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Abstract

The Indian Institute of Management, Ahmedabad ()iW&as established in 1961 as an
autonomous institution by the Government of Indiacoellaboration with the Government of
Guijarat and Indian industry.

IIMA’s involvement in the health sector startedhnibe establishment of the Public Systems
Group in 1975. In the initial period, our researd¢bcused on the management of primary
healthcare services and family planning. We expdnolér research activities to include the
management of secondary healthcare services ir8@lseand to tertiary healthcare services in
the 90s. Currently our research interests focughengovernance and management issues in the
areas on Rural Health, Urban Health, Public Headthd Hospital Management.

In June 2004, IIMA Board approved the setting up @entre for Management Health Services
(CMHS) in recognition of IIMA’s contributions todtealth sector in the past and the felt need
to strengthen the management of health sectorarctimtext of socio-economic developments of
our country. The overall objectives of CMHS areatliress the managerial challenges in the
delivery of health services to respond to the neafdslifferent segments of our population
efficiently and effectively, build institutions ekcellence in the health sector, and influence
health policies and wider environments. All oureash projects are externally funded and we
have developed research collaborations with 15-@@rnational universities in USA, UK,
Europe, and Asia. CMHS has also established sttmkgges with the Ministry of Health and
Family Welfare at the national and state governmewtls, particularly in the states of Gujarat,
Maharashtra, Rajasthan, Madhya Pradesh, Chattisg@nissa, and Bihar.

This working paper is a compilation of the abstsaef all our publications in the last 13 years,
which includes 3 books, 50 referred journal art&;l€6 Working Papers, 6 Chapters in Books
and 25 Case Studies.
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Chapter-1

Introduction

The Indian Institute of Management, Ahmedabad (I)MAvas established in 1961 as an
autonomous institution by the Government of Indiacollaboration with the Government of
Gujarat and Indian industry.

[IMA’s involvement in the health sector started lwihe establishment of the Public Systems
Group in 1975. In the initial period, our researfdtused on the management of primary
healthcare services and family planning. We expdnui@ research activities to include the
management of secondary healthcare services iB0hand to tertiary healthcare services in the
90s. Currently our research interests focus omtivernance and management issues in the areas
on Rural Health, Urban Health, Public Health andpital Management.

In June 2004, IIMA Board approved the setting ug @entre for Management Health Services
(CMHS) in recognition of IIMA’s contributions to ¢éhhealth sector in the past and the felt need
to strengthen the management of health sectoricahtext of socio-economic developments of
our country. The overall objectives of CMHS areatidress the managerial challenges in the
delivery of health services to respond to the neafddifferent segments of our population
efficiently and effectively, build institutions agxcellence in the health sector, and influence
health policies and wider environments. All oureash projects are externally funded and we
have developed research collaborations with 15+f8rnational universities in USA, UK,
Europe, and Asia. CMHS has also established stiiokgges with the Ministry of Health and
Family Welfare at the national and state governnrgls, particularly in the states of Gujarat,
Maharashtra, Rajasthan, Madhya Pradesh, ChattisQadsa, and Bihar.

Centre for Management of Health Services, IIM Ahmedabad

State/District Health officers

Hospital Managers and Administrators
Nursing Managers and Administrators
NGOs
Policy, Planning, Evaluation
Macro Economic Analysis
Health Sector Reforms
District Health System
Capacity Public Health System
Building Private Healthcare
Urban Healthcare
Public-Private Partnerships
National Programmes
Seminars (RCH, HIV/AIDS, Caner ...)
Workshops Dissemination Research Projects Allied Sectors (Nutrition, Pharma ...)
(EEERES Building Health Systems
Operations Research
IT applications
Healthcare Logistics
Institution Service Quality
Building Improvements

Human Resource Management
Health Insurance
Management Information Systems
Linkages with Pharma, Med Equip, ...
Synergy with
other institutions

This working paper is a compilation of the abstsauftall our publications in the last 13 years,
which includes 3 books, 50 referred journal arck& Working Papers, 6 Chapters in Books
and 25 Case Studies.
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Chapter - 2
Books & Chapters in Books
Text Book:

Ramani K.V. (2013): “Hospital Management: Text and Cases”, Pearson Education,
January 2013.

Hospitals have become complex organizations as tieegume vast amount of resources in
delivering a wide range of healthcare services. Hoeeased cost for medical care, ageing
population, and the potentially declining levels sdrvice threaten the quality of service
delivered. The poor quality of services not onlystea resources but is positively dangerous to
the health and welfare of the patients and the coniiyat large. Hospital managers, current and
future aspirants, therefore, need a certain amotiprofessional management inputs so as to
manage the hospitals effectively and efficientlhpa@ters 1 and 2 provide a profile of the Indian
healthcare industry within the overall global markend, thereby, bring out the importance of
hospital management in the Indian health sectoap@mns 3, 4, and 5 explain the hospital
management concepts, starting with a focus on dbkees and challenges in delivering good
quality hospital services. An introduction to queyisystems in Chapter 3 prepares the hospital
managers to satisfactorily address the concernsustomer satisfaction. Hospital management
functions, namely, operations management, finam@® @st management, human resource
management, and materials management are explameatetail in Chapter 4. Chapter 5
discusses the important role of hospital suppastesys, namely, clinical support, information
support and administrative support systems in #dteely of hospital services.

Besides conceptual clarity, hospital managers teeévelop problem-solving skills to diagnose
the issues and address the challenges effectinelgiciently. Towards this, we discuss several
real-life case studies from medium to large hospita chapters 6-10, which highlight the
magnitude, complexity and nature of manageriallehgks in delivering hospital services. A
framework for analysing hospital management caséiest is discussed in the last chapter along
with an application of this framework in analysiagample case—CMC Hospital, Vellore (A).

Edited Books:

Leela Visaria (2010): “Midwifery & Maternal Health in India: Situation Analysis &
Lessons from the Field”.

The Centre for Management of Health Services, Indrestitute of Management, Ahmedabad
has been coordinating a multi-institutional colleditve project on development of midwifery
and Emergency Obstetric Care services for materagd since 2006, supported by Swedish
International Development Agency-Sida. The SwedMidwifery Association, Karolinska
Institute, in Sweden, the Academy of Nursing Stsdielyderabad, and the White Ribbon
Alliance of India/Centre for Development Populatiativities, the Society of Midwives India,

L ——
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and Trained Nurses Association of India, were tlogegt partners. This monograph is a result of
work done under this project. Access to good midwyifservices has been found to be an
important factor in reduction of maternal deathtermationally and yet, in India it has been
neglected in the past four decades both in termeesdarch to understand the issue and in
specific programs to develop skills of functionarie provision of maternal care. The Midwifery
and EmOC development project through various imetions and research studies has
attempted to inform policy makers, medical praotirs, nursing professionals and the civil
society on the crucial role the midwives can plagchieving the national goals of maternal and
child health. Recommendations about what shoulddbee to strengthen midwifery have
emerged through the project. As part of the projbeet consortium of partners carried out
situation analysis of midwifery and nursing in ladiFour Centers for Advanced Midwifery
Training (CAMTSs) were established in colleges ofsimg in Ahmedabad, Hyderabad, Kolkata
and Chennai for improving the quality of Pre-seevieducation and training in midwifery
through training of teachers. This monograph documéhe results of the research and
important work carried out in the four years of thmject. We have also invited other
organizations and researchers working on mateewdtihto contribute to these volumes.

The monograph is divided broadly into five sectiofhle first two sections deal with history,
situation analysis and research and field expeeienelated to midwives and their role. The next
three sections describe the maternal health suati India and the states, an assessment of the
quality of services for maternal and child healtid ghe last section has put together some
innovations to improve maternal health in the count

The overall effort in this volume is to bring tolget the research and intervention experiences of
the Sida supported project and other interventiand research on midwifery and maternal
health at one place so that the practitioners aadagers of maternal health can have access to
these materials in a single volume. By no meatisissan exhaustive compilation of all the work
carried out on maternal health in India. We hopat tthe maternal health and midwifery
community in India and other developing world asllwas development partners and
Governments will benefit from this monograph.

Ramani, K.V.; Mavalankar, Dileep; and Govil, Dipti (2008): “Strategic Issues and
Challenges in Health Management”, New Delhi: SageuPlications, 2008.

Abstract

Health and socio-economic developments are so lglostertwined that it is impossible to
achieve one without the other. While economic dgwelent in India has been gaining
momentum over the last decade, our health systatci®ssroads today.

Even though government initiatives in public hedittve recorded some noteworthy successes
over time, the Indian health system is ranked Th8ray 191 WHO member countries on overall
health performance . Building health systems thiag sesponsive to community needs,
particularly for the poor, requires politically fidult and administratively demanding choices.
Health is a priority goal in its own right, as wall a central input to economic development and
poverty reduction. The health sector is complexhwitultiple goals, multiple products and

L —
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different beneficiaries. India is well placed now develop a uniquely Indian set of healt5h
sector reforms to enable the health system in mgdie increasing expectations of its users and
staff. There are many managerial challenges: tarenavailability, access, affordability and
equaity in delivering health services to meet thmunity needs efficiently and effectively.

The contributed chapters in this book are organised 10 thematic areas, which cover
important strategic issues in health care in In¥liee begin with health system planning and
development. Financing can be a major tool of iasirey equity in health care- especially in a
mixed health care system where both public andapgivproviders are present. Financing
mechanisms can also lead to better accountabilitthe public system. Public Private
Partnership (PPP) is an area of great interestiahdte in health systems in India. It is believed
that through PPP the health system can achieverhstlization of resources, higher efficiency
and easier access. Of Late, Governance issuesremgiag as major barriers to development,
including heath development. Governance issues ariprivate as well as public sector health
care institutions. Capacity development of the theaystem needs leadership and good
management. Urban health was neglected for a lorggliy the national health planners in India.
It was left to local municipal authorities who hawery little capacity and interest in preventive
and public health. But of late several efforts hagen made to highlight the importance of urban
health as India is rapidly becoming an urbanizednty. India, like many other developing
countries is facing demographic and epidemiologidelease) transitions. The strategic thrust in
health development must focus on this transitiomliséase pattern. This calls for capable and
well-trained human resources, as well as a goodagement planning and monitoring systems.

Chapters in Books

Ramani K.V et al, (2011): Ramani K.V; Vijaya Sherry Chand; T.V. Rao: “Strengthening
Health Sector Governance and Management: The Centréor Management of Health
Services”, Nurturing Institutional Excellence: Indian Institute of Management Ahmedabad,
edited by Professors Vijaya Sherry Chand and T.R&ao of IIMA Published by Macmillan
India, Chapter No. 28, pp. 379-389.

In June 2004, the IIMA Board approved the estabiisht of the Centre for Management of
Health Services (CMHS) in recognition of the Ingtfs contributions to the health sector since
1975, and of the urgent need to strengthen thergaee and management of health services in
the context of recent socio-economic developmentsur country. Health and socio-economic
development are so closely intertwined, that it Mddee impossible to achieve one without the
other. A WHO report,1 which highlighted the urgeetd to build effective and efficient health
systems in developing countries, guided our effattestablishing an inter-disciplinary research
centre for health management at IIMA. Our trackordc of research and management
development programmes with a clear focus on stineming the delivery of public health
services, crystallized into the formation of the B8las a full-fledged research centre at IIMA.
Health has been an area of research interest gk BMce the very beginning. In 1975, the
Institute established the Public Systems Group (PBGorder to strengthen the management of
public systems in the country. Areas such as headthication, and transportation were under the

L ——
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umbrella of public systems. In the 1970s, our waorkthe area of health focused on the
management of primary health services and the NatiBamily Planning Programme. In the
1980s, our work expanded to include the manageofesgcondary health services. In the 1990s,
hospital management for tertiary health was addexlit research portfolio. Since the year 2000,
our research interests have expanded further @sagech as health insurance and nutrition—
nutritional adequacy? is one of the key determisafthe health and well being of children and
pregnant women.

Ramani, K.V. (2005): “Health Care Issues in large dderal countries: Conclusion”, in
Rajeev D. Pai and R. Swaminathan (eds.) New Delh®@bserver Research Foundation, pp
161-74.

Several Issues are discussed in this compilatiamciw provides a framework for further
discussion, in order to improve the delivery of Ithezare services. The proposed framework is
aimed at addressing the issues on governance sustt@enomy, Public-Private Partnership, and
Management Reporting. Autonomy which offers decisimaking powers comes with
accountability for all the actions taken. Thereaisieed to design systems with autonomy for
managing human resources, financial resources aterias. Our health sector is obsessed with
setting targets, and in the process the emphasigiality in service delivery gets diluted. Public
private partnership requires a clear understandinipe strengths and weaknesses of both the
public and private sectors, and a regulatory measharfior managing and sustaining the PPP.
Outsourcing is not about doing away with respofitgs for service delivery, it requires
continuous monitoring to ensure good quality sendelivery by the outsourced party. Above
all, good governance and effective management requérformance monitoring and reporting
over and above the statutory needs for reporting.

Ravichandran, N. and Srivastava, Manish (2005): “Reolutionizing Blood Banking in
India: Prathama Blood Centre,” Hyderabad: The ICFAI University Press, pp. 48- 62.

Manikutty, S. and Vohra, Neharika (2004): “Aravind Eye Care System”, in C.K.Prahlad
(ed.), the Fortune at the Bottom of the Pyramid: Eadicating Poverty through Profits,
Michigan, USA, pp. 265-86.

Motivated by the vision to eradicate all needlebsdness in India, Arvind Eye Care System
embarked on a series of innovations to bring werttisss eye care to the poorest people in rural
and urban India. Focusing on innovations in theapization of workflow- from patient
identification to postoperative care — Arvind haslttthe world’s premier eye care institution. It
is the largest eye care system in the world. #l$® the most productive, and boasts world- class
outcomes rates. Beginning in 1976 with a modesthiEd private clinic in Dr. V’s brother’s
house in Madurai, with a mission of eradicatingdiegs blindness, his dream, by 2003, had
grown into the Arvind Eye Care System. It was netraly a chain of hospitals, but an eye care
system consisting of a center for manufacturingtrsstic lenses, sutures, and pharmaceuticals
related to eye care; an institute for trainingjrastitute for research; an international eye bank;
women and child care center; a postgraduate itestati ophthalmology awarding MS degrees
and offering fellowship programs; and a centerdommunity outreach programs. The Arvind
Eye Hospital (AEH) at Madurai had grown to a 1,5@@ hospital performing nearly 95,000 eye

L ——
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surgeries every year. In addition to Madurai, theme four more AEHSs located at Tirunelveli,
Coimbatore, Theni, and Pondicherry. The five h@dpitogether perform a total of 190,000
surgeries every year, or nearly 45 percent of yl surgeries performed in the state of Tamil
Nadu and 5 percent of total in India.

Mavalankar, D.V. and Bhat, Ramesh (2001): “Health hsurance in India: Opportunities,
Challenges, and Concerns” Indian Insurance Industry Transition and Prospects by
Srivastava D.C. and Srivastava S. (eds.), New DeliNew Century Publications.

Ramani KV, Prashant Halari, Vijay Aruldas (2000) “Service Quality Improvements at
CMC Hospital, Vellore”; in “Delivering Service Quality: Managerial Challenges for the
21st century”, Macmillan India Limited, pp 385-392.

L —
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Chapter-3

Abstract of Journal Articles

Tolib Mirzoev et al (2013): Andrew Green; Nancy Geein; Stephen Pearson; Philippa Bird;
Bui Thi Thu Ha; Karaikurichi Ramani; Xu Qian; Xiaog uang Yang; Maitrayee
Mukhopadhyay and Werner Soors: “Role of evidence immaternal health policy processes
in Vietnam, India and China: findings from the HEPVIC project”, Evidence & Policy
Vol. X No. X. 2013 pp.01-19.

This paper explores the role of evidence in matdmealth policy processes in Vietnam, India
and China. Both formal and informal types of evicenvere used; and differences were found
between the stages of policy processes. Evidere@ mestly covered easily quantifiable issues
and clearly identifiable technical solutions. Dr#at policy actors were involved; actors'
evidence preferences were affected by their poagandas, values and perceived characteristics
of robust evidence. To enhance evidence role tiseeeneed to: develop culture of evidence-
informed policies; value different evidence types)sure evidence use throughout policy
processes; recognise and manage actors' agendage\aiop context-specific strategies.

lyengar, Shreekant and Dholakia, Ravindra H. (2012)“Access of the Rural Poor to
Primary Healthcare in India”, Review of Market Int egration, Vol.4, No.1, April, 2012,
pp.71-109.

