: State 
Public Health Laboratory; SHTO: State Health Transport Organization, ZP = Zilla Parishad.
Sources: Authors’ representation, with inputs from Joint Director Hospitals and Procurement Maharashtra Public Health 
Department; Government of Maharashtra Public Health Department. https://arogya.maharashtra.gov.in/1104/State-level.
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Maharashtra is divided into seven administrative circles (regions), each headed by a deputy director. 
All deputy directors report to the Directorate of Health Services (DHS). District health officers and 
civil surgeons of all districts report to the deputy directors of their respective regions. Each district has 
a DHO and a civil surgeon.78 The DHO manages the network of PHCs, subcenters, and dispensaries, 
mostly in rural areas. The DHO is supported by one additional DHO and one or two assistant DHO’s. 
In addition, (s)he is also supported by the District Malaria Officer, District Tuberculosis Officer, 
Assistant Director of Health Services (Leprosy), Epidemic Medical Officer and the Medical Officer – 
District Training Team, each of whom execute respective program activities in the district.

The Civil Surgeon Office manages clinical services through the district, subdistrict hospitals, located 
mostly in urban areas. The civil surgeon is primarily responsible for secondary level specialist medical 
services. In addition, the civil surgeon is responsible for implementation of the National Blindness 
Control program. The civil surgeon is supported by two resident medical officers: one for clinical 
services at the district hospital and another for outreach activity.

Each district has a District Health Society that implements NHM activities. The chief executive officer 
of the zilla parishad (district council) is the ex-officio chairperson. Every hospital and health care 
institution has a Rugna Kalyan Samiti, which is a society registered under the Societies Act. The 12th 
CRM in 2018 observed that zilla parishads and panchayati raj institutions (local bodies)  in Maharashtra 
are empowered and functioning well for implementation and monitoring of various program activities. 
The chairman and chief executive officers of various committees at different levels actively participate 
and contribute to program implementation.79

D. Human Resource Management in Public Health Department
There are four cadres of medical services under the Maharashtra PHD, namely, general duty medical 
officer, also known simply as medical officer; public health; civil surgeon; and specialist. Initial entry 
is usually as medical officer. Eligibility for entry as medical officer is MBBS. However, many doctors 
with various postgraduate specialist qualifications would enter into government service as medical 
officers. Some doctors would acquire postgraduate qualifications while in service. Medical officers 
with appropriate postgraduate qualification may continue to function as general duty medical officers 
or be deployed as specialists as needed. Recruitment into the three specialized cadres (public health, 
civil surgeon, and specialists) is usually by promotion from among the general duty medical officers 
possessing required qualification and satisfying the minimum years of service required.

General duty medical officers with Doctor of Medicine (Community Medicine) or Diploma in Public 
Health and at least 5 years of experience are eligible for promotion as Additional District Health 
Officer or equivalent. Next level, Deputy Director, will be after a minimum of 5 years’ experience. 
The next three levels (Joint Director, Additional Director, Director) will be after a minimum 3 years 
of experience. If in-service candidates with required educational background are not available for 
promotion, vacancies may be filled by direct recruitment (lateral entry) through the Maharashtra 
Public Service Commission. Civil surgeon and specialist cadres are filled in a similar manner from 
among in-service candidates or direct recruitment if qualified candidates are not available.

The state hires its human resources through three mechanisms: regular recruitment, ad hoc contractual 
appointments, and NRHM contractual appointments. GOM has excluded medical officer posts from 
the purview of the Maharashtra Public Service Commission. Regular recruitment of medical officers is 

78  N. N. Ambadekar et al. 2015. Revisiting the District Level Human Resources for Health Architecture in Department of 
Public Health in Maharashtra. Indian Journal of Community Medicine. 40 (2).

79  Government of India, Ministry of Health and Family Welfare. 12th Common Review Mission Report 2018.  New Delhi: 
National Health Mission.
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done under the aegis of an independent selection board under the Maharashtra PHD. In practice, the 
Commissioner Health, NHM Mission Director, and the DHS operationalize the process. Requisitions are 
received by the deputy directors from DHOs and civil surgeons in their respective circles and forwarded 
to DHS. Based on consolidated vacancy positions reported by DHS, the independent selection board 
in Maharashtra PHD authorizes advertisement for applications from eligible candidates. Candidates 
may be required to deposit their application with the concerned district collector, as was done in 
2016; or sent to DHS as was done 2018.80 In any case, the DHS consolidates the applications and 
forwards to Maharashtra Knowledge Corporation Limited81 for selection tests administered through 
the committee comprising officials from DMER, PHD, Health Ministry, Social Welfare Ministry, and 
Sewa Niyojan Adhikari. The list of selected candidates is then sent to Maharashtra PHD, which calls 
candidates for counselling at the circle level through deputy directors. Merit holders’ preference for 
place of posting is given due consideration.82 Medical officers are formally appointed by the PHD in 
State Secretariat. Recruitment of medical teachers and medical officers for medical colleges is done 
by an independent selection board constituted by the Department of Medical Education and Drug. 
The DMER handles recruitment of paramedical personnel in medical colleges.

Ad hoc contractual appointments are made for fixed terms by respective executive agencies: DHS for 
PHD and DMER for Medical Education department. The NRHM contractual appointments are made 
under the aegis of the State Health Society, District Health Society, or patient welfare societies (Rugna 
Kalyan Samitis) as appropriate. State society appointments are made at NRHM state headquarters at 
Mumbai and Pune. District posts with higher salary based on a cut-off criteria ( 21,600 as of 2013) 
remain under the administrative control of the Commissioner Health and NHM Mission Director . 
District and tahsil-level appointments are done by the District Health Society with the chief executive 
officer of the zilla parishad acting as the appointing authority in the capacity of chairman, executive 
committee. Institutional level appointments are done by the Rugna Kalyan Samitis of that institution 
as per the guidelines issued by the state.

For nursing and paramedical staff, the procedure is similar. The deputy directors report vacancies in 
their circle to the DHS, which then issue recruitment notifications. Written tests are conducted by 
the Maharashtra Knowledge Corporation Limited and appointment letters are offered by the deputy 
directors, giving local area preference for posting. The entire process from reporting of vacancies to 
issue of appointment letters takes about 1 year.

By FY2014, human resource management in DHS was paper-based or spreadsheets in Excel.83 The 
9th CRM in 2015 noted that a Human Resource Management Information Systems (HRMIS) had 
been developed in Maharashtra, but its functionality was limited to posttraining deployment of staff.84 
Currently, the HRMIS covers employee details of all contractual staff working under the National 
Health Mission. It captures information on their education, date of joining, place of posting, leaves 
taken, training, etc. The system is used for generating various reports on human resources issues 

80  Government of Maharashtra, Public Health Department. Government of Maharashtra, Public Health Department 
Independent Selection Board for Recruitment of Medical Officer Group A. https://arogya.maharashtra.gov.in/Site/Uploads/
NewsAndEvents/636670929521455928-Application-English.pdf.

81  The Maharashtra Knowledge Corporation Limited was created by the Department of Higher and Technical Education, and 
was incorporated under the Companies Act, 1956. In 2018, its supervision was transferred to the General Administration 
Department so that its capabilities are available to all the departments of government in Maharashtra.

82  N. Sharma. 2013. Maharashtra Public Health Workforce Study. Issues and Challenges. New Delhi: National Health Systems 
Resource Centre, Ministry of Health and Family Welfare.

83  See Box 2 in M. Shukla et al. 2014. Human Resources Information Systems (HRIS): A Review Across States of India. 
Washington, DC: USAID-CapacityPlus. http://www.capacityplus.org/files/resources/human-resources-information-
systems-review-states-india.pdf.

84  Government of India, Ministry of Health and Family Welfare. 2015. 9th Common Review Mission Report 2015. New Delhi: 
National Health Mission.

https://arogya.maharashtra.gov.in/Site/Uploads/NewsAndEvents/636670929521455928-Application-English.pdf
https://arogya.maharashtra.gov.in/Site/Uploads/NewsAndEvents/636670929521455928-Application-English.pdf
http://www.capacityplus.org/files/resources/human-resources-information-systems-review-states-india.pdf
http://www.capacityplus.org/files/resources/human-resources-information-systems-review-states-india.pdf


50   ADB South Asia Working Paper Series No. 91

that helps in identifying gaps, making decisions on staff rationalization, and identifying training 
requirements, but its utility is limited due to incomplete data. The Maharashtra PHD is working on 
a new comprehensive HRMS that will cover not only NHM contractual employees but also regular, 
contractual, bonded, and outsourced personnel. It is expected to cover the entire service book of the 
employee—from recruitment, transfers and posting, payroll, leave and attendance, training, travel and 
expense management, to pensions and others. This will provide a holistic view of human resources in 
the state and enable improved management. The new system was to be rolled out in late 2020.

E. Staff Training Capacity of the Health Department
The State Training Policy of Maharashtra85 requires that all government employees will receive 
technical, administrative, and in-service training, and foreign training for selected categories. 
Technical training will be related to the concerned department. Administrative training consisting of 
public administration, social responsibility, project management, good governance, management skill, 
financial issues, human resource management and computer training, is necessary for the staff of all 
departments.

The Yashwantrao Chavan Academy of Development Administration (YASHADA) at Pune is primarily 
responsible for meeting the administrative training needs of all departments. All departments and 
their training institutes are required to design, develop, plan and coordinate implementation of 
technical training. YASHADA conducts various types of programs including induction, foundation, 
orientation, and refresher courses of 2- to 10-week duration. A search of YASHADA’s annual reports86 
from 2008/09 to 2015/16 yielded only three foundation courses for the Maharashtra PHD and 
Medical Education department. These were (i) a 1-month long foundation training in 2015/16 for 19 
participants from the Maharashtra PHD, (ii) a 6-week long foundation training in 2014/15 for officers 
of Medical Education department by the Centre for Human Development, and (iii) a 1-week long 
foundation training in 2014/15 for associate professors in Medical Education by the Administrative 
Training Institute.

YASHADA’s training calendar for 2020/21 includes (i) six batches of foundation training for 
180 Class-1 officers of Medical Education department, (ii) one batch of foundation training for officers 
of the Maharashtra PHD, and (iv) two batches of orientation training for officers of Women and Medical 
Education departments. In addition, the 2020/21 calendar includes training programs on public health, 
epidemics, hospital preparedness and first responders in disaster management, offered by the Centre for 
Disaster Management. It appears that foundation training in public administration for public health and 
medical education department officers are irregular and few. For 2020/21, several programs are scheduled 
for Medical Education department, but only one for Maharashtra PHD. Expression of demand, factoring 
in deputation of officers for training, and closer coordination with YASHADA may help improve public 
administration training input for medical and health department officers. Information about the stock 
and flow of newly recruited officers in these departments is not readily available to assess the extent to 
which departments’ training need in public administration is met.

Occasionally, the YASHADA organizes customized training programs to meet specific requirements 
of user departments. These programs are usually financed by the sponsor department. For example, 
the DMER requested for a short training course on Office Working and Financial Management for 
administrative officers working in government hospitals. YASHADA organized a 4-day workshop for 

85  Government of Maharashtra, General Administration Department. 2011. State Training Policy of Maharashtra. GR TRN-09/
Pra.Kra.39/09/12-A.  https://www.yashada.org/STPEA_NEW/static/PDF/state_training_policy_gr_eng.pdf.

86  Government of Maharashtra, Yashwantrao Chavan Academy of Development Administration. Various years. YASHADA 
Annual Reports. https://www.yashada.org/yashada_2019/annual_report.php.

https://www.yashada.org/STPEA_NEW/static/PDF/state_training_policy_gr_eng.pdf
https://www.yashada.org/yashada_2019/annual_report.php
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this purpose. In the same year, a customized Management Development Program for directors and 
medical superintendents of Employees State Insurance Corporation was organized by YASHADA. 
In 2015/16, the State Institute of Rural Development of YASHADA conducted three workshops on 
Baby Friendly Hospital Initiative and 4D Immunization Clinic with a total of 99 participants, consisting 
of ICDS officers, ANMs and medical officers, sponsored by the UNICEF.

The Public Health Institute Nagpur is the apex staff training institute of the Health Department and 
is Maharashtra’s State Institute of Health and Family Welfare. This Institute exercises technical and 
administrative control over the seven regional health and family welfare training centers, 33 district 
training centers and 23 hospital training centers located in district hospitals to facilitate practical 
training in RCH clinical procedures. The total number of participants trained by this network of training 
institutes was about 13,200 in 2017/18 and 12,500 in 2018/19. In 2019/20, the number of participants 
increased substantially to about 57,000. In addition, about 109,736 paramedical candidates were 
given a bridge course.87 The scope of these trainings is mostly various national health programs. About 
13% of training participants during the year attended trainings to develop and reinforce clinical and 
public health skills in reproductive and child health. Another 83% of participants attended courses 
designed to impart preventive and clinical skills for implementation of other national programs. 
About 3% participated in courses regarding coordination and information technology applications 
for national programs. The state Institute of Health and Family Welfare appears to have introduced 
induction training programs for medical officers and staff nurses. This is an encouraging development. 
It will be desirable to develop capacity for foundation courses for medical officers in collaboration with 
YASHADA, to ensure that all newly recruited officers receive basic training in public administration.

A review of medical and health departments’ staff training capacity through YASHADA and department 
institutions, reveals that there is no official program for continuing medical education (CME) and 
continuing nursing education (CNE). Thus, while the medical and health departments in Maharashtra 
are reasonably organized in respect of continuing professional education for RCH and many national 
health programs, there is no arrangement for continuing professional education of health care providers 
for clinical care through hospitals and health centers. In the past, during execution of the MHSDP from 
1999 to 2005, in-service training in critical skills such as anesthesia and pediatrics was undertaken 
in collaboration with the DMER. One experience was that unstructured clinical skill training at 
government medical colleges were not very useful. Instead, structured CME programs at government 
medical colleges, district hospitals, and other referral hospitals in collaboration with DMER should 
be tried. A CNE module was developed, evaluated, and finalized. About 8,792 health care providers 
in district hospitals, subdistrict hospitals, CHCs, and PHCs received clinical training; 42,738 received 
subject-related training; 4,979 in quality assurance; and 11,425 in health care waste management. 
However, such CME and CNE programs did not continue as they were not institutionalized.

Training programs for development of management skills among officers of PHD appears to be rare. 
In the past, during execution of the MHSDP from 1999 to 2005, a management training module was 
developed. After pilot implementation, the module was evaluated by an external agency. Based on 
the evaluation findings, the module was revised and the final module used for training of subsequent 
batches. Altogether about 10,151 personnel received management training. The training centers were 
expected to develop an annual training program to fully utilize the developed training capacity. Here 
again, the momentum for development of hospital and health care management competencies, 
appears to have dissipated.

87  These numbers are based on training performance data in annual presentations shared by the Principal, Public Health 
Institute, Nagpur on 15 May 2020. Excludes training of trainers trainings and workshops. Information for 2017/18 is partial.
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F. Institutional Arrangements for Procurements by Health Department
Usually civil construction, repairs and maintenance of hospital and health center buildings are through 
the Public Works Department. Health care buildings of the municipal corporation of greater Mumbai 
area are executed by the BMC engineering wing. Government health care buildings are usually 
executed by the Public Works Department. However, the Public Works Department does not have any 
specialized wing for planning and design of health care buildings. The NHM has empaneled architects 
to design health care buildings. These architects are provided with latest guidelines and standards 
such as the Indian Public Health Standard88 or LaQshya,89 and are required to prepare architectural 
plans accordingly. These architectural plans are then shared with the Public Works Department. Once 
administrative sanction is given by Maharashtra PHD, the Public Works Department prepares final 
plan and structural designs considering availability of space as well as existing structure if any. After 
technical approval by competent authorities of the Public Works Department, budget allotment is 
released by the DHS or local funding agency (e.g., District Planning Committee) as the case may be. 
As of April 2020, the Public Works Department is executing several hospital buildings to create about 
6 million square feet of additional built-up space costing about $240 million.

The Public Works Department has no proactive or comprehensive maintenance planning for health 
care facility buildings. It prepares ad hoc repair and maintenance estimates as and when requests 
are received from DHO, civil surgeon or heads of concerned hospital and health care facilities. Total 
health care building space for maintenance in Maharashtra PHD is about 53 million square feet, 
46% of which is in hospitals and the remaining 54% in other health care buildings including PHCs. 
Information regarding budget allocation norm for repair and maintenance of general government 
buildings and health care facility buildings, in terms of rupees per square foot per year, was not readily 
available. Some funds are made available at state level to health department for repairs and such 
minor works. After the Public Works Department makes estimates, funds are made available to district 
health officials who will disburse it to the Public Works Department. These minor repair works need to 
be identified by district officials or hospital administrators, and divisional officers give administrative 
approval. The hospitals and health centers usually incur expenditure from Rugna Kalyan Samitis funds 
(user charges) for common and small repair works.

In addition to the Public Works Department, the Commissioner for Health and Mission Director NHM 
has an Infrastructure Development Wing headed by a Superintending Engineer in the NHM wing. 
The Infrastructure Development Wing is staffed mostly by engineers on deputation from the Public 
Works Department, and follows departmental codes for selection of agencies and execution of works. 
The  Infrastructure Development Wing mainly performs works funded under the National Health 
Mission. At the divisional level, there is one executive engineer from the Infrastructure Development 
Wing, while district units have one deputy engineer and usually three junior engineers. Empaneled 
architects are assigned design and planning task as needed. They prepared plans for 10 hospitals and 
158 PHCs during the 5-year period from 2015 to 2019. The Controller and Auditor General of India 
(CAG) performance audit in 2017 (footnote 23) did not have any adverse comment regarding award 
of works, noncommencement and/or cancellation of works, delay in execution, and dropping of works 
in Maharashtra, indicating reasonably good performance by the Infrastructure Development Wing. 
However, Maharashtra was clubbed with several other states for noncommissioning of completed 
buildings due to various causes such as shortage of human resources, improper location of building, 
poor road connectivity, etc. Thus, Maharashtra PHD can enhance the efficacy of its construction 

88  Government of India, Ministry of Health and Family Welfare. Indian Public Health Standards. National Health Mission. 
https://nhm.gov.in/index1.php?lang=1&level=2&sublinkid=971&lid=154 (accessed 28 November 2020).

89  Government of India, Ministry of Health and Family Welfare. 2017. LAQSHYA—Labour Room Quality Improvement 
Initiative. New Delhi: National Health Mission. https://nhm.gov.in/New_Updates_2018/NHM_Components/RMNCH_
MH_Guidelines/LaQshya-Guidelines.pdf.

https://nhm.gov.in/index1.php?lang=1&level=2&sublinkid=971&lid=154
https://nhm.gov.in/New_Updates_2018/NHM_Components/RMNCH_MH_Guidelines/LaQshya-Guidelines.pdf
https://nhm.gov.in/New_Updates_2018/NHM_Components/RMNCH_MH_Guidelines/LaQshya-Guidelines.pdf
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procurement capacity through careful consideration of road connectivity and due diligence in 
selection of sites before giving administrative approval.