The 11th Five-Year Plan of India emphasises theeméhd better coverage of services, such as
primary healthcare for the majority of populatidfor this purpose, various healthcare related
programmes have aimed at the vulnerable sectiontheofsociety traditionally using social
criteria like Scheduled Castes (SC) and Schedutézes (ST) populations. Although they are
found to have marginally worse health outcomes ti@nnational average, they are far better
than the one’s for the poor on economic criterie Present article examines the coverage of
basic primary healthcare services among the bet@apbverty line (BPL) population in rural
areas of India and provides direct empirical evodenData used for the study was from a
primary sample survey of rural BPL households istates of India. The results of the survey
showed that the coverage of primary healthcareicesy such as ante-natal care (ANC),
institutional deliveries, and immunisation was véasw among the BPL population. Moreover,
results of a comparison of the SC and ST and noa&ICST population within the sample of the
selected households showed that the former hadativedy poorer coverage compared to the
latter. The focus of the programme for improving@@ge of primary healthcare services should
be on the BPL population. If it is done, it woulb@result in the improvement of coverage
among the SC and ST population. Merely focusinghenSC and ST population will leave the
poorest of the poor ignored and unattended.

Mona Gupta et al; Ramani, K.V.; Werner Soors; (2012 “Adolescent Health in India: Still
at Crossroads”, Advances in Applied Sociology 2010l.2, No.4, pp. 320-324.

Internationally, Adolescent Reproductive and Sexidehblth (ARSH) has become a priority
programme approach to help the future generatiave la safe, healthy and satisfactory life.

L ——
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India is yet to develop a comprehensive policy ddSH mainly due to lack of inter-ministerial
collaboration, socio-cultural and politico-religmdiactors, even though evidence from surveys
and non- governmental organization projects hasoborated the case for ARSH since late
1980s. Fortunately, recent evidence provided by gganRegistration Survey (SRS) 1999,
Census 2001, National Family Health Survey (NFHS)Ad District Level Household Survey
(DLHS) 2004 particularly on early marriage, teeregmrancy, anemia and unmet need for
contraception has led Gol to recognize the impoganf adolescent health. However, a
comprehensive ARSH policy is yet to emerge, simmaponents of adolescent health are being
addressed by separate ministries and departmettdegcent health in India is still in an infant
stage and at the risk of infanticide. From “hedith the adolescents” to “health with the
adolescents”, it is still a long way to go.

Andrew Green et al; Nancy Gerein; Tolib Mirzoev; Sephen Pearson; Philippa Bird; Le Vu
Anh; Tim Martineau; M Mukhopadhyay; Xu Qian; Ramani , K.V Werner Soors; (2011):
“Health Policy processes in maternal health: A comarison of Vietnam, India and China”,
Health Policy 100 (2011), pp. -167-173.

This article reports on a comparative analysissgeas and explain the strengths and weaknesses
of policy processes based on 9 case-studies ofrmahtbealth in Vietnham, India and China.
Policy processes are often slow, inadequately ¢oatreld and opaque to outsiders. Use of
evidence is variable and, in particular, could berenactively used to assess different policy
options. Whilst an increasing range of actors awelved, there is scope for further opening up
of the policy processes. This is likely, if appriapely managed with due regard to issues such as
accountability of advocacy organisations, to leadstronger policy development and greater
subsequent ownership; it may however be a moreynmssess to co-ordinate. Coordination is
critical where policy issues span conventional attboundaries, but is also essential to ensure
development of policy considers critical healthtegs and resource issues. This, and other
features related to the nature of a specific pdbsye, suggests the need both to adapt processes
for each particular policy issue and to monitor pnegress of the policy processes themselves.
The article concludes with specific questions tacbesidered by actors keen to enhance policy
processes.

Rajesh Mehta et al; Ramani K.V; Mavalankar Dileep.V; Sheetal Sharma; Julia Hussein;
(2011): “Infection control in delivery care units, Gujarat state, India” BMC Pregnancy
and Childbirth 2011, pp. 1-8.

Background: Increasingly, women in India attendltheacilities for childbirth, partly due to
incentives paid under government programs. Inctease of health facilities can alleviate the
risks of infections contracted in unhygienic honediveries, but poor infection control practices
in labour and delivery units also cause puerpegpkis and other infections of childbirth. A
needs assessment was conducted to provide infemati procedures and practices related to
infection control in labour and delivery units iuf@rat state, India.

Methods: Twenty health care facilities, includingvpte and public primary health centres and
referral hospitals, were sampled from two distriat$sujarat state, India. Three pre-tested tools
for interviewing and for observation were used.&etllection was based on existing infection

control guidelines for clean practices, clean eou@pt, clean environment and availability of

diagnostics and treatment. The study was carrieéromn April to May 2009.

L ——
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Results: Seventy percent of respondents said thatdard infection control procedures were
followed, but a written procedure was only avaiabil 5% of facilities. Alcohol rubs were not
used for hand cleaning and surgical gloves wersegtin over 70% of facilities, especially for
vaginal examinations in the labour room. Most typégquipment and supplies were available
but a third of facilities did not have wash baswith “hands-free” taps. Only 15% of facilities
reported that wiping of surfaces was done immebjicaéter each delivery in labour rooms.
Blood culture services were available in 25% ofilifiles and antibiotics are widely given to
women after normal delivery. A few facilities hadta on infections and reported rates of 3% to
5%.

Conclusions: This study of current infection cohpoocedures and practices during labour and
delivery in health facilities in Gujarat revealednaed for improved information systems,
protocols and procedures, and for training andarese Simply incentivizing the behaviour of
women to use health facilities for childbirth viavgrnment schemes may not guarantee safe
delivery.

Satish Y. Deodhar et al; Sweta Mahandiratta; KV Ranani; Mavalankar Dileep. V; Sandip
Ghosh; Vincent Braganza; (2010): “An Evaluation ofMid Day Meal Scheme”: Journal of
Indian School of Political Economy, JAN-DEC 2010, QL. 22, NOS.1-4, pp. 34-48.

With the twin objectives of improving health anduedtion of the poor children, India has
embarked upon an ambitious scheme of providingdaidmeals (MDM) in the government and
government-assisted primary schools. The admitiigrand logistical responsibilities of this
scheme are enormous, and, therefore, offering fetadhps or income transfer to targeted
recipients is considered as an alternative. We ghawthe alternative delivery mechanism is not
feasible in the Indian context, for it may leachttverse consumption choices by the heads of the
targeted households. We also test whether or retnikals offered through MDM scheme
provide sufficient nutrition, food safety, and cemence and variety to the targeted children.
Laboratory results show that nutritional delivelyaugh the meals is low in comparison to the
daily requirements in general, and, much lowerutriants such as protein, fat, iron, and iodine
in relation to the meal quantity in particular. Mower, tests on food grains procured for the
scheme showed presence of uric acid and afflafidve delivery of MDM scheme may be
improved by partnering with private entities and ®&sand by including chikki, sukhdi, fortified
nutrition bar, and fruit in the weekly menu. Thiglwot only complement nutritional intake, but
offer safety and variety, and, by reducing therdistion time, may offer more contact time
between students and teachers for study purpose.

Huss, R et al.; A Green; H Sudarshan; SS KarpaganfRamani K.V.; G Tomson; N Gerein;
(2010): “Good governance and corruption in the he#h sector: Lessons from the
Karnataka experience”; Health Policy and Planning,2010, pp. 1-14.

Strengthening good governance and preventing corupin health care are universal

challenges. The Karnataka Lokayukta (KLA), a puldamplaints agency in Karnataka state
(India), was created in 1986 but played a promimete controlling systemic corruption only

after a change of leadership in 2001 with a newalyokta (ombudsman) and Vigilance Director
for Health (VDH). This case study of the KLA (20@b) analysed the:

Scope and level of poor governance in the heatitose

KLA objectives and its strategy;

L ——
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Factors which affected public health sector goveceaand the operation of the KLA.

We used a participatory and opportunistic evalumatesign, examined documents about KLA
activities, conducted three site visits, two keformant and 44 semi-structured interviews and
used a force field model to analyse the govern&éindings. The Lokayukta and his VDH were
both proactive and economically independent with emtended social network, technical
expertise in both jurisdiction and health care, arede widely perceived to be acting for the
common good. They mobilized media and the publioualgovernance issues which were
affected by factors at the individual, organizatiband societal levels. Their investigations
revealed systemic corruption within the public kieasector at all levels as well as in
public/private collaborations and the political audtice systems. However, wider contextual
issues limited their effectiveness in interveninthe departure of the Lokayukta, upon
completing his term, was due to a lack of continpelitical support for controlling corruption.
Governance in the health sector is affected bytipesand negative forces. A key positive factor
was the combined social, cultural and symbolic tehf the two leaders which empowered
them to challenge corrupt behaviour and promotedggovernance. Although change was
possible, it was precarious and requires continpalifical support to be sustained.

Ramani K.V et al; Mavalankar Dileep. V; Puwar Tapasi; Joshi Sanjay; Kumar Harish;
Malek Imran (2010): “Why Should 5000 Children Die n India Every Day? Major Causes
and Managerial Challenges,” Vikalpa, Volume 35, No2, April-June 2010, pp. 9 19.

Globally, more than 10 million children, under fiyears of age, almost all in poor countries, die
every year (20 children per minute), mostly frorey@ntable causes. The major causes of child
death include neonatal disorders (death within a8sdof birth), diarrhoea, pneumonia, and
measles with malnutrition being a major contribgtfactor for childhood illnesses. India alone
accounts for almost 5,000 deaths of under-five syednildren (U5) every day. In 1975, the
Integrated Child Development Scheme (ICDS) wasdhad in the country to provide integrated
health and nutrition services focusing upon thaskiol development of children at the village
level. Yet by 2005, 50 per cent of the childrerindia were still malnourished. India’s neonatal
mortality, which accounts for almost 50 per centhe U5 deaths, is one of the highest in the
world. India launched the Universal Immunizationogfamme (UIP) in 1985. Yet full
immunization in India had reached only 43.5 pertdgn2005-06, as per the NFHS 31. This
paper, besides discussing the status of mortafitghddren and the situation of child health
services, examines the managerial challenges afttite health programmes in India. There is a
need for improving the management capacity amolnegith service providers, specifically the
planning and implementation of child health progna®s such as immunization, control of
diarrhoea, and pneumonia. The analysis of the srefithe past decline shows that during 1990-
2008, India achieved a decrease in infant mortaditg (IMR) at a very low annual average rate
of 1.9 per cent. To achieve Millennium Developm&aials (MDG) 4, between 2009- 2015, the
rate of reduction of IMR needs to be increased verg high level - at 6.74 per cent every year.
This means that the government and the privateoiseeed to improve the effectiveness and
efficiency of the child health programmes substdiyti Incremental improvement over
“business-as-usual” will not help in achieving MDIG Effective and efficient management of
child health programmes would require focused alitand administrative attention and
managerial capacity.
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Dholakia, Ravindra H.; Singh, Prabal K. and lyengar, Shreekant., “NRHM : Sprint,
Marathon or Stroll?” Yojana, Vol.53, October 2009,pp. 36-39.

The National Rural Health Mission (NRHM) is laundheith the ultimate goal of achieving
substantial improvement of infant mortality rat®IR) and maternal mortality rate (MMR). The
main action points of NRHM are: increasing publigenditure on health, reducing regional
imbalance in health infrastructure, decentralizatiand district management of health
programmes, community participation and ownershipassets, and upgrade of the health
facilities as per Indian Public Health StandardH®. The key components of NRHM include
provision of Accredited Social Health Activist (A3§lin each village, forming Village Health
and Sanitation Committees (VHSC) to integrate mubéalth with its other determinants such as
sanitation, hygiene and safe drinking water, angkngthening of health facilities and
mainstreaming traditional medical system like AyadyYoga, Unani, Siddha and Homeopathy
(AYUSH). NRHM prioritizes a group 18 High Focus &t® (HFS) with either weak
infrastructure or poor public health indicators ammhsiders the rest as Non-High Focus States
(NHFS).

NRHM mid-term evaluation has focussed on the aspettimplementation and its design.
Ashtekar (EPW, Sept. 13,2008) heavily criticizes tlesign as well as the implementation of
NRHM. He calls it an “antithesis of primary heatthre” and argues that NRHM in its present
structure may prove to be costly and irrational.rivdera (EPW, Dec. 6,2008) believes that
NRHM has potential to solve the problems regardieglth infrastructure and manpower, but
has so far not been successful in improving anyntagalth outputs and outcomes. Sinha (EPW,
April 4,2009) defends the case for NRHM statingt tHublic health is a marathon and not a
sprint”, and feels that consistent efforts in NRHRategies will improve the health indicators
over time.

Mid-term evaluation of the NRHM should not be basedlusively on field observations of
gualitative aspects alone, nor should it be ondtifpldes about rationale of the design supported
by selective observations. We attempt to bring solnectivity into the debate about NRHM
and its impact. Facts and figures available reaftiyn various secondary sources including
NRHM website are used for statistical analysis @ify relevant hypothesis about NRHM
performance, besides some field observations.

Singh Amarjit et al, (2009): Singh Amarjit; Mavalankar Dileep; Bhat Ramesh ; Desai
Ajesh; Patel S R; Singh Prabal V & Singh Neelu: “Poviding Skilled Birth Attendants and

Emergency Obstetric Care to The Poor Through Partneship with Private Sector

Obstetricians in Gujarat, India”, Bulletin of the World Health Organization)yol.87, pp 960-
964.

India has the world’s largest number of maternaitioe estimated at 117,000 per year. The past
efforts to provide skilled birth attendants and Egeacy Obstetric care (EmOC) in rural areas
have not succeeded because obstetricians are lliogwo be posted in government hospitals at
sub-district level. Thus there is a great shortafeskilled human resources to provide
comprehensive EmOC in rural areas. Here we aremdecting an innovative public-private
partnership scheme with the private obstetriciarastiring in rural areas to provide delivery
care to the poor. This is a descriptive analysisthié scheme along with analysis of the
secondary data .We have estimated the lives ointbthers and new-born saved due to the
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scheme using available data. The analysis showsrtie than 800 obstetricians have joined the
scheme and more than 176,000 poor women deliverpdvate facilities. We estimate that the
coverage of deliveries among poor women under therse has increased from 27% to 53%
between April and October 2007. The data also shthas there is substantial decline in
maternal deaths and new born deaths as compardtietcexpected deaths in the poor
beneficiaries of the scheme. This study of the gowent program shows that at least in some
areas of India, it is possible to develop largelesgartnership with private sector to provide
skilled birth attendance and EmOC to poor womea eglatively small cost. Poor women will
take up the benefit of skilled delivery care rapjdl they do not have to pay for it.

Vora Kranti S et al, (2009): Vora Kranti S; Mavalankar Dileep; Ramani K. V; Upadhyaya
Mudita; Sharma Bharati; lyengar Sharad; Gupta Vikra m and lyengar Kirti: “Maternal
Health Situation in India: A Case Study”, Journal of Health Population and Nutrition
Vol.27, No.2, pp 184-201.

Since the beginning of the Safe Motherhood Init@tiindia has accounted for at least a quarter
of maternal deaths reported globally. India's gedb lower maternal mortality to less than 100
per 100,000 live births but that is still far awdgspite its programmatic efforts and rapid
economic progress over the past two decades. Gauogeh vastness and socio cultural diversity
mean that maternal mortality varies across theestand uniform implementation of health-
sector reforms is not possible. The case studyyaeslthe trends in maternal mortality
nationally, the maternal healthcare-delivery sys&mifferent levels, and the implementation of
national maternal health programmes, including medenovative strategies. It identifies the
causes for limited success in improving maternaltheand suggests measures to rectify them. It
recommends better reporting of maternal deathsrapttmentation of evidence-based, focused
strategies along with effective monitoring for ihpprogress. It also stresses the need for
regulation of the private sector and encouragebdumpublic-private partnerships and policies,
along with a strong political will and improved nagement capacity for improving maternal
health.

Padmanaban P et al, (2009): Padmanaban P; Raman Rathy Sankar and Mavalankar
Dileep V: “Innovations and Challenges in Reducing Mternal Mortality in Tamil Nadu,
India”, Journal of Health population and Nutrition Vol.27, No.2, pp 202-219.

Although India has made slow progress in reduciagenmal mortality, progress in Tamil Nadu
has been rapid. This case study documents how Tadl has taken initiatives to improve
maternal health services leading to reduction itemal morality from 380 in 1993 to 90 in
2007. Various initiatives include establishment mbternal death registration and audit,
establishment and certification of comprehensivergency obstetric and newborn-care centres,
24-hour x 7-day delivery services through postifighoee staff nurses at the primary health
centre level, and attracting medical officers tmhareas through incentives in terms of reserved
seats in postgraduate studies and others. Thigpjsosted by the better management capacity at
the state and district levels through dedicatedipiiealth officers. Despite substantial progress,
there is some scope for further improvement of iuaf infrastructure and services. The paper
draws out lessons for other states and countriggeinegion.
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Mavalankar Dileep V et al, (2009): Mavalankar Dile@ V; Vora Kranti S; Ramani K. V;
Raman Parvathy; Sharma Bharati and Upadhyaya Mudita “Maternal Health in Gujarat,
India: A Case Study”. Journal of Health population and Nutrition,Vol. 27, No.2, pp 235-
248.

Gujarat state of India has come a long way in imm@ the health indicators since
independence, but progress in reducing maternaltafitgr has been slow and largely
unmeasured or documented. This case study idehtdeveral challenges for reducing the
maternal mortality ratio, including lack of the nagerial capacity, shortage of skilled human
resources, non-availability of blood in rural areasd infrastructural and supply bottlenecks.
The Gujarat Government has taken several initiatteeimprove maternal health services, such
as partnership with private obstetricians to previttlivery care to poor women, a relatively-
short training of medical officers and nurses tovite emergency obstetric care (EmOC), and
an improved emergency transport system. Howevekergke challenges still remain.
Recommendations are made for expanding the managecagacity for maternal health,
operationalization of health facilities, and ensgrEmOC on 24/7 (24 hours a day, seven days a
week) basis by posting nurse-midwives and trainedlioal officers for skilled care, ensuring
availability of blood, and improving the registati and auditing of all maternal deaths.
However, all these interventions can only take @l&t¢here are substan-tially increased political
will and social awareness.

Ramani K.V et al, (2009): Ramani K. V; Mavalankar Dleep V and Govil Dipti: “Study of
Blood-transfusion Services in Maharashtra and Gujaat States, India”, Journal of Health
Population and Nutrition,Vol. 27, No. 2, pp 259-270.

Blood -transfusion services are vital to maternadlth because haemorrhage and anemia are
major causes of maternal death in South Asia. Wmfately, due to continued governmental
negligence, blood-transfusion services in India ardighly-fragmented mix of competing
independent and hospital-based blood-banks, sethimgeeds of urban populations. This paper
aims to understand the existing systems of bloadsfusion services in India focusing on
Maharashtra and Gujarat states. A mix of methodesygncluding literature review (including
government documents), analysis of managementnaton system data, and interviews with
key officials was used. Results of analysis shothed there are many mana-gerial challenges in
blood-transfusion services, which calls for stréeging the planning and monitoring of these
services. Maharashtra provides a good model forawgment. Unless this is done, access to
blood in rural areas may remain poor.

Ramani K.V and Mavalankar Dileep (2009): “Managememn Capacity Assessment for
National Health Programs: A Study of RCH Program in India,” Journal of Health
Organization and Managemend/ol.23, No. 1, pp 133-142.

This paper aims to focus on the management capasstyssment of the Reproductive and Child
Health (RCH) program at the state level. This stisdigased on an extensive literature survey,
and discussions with senior officers in charge GHRprogram at the central and state level, the
authors have developed a conceptual framework &ragement capacity assessment. Central to
their framework are a few determinants of managéroapacity, a set of indicators to estimate
these determinants, and a management capacitysassgsool to be administered by each state.
A pilot survey of the management tool in a few esdahelped the authors to refine each
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instrument and finalize the same. A suitable mamege structure is suggested for effective
management of the RCH program based on the populati each state. The study findings
shows that assessment brought out the need tagsgteenthe planning and monitoring of RCH
activities, HR management practices, and inter-deptal coordination. The Ministry of
Health and Family Welfare, Government of India hasepted the management tool and asked
each state to administer it. The recommended mamagestructure is used as a guideline by
each state to identify the capacity gaps and taeessary steps to augment its management
capacity. The authors’ framework to assess the ganant capacity of RCH program is very
comprehensive, the management tool is easy to a&terinand assessment of capacity gaps can
be made quickly.

Mavalankar Dileep et al, (2009): Mavalankar Dileep;Singh Amarjit; Patel Sureshchandra
R; Desai Ajesh; Singh Prabal V: “Saving Mothers andNewborns Through an Innovative
Partnership with Private Sector Obstetricians: Chiranjeevi scheme of Gujarat, India,”
International Journal of Gynecologist & Obstetricia Vol. 107, pp 271-276.

The objective of this study is to document an iratose publie-private partnership between the
government of Gujarat, India and private obsteadrisiin rural areas that provide delivery

care to the poor. This is a descriptive analysithefscheme and analysis of secondary data. We
estimate the lives of mothers and newborns potgnsaved because of the scheme. The result
of this study shows that more than 800 obstetricizave joined the scheme and more than 269
000 poor women have delivered in private faciliiie® years. We estimate that the percentage
of institutional deliveries among poor women inaed from 27% to 48% between April 2007
and September 2008. In addition, there are fewmsrted maternal and newborn deaths among
the benéciaries compared with the number of deaths expeictdtle absence of the scheme.
This innovative program shows that, at least ins@reas of India, it is possible to develop a
large scale partnership with the private sectgravide skilled birth attendance and emergency
obstetric care to poor women at a relatively lowtcdhis is one way of addressing the human
resource dicit in the public sector in rural areas of low-inw® countries to achieve Millennium
Development Goals 4 and 5. We also conclude treatskilled care thus provided can reduce
maternal and neonatal mortality among the poor.

Mavalankar Dileep et al, (2009): Mavalankar Dileep;Callahan Katie; Sriram Veena; Singh
Prabal; Desai Ajesh: “Where There is No Anesthetist Increasing Capacity for Emergency
Obstetric Care in Rural India: An Evaluation of a Pilot Program to Train General
Doctors,” International Journal of Gynecologist & Obstetricia Vol. 107, pp 283-288.

The lack of anesthesia providers in rural publict@e hospitals is a significant barrier to
providing emergency obstetric care. In 2006, theesof Gujarat initiated the Life Saving
Anesthetic Skills (LSAS) for Emergency Obstetricr€&EmMOC) training program for medical
offers (MOs). We evaluated the trained MOs’ expereeof the program, and identified factors
leading to post-training performance. The sampls wlzosen to equally represent performing
and nonperforming LSAS-trained MOs using purpossempling qualitative interviews with
trainees across Gujarat (n=14). Data on facilitgppredness and monthly case load were also
collected. The result of this study shows that §ginsted with a specialist anesthesiologist and
with a cooperative EmOC provider increased thelihked that the MOs would provide
anesthesia. MOs who did not provide anesthesia were likely to have been posted with a
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nonperforming or uncooperative EmOC provider andewrore likely to have low confidence in
their ability to provide anesthesia. Facilities wefound to be under prepared to tackle
emergency obstetric procedures. Program managetgdshonsider extending the duration of
the program and placing more emphasis on pradiiaading. Posting doctors with cooperative
and performing EmOC providers will significantly pmove the effectiveness of the program. A
separate team of program managers who plan, mpaitor solve the problems reported by the
trained MOs would further enhance the successadingcup the training program.

Mavalankar Dileep and Sriram Veena (2009): “Provison of Anaesthesia Services for
Emergency Obstetric Care through task Shifting in $uth Asia”, Reproductive Health
Matters,Vol 17, No. 33, pp 21-31.

Anaesthesia is required for certain proceduresmergency obstetric care, such as caesarean
section and the repair of ruptured uterus. TaskKisyifor provision of anaesthesia has been
implemented in public sector rural hospitals of thossia in recent years because of

significant shortages of anaesthetists, but thasebeen limited research on this issue. This paper
reviews the literature on this topic and documeenssting programmes for task shifting
anaesthesia services to mid-level providers in ISdAgia to increase access to emergency
obstetric care and reduce maternal mortality. Wendbthat task shifting of anaesthesia services
has been effective in expanding coverage and ateesse in South Asia, but most programmes
have not been implemented systematically as pagnobverall human resources strategy. A
comprehensive approach, to maximize the benefithege programmes, calls for countries to
appoint a director at national or state level whoesponsible for the availability of anaesthesia
services in rural areas; legal protections, licemdy a competent authority and registration to
perform anaesthesia services, including prescrippioanaesthesia drugs; supportive managerial
arrangements, competency-based training, monitoaind evaluation; performance rewards,
career structure and job clarity; adequate equipnae supplies; support from specialist
anaesthetists and quality assurance for safety

Mavalankar Dileep et al, (2008): Mavalankar Dileep; Shastri Priya; Bandyopadhyay
Tathagata; Parmar Jeram and Ramani Karaikurichi. V: *“Increased Mortality Rate
Associated with Chikungunya Epidemic, Ahmedabad, Idia,” Emerging Infectious
DiseasesVol. 14, No. 3, pp 412-415.

In 2005—-2006, Réunion Island in the Indian Ocegonted 266,000 cases of chikungunya; 254
were fatal (case -fatality rate 1/1,000). Indiao®ed 1.39 million cases of chikungunya fever in
2006 with no attributable deaths; Ahmedabad, Inteported 60,777 suspected chikungunya
cases. To assess the effect of this epidemic, htpntates in 2006 were compared with those in
2002-2005 for Ahmedabad (population 3.8 million).tdkal of 2,944 excess deaths occurred
during the chikungunya epidemic (August—-Novembed&)0vhen compared with the average
number of deaths in the same months during theiqurevd years. These excess deaths may be
attributable to this epidemic. However, a hidderuoexplained cause of death is also possible.
Public health authorities should thoroughly invgste this increase in deaths associated with this
epidemic and implement measures to prevent fugpelemics of chikungunya.
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Mavalankar Dileep et al, (2008): Mavalankar Dileep;Vora Kranti & Prakasamma M:
“Achieving Millennium Development Goal 5: Is India Serious?” Bulletin of the World
Health Organization Vol. 86, No. 4, pp 243-244.

India has the largest number of births per yearnfdifon) in the world. With its high maternal
mortality of about 300-500 per 100 000 births, @ab&u 000 to 150 000 maternal deaths occur
every year in India.2, 3 This is about 20% of tHebgl burden hence India’s progress in
reducing maternal deaths is crucial to the glolbhlevement of Millennium Development Goal
5 (MDG 5). Why is India’s maternal mortality high spite of rapid economic growth? We
believe the key reasons are political, administeatand managerial rather than a lack of
technical knowledge.

Ramani K V et al, (2007): Ramani K. V; Mavalankar Dleep; Patel Amit and Mehandiratta
Sweta: “A GIS Approach to Plan and Deliver Healthcae Services to Urban Poor A Public
Private Partnership Model for Ahmedabad City, India,” International Journal of
Pharmaceutical and Health care Marketingv/ol.1, No.2, pp. 159-173.

The Purpose of this study is to provide a publiegie partnership (PPP) model for urban health
centres (UHC) in developing countries that can beful for urban local governments and
private service providers willing to enter into mewgful partnerships so as to improve primary
healthcare services. This research is based orray@uogal information system methodology to
identify suitable locations to address availabjlagcess, affordability and equity concerns and to
provide a practical framework for PPP for estaltignJHC. The methodology involved survey
and mapping of slum communities and private heatthdacilities. This research provides
intricate details about planning healthcare sesvime urban poor, operational and managerial
aspects of service provision and processes invoineBPP for urban health. The model is
developed and tested for Ahmedabad city (sixthelstrgity in India) and may need a certain
amount of customisation for application in othéres. The outcome of the research is a working
model based on a set of legal documents (memorandwmderstanding) signed by all the PPP
stakeholders. This model is useful for planning amahaging similar healthcare facilities in
other cities with adequate context-specific modificns given the increasing importance of
urban health. While a range of published work piesi theoretical frameworks for PPPs in
general and for urban health in particular, our etdihs field-tested all the steps for establishing
a PPP model for solving urban health problems. giloposed UHC will start functioning in its
new premises soon.

Ramani K. V and Mavalankar Dileep (2006):“Health System in India: Opportunities and
Challenges for Improvement,” Journal of Health Organization and ManagementK, Vol.
20, No. 6, pp 560-72.

The paper seeks to show that health and socio-atortevelopments are so closely intertwined
that is impossible to achieve one without the otfiis paper sees those building health systems
that are responsive to community needs, partiguliar the poor, requires politically difficult
and administratively demanding choices. Health miarity goal in its own right, as well as a
central input into economic development and povestiuction. This paper finds that, while the
economic development in India has been gaining nmtume over the last decade, the health
system is at a crossroads today. Even though Gmesrninitiatives in public health have
recorded some noteworthy successes over timenthianl health system is ranked 118 among
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191 WHO member countries on overall health perforcea This working paper describes the
status of the health system, discusses criticasatd management concerns, suggests a few
health sector reform measures, and concludes btifiiag the roles and responsibilities of
various stakeholders for building health systena #ire responsive to the community needs,
particularly for the poor.

Koblinsky M et al, (2006): Koblinsky M; Mavalankar Dileep; Matthews Z; Hussein J;
Achedi A; Anwar [; and Mridha M K: “Going to Scale with Professional Skilled
Care,”Lancet,Maternal Health Series, September 2006, pp. 41-50.

Because most women prefer professionally providatemity care when they have access to it,
and since the needed clinical interventions ard Wwebwn, we discuss in their paper what is
needed to move forward from apparent global stagmat provision and use of maternal health
care where maternal mortality is high. The maintaties to the expansion of care are the dire
scarcity of skilled providers and health- systerfnastructure, substandard quality of care, and
women's reluctance to use maternity care where e high costs and poorly attuned services.
To increase the supply of professional skilledHng care, strategic decisions must be made in
three areas: training, deployment, and retentionhedlth workers. Based on results from
simulations, teams of midwives and midwife assistamorking in facilities could increase
coverage of maternity care by up to 40% by 201%@nT®of providers are the efficient option,
creating the possibility of scaling up as much @githes more quickly than would be the case
with deployment of solo health workers in home viglies with dedicated or multipurpose
workers.

Ramani K. V (2006): “Managing Hospital Supplies: Pocess Reengineering at Gujarat
Cancer Research Institute, India,” Journal of Health Organization and Management/ol.
20, No. 3, pp 218-26.

The Purpose of this study is to give an overvieuwhefre-engineering of processes and structures
at Gujarat Cancer Research Institute (GCRI), AhrbadaThe methodology involved a general
review of the design, development and implemenatd reengineered systems in order to
address concerns about the existing systems. Tings of this study shows that GCRI is a
comprehensive cancer care center with 550 bedsvatdquipped with modern diagnostic and
treatment facilities. It serves about 200,000 cigpés and 16,000 inpatients annually. The
approach to a better management of hospital suppdie to the design, development, and
implementation of an IT-based reengineered andjiated purchase and inventory management
system. The new system has given GCRI a savingoofita8 percent of its annual costs of
purchases, and improved the availability of matetia the user departments. Originality shows
that the savings obtained are used not only foinguynore hospital supplies, but also to buy
better quality of hospital supplies, and therebfjstectorily address the GCRI responsibility
towards meeting its social obligations for canaec

Bhat Ramesh and Jain Nishant (2006): “Analysis of @&blic and Private Healthcare
Expenditures,” Economic and Political Weeklyol. 41, No. 1, (January 7, 2006).

The basic objective of healthcare systems is totmeeountry's health needs in the most
equitable and efficient manner, while remainin@finially sustainable. Each country, given the
historical evolution of its healthcare system, ddagifferent strategies to achieve these goals.
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The financing of healthcare through public and/evaie channels is one important component
of this strategy, as it has a significant bearingtloe way healthcare is delivered and also has
implications for the health policy goals of equigfficiency and sustainability.