Procurement is handled by a technical expert committee, chaired by DHS or DMER, which finalizes 
specifications before procurement. Until 2017, biomedical procurement was being done by respective 
directorates, i.e., DHS and DMER. In 2017, GOM asked Haffkine Biopharmaceutical Corporation, 
which is a state public sector undertaking, to establish a procurement cell, in addition to its primary 
mission of producing biopharmaceuticals. Since then, the DHS, DMER, and other departments are 
required to procure biomedical equipment, medicines, materials, and supplies through the Haffkine 
Procurement Cell. Information about the corporation’s performance such as range and median time 
taken for procurement of various types of products, is not readily available. There is no case study of 
quickest, typical, and/or delayed procurements.

G. Civil Registration, Disease Surveillance, Health Management, and Information System
Maharashtra Bureau of Health Intelligence and Vital Statistics is responsible for collection, compilation, 
and publication of comprehensive vital statistics for the entire state and further reporting to the 
Registrar General, India and other central agencies. While Maharashtra’s reporting of vital statistics to 
Registrar General, India has been regular, state-level analysis and publication of vital statistics appears 
to have fallen behind. Maharashtra Bureau of Health Intelligence and Vital Statistics websites, if any, 
are not readily accessible. A dated write-up about the bureau citing registration performance statistics 
up to 2003 is available in a private website.90 Although, state-level reports are not readily available, 
the Civil Registration System in Maharashtra is reasonably well-developed and central publications 
incorporating vital statistics from Maharashtra are available. Registration of births fluctuated between 
85%–93% during 2000–2007; reached 100% in 2008; remained at this level until 2015; but slipped to 
94% in 2016/17 and to 90% in 2018. Registration of deaths has increased from about 71% in 2000 to 
98% in 2018.91 Medical certification of cause of death has remained almost stagnant at around 
35% from 2006 to 2018.92

The Integrated Disease Surveillance Program (IDSP) collects weekly surveillance data on epidemic-
prone diseases from reporting units such as sub centers, PHCs, community health centers and 
hospitals. Maharashtra was one of the pioneer states, along with Andhra Pradesh, Gujarat, Karnataka, 
Tamil Nadu, and few others, where IDSP was implemented as early as 2010. The data being collected 
are either “S” (syndromic), “P” (probable), or “L” (laboratory) format using standard case definitions. 
States and districts have been asked to notify the outbreaks immediately through the system. 
A 24X7  call center maintained by the Government of India receives disease alerts on a toll-free 
telephone (1075) and cascades the information to concerned state and district surveillance units for 
investigation and response. District laboratories have been strengthened for diagnosis of epidemic-
prone diseases. A referral-laboratory network links district-laboratories with medical college and other 
major laboratories in respective states. The Central Surveillance Unit is hosted by the National Centre 
for Disease Control at Delhi. Information flow between the central surveillance unit, state surveillance 
units, district surveillance units, and peripheral reporting units is bidirectional, allowing for data flow 

90  arogya.com. 2008. Maharashtra State Bureau of Health Intelligence and Vital Statistics. https://www.aarogya.com/health-
resources/health-programs/the-state-bureau-of-health-intelligence-a-vital-statistics.html?limitstart=0  
(accessed 20 November 2020).

91  These figures are based on 2013–2020 data from Registrar General of India. Various years. Vital Statistics of India Based 
on the Civil Registration System, 2009–2018. New Delhi. Completeness of registration is measured as a percentage of 
estimated births and deaths using Sample Registration System rates and midyear population.

92  These figures are based on 2012–2020 data from Government of India, Ministry of Home Affairs. Report on Medical 
Certification of Cause of Deaths 2008–2018. New Delhi: Office of the Registrar General and Census Commissioner. 
https://censusindia.gov.in/2011-Common/mccd.html.

http://arogya.com
https://www.aarogya.com/health-resources/health-programs/the-state-bureau-of-health-intelligence-a-vital-statistics.html?limitstart=0
https://www.aarogya.com/health-resources/health-programs/the-state-bureau-of-health-intelligence-a-vital-statistics.html?limitstart=0
https://censusindia.gov.in/2011-Common/mccd.html
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from fields and sharing of analysis from aggregating units. The Central Surveillance Unit produces a 
Weekly Outbreak Report and a monthly Disease Alert. However, web portal for online reporting is not 
secure and users may experience a security warning while accessing it.93

Compared to other states, Maharashtra lags in IDSP reporting. Reporting performance of Maharashtra 
has improved in recent years. Completeness of reporting of IDSP probable and laboratory forms 
improved from 71% in 2014 to 88% in 2017. The 12th CRM (footnote 79) in 2018 observed that in 
Maharashtra, epidemic outbreaks are being identified and investigated by the Rapid Response Team 
under IDSP. But syndromic forms were unavailable. Lack of human resources affected IDSP. Moreover, 
the reports do not give any information about regular analysis and interpretation of surveillance data 
at the state level. Ideally, the state and district surveillance units should tabulate and analyze data, 
disseminate results among primary health centers, medical practitioners, and where needed, act 
with appropriate preventive and/or curative interventions to deal with emerging outbreaks. The IDSP 
page94 of Maharashtra is buried in the PHD website95 without any link from the homepage, in the 
Disease information page, or any other page. The state IDSP page was accessed through the links for 
state IDSP sites given in the national IDSP portal.96 The state IDSP web page appears dated as the 
latest information contained in this page is about “Disease-wise outbreak reported in year 2012 under 
IDSP”. Clearly, there is a need to revamp and upgrade the IDSP in Maharashtra. The importance of 
IDSP is all the more critical in the context of the ongoing COVID-19 outbreak.

The Health Management Information System (HMIS) was conceptualized as a continuous flow 
of quality information on inputs, outputs, and outcome indicators to facilitate monitoring of NHM 
objectives. The HMIS comprises data relating to the parameters of service delivery and infrastructure 
(both physical and manpower) at different levels of the health facilities. The Controller and Auditor 
General’s performance audit of the RCH program under NRHM, covering the period from 2011/12 to 
2015/16, compared HMIS data with basic records (footnote 23). Compared to other states, 
Maharashtra was found to be reporting complete data regularly. However, there were instances of 
discrepancy between basic records and HMIS reports. For example, basic records for 2015/16 for 
Buldhana district showed 19,203  institutional deliveries but HMIS showed 42,491; 4,246 live births 
in basic records against 29,882 in HMIS, and 40,055 pregnant women given IFA as per basic records 
against 37,776 in HMIS. The CAG Auditors visited 26 PHCs and 17 CHC and subdistrict hospitals in 
Maharashtra and found that 30% of PHCs and 12% of CHC and subdistrict hospitals did not have 
internet facility to transmit HMIS data. Prescribed basic registers were being maintained in all PHCs 
and CHC subdistrict hospitals in Maharashtra.

The NITI Aayog’s composite health index includes a data integrity measure to assess credibility of 
the HMIS. For this purpose, HMIS reports of institutional deliveries and ANC registrations in first 
trimester, received from respective State HMIS are compared with estimates of the same parameter 
from an independent source, namely the NFHS 4. HMIS data for a 5-year period (2011/12 to 2015/16) is 
compared with NFHS 4, which was conducted in 2015/16. Deviation of Maharashtra HMIS data from 

93  Government of India, Ministry of Health and Family Welfare, National Centre for Disease Control, Director General of 
Health Services. 2020. Integrated Disease Surveillance Programme. New Delhi. https://idsp.nic.in/index.php. 
(accessed 20 May 2020).

94  Government of Maharashtra, Public Health Department. 2020. Integrated Disease Surveillance Programme. https://arogya.
maharashtra.gov.in/Site/Form/DiseaseContent.aspx?CategoryDetailsID=Ka8Pzo1mVQE= (accessed 20 May 2020).

95  Government of Maharashtra, Public Health Department. https://arogya.maharashtra.gov.in/1035/Home  
(accessed 20 May 2020).

96  Integrated Disease Surveillance Project Programme. https://idsp.nic.in/index1.php?lang=1&level=1&sublinkid=6044&l
id=3680 accessed on 20 May 2020.

https://idsp.nic.in/index.php
https://arogya.maharashtra.gov.in/Site/Form/DiseaseContent.aspx?CategoryDetailsID=Ka8Pzo1mVQE=
https://arogya.maharashtra.gov.in/Site/Form/DiseaseContent.aspx?CategoryDetailsID=Ka8Pzo1mVQE=
https://arogya.maharashtra.gov.in/1035/Home
https://idsp.nic.in/index1.php?lang=1&level=1&sublinkid=6044&lid=3680
https://idsp.nic.in/index1.php?lang=1&level=1&sublinkid=6044&lid=3680


An Assessment of the Maharashtra State Health System   55

NFHS 4 estimates were minimal ranging from 1.2% for institutional deliveries to 5.6% for antenatal 
care registrations in first trimester. Thus, Maharashtra HMIS is credible.

H. Key Takeaways
(i) Maharashtra has a developed organizational infrastructure for implementation of health 

sector programs and projects. The public health system in Maharashtra can scale up its 
delivery capacity with marginal tweaking and selective attention to critical areas.

(ii) While the Maharashtra Public Works Department sets the techno-administrative 
environment and executes many works, the Infrastructure Development Wing plays a 
complementary role to enhance Maharashtra PHD’s civil works procurement capacity.

(iii) Maharashtra has a progressive staff training policy and a conducive institutional 
framework for foundational and continuing training of staff at all levels in programmatic, 
professional, and public administration skills. While programmatic training delivery is 
quite high, there is no arrangement for continuing professional education of doctors and 
nurses to enhance quality clinical care. More trainings in public administration for health 
department officers by the YASHADA as well as the Public Health Institute, would 
strengthen techno-managerial capacity for effective service delivery.

(iv) Improvements in the human resource management process is needed for shorter time-
to-fill vacancies, so that the large proportion of vacancies in specialists and public health 
cadres are brought down to less than 10% of sanctioned posts at any point of time.

(v) The Civil Registration System in Maharashtra is reasonably well-developed, registering 
more than 90% of births and deaths. But medical certification of cause of death has 
stagnated for several years at about 35%. Preparation of state level reports and their 
publication needs attention.
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VIII. HEALTH CARE FINANCING IN MAHARASHTRA

A. Total Health Expenditure
Most recent national health account (NHA) estimates for all-India and the states are for FY2017 
(Table 17). According to these estimates, total health expenditure in Maharashtra was about 
$9.4  billion in 2016/17, which is 2.9% of GSDP. In 2015/16 and 2014/15, the state’s total health 
expenditure was 2.8% and 3% of GSDP, respectively. These figures are lower than the all-India average 
total health expenditure of 3.9%, 3.8%, and 3.8% of GDP in the respective years. Maharashtra with its 
considerably higher GSDP occasionally spends a little more, in per capita terms, compared with many 
states in India. But the slightly higher per capita total health expenditure is not commensurate with 
Maharashtra’s GSDP. Per capita total health expenditure in Maharashtra was at 4,502 in 2014/15; 

4,734 in 2015/16; and 5,410 in 2016/17 compared to the all-India average of 3,826; 4,116; and 
 4,381. Kerala with lower per capita income spends considerably more on health care both in terms of 

percentage of GSDP (2014/15: 4.8%, 2015/16: 4.5%, and 2016/17:4.5%); as well as in per capita total 
health expenditure (2014/15: 6,801; 2015/16: 7169; and 2016/17: 8,083).

All-household out-of-pocket expenditure (OOPE) and government health expenditure (GHE) 
together account for most of total health expenditure. In 2016/17, OOPE plus government health 
expenditure accounted for 91% of all-India total health expenditure and 82% in Maharashtra. Most of 
the remaining 18% of total health expenditure in Maharashtra were from local bodies, various health 
insurance premia, and nonprofit institutions.

Table 17: Total Health Expenditure in Maharashtra and Selected States 

Share of GSDP or GDP in Total Health 
Expenditure  (%)

Per Capita Total Health Expenditure 
(  and $)

State

Fiscal Year

State

Fiscal Year

2015 2016 2017 2015 2016 2017

Maharashtra 3.0 2.8 2.9 Maharashtra 4,502 ($73.63) 4,734 ($72.31) 5,210 ($77.68)
Gujarat 2.1 2.0 2.1 Gujarat 3,060 ($50.05) 3,332 ($50.89) 3,730 ($55.61)
Madhya Pradesh 3.9 3.8 3.4 Madhya Pradesh 2,511 ($41.07) 2,681 ($40.95) 2,820 ($42.04)
Karnataka 3.0 3.2 2.8 Karnataka 4,374 ($71.54) 4,936 ($75.40) 5,183 ($77.28)
Tamil Nadu 2.8 2.8 2.8 Tamil Nadu 4,101 ($67.07) 4,339 ($66.28) 4,734 ($70.58)
Kerala 4.8 4.5 4.5 Kerala 6,801 ($111.23) 7,169 ($109.50) 8,083 ($120.51)
All India 3.9 3.8 3.8 All India 3,826 ($62.57) 4,116 ($62.87) 4,381 ($65.32)

GDP = gross domestic product, GSDP = gross state domestic product.
Note:    to $ rate for respective fiscal years from Table 140 in Reserve Bank of India (2020). 
Sources: Reserve Bank of India. 2020. Handbook of Statistics on the Indian Economy, 2019–20. Mumbai; Government of India, 
Ministry of Health and Family Welfare. National Health Accounts Estimates for India, 2004–05, 2013-14, 2014–15, 2015–16, and 
2016–17. New Delhi: National Health Accounts Technical Secretariat, National Health Systems Resource Centre.
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B. Out-of-Pocket Expenditure on Health Care
Out-of-pocket expenditures are defined as direct payments made by individuals to health care 
providers at the time of service use. Unregulated direct charges often constitute a major access barrier 
to needed health care and contribute to high out-of-pocket payments generating problems of financial 
protection. Out-of-pocket expenditures as a percentage of total health expenditure gives some 
indication of prevalent health financing regime. Lower OOPE as a source of total health expenditure is 
conducive to equitable access and universal health coverage. In 2016/17, the all-India average OOPE 
contribution to total health expenditure was 58.7%, and 56.7% for Maharashtra (Table 18). Thus, total 
health expenditure in Maharashtra as in the rest of India is largely funded by all-household out-of-
pocket expenditures. At the all-India level, there is some sign of gradual reduction in OOPE as a source 
of total health expenditure, albeit at slow pace. The trend for Maharashtra is in the same direction, but 
slower than the all-India average.

The all-India average OOPE per capita at 2016/17 prices, increased from 1,820 in 2004/05 to 
 2,570  in 2016/17, which is about 2.9% average annual rate of growth. 97 State-level estimates are 

readily available only for three recent time periods, from 2014/15 to 2016/17 (Table 18). In recent 
years, the per capita OOPE in Maharashtra has increased at a higher rate of 3.3% per year compared 
to the all-India average of only 0.3%.

More importantly, the incidence of catastrophic health expenditure measured as the proportion of 
households whose OOPE on health exceeds 10% of their total consumption expenditure, appears to 

97  Exchange rate fluctuations may confound inference about time trend of mostly non-traded health expenditure. Hence, 
INR at constant prices is used as to draw inference about time trend. 

Table 18: Out-of-Pocket Expenditure on Health Care in Maharashtra and All of India

Fiscal 
Year

OOPE as % of Total 
Health Expenditure

OOPE as % of 
GDP or GSDP

OOPE per Capita

At Current  Prices ($) At FY2017  Prices

All-
India Maharashtra

All-
India Maharashtra All-India Maharashtra

All-
India Maharashtra

2005 69.40 2.95 854 ($19.01) 1,820
2014 64.21 2.58 2,336 ($38.61) 2,554
2015 62.58 59.60 2.43 1.80 2,394 ($39.15) 2,684 ($43.90) 2,547 2,855
2016 60.59 58.90 2.33 1.70 2,494 ($38.09) 2,788 ($42.59) 2,582 2,886
2017 58.70 56.70 2.22 1.60 2,570 ($38.32) 2,956 ($44.07) 2,570 2,956

FY = fiscal year, GDP = gross domestic product, GSDP = gross state domestic product, OOPE = out-of-pocket expenditure.
Notes: 
1.  to $ rate for respective fiscal years from Table 140 in Reserve Bank of India. 2020. Handbook of Statistics on the Indian 
Economy, 2019–20. Mumbai.
2. Expenditure at constant (2016/17) prices calculated using GDP deflators for India, available at World Bank National 
Accounts Database. https://data.worldbank.org/indicator/NY.GDP.DEFL.ZS?end=1970&locations=IN&start=1960 
(accessed 19 September 2020).
3. Exchange rate fluctuations may confound inferences about time trends of mostly nontraded health expenditure.  
Hence,  figures at constant prices are shown as such without further conversion to $.
Source: Government of India, Ministry of Health and Family Welfare. National Health Accounts Estimates for India, 2004-05, 
2013-14, 2014-15, 2015-16, and 2016-17. New Delhi: National Health Accounts Technical Secretariat, National Health Systems 
Resource Centre.

https://data.worldbank.org/indicator/NY.GDP.DEFL.ZS?end=1970&locations=IN&start=1960
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be rising. A recent study98 reported that all over India, households with catastrophic health expenditure 
increased by 3.7 percentage points, from 21.2% in 2004 to 24.9% in 2014. Across states, the change in 
incidence of catastrophic health expenditure varies widely. Compared to an increase of 6.3 percentage 
points in Maharashtra, the incidence of catastrophic health expenditure in other states is as follows:

(i) 5 percentage point decrease in Gujarat,
(ii) 5.4 percentage point increases in Kerala,
(iii) 12.3 percentage point increases in Madhya Pradesh,
(iv) 34.8 percentage point increases in Tamil Nadu,
(v) 52.1 percentage point increases in Andhra Pradesh (including Telangana), and
(vi) 76 percentage point increase in Karnataka.

In 2014, about 23.3% households in Maharashtra ended up with catastrophic health expenditure 
compared to 18.9% in Gujarat, 21.1% in Madhya Pradesh, 30% in Telangana, 27.4% in Karnataka, 
24.6% in Tamil Nadu and 43.5% in Kerala.

C. Government Health Expenditure
Government expenditure on health sector is quite low in Maharashtra. During the 3-year period from 
2014/15 to 2016/17 government health expenditure in Maharashtra accounted for between 17%  to 
23% of total health expenditure, compared to the all-India average of 29% to 32%, and 34% to 38% in 
Gujarat, 25% to 28% in Tamil Nadu, 25% to 29% in Madhya Pradesh, and 18% to 27% in Kerala. 
Maharashtra’s government health expenditure with respect to the size of its GSDP is lowest at about 
0.5% to 0.7% compared to the all-India average of 1.1% to 1.2%. The government health expenditure 
as a percentage of GSDP in all other states in the comparator set was higher than that of Maharashtra 
(Table 19).

98  A. Pandey et al. 2018. Variations in Catastrophic Health Expenditure across the States of India: 2004 to 2014. PLoS One. 
13(10). https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6197636/

Table 19: Government Health Expenditure in Maharashtra and Selected States

Government Health Expenditure  
as a Share of Total Health Expenditure (%)

Government Health Expenditure  
as a Share of GSDP (%)

State

Fiscal Year

State

Fiscal Year

2015 2016 2017 2015 2016 2017

Maharashtra 17.0 23.7 23.3 Maharashtra 0.5 0.7 0.7
Gujarat 34.0 37.2 38.6 Gujarat 0.7 0.8 0.8
Madhya Pradesh 25.0 27.8 28.7 Madhya Pradesh 1.0 1.1 1.0
Karnataka 21.5 25.6 26.8 Karnataka 0.7 0.8 0.8
Tamil Nadu 25.0 28.4 27.3 Tamil Nadu 0.7 0.8 0.8
Kerala 17.8 22.7 26.6 Kerala 0.8 1.0 1.2
All India 29.0 30.6 32.4 All India 1.1 1.2 1.2

GDP = gross domestic product, GSDP = gross state domestic product.
Source: Government of India, Ministry of Health and Family Welfare. National Health Accounts Estimates for India, 2013–14, 
2014–15, 2015–16, and 2016–17. New Delhi: National Health Accounts Technical Secretariat, National Health Systems 
Resource Centre.