Understanding what determines these expenditur@spsrtant from the viewpoint of health
policy. This paper examines the relationship betwieeome and public and private healthcare
expenditures.

Bhat Ramesh and Saha Somen (2005): “Financing Issuein Proposed HIV/AIDS
Intervention of Providing Anti-Retroviral Drugs to Selected Regions in India,”
Economic and Political Weeklypp 1640, (2005-04-16).

The development of anti-retroviral therapy has givew hope for people living with the
acquired immuno deficiency syndrome. The governn@nindia has initiated anti-retroviral
treatment as a part of the national public heattgmamme in six high-prevalence states. This
paper aims to examine the financial implicationgnitfating anti-retroviral therapy programme
in the country. It highlights the importance of radtructure and logistic requirements for
developing a comprehensive treatment programmthéaffected population. Finally, the paper
estimates the broad financial implications of thé&-getroviral therapy under different treatment
scenarios. The estimated financial requirementsréatment vary from Rs 92 crore per annum if
4,00,000 HIV/AIDS cases are covered to Rs 1,008ecper annum if all four million patients
are screened. Against this, when the programme staded the National Aids Control
Organisation had allocated a total of Rs 113 cforethe treatment part of this intervention.
Even under the most conservative estimate, aclgetha treatment target in India with this
budget will be a challenging task.

D Cruz Premilla (2005): “The Influence of HIV Concadance and Discordance on Marital
Life,” International Social Work,Vol. 48, No.5, pp 581-92.

Studies on the implications of HIV concordance aigtordance focus largely on the sexual
aspect, that is, they examine how sexual relatlmtsveen couples are affected by the virus.
Only a few published works examine marital and fgneixperiences within the context of
discordance. For example, Vandevanter (1999) redofireaches of trust in the marital
relationship with adverse implications for commuion. Complications in decisions about
reproduction included the pain of not having cléldias well as of accepting the risk of having
an HIV-positive child. Anxiety about the future tife family led to discussions and planning
ahead. Participants in Tangmunkongvorakul et #1999) study in Thailand stated that while
disclosure of HIV status could lead to marital dlssion, the duration of the partnership was a
major influence. Women’s decision-making was hegainfluenced by their natal homes and
played a role in whether they stayed on with tspwuses or returned to their families of origin.
Perceived stigma affected the extent of emotiondl fanancial support families received, with
negative effects for coping. Comparisons of the&# of concordance and discordance on
family life appear to be virtually absent. Thisi@d, drawing from a study examining the family
experience of HIV/AIDS in Mumbai, India, describasd compares the experiences of four
concordant and three discordant couples.
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Maheshwari Sunil. Kumar et al, (2005): Maheshwari 8nil Kumar; Bhat Ramesh and Saha
Somen: “Directions for Reforms in the Health Sectar Lessons from a State in India,”
Health and Development/ol. 1, No.2-3 (April-September 2005), pp 33-51.

Meeting the health care needs of population goegrik mere budget allocations. The
organisation of programmes and commitment of peapbdeking in the health sector has
significant bearing on sector performance andefsrm process. The reform process, among
other things, intrinsically makes some fundamentssumptions: high organisational
commitment of health care providers, high profassi@ommitment of health care providers and
adequate skills of health care providers. The caipaper attempts to analyse the HR practices
in Madhya Pradesh and its implications on commitnzérthe health officials. The findings of
the study indicate that district health officiale dot share strong emotional bond with the
department which is likely to affect their willingss to take initiative. The findings suggest the
need to consult senior doctors in staffing decsionorder to develop a sense of belongingness
in the mind of the health officials. The study segig investing in development of multiple
strategies for the growth and career developmenhesith professionals. The study also
advocates the need for intense socialisation arheafih professionals to facilitate the effective
implementation of reforms. Finally the study advwesahe need to develop informal channels of
communications and networking among various healbliders.

Mavalankar Dileep and Rosenfield A (2005): “Maternd Mortality in Resource Poor
Settings: Policy Barriers to Care,” American Journal of Public Health Vol. 95, No. 02, pp
200-3.

Maternal mortality remains one of the most dauntpublic health problems in resource-poor
settings, and reductions in maternal mortality hibeen identified as a prominent component of the
United Nations Millennium Development Goals. The AloHealth Organization estimates that
515000 women die each year from pregnancy-relaedes, and almost all of these deaths occur in
developing countries. Evidence has shown that admesand utilization of high-quality emergency
obstetric care (EmOC) is central to efforts aimeteducing maternal mortality. We analyzed health
care policies that restrict access to life-savimgQE in most resource-poor settings, focusing on
examples from rural India, a country of more thahillion people that contributes approximately
20% to 24% of the world’s maternal deaths.

Bhat Ramesh and Maheshwari Sunil. Kumar (2005): “Hunan Resource Issues and its
Implications for Health Sector Reforms,” Journal of Health ManagementVol. 7, No. 1, pp
1-39.

Given the growing complexities and challenges itefa reforms in the health sector are
inevitable. They generally focus on making the tieaystems responsive through strengthening
financial systems, ensuring local participation @adblic—private partnerships, and autonomy of
health facilities. It is only through these reforiiat deficiencies in the health sector can be
addressed. The process is also likely to help ireldping strategies that ensure effectiveness
and efficiency of resource use. However, the refgomocess makes some fundamental
assumptions about the intrinsic organisational prodessional commitment and availability of

skilled and competent health care professionals péper examines the commitment of district-
level health officials in the new state of Chhaféigh in India. Since development-oriented

human resource practices are powerful tools thatnaiv health professionals to enhance the
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quality of care, we believe that health sector maf should concentrate on human resource
issues and practices more than ever. This papanpts to examine the following issues: (a) the
status of professional and organisational commitraen the technical competencies of health
officials managing the sector; (b) the charactiessbf human resource management practices in
the health sector in Chhattisgarh; and (c) thealysk of these management practices with
professional and organisational commitment. Finalhe paper discusses the implications of
these issues in the health sector reform process.

Bhat Ramesh and Babu Sumesh. K (2004): “Health Ingance and Third Party
Administrators: Issues and Challenges,Economic and Political WeeklyVol. 39, No. 28, pp
3149- 59.

The Insurance Regulatory and Development Authamitindia has paved the way for insurance
intermediaries such as third party administratdrBAS) to play a pivotal role in setting up
managed healthcare systems. TPAs have been setarstire better services to policyholders
and to mitigate some of the negative consequenicpevate health insurance. However, given
the demand and supply-side complexities of privaalth insurance and healthcare markets,
insurance intermediaries face immense challengi3Alhas defined the role of TPAs as one of
managing claims and reimbursement. Their role mirodling costs of healthcare and ensuring
appropriate quality of care is less well-defined.

Bhat Ramesh and Saha Somen (2004): “Healthcare Progals: Health Insurance. Not a
Panacea,”Economic and Political Weeklywol.39, No. 33, pp 3149-59.

The National Common Minimum Programme (CMP) of Ug@vernment argues for building a
stronger health system. The first budget of the W@kernment has presented broad guidelines
on the government’s plan to address these issumgever, translating these policies into actions
remains major challenge. The rationale for makiregdcheme exclusively for people living BPL
is not well understood as it is vulnerable to m#ies composition of the subscriber pool steeply
skewed towards those with very high health riskp&hding the insurance services without
considering whether medical services are availableot is sure way of making the scheme
dysfunctional from the beginning. Cost and quatitythese services are other important factors.
First, there is necessity of developing a greateoantability of sources and utilisation of the
fund. One of the areas that need immediate attemiamplementing the vision envisaged in the
National Health Policy (NHP) is reforming existingstitutional structure of the healthcare
delivery system. In order to address the centre-stelationships in health effectively, the
government of India should set up a public heatimmission it will implement all centrally
sponsored programmes. The government should detalth financing unit having capacities to
undertake research, policy development, and dissdimn work. In view of these the
government should take proactive steps to strengthe public healthcare delivery system so
that it caters to the poor better.

Bhat Ramesh and Saha Somen (2004): “South Africa dn AIDS Epidemic:
Diagnosis,Vikalpa: The Journal for Decision MakersVol. 29, No. 3 (July-September 2004),
pp 137-41.

The case deals with the HIV/AIDS epidemic in SoAfiica. To address this issue, countries
generally resort to three broad interventions arateggies: prevention, treatment, and research.
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Managing each intervention effectively is generatynfronted with three main challenges:
technical, financial, and managerial (including ipocdl commitment). The present case
addresses the challenge of financing the HIV/AlDB®rvention because of the position taken by
Pharmaceutical companies on prices of antiretrbxrags and intellectual property rights.
Increasingly, developing countries around the waté exploring the options of providing
antiretroviral therapy to affected persons as & pfatheir public health programme. The case
also describes the changed global scenario in tesmsncreased political and financial
commitment to control the epidemic and the chargesition of pharmaceutical companies on
the drug price issues.

Mavalankar Dileep et al, (2004): Mavalankar Dileep;Raman Parvathy; Dwivedi H; and
Jain M L: “Managing Equipment for Emergency Obstetric Care in Rural Hospitals”,
International Journal of Gynaecology and Obstetricgol. 87, No. 04, pp 88-97.

In resource-poor countries, substantial sums of apoflom governments and international

donors are used to purchase equipment for healitiess. WHO estimates that 50-80% of such

equipment remains non-functional. This article @&dd on experience from various projects in
developing countries in Asia and Africa. The kesuiss in the purchase, distribution, installation,
management and maintenance of equipment for emeygdrstetric care (EmOC) services are
identified and discussed. Some positive exampleslascribed to show how common equipment
management problems are solved.

Ramani K.V (2004): “A Management Information System to Plan and Monitor the
Delivery of Healthcare Services in Government Hosmls in India.” Journal of Health
Organization and Managemend/ol. 18, No. 03, 04, pp 207-20.

Governments all over the world are getting incmeglgi concerned about their ability to meet
their social obligations in the health sector.His paper, we discuss the design and development
of a management information system (MIS) to plad amonitor the delivery of healthcare
services in government hospitals in India. Our ME3ign is based on an understanding of the
working of several municipal, district, and statevgrnment hospitals. In order to understand the
magnitude and complexity of various issues facedhleygovernment hospitals, we analyze the
working of three large tertiary care hospitals adstered by the Ahmedabad Municipal
Corporation. The hospital managers are very corceabout the lack of hospital infrastructure
and resources to provide a satisfactory level ofise. Equally concerned are the government
administrators who have limited financial resourteffer healthcare services at subsidized
rates. A comprehensive hospital MIS is thus necgsia plan and monitor the delivery of
hospital services efficiently and effectively.

Mavalankar D. V (2003): “Quality of Care in Institu tional Deliveries: The Paradox of the
Dominican Republic: A Commentary on Management,” International Journal of
Gynaecology and Obstetric¥pol. 82, No. 2003, pp 107-10.

The paper is commentary of article on Averting maédeaths and disability, Quality of Care
in Institutional Deliveries: The Paradox of the Daoican Republic by Miller and colleagues.
This paper is based on a strategic assessmené ohakternal health services in the Dominican
Republic (DR) . It provides interesting insightdoirnthe quality of obstetric care by direct
observation of the process of service deliverywal the perceptions of patients, clinical staff
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and other stakeholders. It shows that several nesnegt problems constrain the delivery of
high quality services. In the absence of qualitycafe, institutional delivery alone can reduce
maternal mortality only up to a point. Governmeintsnany countries are developing strategies
to increase institutional delivery as means to ceddMR, so this is an important limitation.

Ramani K. V (2002): “Scheduling Doctors. Activitiesat a Large Teaching Hospital,”
Production and Inventory Management Journakirst/Second Quarter (2002), pp 56-62.

The medicine department at Christian Medical Calagd Hospital serves the largest number of
outpatients and inpatients, and is very well kndamits contributions to research and clinical
teaching in medicine. Analysis is focused on scheduthe activities of doctors in that
department. A comparison of the existing schedutld & revised schedule of activities brings
out the superiority of the revised schedule cleadgwever, doctors will have to reorient their
working style to adopt the revised schedule. Angnge requires time, energy, enthusiasm, and
dedication from all employees.

Mavalankar D. V (2002): “Policy and Management Consaints on Access to and Use of
Life-Saving Emergency Obstetric Care in India: A Canmentary,” Journal of the American
Medical Women’s Associatiorol. 57, No. 3, pp 165-66.

Maternal mortality is still very high in India anlde developing world. India's maternal mortality
ratio is about 540 deaths per 100000 live birtleselty and lack of resources contribute to this,
but the main reasons for such high maternal moytaie policy barriers and management
problems that impede access to good-quality emeygefstetric care in rural areas. The
government policy does not encourage training genpractitioners to provide cesarean
sections, even when there are very few speciaistfable in rural and remote areas. Nurses are
also prohibited from providing such basic emergecane procedures as intravenous oxytocics,
antibiotics, and anticonvulsants. The doctors, esjrsand other hospital staff in managerial
positions are not trained in modern managementisskivhich contributes to poor-quality
services. The situation can be improved by trair@rigting medical staff to provide emergency
obstetric services in rural areas and training halspmanagers in management skills.
International aid organizations and women doctbmukl lobby for such policy changes, which
will help increase access and quality of emergerstetric care.

Mavalankar D. V and Abrue E (2002): “Concepts and Echniques for Planning and
Implementing a Programme for Renovations of an emgency Obsteric Care
Facility,” International Journal of Gynecology and Obstetricgpl. 78, No. 2002, pp 263-73.

As emergency obstetric care (EmOC) services anegbepgraded, many health planners are
considering structural changes to the health tgcireparing for a renovation is a long process
which involves three phases: assessment, plannishg@lementation. Input from many sources
during the course of this process is important. &odesign objectives, simple planning

techniques and cost considerations are presemtetiisl paper we discuss some of the critical
aspects (based on published literature) in assggdgnning and implementing renovations at an
EmOC facility. The actual in-the-field experienderenovations and repairs will be explored in

a second paper in this issue.
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Dwivedi H et al, (2002): Dwivedi H; Mavalankar D; Abrue E; and Srinivasan V :
“Planning and Implementing a Programme of Renovatios of Emergency Obsteric Care
Facilities: Experience in Rajasthan, India,” International Journal of Gynaecologyand
ObstetricsVol. 78, pp 283-91.

Even though many governments and donors are nammg@uesources into upgrading facilities,
the study of the renovation process is one of tbetmeglected aspects of quality improvement
in emergency obstetric care (EmOC). In a previaudipation, we discussed basic concepts and
simple techniques to assess, plan and implemepnvaéions. Here we focus on actual in-the-
field experiences of the renovation process im@tidty the health system in Rajasthan, India and
the valuable lessons obtained from it. With theieslof the technical members of the Averting
Maternal Death and Disability Program (AMDD) ance tiunited Nations Population Fund
(UNFPA), the facilities achieved noticeable changethe physical infrastructure. As a result,
the quality of EmOC services improved. We analyresé experiences critically and draw out
lessons which may be instructive for future renmraéefforts.

Bhat Ramesh and Reuben Elan (2002): “Management @laims and Reimbursements: The
Case of Mediclaim Insurance Policy,”Vikalpa: The Journal for Decision MakersVol. 27,
No.4, pp 15-28.