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6197636/
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Historically, government allocation for health sector in Maharashtra has fallen short of the state’s 
potential. Compared with all-India average and selected states in the comparison set, government 
health expenditure as a percentage of GSDP in Maharashtra has remained lower from 1995/96 to 
2016/17 (Figure 11).

Government health expenditure in Maharashtra decreased from about 6.53% in 1980/81 to 3.26% of 
general government expenditure in 2006/07. The modest increase in government health expenditure 
during 2000/01 to 2002/03 was probably due to the MHSDP. In the project completion report, the 
World Bank observed that the MHSDP project suffered constant underfunding due to the overall 
fiscal situation in the state.99 After 2006/07, the declining trend of government health expenditure in 

99  The World Bank. 2006. Maharashtra Health Systems Development Project Implementation Completion and Results 
Report.  Washington, DC: The World Bank. http://documents.worldbank.org/curated/en/361341468774926400/India-
Maharashtra-Health-Systems-Development-Project.

Figure 11: Government Health Expenditure as a Share of Gross State Domestic Product 
in Maharashtra and Selected States 

(%)

GSDP = gross state domestic product.
Notes: 
1. The data has been plotted into two charts to avoid overlap and for clearer visibility. The all-India average and 
Maharashtra data are plotted in both upper and lower charts for easy comparison.
2. 1995/96, 200/01, and 2004/05 data are from National Institute of Public Finance and Policy (2008), the rest from the 
National Health Systems Resource Centre under the Ministry of Health and Family Welfare.
Sources: National Institute of Public Finance and Policy. 2008. Inter-State Equalisation of Health Expenditures in Indian 
Union. New Delhi; Government of India, Ministry of Health and Family Welfare, National Health Accounts Technical 
Secretariat, National Health Systems Resource Centre.

G
ov

er
nm

en
t H

ea
lth

 E
xp

en
di

tu
re

 
as

 %
 o

f G
SD

P
G

ov
er

nm
en

t H
ea

lth
 E

xp
en

di
tu

re
 

as
 %

 o
f G

SD
P

0.78

1.02

0.87

0.5 0.7 0.7

0.45

0.65

0.85

1.05

1.25

1.45

1.65

1.85

1995-96 2000-01 2004-05 2014-15 2015-16 2016-17

All India

Kerala

Madhya Pradesh

Tamil Nadu

Maharashtra

0.78

1.02

0.87

0.5 0.7 0.7
0.45

0.65

0.85

1.05

1.25

1.45

1.65

1.85

1995-96 2000-01 2004-05 2014-15 2015-16 2016-17

All India

Gujarat

Karnataka

Maharashtra

http://documents.worldbank.org/curated/en/361341468774926400/India-Maharashtra-Health-Systems-Development-Project
http://documents.worldbank.org/curated/en/361341468774926400/India-Maharashtra-Health-Systems-Development-Project


60   ADB South Asia Working Paper Series No. 91

Maharashtra reversed, albeit at a slow pace until 2014/15. There was a spurt in 2015/16 followed by a 
slight decline in the next year (Figure 12). Even after reversal of the declining trend, government health 
expenditure in 2015/16 was 6.3%, and in 2016/17 6.2% of general government expenditure.

Several studies in the past have drawn attention to inadequate government expenditure on health. 
For example, a study by Centre for Enquiry into Health and Allied Themes 100 found declining trend of 
total public health expenditure during the 1980s and 1990s. A National Institute of Public Finance and 
Policy study101 of Maharashtra’s finances in 2001 observed that Maharashtra’s total outlay on health 
needed augmentation. A study102 of interstate differences in health expenditures, also by the National 
Institute of Public Finance and Policy, estimated that Maharashtra needed additional investments of 
about 0.90% of its GSDP per year for 5 years from 2005/06 onward, to bring health infrastructure in 
rural areas up to Indian Public Health Standard norms. This would have raised the state’s government 
health expenditure from 0.87% of GSDP at the time to 1.77%. A subsequent study by the National 

100  R. Duggal. 2003. Declining Trends in Public Health Expenditure in Maharashtra. Mumbai: Centre for Enquiry into Health and 
Allied Themes. http://www.cehat.org/publications/1490943675.

101  A. Lahiri et al. 2001. Study of Maharashtra’s Finances. New Delhi: National Institute of Public Finance and Policy.  
https://www.nipfp.org.in/media/medialibrary/2014/11/Study_of_Maharashtras_Finances.pdf.

102  See Table 5 in G. M. Rao and M. Choudhury. 2008. Inter-State Equalisation of Health Expenditure in Indian Union. New 
Delhi: National Institute of Public Finance and Policy. https://www.nipfp.org.in/book/977/. 

Figure 12: Government Health Expenditure as a Share of General Government Expenditure 
in Maharashtra  
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Notes:
1. 1980/81 and 1985/86 data from Duggal (2003).
2. 1987/88–2007/08 are from National Institute of Public Finance and Policy (2012). 
3. 2012/13 data from Berman et al. (2017). 
4. 2013/14 and 2014/15 to 2016/17 data are from Government Health Expenditures in India (2013-14); and National Health 
Accounts Estimates for India, 2014-15, 2015-16, and 2016-17 (National Health Systems Resource Centre). 
Sources: R. Duggal. 2003. Declining Trends in Public Health Expenditure in Maharashtra. Mumbai: Centre for Enquiry into 
Health and Allied Themes. http://www.cehat.org/publications/1490943675; National Institute of Public Finance and Policy. 
2012. Analysis of Health Spending in Selected States. AMU thesis; P. Berman, M. Bhawalkar, and R. Jha. 2017. Government 
Financing of Health Care in India Since 2005: What Was Achieved, What Was Not, and Why?  Resource Tracking and 
Management Project. Boston: Harvard TH Chan School of Public Health. https://cdn1.sph.harvard.edu/wp-content/uploads/
sites/2031/2017/01/Government-financing-of-health-care-in-India-since-2005.pdf; National Health Systems Resource 
Centre. http://nhsrcindia.org/category-detail/national-health-accounts/ODU=.

http://www.cehat.org/publications/1490943675
https://www.nipfp.org.in/media/medialibrary/2014/11/Study_of_Maharashtras_Finances.pdf
https://www.nipfp.org.in/book/977/
http://www.cehat.org/publications/1490943675
https://cdn1.sph.harvard.edu/wp-content/uploads/sites/2031/2017/01/Government-financing-of-health-care-in-India-since-2005.pdf
https://cdn1.sph.harvard.edu/wp-content/uploads/sites/2031/2017/01/Government-financing-of-health-care-in-India-since-2005.pdf
http://nhsrcindia.org/category-detail/national-health-accounts/ODU=
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Institute of Public Finance and Policy in 2007,103 estimated the additional resources required for 
meeting the national norms on Sub-centers, PHCs and CHCs and the additional recurring expenditure 
for the new facilities. Considering the additional resource requirement to meet the Indian Public 
Health Standard staffing norms in existing facilities, Maharashtra needed to increase government 
health expenditure to 1.5% of its gross state domestic product.

D. Utilization of Health Care Budget
A Harvard School of Public Health study104 on government financing of health care in India examined 
how well budgets have been translated into actual spending for both the Treasury and the NHM 
Society routes of spending. Between 2005/06 and 2013/14, Maharashtra’s mean utilization rate of 
health budgets through the treasury route was 94%. Even though NHM allocations are made according 
to the state’s need, actual releases depend on fulfilling various conditionalities, such as utilization 
certificate. Maharashtra’s utilization of NHM budget during 2007/08 to 2014/15 was on average 91%.

A large part of state budget for health is usually for staff salaries. Overall, 94% state budget utilization 
means that most of the salary allocations were utilized. Elsewhere (Table 6) we have seen that about 
81% specialist posts in Maharashtra are vacant. How can 94% of budget be spent with very high 
vacancies? This apparent discrepancy can be explained by the fact that budgetary allocation is usually 
made on the basis of actual expenditure in previous years. If a large percentage of staff positions are 
vacant for a long time, the actual expenditure would be lower than potential expenditure. Hence, high 
budget utilization is not only consistent with high staff vacancies but also indicates chronic shortfalls 
in availability of health care providers in government health facilities.

In absolute terms, the Maharashtra PHD’s utilization of the state’s own budget as well as the NHM 
budget is quite high, at more than 90%. However, comparison with other states reveals that Tamil 
Nadu and Kerala were able to utilize their NHM allocations fully and draw upon a little more. In fact, 
utilization of NHM funds in Maharashtra, appears to have declined in recent years. The 9th Common 
Review Mission (CRM) in 2015 observed poor utilization of funds across all pools, in several states 
including Maharashtra (footnote 85). The 12th CRM in 2018 observed that utilization of NHM funds 
decreased between 2014/15 and 2016/17 in many states including Maharashtra. Maharashtra utilized 
more than 100% of NHM funds during the first 2 years of the 3-year period. In the third year (2016/17) 
utilization of NHM funds was substantially lower (footnote 79). Various factors may have contributed 
to the underutilization of NHM funds. In Maharashtra, there was 256-day delay in transfer of funds 
from state treasury to State Health Societies, as observed by the 11th CRM in 2017, and 53–124 days 
as observed by the 12th CRM. The 11th CRM in 2017 also flagged Maharashtra along with a few 
other states, where Rugna Kalyan Samitis had not been constituted at all facilities, resulting in low 
expenditure.105 This problem appears to have resolved by the 12th CRM in 2018.