Mediclaim insurance run by government owned insteartompany General Insurance
Corporation of India (GIC) is the only private votary health insurance scheme available in
India currently. This scheme has been in operatioce 1986 and from time to time a number of
revisions have been carried out to address thesnekdheir clients. The documentation on
claims and reimbursement of this scheme is scahtys paper analyses 621 claims and
reimbursements data pertaining to policy initiatywars 1997-98 and 1998-99 of Ahmedabad
branch of one of the subsidiary companies of thae@d Insurance Corporation of India. The
analysis suggests that the number of policies aadhipms collected have grown at significant
rates, more than 30 per cent during 1998-99 amakb@ent during the year 1999-00. The growth
had implications for the management of scheme rimdeof problems of adverse selection or
provider induced demand and falling premiums per

insured person. It was found that the number afrdancreased by about 93 per cent during the
year 1998-99 when polices sold grew at 32 per cEme. study estimates that about 1/3rd of
claim amount increase is because of the problemadwérse selection or provider induced
demand. The analysis of break-up of reimbursementgests that about 40 per cent of
reimbursements are made towards doctor's fees.igtidlowed by diagnostic charges, which
accounts for about 30 per cent. This makes theaanse claims highly vulnerable to provider-
induced use of resources. The findings also sugiestthe insurance company took on an
average 121 days to settle the claim. It is poirdetdgiven the demand side and supply side
imperfections in the healthcare markets and abseh@ppropriate regulatory mechanisms in
place, the Insurance and Development Regulatoryhdkily's proposal to ensure payment
settlement within 7 days is highly ambitious. Thedy also analyses reasons for the delay and
cases where reimbursements have been less thars dabmitted.
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Dholakia, Archana and Dholakia, Ravindra H., “Budgdary Subsidies in the Health Sector:
A Case of Gujarat State”, in the Journal of Health Management, Vol. 3, No. 2, July-
December, 2001, pp. 239-259.

Budgetary subsidies in the health sector in Gujaratestimated by following the methodology
of the White Paper on Subsidies in India (1997)intludes both the explicit and implicit
subsidies for the merit and non-merit sub-sectorthé state. These subsidies are estimated for
the recent years 1995-96 to 1999-2000. The cosivezy rates in the health sector are also
estimated and compared to the major states indbetyy. Gujarat’'s case is comparable to other
major states in the health sector. Implicit sulesdire more dominant than the explicit subsidies
in this sector. Very low cost recovery rates in $leetor are associated with serious problems in
the public provision of healthcare services in state. After briefly discussing some of these
problems, required reforms in this sector are ssigge

Ramani K. V (2001): “A DSS Enabled Materials Managenent Process at MP Trust
Hospital,” Production and Inventory Management Journakirst Quarter, 2001, Vol. 42, No.
1, pp 1-11.

MP Trust Hospital in the state of Gujarat, Indiegypdes special care for patients with kidney-

related ailments. Established in 1978, the hospiga created about 70,000 new patients and
performed about 800 kidney transplants. The loadhoapital services has been steadily

increasing over the years. The operating surplowekier, declined sharply during the 1993- 94

to 1997-98 period, causing hospital managementiderable concern about the hospital's ability

to provide high-quality medical services. In thiticke, the integration of the hospital's stores,

purchase, accounts, and user departments into aeD&8ed materials management process is
described. The savings produced by this integratid®-15% of the hospital's annual purchase
costs - allowed the hospital to continue offeringteeffective, high -quality medical services.

Bhat Ramesh et al, (2001): Bhat Ramesh; Verma B Band Reuben Elan: “Hospital
Efficiency: An Empirical Analysis of District Hospitals and Grant-in-aid Hospitals in
Guijarat,” Journal of Health Managementyol. 3, No. 2, pp 167-97.

This study focuses on analysing the hospital efficy of district-level government hospitals and
grant-in-aid hospitals in Gujarat. The study attesip provide an overview of the general status
of the health care services provided by hospitathé state of Gujarat in terms of their technical
and allocative efficiency. One of the two thrusehind addressing the issue of efficiency was to
take stock of the state of health care servicedefims of efficiency) provided by grant-in-aid
hospitals and district hospitals in this state. Wiaivation behind addressing the efficiency issue
is to provide an empirical analysis of the governtisepolicy to provide grants to not-for-profit
institutions to ensure the provision of hospitatecan the state. The study compares the
efficiency of grant-in-aid hospitals and public pitals. This comparison between grant-in-aid
hospitals and district hospitals in terms of thefficiency has been of interest to many
researchers in countries other than India, andomsensus has been reached so far as to which
category is more efficient. The relative efficienalygovernment and the not-for- profit sectors
has been reviewed in this article. It is expectet the findings of the study would be useful to
evaluate this policy and help policy makers to dgydenchmarks in providing grants to such
institutions.
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Dholakia A R and Dholakia R H (2001): “Budgetary Susidies in the Health Sector: The
Case of Gujarat,” Journal of Health Managementyol. 3, No. 2, pp 239-59.

In this article, budgetary subsidies in the heaéhtor in Gujarat are estimated by following the
methodology of the discussion paper on subsidievément of India [GOI (1997)] after duly
recognising several problems with it. The 1997 médthogy includes both the explicit and
implicit subsidies for the merit and non-merit ssdstors in the state. These subsidies are
estimated for the years 1995-96 to 1999-2000. st kecovery rates in the health sector are
also estimated and compared to the major statdeeicountry. Gujarat's case is comparable to
other major states in the health sector. Impliaibssdies are more dominant than the explicit
subsidies in this sector. Very low-cost recoverngsan the sector are associated with serious
problems in the public provision of health carevamss in the state. After briefly discussing
some of these problems, required reforms to rethecsubsidies in this sector are suggested.

Bhat Ramesh et al, (2001): Bhat Ramesh; Verma B Bind Reuben Elan: “A Note on Data
Envelopment Analysis [DEA],” Journal of Health Managementyol. 3, No. 2, pp 309-28.

Measurement of efficiency of any organisation (ehgspital, bank, etc.) that uses multiple inputs
and generates multiple outputs is complex and casges across units are difficult. Charnes and
Cooper (1985) describe a non-parametric approacuch situations to measure efficiency and the
technique is known as data envelopment analysiAJDEhis analysis method is basically a linear
programming-based technique used for measuringelagve performance of organisational units
where the presence of multiple inputs and outputska® comparisons difficult. It involves
identification of units, which in relative sensesuke inputs for the given outputs in the mostrogti
manner; DEA uses this information to construct cgdficy frontiers over the data of available
organisation units. This efficient frontier is udedcalculate the efficiencies of the other orgamnom
units that do not fall on the efficient frontiercaprovide information on which units are not using
inputs efficiently. The objective of this article to introduce the technique and demonstrate it
through an example to show how relative efficieaaan be determined and identify units that are
relatively less efficient.

Bhat Ramesh (2001): “Evaluating Financing Optionsa Strengthen Ambulance Services,”
Journal of Health ManagementVol. 3, No. 2, pp 329-41.

The provision of ambulance services in remote aigasn important policy intervention to
strengthen the referral system and improve theitguaf emergency care. The financial
requirements resulting out of capital costs andratpey expenses are considerable. Given the
financial constraints facing state governmentsnidid, departments of health need to explore
alternative options. In this article we discussapé&ons of owning, leasing or hiring of vehicles.
We also examine that if the facility has to be -sei§taining, what should be the fees collected
from the users of these services. We also discolssypmplementation issues of protecting the
poor from high financial burdens and suggest arralveap on total charges and exempting
indigent patients. The role of local governmentshsas panchayats in creating contingency
funds to meet the needs of the poor and develagdpgopriate exemption policies is considered
important to sustain these services. The approagbested in this article is an illustrative one
and results would change depending on what nundersised in analysis. These numbers are
also expected to change from situation to situafidre spreadsheet used in this analysis can be
obtained from the author on request.
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Sriram M S (2001): “Nagar Panchayat Hospital,” Vikalpa: The Journal for Decision
Makers,Vol.26, No.1, pp 73-82.

The case discusses the issues of autonomy andraabdity in the healthcare division of a local
self-government. It highlights the underlying temsibetween the elected representatives' need to
control the division and the executive's need fasid functional and financial autonomy in
developing and maintaining the division as a usafd responsive facility to the public. It raises
gquestions as to the concept of cost and respomgibéntres in local self-governments and what
happens when one of the responsibility centressstgmerating revenue and becomes a truly profit
centre. Since the basic nature of the service i®mba responsibility — do the surpluses generated
by the new profit centre get ploughed back to #maes facility or should it get into the general pool
of the Panchayat? If the argument is that it shd@dgloughed back to the responsibility centre to
improve the overall facilities of the division, thehould the objectives of the division be redefine
and what should be the most appropriate institationechanism to grant autonomy for a division
that is doing well? How would these mechanisms vioitke long run? The case tries to sensitize the
discussants to the issues and tensions éharge in a well-managed division of a local-self-
government. It also raises the larger issue of remtty and accountability in democratic
institutions.

Bhat Ramesh (2000): “Issues in Health: Public-Privie Partnerships,” Economic and
Political Weekly,Vol. 35, No.53, pp 4706-16.

With shrinking budgetary support and fiscal proldemrmost state governments are finding it
difficult to expand their public facilities to catéo the growing health care needs of their
populations. In terms of resource allocation, theaa which have suffered most are secondary
and tertiary care. The difficulties experiencegbioviding health care specifically in these areas
have compelled many state governments to expldeznakive options. Having experienced
significant growth in private sector at curativenpary and secondary care, some of the state
governments are exploring the options of promoguablic-private partnerships (PPPs) in health
sector. Most of these options are in curativejasrtcare and in the provision of services in
remote areas. The objective of this paper is teudis and analyse the policy initiatives of
selected state governments and the ministry ofttheahd family welfare of the central
government. Section | describes the policy contexd discusses health financing scenario in
India. In Section I, various initiatives of staa@d central governments have been described in
brief. The cases discussed in this paper do nattitcote an exhaustive list of all PPPs. Cases,
primarily selected based on the availability ofedaave been used to describe the broad nature of
the PPPs initiated by government agencies. Thedastion discusses the implications and
summarises the key issues and prospects of demglspch public-private partnerships in India.

Bhat Ramesh (2000): “Initiatives to Invite Private Capital Through Public-Private
Partnerships in Social Sectors: Some Experiencesoim the Health Sector,” Vikalpa: The
Journal for Decision MakersVol. 25, No. 3, pp 37-48.

This paper discusses and analyses the issues &y pptions in taking initiatives to invite

private capital through public-private partnershipgh particular reference to health sector.
Shrinking budgetary support and fiscal problems enialdifficult for the state governments to
increase their budgetary allocations to social ssctike health, education, etc. It is in this
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context that the paper argues that there is a @ea@se a proper policy which would address the
guestion of public-private mix, scope of privatebpa partnerships, role of subsidies and
incentives in promoting these partnerships andnsd’be paper points out that there is a need to
have explicit, transparent and adequate mechamignad ensure involvement of all

stakeholders in the process
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Chapter - 4

Abstract of Working Papers

Debjit Roy; K.V. Ramani; Sahil Narang (2013): “Plaming the Activities of Doctors in a
Teaching Hospital”, Working Paper N0.2013-06-05, M Ahmedabad.

Doctors in a teaching hospital perform a varietytedching, research, seminar, and in-patient
care activities in addition to managing outpatieotumes. In this paper, we study the weekly
activities of a doctor in a large teaching hospitadouthern India, where the doctor's daily work
load has grown primarily due to large patient vadsn{during the year 2010-11, the hospital
handled a daily load of 5,000 outpatients, 2,0@&irents, and 125 surgeries) and large student
intake per year (about 2000 students in varioudthhelsciplines). Ineffective doctor activities
plan often resulted in missed activities, long grtiduration of stay (3 days between successive
visits), long doctor hospital hours (more than s per day), and low patient satisfaction
levels. We propose alternate plans for doctors’iviets without compromising their
involvement in other activities and maintaining ##ne quality of patient service. The period of
stay of the out-patients as well as doctors holspibars are reduced substantially, mutually
benefiting both the hospital and the patients.

Bajpai, Nirupam et al; Dholakia, Ravindra H. and Towle, Megan.(2013), “Increasing the
Availability of Skilled Birth Attendance in Rural | ndia”, (co-author with Nirupam Bajpai
and Megan Towle) submitted to UNICEF India and Intenational Advisory Panel to
NRHM, Ministry of Health and Family Welfare, New Delhi, Columbia Global Centres-
South Asia Working Paper Series No. 9 February 2013

Key considerations in the availability of skilledth attendance will be a critical component in
national efforts towards ensuring universal heatillerage in India. This paper aims to examine
opportunities for strengthening skilled birth attance at the primary level by (a) exploring
relevant models of rural primary and community-leg&illed attendance, both India and
internationally, that have achieved positive healthicomes; (b) assessing the current skilled
birth attendance coverage in India and means t@aoly greater coverage of skilled attendance
and enhanced linkages in the continuum of care; @hdecommending opportunities and
required investment for scaling-up skilled attermamithin NRHM. Five high-focus NRHM
states were selected for regional sampling in datéection (Assam, Bihar, Uttar Pradesh,
Madhya Pradesh, and Rajasthan) as they are amenmpthiest and most populated states in the
country. Two districts in each state were seledtad variability in geography and health
indicator performance. Within each district, questiaires were administered to a sample of
health workers across blocks and at the healthitfal@vel, including nursing staff and medical
officers. Semi-structured interviews were conduaciatth state and national-level programmatic
staff and health officials.

Bajpai, Nirupam et al; Dholakia, Ravindra H. and Vynatheya, Jyothi., Increasing the
Availability of Specialist Services in Rural India, submitted to UNICEF India and
International Advisory Panel to NRHM, Ministry of H ealth and Family Welfare, New
Delhi, Columbia Global Centres- South Asia WorkingPaper Series No. 8 February 2013.
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The lack of availability of specialist services,edto both a shortage of specialist doctors in
appropriate locations (specifically in the fieldspediatrics, anesthesia, and obstetrics) and poor
infrastructure or management practices, is a pamasoncern throughout rural India. Many
strategies have been employed to combat this ibstie in India and abroad, including a)
attempting to increase the number of specialishitrg vacancies, b) providing incentives to
attract and retain specialists, c) initiating coispuy rural postings, d) engaging in public/private
partnerships, e) providing supplementary trainimgniedical officers, f) task-shifting specialist
services to nurses, g) creating new cadres of thgatifessionals, and h) using information
communication technologies to fill the gap. Primaegearch in this study first attempts to
examine the contributing factors to the low avaligbof specialist services within the local
context of the ten surveyed districts and fromestatd nation-wide insights. Data indicates that
the key causal factors are insufficient numberafciioned positions, private sector pull from
public sector human resources, inappropriate loogiostings of specialist doctors, absenteeism,
lack of confidence, and poor infrastructure. Thebtem is multifaceted, spanning human
resource and governance issues.

Sharma Bharti; Mavalankar Dileep V (2012): “Health policy processes in Gujarat: A case
study of the policy for Independent Nurse Practitimers in Midwifery”, Working Paper
N0.2012-08-01, IIM Ahmedabad.

Background: The policy processes of the policyuarse practitioners in midwifery’ (NPM) are
described. The policy aims to educate and createva cadre of competent midwives in the
government hospitals as an alternate human reséarreeaternal and newborn care for remote
rural facilities. Methods: Participant observationevery day setting, in depth interviews with
actors involved in policy processes and a self athtdred questionnaire to one batch of 37
NPMs were used. The conceptual framework of potioycesses developed by Andrew et al
(2011) was used for analysis. Findings: The NPMicpgoilvas delayed because of frequent
change of secretaries and commissioners of hedithled the policy process but did not share
the vision of policy initiators, and there was lgassh and shared vision unlike the national
programmes, being a state driven policy. The natfithe issue influenced the policy process;
many were unconvinced about developing an autonsmadre of midwives who can fill in for
doctors. It was seen as competition by obstetrscidime policy processes were closed though
many departments within the government and somersaabutside the government were
involved. There was less space for open dialoguengst the various actors, all the discussion
was through notes on the file. The main actor push the policy forward were less powerful
within the government machinery. Overall the NPMirse has been successful in developing
competence for normal childbirth; some more pradscneeded for complications during labour.
Since majority of the candidates for the courseedom cities, the objective of human resource
for remote rural facilities may only be partialiyifilled. Conclusions: There is a need to develop
a protocol for robust policy processes which arafi@cted by changes in leadership, where there
are opportunities for dialogue, to bring in andraiee evidence, to improve policy processes.
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Bajpai, Nirupam and Dholakia, Ravindra H. (2011): “Improving the Integration of Health
and Nutrition Sectors in India, Columbia Global Certers- South Asia”. Working Paper
Series No. 2, May 2011.