The National Institute of Public Finance and Policy study106 on utilization of funds under the NHP 
reported that in Maharashtra there are at least 25 desks through which the file for release has to pass 

103  A. Sen et al. 2010. Matching Human Development Across Maharashtra with its Economic Development. New Delhi: 
National Institute of Public Finance and Policy. https://www.nipfp.org.in/book/989/.

104  P. Berman, M. Bhawalkar, and R. Jha. 2017. Government Financing of Health Care in India Since 2005: What Was 
Achieved, What Was Not, and Why? A Report of the Resource Tracking and Management Project. Boston: Harvard TH 
Chan School of Public Health. https://cdn1.sph.harvard.edu/wp-content/uploads/sites/2031/2017/01/Government-
financing-of-health-care-in-India-since-2005.pdf.

105  Government of India, Ministry of Health and Family Welfare. 2017. 11th Common Review Mission Report 2017. New Delhi: 
National Health Mission.

106  M. Choudhury and R. K. Mohanty. 2017. Utilization, Fund Flows and Public Financial Management under the National Health 
Mission: A Study of Selected States. New Delhi: National Institute of Public Finance and Policy. https://www.nipfp.org.in/
media/medialibrary/2017/11/WHO_PFM_Report_Sep_2017.pdf.

https://www.nipfp.org.in/book/989/
https://cdn1.sph.harvard.edu/wp-content/uploads/sites/2031/2017/01/Government-financing-of-health-care-in-India-since-2005.pdf
https://cdn1.sph.harvard.edu/wp-content/uploads/sites/2031/2017/01/Government-financing-of-health-care-in-India-since-2005.pdf
https://www.nipfp.org.in/media/medialibrary/2017/11/WHO_PFM_Report_Sep_2017.pdf
https://www.nipfp.org.in/media/medialibrary/2017/11/WHO_PFM_Report_Sep_2017.pdf
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before funds can be credited to the bank account of State Health Society. Till 2015/16, the process for 
release of NHM funds was even longer. The request for release used to be processed by 13 different 
units within Maharashtra PHD as the NHM budget is spread out over 13 different budget heads in the 
state budget. Besides, the Planning Department was also involved in processing the file (in addition to 
Finance and Health Department). In 2016/17, the process was simplified to some extent. The Planning 
department was excluded from processing and request for all programs are processed by a single 
section within the Maharashtra PHD. Despite this simplification, the process remains cumbersome.

E. Maharashtra Health Systems Development Project, 1999–2005
The Maharashtra Health Systems Development Project (MHSDP) was implemented in 1999–2005 
using a $110 million loan from the World Bank. At that time, the state was facing fiscal deficit, leading 
to lowered allocations to health. Suballocations within the health sector was skewed toward tertiary 
care rather than to the needs of primary and secondary levels. The GOM had assured to increase 
financing and improve resource allocation for the health sector through MHSDP, whose objectives 
were (i) to improve efficiency in the allocation and use of health resources through policy and 
institutional development; and (ii) to improve the performance of health care system, both in terms 
of effectiveness and quality of health services at the first referral level and selective coverage at the 
community level to serve better the needy sections of the society. Implementation and completion of 
the MHSDP during 1999–2005 provides insights and useful lessons for health system strengthening 
(see Appendix).

F. Key Takeaways
(i) Total health expenditure in Maharashtra is low compared to its GSDP. In FY2017, 

Maharashtra’s total health expenditure was 2.9% of GSDP compared to the all-India 
average of 3.8%.

(ii) Health expenditure in Maharashtra, as in the rest of India, is largely funded by all-
household out-of-pocket expenditure. There is some sign of gradual reduction of OOPE 
as a source of total health expenditure, albeit slow. In Maharashtra, OOPE declined 
by 2.9 percentage points in 3 years, from 59.6% of total health expenditure in FY2015 
to 56.7% in FY2017, compared to the 3.9 percentage point reduction of the all-India 
average, from 62.58% down to 58.70% during the same period.

(iii) More importantly, the incidence of catastrophic health expenditure appears to be 
rising. In Maharashtra the incidence of catastrophic health expenditure increased by 
6.3 percentage points in 10 years, from 17% in 2004 to 23.3% in 2014 compared to 
3.7 percentage point increase in all-India average, from 21.2% in 2004 to 24.9% in 2014.

(iv) Government health expenditure is quite low in Maharashtra. During the 3-year period 
from FY2015 to FY2017, government health expenditure accounted for 17%–23% of total 
health expenditure in Maharashtra, compared to the all-India average of 29% to 32%. 
All along from FY1996 to FY2017, Maharashtra’s government health expenditure has 
remained lower at 0.5%–0.7% of GSDP, compared to the all-India average of 1.1%– 1.2%. 
With respect to government general expenditure, government health expenditure in 
Maharashtra decreased from about 6.53% in FY1981 to 3.26% in FY2007. After FY2007, 

the declining trend of government health expenditure in Maharashtra reversed, albeit 
at a slow pace. Even then, government health expenditure in FY2016 was 6.3% of 
government general expenditure and 6.2% in FY2017, still below the level in FY1981.

(v) Interdepartmental consultations and procedural labyrinths have in the past contributed 
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to substantial delays in release of funds to executive agencies of the state government. 
Appropriate delegations along with simple and short paths for release of funds by the 
GOM to its executive agencies have to be worked out in advance for timely utilization of 
project funds.

(vi) Project management arrangements need to integrate with the state’s regular system 
of direction and control. Role of regular-executive and project management agencies 
ought to be clearly defined by the state government. Project-related areas requiring 
quick decision making should be entrusted to an empowered body while long-term 
activities should be developed with the help of regular executive agencies.
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IX. SUMMARY AND RECOMMENDATIONS

A. Summary of Findings
Maharashtra has the largest economy and is among the most industrialized and urbanized states in 
India. It is the second most populous and third largest state. Although the legacy of regional imbalance 
in socioeconomic development has decreased to some extent, substantial interdistrict disparities 
remain. The Human Development Index of Maharashtra ranks sixth among the states and its 
Sustainable Development Goals index score is average. Gender inequity and haphazard urbanization 
result in a host of interrelated environment and health hazards, especially for the urban slum dwellers.

Traditionally, the population health status in Maharashtra has been better than the all-India average. 
However, improvement in Maharashtra’s population health status has failed to keep pace with the 
faster rise of population health status all over the country. Maharashtra is vulnerable to emerging 
infectious diseases, despite improvements in conventional and summary measures of population health. 
Epidemiological transition in Maharashtra has resulted in a higher burden of noncommunicable diseases. 
The dynamic interaction of emergent infectious diseases such as COVID-19 with noncommunicable 
disease comorbidities calls for strengthening of health systems to deal with communicable and nutritional 
diseases as well as noncommunicable diseases.

The public health system in Maharashtra is characterized by deficiencies as well as inadequacy of 
optimal size health care facilities close to the communities. Bed occupancy data showing better 
capacity utilization of district and larger subdistrict hospitals with 100 beds show that economies of 
scale and scope of broad specialist services are critical to strengthen the trust of common man in the 
public health care system. Most of the existing women hospitals in Maharashtra, each with more than 
100 beds, are overcrowded, indicating that there is demand for maternity and child health hospitals. 
The proportion of round-the-clock (24x7) functional PHCs is either low or declining, probably due 
to lack of manpower and equipment. Several urban local bodies in Maharashtra, such as in Mumbai 
and Pune, maintain substantive public health care infrastructure ranging from health posts to large 
municipal hospitals. However, the existing urban health infrastructure is inadequate. Substantive 
upgrade and expansion of public health care facilities for underserved areas is needed to increase 
access by the poor and marginal communities.

The massive shortfall in specialists in public health care facilities in Maharashtra is due to lack of 
government support as well as inadequate recruitment and delays in filling up of vacancies. The resultant 
systemic vulnerability became evident with the spread of the COVID-19 pandemic to Maharashtra. 
There are significant shortfalls in public health, civil surgeon, and certain paramedical cadres. Ad hoc 
deployment of AYUSH practitioners to cover deficiencies in availability of MBBS doctors has created 
systemic vulnerabilities such as condoning administrative accountability, demotivation among poorly 
paid AYUSH practitioners, lack of transparency, and resultant mistrust among communities on 
competency of available medical personnel in health care facilities.

The Maharashtra PHD is pilot testing a hospital management and information system over several 
years and plans to roll out a telemedicine service at health and wellness centers. There is scope for 
digital health interventions to improve the efficiency and outreach of health care services. Certain 
innovative schemes such as knowledge sharing networks to enhance health workforce capacity for 
providing specialty care has the potential to enhance quality of service.
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Comprehensive data about private sector health care facilities is not readily available. Partially 
available reports based on clinical establishment registration data suggest that the private hospital 
sector in Maharashtra would be about twice the size of the public hospital sector. However, significant 
interdistrict disparities constrain geographic access to private hospitals. Although several efforts 
toward public private partnerships for expansion of medical education and tertiary health care have 
been made, concrete results are yet to emerge.

Resort to government hospitals by people needing inpatient care is dwindling both in rural and urban 
areas of Maharashtra. In rural areas, resort to government hospitals declined from 43.6% in 1986/1987 
to 25.7% in 2017/2018. In urban areas, resort to public hospitals contracted  from 46.2% in 1986/1987 
to 17.9% in 2017/2018. Maharashtra’s traditional lead over the rest of India in terms of deliveries as well 
as medical attendance before death at government hospitals has eroded. Unavailability of health care 
providers, limited range of specialist services, overcrowding, and poor quality of service in government 
hospitals are the main reasons why people in need resort to private hospitals, even if the out-of-
pocket expenditure at private hospitals are considerably higher. In government hospitals, denial of 
user fee exemption to the poor and eligible persons and inadequacies in tackling of user fee-related 
grievances is highly prevalent. Patient satisfaction surveys for independent feedback about quality of 
service at government health care facilities are sporadic.