It is a critical time for India to prioritize nution in its health and development agendas. While
dismal nutrition indicators persist, and the coystievels of hunger are considereealarming

on an international index, India is expected tosntiee Millennium Development Goals targeting
hunger and under nutrition. Without a targeted,tradctoral approach to nutrition, India is still
struggling to deliver evidence-based interventiahging the most important windows of
opportunity. At the same time, the National Rura&akh Mission (NRHM) and its Accredited
Social Health Activists (ASHA) are gaining ground delivering critical, community-based
health services for women, children, and famili&@e current period of service delivery
innovation and quality improvement presents an i@ opportunity to better integrate
nutrition into health, and to push nutrition pragraing reform in the country. Recognizing this
critical opportunity for nutrition programming inmation and integration in India, this report
will examine the following research question: Hoanc nutrition strategy be better integrated
into health programming? In pursuing this questtbe, paper intends to explore mechanisms for
better integration in health planning at natiorsthte, and district levels, and strengthened
operational integration between frontline healthrkeos and their supervisory structures. It will
also examine how current nutrition efforts, namielegrated Childhood Development Services
(ICDS), can be more functional and thereby be béttegrated into maternal and child health
services.

Trivedi Poonam et al; Ramani, K. V.; Nailesh Shah Z011); “Managing Clinical
Laboratories: Monitor and Control Lab Errors to imp rove Lab Performance”, Working
Paper N0.2011-11-02, IIM Ahmedabad.

Use of clinical laboratory test results in diagmoskecision making has become an integral part
of clinical medicine. More than 60-70% of the mimsportant decisions on admission, discharge,
and medication are based on laboratory test reswith this high degree of influence, the
reliability of laboratory testing and reportinga$ utmost importance. Even though automation,
standardization and technological advances havefisantly improved the analytical reliability

of laboratory tests, lab errors still do occur le fpre-analytical, analytical and post-analytical
processes of the total testing process. It is ¢éspansibility of the lab manager to minimize lab
errors occurring at any stage of the testing pmdeab errors lead to sample rejection which in
turn calls for repeat sample collection and analyasnd thereby cause delays in reporting the test
results. Any delay in test results could have aslveronsequences on the patients’ health.
Monitoring and control of lab errors is therefome ienportant challenge in the management of
clinical labs so as to produce reliable test resadt soon as possible and thereby achieve better
lab performance.
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Anurag K. Agarwal (2011); “Medical Negligence: Law and Interpretation”, Working
Paper No. 2011-03- 03, IIM Ahmedabad.

Negligence by doctors has to be determined by midgeo are not trained in medical science.
They rely on experts’ opinion and decide on thdsagbasic principles of reasonableness and
prudence. This brings into a lot of subjectivityorthe decision and the effort is to reduce it and
have certain objective criteria. This may soundpdarbut is tremendously difficult as medical

profession evolves and experimentation helps irewslution. Thus, there is a constant tussle
between the established procedures and innovattkaus. But, innovation simply for the sake

of being different, without any reason is not at¢able. And, these issues make it extremely
challenging to decide negligence by doctors. Theep&xamines the concept of negligence in
medical profession in the light of interpretationlaw by the Supreme Court of India and the
idea of the ‘reasonable man’.

Ramani, K. V.; Trivedi, Poonam; Malek Imran (2010): “lIMA in HealthCare Management
(2010): Abstract of Publications (2000-2010”), Worlng Paper No0.2010-04-04, 1IM
Ahmedabad.

The Indian Institute of Management, Ahmedabad (I)MAvas established in 1961 as an
autonomous institution by the Government of Indiacollaboration with the Government of
Guijarat and Indian industry.

IIMA’s involvement in the health sector started hwihe establishment of the Public Systems
Group in 1975. In the initial period, our reseaiffdtused on the management of primary
healthcare services and family planning. We expdnué research activities to include the
management of secondary healthcare services iBOh@and to tertiary healthcare services in the
90s. Currently our research interests focus omtivernance and management issues in the areas
on Rural Health, Urban Health, Public Health andpial Management.

In June 2004, IIMA Board approved the setting ug @entre for Management Health Services
(CMHS) in recognition of IIMA’s contributions to ¢hhealth sector in the past and the felt need
to strengthen the management of health sectoricahtext of socio-economic developments of
our country. The overall objectives of CMHS areatidress the managerial challenges in the
delivery of health services to respond to the nesfddifferent segments of our population
efficiently and effectively, build institutions adxcellence in the health sector, and influence
health policies and wider environments. All oure@h projects are externally funded and we
have developed research collaborations with 15+#8rnational universities in USA, UK,
Europe, and Asia. CMHS has also established stiiokgges with the Ministry of Health and
Family Welfare at the national and state governn@rgls, particularly in the states of Gujarat,
Maharashtra, Rajasthan, Madhya Pradesh, ChattisQadsa, and Bihar.
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Sharma Bharti et al, (2010): Sharma Bharti; Roy Swk; Mavalankar Dileep; Ranjan
Pallavi, Trivedi Poonam: “The Role of the District Public Health Nurses: A Study from
Gujarat” Working Paper N0.2010-02-04, 1IM Ahmedabad

The role of District Public Health Nurses (DPHN)dabistrict Public Health Nurse Officers
(DPHNOSs) as supervisors of the Public Health ngraand midwifery staff in a district was
investigated. Thirteen DPHNs and DPHNOs from sigtrdits selected from six geographic
zones of Gujarat were observed for one week usiaditne motion method. Their activities and
time spent were noted and the DPHNs/DPHNOs and #ugervisors were interviewed. The
role of the DPHNs has reduced over the years becdney have not been assigned new roles
with change in programmes and policies. Most of fRHNs have training for clinical work in
hospitals. Their 10 month training to qualify foHR is inadequate to develop knowledge and
skills in public health. There is a gap betweenirtii@ining and posting due to delays in
government procedures of promotion. The DPHN/DPHN@=nd majority of their time in the
office (49%) where they have a limited role. Thaipervisory role for nurses and midwives has
lost its importance. They spend about™1(8 their time in field supervision mostly visiting
centres accessible by public transport as theyaldhave an allotted government vehicle. As
they do not submit any field report, there is ntofe-up action from their visit. Nevertheless
they seem to have an important role in solving f@ois of field workers as they are mediators
between the district and peripheral facilities. dmclude the DPHNs are under utilized which
affects the quality of maternal and child healttvees in the district.

Ramani K. V et al, (2010): Ramani K. V; Mavalankar Dileep; Puwar Tapashvi; Joshi
Sanjay; Kumar Harish; Malek Imran: “Why Should 5000 Children Die in India Every
Day? Major Causes and Managerial Challenges,” Workig Paper No0.2010-02-01, [IM
Ahmedabad.

Globally, more than 10 million children under 5 geaf age, die every year (20 children per
minute), most from preventable causes, and alnbst poor countries. Major causes of child
death include neonatal disorders (death within d@gsdof birth), Diarrhoea, pneumonia, and
measles. Malnutrition accounts for almost 35 %ofdhood diseases. India alone accounts for
almost 5000 child deaths under 5 years old (US5)yyeday. India’s child heath indicators are
poor even compared with our Asian neighbours, nganMélaysia, Sri Lanka, Thailand,
Vietham, China, Nepal and Bangladesh. Within Indiee states of Bihar, Madhya Pradesh,
Orissa, Rajasthan and Uttar Pradesh account faysalé® % of all child deaths. India’s neonatal
mortality, which accounts for almost 50 % of U5 tthsais one of the highest in the world. India
launched the Universal Immunization Program in 1988 the status of full immunization in
India has reached only 43.5 % by 2005-06. Indiatedfathe Integrated Child Development
Scheme (ICDS) in 1975 to provide supplementaryitirtrto children, but 50 % of our children
are still malnourished; nearly double that of Satw&an Africa. The WHO/UNICEF training
program on Integrated Management of Neonatal anitti@od llinesses, known as IMNCI,
started in India a few years ago, but the progeessry slow. What is unfortunate is the fact that
most of these deaths are preventable through prowenventions: preventive interventions
and/or treatment interventions, but the managerknhildhood illnesses is very poor. In this
working paper, we bring out the nature and mageitafichild deaths in India(Chapter 1) and
then share with you in Chapters 2, 3 and 4 our reatens on the management of some of
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national programs of the government of India sushlThe Universal Immunization Program
(UIP)The Integrated Child Development Scheme (ICO3)e Integrated Management of
Neonatal and Child Illnesses (IMNCI) In the findiapter (Chapter 5), we highlight certain
managerial challenges to satisfactorily addresslMild mortality and morbidity in our country.

Mavalankar Dileep V et al, (2009): Mavalankar Dile@ V; Puwar Tapasvi I; Murtola Tiina
M; Vasan S S: "Quantifying the Impact of Chikungunya and Dengue on Tourism
Revenues," Working Paper No. 2009-02-03, 1IM Ahmedaad.

Health economists have traditionally quantified therden of vector-borne diseases (such as
Chikungunya and dengue) as the sum of the co$iheks and the cost of intervention programmes.
The objective of this paper is to predict the ordémagnitude of possible reduction in tourism
revenues if a major epidemic of Chikungunya or dengere to discourage visits by international
tourists, and to prove that even a conservativienatt can be comparable to or even greater than the
cost of illness and intervention programmes conthirend therefore should not be ignored in the
estimation of the overall burden. We have chosegetisian economies where the immediate costs
of these diseases have been recently calculatgdra&an economically important state of India),
Malaysia, and Thailand only international touristsn non-endemic countries have been considered
to be discouraged, and a 4% annual decline in thembers has been assumed. Revenues from these
tourists have been calculated assuming that tsufistm non-endemic countries would spend, on
average, the same amount as all international sisurThese assumptions are conservative and
consistent with the recent experience of Mauritind Reunion islands. Non-Resident Indians (NRIs)
have been considered half as likely to avoid trawgbujarat compared to non- Indians. this paper
reports inflation- adjusted expenditure figure2@868 US$, assuming recent market exchange rates
of 2008.4% decline in tourists from non-endemic ntdes would result in a substantial loss of
tourism revenues — at least US$ 8 million for GatjatJS$ 65 million for Malaysia, and US $ 363
million for Thailand. The estimated immediate arno@st of Chikungunya and dengue to these
economies is US$ 90 million, US $ 133 million, amgproximately US$ 127 million respectively,
indicating that impact on tourism revenues shouwtl e ignored when calculating the burden of
infectious diseases. The impact on Gujarat is ivelgt less because its share of world tourism
receipts is just 0.04% whereas Malaysia and Thailaave healthy shares of 1.64% and 1.82%
respectively. A 4% decline in tourists to Gujanatni other Indian states would amount to US$ 9.6
million loss in domestic tourism revenues to Gujarais paper shows that potential loss of tourism
revenues due to a severe epidemic outbreak couddlmtantial.

Mavalankar Dileep V et al, (2009):Mavalankar DileepV; Puwar Tapasvi |; Govil Dipti;
Murtola Tiina M; Vasan S S: "A Preliminary Estimate of Immediate Cost of Chikungunya
and Dengue to Guijarat, India,"” Working paper No. 2009-01-01, IIM Ahmedabad.

In this working paper, a preliminary estimate a# immediate cost of chikungunya and dengue
to the Indian state of Gujarat has been estimatembimbining nine earlier studies on major cost

factors such as costs of illness and control, &nd building a more comprehensive picture of
the immediate cost of these Aedes mosquito -borseades to Gujarat. Costs of illness and
vector control comprise the immediate cost of chdwnya and dengue. In this working paper,
cost of illness has been calculated using the RUR&rix approach. Using the shares of
reported (R) and unreported (U) hospitalised (H) ambulatory (A) cases of chikungunya and
dengue, a RUHA matrix has been constructed forstate of Gujarat. Cost of illness has been
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estimated by combining this matrix with ambulataryd hospitalisation costs per case and the
number of reported cases. For this study, chikupgwamd dengue were assumed to be identical
from the point of view of disease control and mamagnt. Vector control cost includes state and
municipal expenditure to prevent/control these alies, a conservative fraction of the household
insecticides market, and private sector cost. Udihgnte-Carlo sensitivity analysis, the
immediate cost of chikungunya and dengue to Gujaaatbeen estimated to be 3.7 (range 1.6-
9.0) billion rupees per annum.. Extrapolating frGujarat to the whole of India (after adjusting
for the relative number of cases in each state difidrences in state GSDP per capita), the
immediate cost of chikungunya and dengue to thelevibd India is approximately INR 61
billion (range INR 26-148 billion). The annual cadtiINR 3.7 billion (range INR 1.6-9.0 billion)
translates to approximately INR 66 per capita (ealgR 29-159), or US$ 1.6 (range US$ 0.7-
3.8) per capita using an exchange rate 42 INR/WC®nparable cost of dengue is US$ 5.3 in
Malaysia and US$ 6.2 in Panama, while Brazil spau@$ 4.3 per capita on dengue prevention
alone. The differences in these costs can be paiia explained by roughly five times higher
GDP per capita in Malaysia, Panama and Brazil thaBujarat. However, higher incidence of
chikungunya increases the relative cost in Gujakatpolicy makers weigh investments in new
technologies and expanded use of existing intelmesito control neglected tropical diseases.

Gupta Mona et al, (2009): Gupta Mona; Mavalankar Dieep; Trivedi Poonam: "A Study of
Referral System for EmOC in Gujarat,” Working Paper No. 2009-06-02, IIM Ahmedabad.

An effective referral system is an essential preigte for a well functioning Emergency
Obstetric Care (EmOC) service. It is the link bedawehe home of the mother and a well
equipped facility. The study attempts to explore thucial link of referral system between the
primary and higher level facilities. to study thasting referral system for emergency obstetric
care in the state of Gujarat, evaluate its strengthd weaknesses, and suggest ways of
improvement for providing better referral servi@ased on the RCH (Reproductive and Child
Health) status and geographical location, 2 distreach were chosen from good, medium and
poor districts. Primary data was collected throwgdits to facilities and through interviews of
key informants at state, division, and districtdevihe recent Public Private Partnership (PPP)
with Emergency Management Research Institute (EMIRY its impact on the existing referral
system was also studied. study revealed a rudimegtwvernment referral transport system. The
focus of the system is more on number of ambulamzk drivers, and less on the number of
referrals provided. Most of the PHCs do not haveppr ambulances. The lack of standard
procedure and referral protocols in the governnfaatlities were aggravated by absence of
records related to referrals. The availability ehicle for transport is improving with the advent
of EMRI; however there is a greater need for transpcy in its processes and data. by giving
due importance to EmOC referral system and treatiag an integral part of maternal health,
many more lives of mothers can be saved.

Puwar Tapasvi et al, (2009): Puwar Tapasvi I; RamarParvathy S; Mavalankar Dileep V:
"Situational Analysis of Reporting and Recording of Maternal Deaths in Gandhinagar
District, Gujarat State," Working Paper No. 2009-0601, IIM Ahmedabad.

India accounts for 22% (117,000) of all maternadtts in the world and 62% of all maternal
deaths in South Asia. Death registration in Indi@atchy, and the number of maternal deaths is
under-reported in the country. This qualitativedstwas conducted during June-August 2008
and analyzed maternal deaths occurred during Ap7 20 Mar 08. To understand the current
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reporting system of maternal deaths, semi-strudtiméerviews were conducted with all the
concerned officials. Forms and formats relatingdeath registration and registers containing
information on deaths in the villages and townseanstudied. Deaths of women in reproductive
age group (15-49), reported by the district for $hene year were also analyzed. Analysis of 15
verbal autopsy forms filled by the MO and BHO wésoacarried out using Epi Info software.
The District Health Office reported 31,741 liveths and 15 maternal deaths for 2007-08. It was
estimated that a minimum of 82 maternal deaths evbalve occurred during the same period in
the district based on corrected estimate of MMRGaijarat state by SRS 2003. Five maternal
deaths were not reported by the district but weygorted by the BHO, showing the lack of
coordination. Only one death was reported from dram area having 13,702 live births for the
same year meaning MMR of 7.3 per 100,000 live bifttr urban areas. District reported 231
deaths of women in reproductive age group agai@Stexpected deaths in the same age group.
The results indicate that there is an urgent nedshtve a nodal person, at the district level for
documenting and reporting maternal mortality. Thil improve enumeration and reporting of
maternal deaths. There is also need for creatirayeavess for registration of maternal deaths in
the community and private doctors. Health centiesulsl be encouraged to report correct
numbers of maternal deaths.