It is important to recognize that medical colleges are a source of tertiary medical care through their 
attached hospitals, in addition to their primary function of providing professional education. While 
aspiring students and their families look upon medical colleges as a means of career advancement 
through professional education, communities around the medical college count on the tertiary 
medical care services through the attached hospitals. Thus, balanced regional distribution of medical 
colleges is important for increased access to tertiary medical care. Hence, there is a need for new 
medical colleges with attached tertiary medical care facilities in underserved areas. Maharashtra has 
incubated several medical education technology units including some pioneering centers in the field. 
However, systematic development and adoption of medical education technology is needed for better 
training of doctors. While there is a shortfall in production of both doctors and nurses, the problem is 
more acute in respect of nurses. Hence, all new medical college plans should include attached school 
for training of certified nurses and a nursing college for training of graduates in nursing. In addition, 
expansion of existing nursing schools and colleges and establishment of new nursing schools and 
colleges would be required.

The coordination mechanisms between the Directorate of Medical Education and Research, the 
Commissioner for Health, and the Maharashtra University of Health Sciences need to improve, so 
that clinical teaching facilities at district hospitals are optimally utilized and availability of specialists 
needed at district and subdistrict hospitals is improved. Permanent interdepartmental arrangements 
between the Medical Education and the Maharashtra PHD is needed for continuing professional 
development of doctors and nurses in secondary level hospitals.

Maharashtra has a developed organizational infrastructure for implementation of health sector 
programs and projects. The public health system in Maharashtra can scale up its delivery capacity with 
marginal tweaking and selective attention to critical areas. While the Public Works Department sets 
the techno-administrative environment and executes many works, the Infrastructure Development 
Wing plays a complementary role to enhance the Maharashtra PHD’s civil works procurement 
capacity. The state has a progressive staff training policy and a conducive institutional framework for 
foundational and continuing training of staff at all levels in programmatic, professional, and public 
administration skills. While programmatic training delivery is quite high, there is no arrangement for 
continuing professional education of doctors and nurses to enhance quality of clinical care. More 
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trainings in public administration for health department officers by the Academy of Development 
Administration, as well as the Public Health Institute, would strengthen techno-managerial capacity 
for effective service delivery. Improvements in human resources management is needed for shorter 
time-to-fill vacancies, so that the large proportion of vacancies in specialists and public health cadres 
is brought down to less than 10% of sanctioned posts at any point of time.

The Civil Registration System in Maharashtra is reasonably well developed, registering more than 
90% of births and deaths. Still, medical certification of cause of death has stagnated for several years at 
about 35%. Timely and regular preparation of state-level reports and their publication needs attention.

Total health expenditure in Maharashtra is low compared to its GSDP: in FY2017, only 2.9% of GSDP 
compared to the all-India average of 3.8%. Health expenditure in Maharashtra, as in rest of India, is 
largely funded by all-household out-of-pocket expenditure. There is some sign of gradual reduction of 
OOPE as a source of total health expenditure, albeit at a very slow pace. The incidence of catastrophic 
health expenditure appears to be rising. Government health expenditure is quite low in Maharashtra. 
During the 3-year period from FY2015 to FY2017 government health expenditure accounted 
for 17% to 23% of total health expenditure in Maharashtra, compared to the all-India average of 
29% to 32%. With respect to Government General Expenditure (general government expenditure), 
government health expenditure in Maharashtra decreased from about 6.53% in FY1981 to 3.26% of 
general government expenditure in FY2007. After FY2007, the declining trend of government health 
expenditure in Maharashtra reversed, albeit at a slow pace. Even then, government health expenditure 
in FY2016 and FY2017 was 6.3% and 6.2% of general government expenditure respectively, still below 
the level in FY1981. Inter-departmental consultations and procedural labyrinths have in the past 
contributed to substantial delays in release of funds to executive agencies of the State Government. 
Appropriate delegations along with simple and short paths for release of funds by the GOM to its 
executive agencies have to be worked out in advance for timely utilization of project funds.

Implementation and completion of the Maharashtra Health Systems Development Project (MHSDP) 
during 1999–2005 provides insights and useful lessons for health system strengthening. In particular, 
project management need to integrate with the state’s regular system of direction and control.

In summary, the public health system in Maharashtra is stagnating due to inadequate finances and 
various systemic deficiencies. Maharashtra’s lead over national average, in terms of access to public 
health care is eroding fast. In 1986–1987 about 44% of inpatients from rural areas were treated in 
government hospitals. By 2014 to 2018, about 20% to 26% inpatients from rural areas were treated in 
public facilities. Public health infrastructure falls short of national norms. In particular, there is severe 
shortage of secondary level public hospital services for rural areas, and lack of PHCs in urban areas. 
Existing public health facilities are deficient in several aspects. Systemic interventions to improve 
quality of service and public health preparedness are needed.

B. Recommendations on Interventions by Public Health Department
(i) Maharashtra needs to further develop and strengthen infrastructure for good quality 

primary and secondary level health care closer to the communities to enhance access 
for the poor and disadvantages sections. This would require substantive increase in 
budgetary allocations to health sector to support standardization, upgradation, and 
expansion of government health care facilities closer to the communities.

(ii) Maharashtra needs expansion of primary and secondary level health care in high priority 
(underserved) areas, closer to the vulnerable and marginal communities.
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(iii) Upgraded primary and secondary level facilities including subdistrict hospitals in tier-
2 and tier-3 towns, at tahsil and subdivisional headquarters will provide a broad range of 
specialist services for needy people from remote and rural areas. Availability of reliable 
specialist services in local hospitals will reduce the distance travelled by patients and 
attendants to access first referral services.

(iv) Substantive increase in the number of women hospitals located closer to communities 
will enhance access to comprehensive RCH services for women and children from 
vulnerable and marginal communities.

(v) Underutilized or single specialty hospitals should be converted as broad specialty 
hospitals. For example, tuberculosis, leprosy, and orthopedic hospitals could be 
converted as general hospitals.

(vi) Strengthening of critical inputs for delivery: This would include human resources for 
health, availability of medicines and other equipment, etc.

(vii) A permanent and coordinated mechanism for continuing professional education 
of all medical and nursing staff in public health department should be developed in 
collaboration with the Directorate of Medical Education and Research.

(viii) Strengthening of State Surveillance Unit for timely preparation of weekly outbreak 
reports and monthly disease alerts at the state level.

(ix) The Maharashtra PHD needs permanent and coordinated mechanism for foundation 
and induction training in public administration and midcareer trainings in epidemiology 
and public health, health care management and hospital administration.

(x) Strengthening of disease surveillance, vital statistics, and health information systems.
(xi) Regular and independent evaluation of availability, access, and quality of care in public 

health care facilities.
(xii) Adoption of appropriate, sustainable, and resilient digital health solutions integrating 

resources to increase efficiency, enhance access, promote health and wellness. 
A pragmatic e-health adoption strategy consisting of proof-of-concepts, pilots to mature 
solutions, dynamics of implementation, and phased state-wide scaling up, should be 
followed, consistent with the national digital blueprint.

(xiii) International and national best practices related to strengthening of delivery should be 
explored for adoption as contextually relevant. This may include financing and incentive 
mechanisms to improve performance of service providers, facility management, quality 
of care, and team-based approach; and engagement with private sector such as through 
contracting out or PPPs for effectiveness, efficiency, and scale up of service delivery.

C. Expected Outcomes
Strengthening of the public health care system should yield measurable outcomes in terms of improved 
availability, quality of care and access. For example,

(i) Health care provider shortfall should be lowered to less than 10% of specified norm and 
specialist vacancies should be less than 10%.

(ii) At least 75% PHCs should satisfy Indian Public Health Standard norms and 60% PHCs 
are functional 24x7.

(iii) Inpatients resorting to public hospitals should increase to 45% for rural areas and 30% in 
urban areas.

(iv) Medical attention received by the mother at the time of delivery and/or abortion in 
government hospital should increase from 55% to 70%.

(v) 75% of deaths should be medically certified.
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APPENDIX: MAHARASHTRA HEALTH SYSTEMS 
DEVELOPMENT PROJECT, 1999–2005

The MHSDP was implemented in 1999–2005 using a $110 million loan from the World Bank.1 At that 
time, the state was facing fiscal deficit, leading to lowered allocations to health. Suballocations within 
the health sector was skewed toward tertiary care rather than to the needs of primary and secondary 
levels. The GOM had assured to increase financing and improve resource allocation for the health 
sector through MHSDP, whose objectives were (i) to improve efficiency in the allocation and use of 
health resources through policy and institutional development; and (ii) to improve the performance 
of health care system, both in terms of effectiveness and quality of health services at the first referral 
level and selective coverage at the community level to serve better the needy sections of the society. 
Implementation and completion of the Maharashtra Health Systems Development Project during 
1999–2005 provides insights and useful lessons for health system strengthening.

Specific infrastructure-related components entailed upgrading district and subdistrict hospitals. 
The project financed civil works, goods and equipment, consultants and services, and operations and 
maintenance costs, through the following three components:

(i) Upgrade of 25 district hospitals and selected CHCs into 100-bed (23) and 50-bed (53) 
subdivisional hospitals. About 3,175 new hospital beds were added under the project. 
This component accounted for 74% of total project cost.

(ii) Renovate and/or extend and upgrade 35 CHCs, improve referral mechanisms, and promote 
health services in tribal areas. This accounted for 17% of project cost.