Raman Sankar Parvathy et al, (2009): Raman SankaraParvathy;, Sharma Bharati;
Mavalankar Dileep; Upadhyaya Mudita: "Assessing theRegional and District Capacity for
Operationalizing Emergency Obstetric Care through kst Referral Units in Gujarat,”

Working Paper No. 2009-04-01, IIM Ahmedabad.

Maternal mortality remains to be one of the verpamant public health problems in India. The
maternal mortality estimates, is about (300-400Q00 live births). There are diverse
management issues, policy barriers to be overcamarfproving maternal health. Especially,
the operationalization of Emergency Obstetric C8#nOC) and access to skilled care
attendance during delivery. This study focuses wtetstanding the regional and district level
capacity of the state government to operationdisgt Referral Units for providing Emergency
Obstetric care. This study is a part of a largeojgmt for strengthening midwifery and
Emergency Obstetric Care in India. The study afrarh giving an in-depth insight into the
functioning of various health facilities highlighthe results from the basic to the more
comprehensive level of EmOC services. It gives meoendation on various measures to rectify
shortcomings noticed and make EmOC a more effedivéifferent levels in the State of
Gujarat. The study uses both primary and secomtey collection. The study was conducted in
six regions of Gujarat -one district from eachluége regions was selected. Out of these districts
27 health facilities were examined, which consigtseven district hospitals, eight designated as
first referral units (FRU), four community healtenters (CHC) and eight 24/7 primary health
centers (PHC).A common feature among all healthtresnwere issues related to general
infrastructure. Human resources analysis sugghatsthere is shortage of specialists at FRUS,
and committed nursing staff in labour room. Fumhere, there is lack of managerial skills at
senior level hospital staff. Even though the systémmonitoring is well established at the state
and district level, they are not properly followdthe problems are with the not maintaining the
standard format of the register. The funds for apenalization of FRU come from department
of family welfare. However, the administrative cantis in the hands of department of medical
services. Due to this factor monitoring system hasome weak. In spite of reasonably
developed health system, several problems of iméretsire, staffing, accountability and
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management capacity contribute to the poor functgof facilities to act as an EmOC service
delivery center. Major bottlenecks in improving E@Gservices are limited management
capacity, lack of availability of blood in ruraless and poor registration of births and deaths and
no monitoring of EmMOC. In the absence of adequatanagement capacity, the
operationalization of EmOC is not well planned, @xed or monitored, which results in delays
in implementation and poor quality of care.

Bajpai, Nirupam; Dholakia, Ravindra H. and Sachs, &ffrey D.. “Scaling up Primary
Health Services in Rural India: Public Investment Requirements and Policy Reform: Case
study of Tamil Nadu,” CGSD Working Paper No.36, Noember, 2008.

We attempt to address two key questions in thisepal In terms of state-wide scaling up of
rural services in the area of primary health, wihiitit cost financially and in terms of human
resources to scale-up these services in all thal areas of the state? And 2) what policy,
institutional and governance reforms may be necgssaas to ensure proper service delivery?
As is well known, merely setting up more healthicl, for instance, is not going to be enough;
higher public investments in these areas needs @mcbompanied by systemic reforms that will
help overhaul the present service delivery systantding issues of control and oversight, for
example.

Ramani K.V et al, (2008): Ramani K.V; Mavalankar Dieep; Tirupati Devanath; Vijaya
Sherry Chand: "Managerial Challenges in AddressingHIV/AIDS: Gujarat State AIDS
Control Society (GSACS)," Working paper No. 2008-036, IIM Ahmedabad.

The spread of HIV/AIDS is not merely a problem afbpc health; it is also an economic,
political, and social challenge that threatensitawlér decades of progress in different parts of
Guijarat. There is an urgent need to significantBles-up public health interventions that work to
make a meaningful impact. While NGOs and commulo@yed organizations have a critical role
to play in implementing these interventions amontis various population groups, the
government must shoulder the overall responsibitityplanning, coordinating, mobilizing, and
facilitating the various HIV/AIDS prevention, caaed treatment services in the state. Generally,
the departments of HIV/AIDS are dominated by dochanagers who lack training in
management. This working paper was developed wojbative of enhancing the skills of the
program implementers. in first three chapters wecdee the overall situation of HIV/AIDS
globally and nationally. Major challenges in mamagi sentinel surveillance, behavior
surveillance, targeted interventions and its sulmmants have been described in chapter four.
Issues related to integration of HIV/AIDS activitiavith reproductive health has also been
discussed in the chapter. In chapter five, we pitegsdew case studies from Gujarat State AIDS
Control Society. These cases focus on the managssiaes in the following areas: Project
Management, Blood Bank Management, VCTC/ICTC Managd, Behavioral Surveillance
and MIS for Targeted Interventions. These caseiestuoring out the ground level realities and
can help participants develop insights for bettanagement of the HIV/AIDS programme.

Vora Kranti S et al, (2008): Vora Kranti S; Mavalankar Dileep V; Ramani K.V;
Upadhyaya Mudita; Sharma Bharati: "Maternal Health Situation in India: A Case
Study," Working paper No. 2008-03-02, IIM Ahmedabad
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Maternal Health Services are one of the basic healtvices to be provided by nay government
health system as pregnant women are one of thevuabsrable victims of dysfunctional health
system, India, in spite of rapid economic progiesstill farm away from the goal of lowering
maternal mortality to less than 100 per 100,008 hirths. It still accounts for 25.7% maternal
deaths. The maternal mortality in India varies asrihe states. Geographical vastness and socio-
cultural diversity make implementation of healttctee reforms a difficult task. The chapter
analyses the trends in maternal mortality and warimaternal health programs implemented
over the years including the maternal health catevelry system at various levels including the
recent innovative strategies. It also identifies thasons for limited success in maternal health
and suggests measures to improve the current rabatéesnlth situation. It recommends
improvement in maternal death reporting, evideraset, focused, long term strategy along with
effective monitoring of implementation for improgrMaternal Health situation. It also stress
the need for regulation of private sector and prdpeblic Private Partnership (PPP) policy
together with a strong political will for improvingaternal Health.

Mavalankar Dileep; Vora Kranti (2008): "The Changing Role of Auxiliary Nurse Midwife
(ANM) in India: Implications for Maternal and Child Health (MCH)," Working Paper No.
2008-03-01, IIM Ahmedabad

The world’s democracy and its second most poputmusitry, India was the first developing
country to have a national family planning prograand has implemented countrywide
reproductive health programs such as RCH I. Ingatsary health care and the family planning
programs have come a long way after the indepemdé@mdmproving health indicators in
general, yet it has high material and under fivatality rates. The country has developed an
extensive network of primary health centers and $abprovide basic medical care to huge
(80%) rural population. In the rural health caresteyn, the ANM is the key field level
functionary who interacts directly with the commiyrand has been the central focus of all the
reproductive child health programs. In contrashwésident ANM of sixties who was providing
delivery and basic curative services to the comigutoday’s commuting multi purpose worker
is more involved in family planning and preventigervices. This has implications on the
implementation and outcomes of maternal healthnarag in rural India. The midwifery role of
the ANM should be restored if the goal of decreggimaternal mortality has to be met. The
priority will have to change from family planningimunization to comprehensive reproductive
health including maternal and neonatal care. Tlvbsages will require sustained and careful
planning/resource allocation. Increasing resouesg with systemic reforms will improve
health status for women and children who are tbad®f Reproductive Child Health programs.

Bajpai, Nirupam; Dholakia, Ravindra H. and Sachs, &ffrey D.: “Scaling up Primary
Health Services in Rural India: Public Investment Requirements and Health Sector
Reform, Case studies of A.P. and Karnataka,” CGSD \Wfrking Paper No.33, January 2008.

We attempt to address two key questions in thiepap In terms of state-wide scaling up of
rural services (in Andhra Pradesh, and Karnatak#)e area of primary health, what will it cost
financially and in terms of human resources toescgl these services in all the rural areas of
these two states? And 2) what policy, institutiosmadl governance reforms may be necessary so
as to ensure proper service delivery? As is weashkm merely setting up more health clinics, for
instance, is not going to be enough; higher publiestments in these areas needs to be
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accompanied by systemic reforms that will help baei the present service delivery system,
including issues of control and oversight, for epéan

Bhat Ramesh et al, (2007): Bhat Ramesh; Huntingtoale; Maheshwari Sunil: "Public-
Private Partnership, Contracting Arrangements and Managerial Capacity to Strengthen
RCH Programme Implementation,” Working Paper No. 2007-05-02, IIM Ahmedabad.

Strengthening management capacity and meeting ékd for Reproductive and Child Health
(RCH) services is a major challenge for the nati®t@H programme in India. Central and state
governments are working through multiple optionsnteet this challenge, responding to the
complexity of issues in RCH which cut across soaaltural and economic factors, as well as
reflecting the immense geographical barriers teesedor remote and rural populations. Other
barriers are also being addressed, including l@sgdimancial burdens and creating Public -
Private Partnerships (PPP) to expand access. on@&, the NRHM has been initiated with
particular focus on rural population. However, thesre a number constraints faced by
departments of health in implementing these imtegt In this paper we focus on one key area:
the development of management capacity for workiitg the private sector. A synthesis of the
learning from three case studies of public-priyaenerships in the RCH area is discussed. Two
case studies pertain to state level initiativesGumarat and Andhra Pradesh and third study
focuses on the national level mother NGO scheme. dlljective of these case studies was to
investigate how management capacity was develdpeddh the implementation of these three
public-private partnerships initiatives and contirag out of RCH services. The case studies also
focused on the partnership in service deliveryirsgtby examining the structure and process of
partnership experiences, understanding the manaderapacity and competency in make-up of
various public-private partnership initiatives il€R, and identify pathways towards developing
management capacity of partners to address kelealgak in implementation

Deodhar Satish Y et al, (2007): Deodhar Satish Y; Whandiratta Sweta; Ramani K.V;
Mavalankar Dileep; Ghosh Sandip & Vincent Braganza,S.J: "Mid Day Meal Scheme:
Understanding Critical Issues with Reference to Ahradabad City," Working paper No.
2007-03-03, IIM Ahmedabad

The objective of this scheme (MDM) was to give lHdosuniversalisation of primary education
and to impact the nutrition of students in primalgsses. The Mid Day Meal (MDM) scheme
has been revised in 2004 and as per the Supremd @ioective it envisages provision of
cooked, nutritious Mid Day Meal to primary and sedary school children. Gujarat started this
scheme in 1984 and was the only state after TaaduNo start it so early. The objective was to
provide one meal a day to students studying in gmyclasses (I-VIl). The Ahmedabad
Municipal Corporation (AMC) is responsible for ingphentation of the scheme in the city. AMC
covers 563 schools under 61 MDM Centres. It catetk3 million beneficiaries which is about
one-third of the total number of beneficiaries inj&at. The broad objective of our exploratory
study has been to clearly identify some of theaaitissues associated with the MDM scheme
and to do an objective evaluation in terms of éficy in delivery system and service quality
(which includes food safety, food nutrition and say aspects). We addressed three critical
aspects of the scheme: managerial, technical ahdokdogistics issues. Managerial issues
pertain to understanding the planning and admatisin of the scheme by the central, state and
local governments. For technical issues we idedtifiutritional and food safety concerns. We
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also discuss possibility of evolving food qualityseems such as Hazard Analysis and Critical
Control Points (HACCP) for food delivery. we colled secondary data and information on the
working of the MDM scheme from various sources.sTinicluded the policy documents of the
government and data available from the local aate stdministration. also conducted field visits
to some of the participating schools from differesatrds of Ahmedabad city. included visits to 3
participating schools in Gomtipur, Sabarmati anlisBlidge areas along with an NGO involved
in preparation and distribution of meals. Our olaagons and collected food samples from these
locations. The collected food samples were subjettidaboratory tests at St. Xavier's College
to analyze the nutrition content and food safepeats of the meals. Our study suggests that the
implementation of the MDM scheme may be wantingtie® grounds of nutrition and food
safety. The study also indicates that in terms abrific and nutritive intake, proportionate
amounts of protein and iodine are not being praviteough the meals. However, it must be
borne in mind that MDM scheme is mandated to prwedminimum of 300 calories, i.e.,
minimum of about 15% of the daily requirement ofoc@s. There is no guarantee that the
children will get their rest of the 85% of calorieshome, and, that their out-of-schools meals
will have any significant amounts of nutrition. Hen MDM scheme may want to provide much
more than proportionate requirements of nutritidfe suggest certain changes to address the
above mentioned issues. For example, nutrition {arperhaps a local version like chikki) and
fruits like banana could be considered as one @fntlenu on a couple of days. The study also
revealed traces of uric acid and aflatoxins whictaken for a longer period of time could be
carcinogenic for the children. Therefore, we suggeplementation of the HACCP system in
preparation and serving of the meals. The food $sripom the NGO were found to be good
which are indicative of the fact that public prieatartnership could go a long way in making
this scheme a success. There are many aspectarteatcstudy could not focus on. A separate
and contextual study may be conducted to underdtaes aspects. In fact, a much larger study
at the regional or national level could be conddi¢keat not only includes aspects not covered in
this study , but also widens the sample size obalsh cities, and meals to get a much broader
and representative picture of India’'s MDM scheme.

Ramani K.V; Mavalankar Dileep V (2007): “Management Capacity Assessment for
National Health Programs: A study of RCH Program in Gujarat State," Working Paper
No. 2007-03-02, IIM Ahmedabad.

The Ministry of Health and Family Welfare, Governmef India administers a large number of
national health programs such as Malaria controg@am, Reproductive and Child Health
(RCH) Program and so on. However, effective managerof these programs has always come
under scrutiny, as these programs consume a langerd of resources. In this paper, we focus
on the management capacity assessment for RCHgmnoddased on extensive literature survey,
and discussions with senior officers in charge 6HRprogram at the centre and several states,
we have developed a conceptual framework for managecapacity assessment. Central to our
conceptual framework are the following determinasftsnanagement capacity at the state dept
of H & FW: (1) Capacity to formulate a clear statamof the state’s RCH Policy, Goals, and a
Strategic Plan to achieve the Objectives, condistéth the resources available, (2) A well
designed organizational structure for the H&FW dpant to provide the necessary support for
achieving the policy goals, (3) Capacity of the H-& department for effective management of
RCH program, (4) Clear documentation of HR polic{gsalifications, transfer, promotions,
training etc) for RCH managers, (5) Role of Exté®takeholders (6) Management Systems for
Planning, Implementation and Monitoring RCH prograand (7) Institutional Processes and
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procedures For each of the above determinants,awe identified a set of indicators to assess
the management capacity and designed a manageapatity assessment tool to estimate these
indicators. A pilot survey of our management cayaassessment tool in a few states helped us
to refine certain instruments in our tool and firalthe same. Our management tool has been
accepted by the Ministry of H & FW, Government oflia and it has asked all the states and
union territories to carry out a self assessmernhef management capacity for RCH program.
We have also recommended a suitable structureffiectiee management of RCH program for
each state based on its population, the numbeealp in the reproductive age group, expected
number of childbirths, and the current status ef H&FW department in delivering RCH
services.

Bhat Ramesh et al, (2007): Bhat Ramesh; MavalankabDileep; Maheshwari Sunil; Saha
Somen: "Provision of Reproductive Health Servicesa Urban Poor through Public-Private
Partnerships: The Case of Andhra Pradesh Urban He#h Care Project,” Working Paper

No. 2007-01-07, IIM Ahmedabad.

Andhra Pradesh had initiated the Urban Slum He@ltine Project to provide basic primary
healthcare and family welfare services to urbanrpwing in slums in 2002. As of now, the
project has established 192 Urban Health Centrd$C&) in 74 municipalities of the state
through contracting-out process to the NGOs. Th#4€s cover population of about 3 million.
State government has played pivotal role in crgatiapacities to monitor and supervise the
functioning of these UHCs. This project was stamaith the World Bank support and the state
has effectively managed the transition from a ddooded project to government programme
and at the same achieving demonstrable impact althh&tatus among its target population. The
scheme ensures people’s participation in manageofetiie UHCs and placing the power for
identifying the health priority in the hand of tbemmunity. The case study identifies emerging
challenges in the scheme implementation relatingajoinvolvement of NGOs as partners in
service delivery, (b) financing and financial maeagnt system, and (c) need to reposition the
UHCs in view of changing epidemiological scenaismme of the areas needing attention to
address the challenge include: need to refineghgce mix to better respond to the health needs
of the population served; evolving a financial mgeraent practices to increase efficiency in
disbursement; motivating NGOs to actively partitgpan the scheme; developing management
capacity and competencies of both partners; anosigpning relationship between the state and
non-state actors away from a contractual basig &ffactive partnership.