(iii) Improve institutional framework for policy development; strengthen management and 
implementation capacity at the state, divisional, district and facility levels; develop surveillance 
capacity for major communicable diseases; and strengthen the health management 
information system. This component accounted for 9% of the project cost.

The implementation and completion assessment by the World Bank rated achievement of project 
objectives as moderately satisfactory along a six-point rating scale.2 The project brought about 
sustainable improvements in service delivery. However, it did not do well in systems development. 
The project did not have much impact on improving share of budget for primary and secondary care. 
At end of the project in 2004/05, the share of resources for the primary and secondary levels of care 
was less than in the beginning in 1999/2000.

1  The original credit amount in special drawing rights (SDR) was SDR97.9 ($134 million). There were subsequently two 
rounds of cancellations: (i) during the midterm review, $9.1 million for the GT Super Specialty Hospital project was 
cancelled and $8 million was cancelled from Category IV (Operations and Maintenance Costs); and (ii) while requesting 
an extension of the closing date, the Department of Economic Affairs also requested a reallocation of SDR11.938 million 
toward the India Tsunami Rehabilitation Project. The funds available to the project finally amounted to SDR73.76 million 
($109.85 million equivalent).

2  See the World Bank. 2006. India—Maharashtra Health Systems Development Project Implementation Completion and 
Results Report. Washington, DC: http://documents.worldbank.org/curated/en/361341468774926400/India-Maharashtra-
Health-Systems-Development-Project. See the World Bank’s Six Point Outcome Rating Scale: highly satisfactory 
(no shortcomings), satisfactory (minor shortcomings), moderately satisfactory (moderate shortcomings in achievement 
of objectives, in project efficiency or relevance), Moderately Unsatisfactory (very significant shortcomings), unsatisfactory 
(major shortcomings), and highly unsatisfactory (severe shortcomings). See the World Bank. 2015. World Bank Project 
Performance Ratings Codebook. Washington, DC: Independent Evaluation Group.  https://ieg.worldbankgroup.org/sites/
default/files/Data/reports/ieg-wb-project-performance-ratings-codebook_092015.pdf.

https://ieg.worldbankgroup.org/sites/default/files/Data/reports/ieg-wb-project-performance-ratings-codebook_092015.pdf
https://ieg.worldbankgroup.org/sites/default/files/Data/reports/ieg-wb-project-performance-ratings-codebook_092015.pdf
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During the course of implementation, GOM defined service, equipment, and staffing norms for different 
levels of hospitals. A government resolution establishing service norms was issued in December 2002 and 
monitoring and recruitment was decentralized to regional deputy directors, who were authorized 
to contract doctors for 1 year to fill vacancies. In-service training of doctors in critical skills such as 
anesthesia and pediatrics was provided in collaboration with the DMER. Additional staff requirements 
to fulfil staffing norms were worked out. Five essential specialist services were identified, namely, general 
surgeon, general physician, obstetrician-gynecologist, pediatrician and anesthesiologist. Several other 
strategies such as weekly deputation of specialists from district to subdistrict hospitals were adopted. If 
over 75% of the required specialists were provided at a facility, it was deemed that norms had been met. 
By end of the project about 85% facilities had met the specified norms.

Implementation of the user charge policy was satisfactory. Retention of funds collected through 
user charges at the point of collection was instituted in September 1999. Patients below the poverty 
line, the elderly and disabled were exempted from user charges. Special counters were set up at the 
registration area of the hospitals for patients in these categories. All project and non-project secondary 
hospitals collect user charges. Collections increased dramatically from $0.34 million in 1999/2000 to 
$6.27 million in 2004/05. Initially, most of the user fee collections were at district and general hospitals. 
The share of subdivisional hospitals and CHCs gradually increased from 19% of the total in 1999/2000 
to 31% in 2004/05. This would imply that the spread of patients across different levels of hospitals 
improved, increasing the appropriate utilization of lower-level hospitals and reducing the pressure on 
district hospitals. On the other hand, denial of free care to the eligible was a problem. The user charges 
helped increase in nonsalary recurrent expenditures, mostly for repair and maintenance of buildings 
and equipment.

A project management committee was constituted. However, administrative authority to make 
required changes lay with DHS, an arrangement that did not work. Coordination between PMC and 
the DHS was lacking. After 2 years, GOM passed a government resolution revamping the management 
structure and clearly allocating responsibility for specific project activities to the PMC and DHS. 
At the district level, district management committees were formed under the chairmanship of the 
district collector and were given primary responsibility for tracking and filling vacancies of key staff 
and addressing issues of skill mix. At each facility, a hospital visiting committee was formed to monitor 
quality of care and provider behavior. A computerized financial management system was made 
operational. A health management information system was established. Several rounds of external 
validation of the data were conducted, and statistical officers of MHSDP were trained in validation 
techniques. A web-based system was implemented.

Drug purchase was centralized, and a system of indenting for required drugs at the facility level 
was instituted. This streamlined the procurement of drugs and consumables, and made the system 
more transparent. The project provided support to the State Bureau of Health Intelligence and Vital 
Statistics to improve the quality of the medical certification of cause of death and survey of cause of 
death rural.

Eight regional health equipment management and repair workshops were established for 
commissioning, repair, and maintenance of existing and new equipment, for which a government 
resolution sanctioned the full complement of bio-medical engineers, technicians, and support staff. 
A building was provided for these workshops, as well as tools, equipment, and necessary machinery.

The project had an ambitious civil works component to upgrade district, general and subdivisional 
hospitals, and construction of office buildings for the DHS (Arogya Bhavan), IEC Bureau in Pune, 
six health equipment management and repair workshops, several public health laboratories, blood 
banks, hospital training centers, trauma centers, and patient attendant accommodation. There was 
substantial delay in grounding of civil works. Various factors contributed to the delay. Firstly, the DHS 
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lacked capacity to execute such an ambitious works program. Positioning of required civil engineering 
staff took about a year. Eventually, additional staff was recruited, and regional civil engineering units 
were set up. Secondly, the civil works involved more of renovation than new construction. Facility 
surveys to assess status of existing buildings, availability of additional space for expansion, alternate site 
selection, and land acquisition took time. Procurement of equipment was also delayed, even though this 
work had been assigned to an independent agency. As a result, the concerned hospitals experienced 
disruption of services and re-commissioning the facilities was delayed. Disbursements were consistently 
low throughout the project period. By midterm review in June 2002, only 16% of the credit had been 
disbursed. By the end of 6 years of implementation, only 60% of project funds had been disbursed by the 
World Bank. With a 9-month extension of project period and stringent monitoring from both the DHS 
and the World Bank, all works were completed, and disbursement completed.

Key Takeaways
Implementation and completion of the Maharashtra Health Systems Development Project during 
1999–2005 provides insights and useful lessons for health system strengthening, such as the following:

1. External funding is inevitably used as a substitute for government funding, despite 
assurances to the contrary. Hence, the need for stringent monitoring.

2. Project management arrangements need to integrate with the state’s regular system 
of direction and control. Role of regular-executive and project management agencies 
ought to be clearly defined by the state government. Project-related areas requiring 
quick decision making should be entrusted to an empowered body while long-term 
activities should be developed with the help of regular executive agencies.

3. Rationalizing service delivery through uniformity in the size and service mix at each type 
of hospital contributes to better management of the health system.

4. Human and material resource implications of service rationalization proposals should 
be clearly understood. Policy makers need to think about the increased requirements 
of specialists, medical, and paramedical staff that will emerge, and realistically assess 
feasibility.

5. Establishment of a strong monitoring mechanism, with help of a few meaningful indicators 
is critical for good management. For this, baseline data should be made available prior to 
project launch.

6. Phasing in of civil works needs to be built into project design, and delays in implementing 
any phase should be dealt with decisively.

7. Synchronizing civil works and equipment procurement, particularly large equipment, is 
necessary.

8. User fees do contribute vital resources toward nonsalary recurrent costs that can make 
a substantial difference to the quality of care in hospitals. However, denial of free care 
to the eligible and leakage by way of free care to ineligible is a problem. Hospitals need 
to be given clear guidelines on who is exempt from such charges, and the purposes for 
which such funds can be used. 
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GLOSSARY

Term Definition
24x7 Primary Health Centers PHCs provide 24-hour basic obstetric and newborn care, 

which includes administering antibiotics, uterotonic drugs 
(oxytocin), and anticonvulsants (magnesium sulphate; manual 
removal of the placenta; removal of retained products following 
miscarriage or abortion; assisted vaginal delivery, preferably 
with vacuum extractor; basic neonatal resuscitation care)

Cumulative Incidence 
(COVID-19)

Total number of coronavirus disease positive cases detected 
from the beginning of the COVID-19 pandemic until 
21 November 2020, expressed as a percentage of the total 
population

Rugna Kalyan Samiti Rugna (Rogi) Kalyan Samiti (patient welfare society) is a 
registered society with membership from the local community 
to improve the function of government hospitals and health 
centers by utilizing allocations of untied funds and user fees

Taluk Also known as taluka or tehsil; a subdistrict administrative unit 
for land revenue and general administration purposes, typically 
comprising a number of villages 

On average, a district in Maharashtra would have three 
subdivisions with three talukas

Type A Subcenter Standard subcenter providing all recommended services 
except the facilities for conducting delivery; Recommended 
staffing per Indian Public Health Standards: at least one but 
preferably two auxiliary nurse midwives (ANMs) and one male 
health worker 

Type B Subcenter Provides delivery services in addition to standard services in 
type A subcenters; Recommended staffing per Indian Public 
Health Standards: at least two ANMs and one male health 
worker 

Subcenters that are well located with good infrastructure, 
adequate catchment area, and good caseload may be upgraded 
as Type B

Zilla Parishad Commonly known as ZP, zilla parishad is an elected local 
government body at the district level that looks after 
development administration in rural areas of the district
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