Bhat Ramesh et al, (2007): Bhat Ramesh; Maheshwarsunil Kumar; Saha Somen:
"Contracting-out of Reproductive and Child Health (RCH) Services through Mother NGO
Scheme in India: Experiences and Implications,” Woking paper No. 2007-01-05, [IM
Ahmedabad.

Partnership with NGOs in delivering and provisidnReproductive and Child Health (RCH)
services through mother NGO (MNGO) in the un-seraed under-served regions is one of the
important initiatives in India. The scheme involvéarge number of contracts between
government and the NGOs. This paper discusses¢hame with an objective to understand the
make up of the partnership and the developmentasfagement capacity in the system. MNGO
scheme is a central sponsored scheme. This sclaee® hhanagement challenge to implement it
in all states in India. Further, the case studyhoée states presented in this paper suggests that
this challenge emanates several factors. It is abs®rved that the capacity of field NGOs to
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deliver in the programme is constrained due to rawrilability of financial and human
resources. The scheme demands a strong leadetdbgaklevels and ownership from the state
health system. This can be achieved through ef¥eaecentralisation, flexibility indecision -
making and creating adequate accountability syst&eagional Resource Centres has to play an
important role in coordination between state/distrRCH society and the NGOs and
strengthening their capacities. The central govemiminstead of focusing on micro -
management of the scheme at state level shoulds fooudeveloping and strengthening the
enabling environment and capacity of various stakdgdrs to implement the scheme. Also, they
need to address various systemic issues inclucngldpment of accountable and performance
oriented system, ensuring financial autonomy andedalisation, delegation of authority,
building trust and accountability in the systenfeetive integration, continuity of the scheme
and fostering true sense of partnership betweesttite and non-state sector.

Bhat Ramesh; Jain Nishant (2007): "A Study of Facts Affecting the Renewal of Health
Insurance Policy," Working paper No. 2007-01-02, IM Ahmedabad.

Health insurance policies are generally one-yedécips and to remain part of the insurance poll,
policyholders are required to renew their poli@esh year. Understanding the factors that affect
the demand and renewal decisions to continue itthheesurance programme is imperative for
future growth and development of the insuranceosetVe extend our previous work on factors
affecting the decision to purchase health insurateceinderstand the factors affecting the
renewal of insurance policy. We find the factoreeting health insurance renewal are not the
same as factors affecting health insurance puratesision. This has implications for insurance
providers. The study also suggests customer sdimfaas an important factor influencing the
renewal decision of policyholder.

Bhat Ramesh et al, (2007): Bhat Ramesh; Chandra P&aj; Mukherjee Shantanu:
"Involving Private Healthcare Providers to Reduce Maternal Mortality in India: A
Simulation Study to Understand Implications on Provder Incentives,” Working paper No.
2007-01-01, IM Ahmedabad.

Gujarat State has implemented the “Chiranjeevi Najato improve access to institutional
delivery with an objective to reduce maternal midstaand at the same time providing financial
protection to poor families. The scheme involvewgie providers in provision of maternity
services through contracting-out and use of voutyp of mechanism. Five districts covered by
this scheme have population of about 10.5 millibrvhich 43 per cent are below poverty line
having about 110,000 deliveries per annum. Thisepapainly examines two things, one, the
revenue distribution a private provider would hawperienced if the provider was not part of
the Chiranjeevi Scheme and second, does the fimgoatkage provided in the scheme provides
adequate incentives to the private provider to jom scheme. We use Monte Carlo simulation
method to examine these issues. The simulatiortsesuggest that the average revenue is Rs.
1416 per delivery. This is less than what the gtewis being reimbursed by the government on
capitation fee basis, which is Rs. 1445 (Rs. 1 &35 Rs. 350 towards reimbursement for food,
transport and Dai). By joining this scheme, thevpter's additional margin on an average is 2
per cent. This is over and above the profits inetlith the average revenue earned if the provider
was not part of the scheme. The results furthegestgthat revenue distribution is scattered
asymmetrically indicating significant risk in rewess to the provider. By joining in the
Chiranjeevi Scheme, the provider is able to redbheeoverall risk in revenue. In addition to this,
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the increased volume of services will spread tkedicost of the provider and increase overall
profitability further. Since the provider is paig-front advance for delivering services under the
scheme, there is no transaction cost of bureaaocdatiays in payments. The provider in the
absence of this scheme can maximize the revendeibg more cesarean cases. The scheme has
embedded incentive to minimize the cesarian cas@saiximize the revenue and this produces
larger indirect benefits from health systems poinview. The study identifies other issues that
need further investigation.

Ramani K.V et al, (2007): Ramani K.V; Mavalankar Dileep; Govil Dipti: "Management of
Blood Transfusion Services in India: An lllustrative Study of Maharashtra and Gujarat
States," Working paper NO. 2007-03-09, [IM Ahmedabd.

Blood is a vital healthcare resource routinely used broad range of hospital procedures. It is
also a potential vector for harmful, and sometifi@tal, infectious diseases such as HIV, HBV,
and HCV. Morbidity and mortality resulting from thensfusion of infected blood have far-
reaching consequences. The economic cost of adaucontrol the transmission of infection is
visible in countries with a high prevalence of HiShortfalls in blood supply have a particular
impact on women with pregnancy complications, traunttims and children with severe life-
threatening anaemia. Blood transfusion servicedniia rely on very fragmented mix of
competing independent and hospital based blood sbafhkdifferent levels of sophistication,
serving different types of hospitals and patie¥tduntary and non-remunerated blood is in short
supply. The SACS ensure only the availability ofesblood in blood banks. Clinical use of
blood is not monitored, and the use of blood comepts is very low. Managing blood
transfusion services involves donor managementgdoltmllection, testing, processing, storing,
issue of safe blood and blood products when clityiceeeded, and staff training. Maharashtra
Government, by setting up its State Blood Transiu€ouncil as an independent unit under the
Department of Health, has set up an excellent elatopaddress the above managerial issues in
meeting the transfusion requirements than any feaged system. We strongly recommend the
Maharashtra model to all other states and uniaitdges in India

Mavalankar Dileep et al, (2007): Mavalankar Dileep; Shastri Priya; Parmar Jeram;
Ramani K.V:" Chikungunya Fever: A Killer Epidemic i n Ahmedabad City, India,"
Working paper No. 2007-06-02, IIM Ahmedabad.

The Chikungunya virus is an alphavirus native tpical Africa and Asia and is transmitted to
humans by the bite of infected Aedes mosquitoe® 3ymptoms of Chikungunya include
sudden onset of fever, severe arthralgia, and ropapllar rash. Thirty percent of the
population on the French Réunion Island was afftiolvith Chikungunya in the past year. They
reported 237 deaths. India on the other hand regdrt39 million cases of Chikungunya but no
deaths. Mortality data from 2002- 2006 was obtairfemin the Ahmedabad Municipal
Corporation (AMC). Actual mortality rate of 2006 svaompared to the mortality rate of 2002-
05 and its statistical significance tests were iedriout. Mortality data obtained from the
Ahmedabad Municipal Corporation (AMC) suggests tBdfl2 excess deaths occurred in
August-November (epidemic period) compared to trexage deaths in the same months during
the previous four years. These differences in deatbre found to be highly statistically
significant. A peak in excess mortality is seenthie month of September when 1489 additional
deaths were recorded. Case fatality rates for Alaiped also turn out to be much higher than
that of the Reunion Island. The Chikungunya epidemas raging when the excess deaths
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occurred. There were no other adverse events er efhidemics that took place could explain
this excess mortality. Government authorities, WiH@d other international public health
agencies should take these findings of excess htprieriously and investigate into this
occurrence of excess deaths to understand thisergerg disease and prevent future epidemics
and mortality

Maheshwari Sunil et al, (2007): Maheshwari Sunil; Bat Ramesh; Dhiman Amit:
"Implications of Human Resource Practices and OtherStructural Factors on Commitment
of Public Medical Professionals in India,” Working Paper No. 2007-08-04, I[IM
Ahmedabad.

In this paper we focus on often neglected issueiadequately studied area of commitment of
public sector health professionals and some ofigkees surrounding human resources as its
determinants. The paper argues that success orefaf new initiatives in health sector critically
hinges on the commitment of the staff. This pagebased on the questionnaire study and
focused group discussion of 175 doctors workingdiasict medical officers at district level and
holding key administrative positions at state leéndfour states in India. These four Indian states
account for nearly 22 per cent of India’s populatidhe study finds critical linkage between
human resource (HR) practices and commitment oftod®cworking in the government.
Specifically, following HR practices are found @&l in influencing organizational
commitment: transparency in selection/postingspetpre training and capacity strengthening
climate, recognition of performance and regulafqrerance feedback. Further, results suggest
that certain work environment and structural fastfacilitate these practices. Health officials’
roles need to be redefined and given complexityomirdination at various levels, officials need
to be allocated higher responsibilities. Therels® a need to improve interpersonal relations
within departments and coordination among agenaies officials at various levels. It is also
observed that the structural rigidities in the sgsieading to obstruction in information sharing
across various levels needs to be addressed toeeeSactive healthcare delivery. This study
highlights the criticality of administrative andwttural issues for reforms of healthcare sector in
India. NRHM also identifies the human resources aapacities as an important challenge.
Institutions that are critical vehicles to implerhéme NHRM would remain weak owing to low
commitment of people. It would be important to feamn HR issues before any new initiative is
proposed and implemented. The departments of haattss states need to broaden and deepen
the understanding of HR management and planningesssThe papers discusses that these
changes will be required at both strategic andatperal levels

Mavalankar Dileep et al, (2007): Mavalankar Dileep; Shastri Priya; Ramani K.V:
"Chikungunya Epidemic Mortality in India: Lessons from 17th Century Bills of Mortality
Still Relevant,"” Working paper No. 2007-07-12, IMAhmedabad.

Chikungunya is a virus spread by the bite of theesemosquito, which recently reemerged as a
massive epidemic in the Indian Ocean islands ada.IrChikungunya is generally considered
self-limiting and has been reported as non-fatal since March 2005, one-third of the 770,000
people in the Indian Ocean Island of Réunion (anéhmeterritory) have been affected by
Chikungunya with 237 deaths. India reported 1.3iomlcases of Chikungunya however the
Government of India has not reported any deathsveder there is evidence that deaths due to
Chikungunya did occur. The lack of official repootfsdeaths is mainly due to the poor recording
of ‘Causes of Death’ in India. The London BillsMbrtality from the 17th provides a very good
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example of the importance of proper reporting aditds especially during an epidemic period.
This paper reflects on the London bills of mortaind modern day lessons to be drawn from it
as well as the reasons behind the apparent ladkeath reporting in 2006’s Chikungunya
epidemic.

Mavalankar Dileep et al, (2007): Mavalankar Dileep;Vora Kranti; Sharma Bharati:
"Strengthening Midwifery Services in India Based onlessons learnt from Sweden and Sri
Lanka," Working paper No. 2007-06-07, IIM Ahmedabad

The objective of the paper is to know how India sarengthen midwifery services to reduce
maternal mortality based on the lessons learnt fBweden and Sri Lanka. The paper is based
mainly on the literature review, field visit to S and interaction with maternal health experts
from Sweden and Sri Lanka. High maternal mortalitylndia is due to absence of skilled
attendance at the time of delivery and poor posdtrcare. Seventy percent Indian population is
rural and it is not possible to have doctors fobaths. Adopting evidence -based interventions
such as developing a skilled cadre of locally aldé midwives backed up by efficient referral
and emergency obstetric care services like SweddnSai Lanka will help India achieve the
goal of reducing maternal mortality with the exstiresources. Analysis also shows that
establishing quality training, independent regulgtbody and standardizing midwifery practices
in India requires sustained efforts from governmeptofessionals and society, and
reorganization of health systems. Creating the esd¢opcareer advancement will help to improve
status of midwifery as a profession.

Bhat Ramesh et al, (2007): Bhat Ramesh; Mavalankabileep; Singh Prabal V; Singh
Neelu: "Maternal Health Financing in Gujarat: Preli minary Results from a Household
Survey of Beneficiaries Under Chiranjeevi Scheme,"Working Paper 2007-10-06, IIM
Ahmedabad

The objective of this paper is to provide prelilmmnanalysis of information collected at
household level from beneficiaries of the Chiramjeeheme and from those who have not used
the scheme (non-user group). The key findings Haeen discussed. Some of the questions
which have guided this exercise are: understaniti@gocio-economic profile and differences of
the households who have used the scheme and thaséave not used the scheme, ability of
scheme to target the poor and out-of -pocket expeed incurred both users and non- users of
the scheme. We have discussed this by analysingag#dn, land holding, number of earning
members in the family, possession of specific ass&fe of women at the time of delivery, ANC
services received, place of delivery, distance tand taken to reach the facility, status (normal
or complication) of delivery, complications exp&med, and cost incurred during the process.
Key findings of the study are: « The Chiranjeevihneame is being used by relatively younger
mothers and having lesser number of children attithe of index delivery. « Most of the
Chiranjeevi users have income levels less thanlR$00 per annum indicating the scheme is
able to target the poor families in these threekdwf the district, « The expenditure incurred by
non-user group on index (recent) delivery at a gidvfacility is Rs. 4000. « The average
expenditure incurred by the Chiranjeevi beneficianytheir previous delivery was Rs. 3070. On
index delivery a Chiranjeevi client has spent dupacket on an average Rs. 727 per delivery on
medicine (self Rs. 297, child Rs. 358) and trangpion Rs. 72 indicating that the delivery is not
really cash-less. However, the average amount shydtie Chiranjeevi client by availing the
benefit of the scheme is Rs 3273 (Rs. 4000 minu¥Rg). « The average distance traveled by a
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Chiranjeevi client to reach the health care facikt 13.79 kms and the average time taken is 44
minutes. ¢ The average expenditure on transpomtatising mostly private transport by a
Chiranjeevi client is Rs. 272 as compared to R6.\#0ich the Chiranjeevi client is reimbursed,

* Private doctors have conducted 41 per cent ovelgs where as rest of the deliveries have
been conducted by staff at the private health fzaviéty under the Chiranjeevi scheme, « ANMs
have been the source of information to 55 per oérthiranjeevi scheme users. Anganwadi
workers provided information to 17 percent of thierds and Female Health Workers to 10 per
cent of the Chiranjeevi clients. Thus, 82 per aeinthe total beneficiaries of the Chiranjeevi
scheme were provided information by the communégith workers

Patel Amit et al, (2007): Patel Amit; Ramani K.V; Mavalankar Dileep; Agarwal Anurag;
Maiya Shilpa; Nayak Beena : "Implementing a Public Private Partnership Model for
Managing Urban Health in Ahmedabad,” Working Paper No. 2007-09-03, I[IM
Ahmedabad.

Governments in many developing countries acknovdetihgy are facing difficulties in their
attempt to meet the basic health needs of theiulptipns. They rely on contracting out to
private (for-profit and not-for-profit) organizatis as a strategy to meet the needs of underserved
populations. For the most part, the public sectwwoses to contract out primary healthcare
services to the private sector to expand accesgdae the availability of medicines and medical
supplies, and improve the quality of care. In batban and rural settings, private for-profit and
non-profit health service providers serve both tieh and the poor. Communities often
recognize private sector healthcare providers tmbee responsive to their healthcare needs and
preferences in terms of services available, swetéiblings and geographical access etc. Private
sector has always played a significant role in diedvery of health services in developing
countries. Public-private-partnership (PPP) is gpreach under which services are delivered by
the private sector, while the responsibility fooyiding the resources rests with the government.
Establishing a PPP requires a legal framework dabépto all the partners, clarity on the
commitment of resources, roles and responsibilifesach partner, as well as accountability to
provide a given set of services at a desired I@fefuality and affordable user charges.
Formalizing such an arrangement between partnepgires conceptualising a framework for
Public Private Partnership (PPP) to manage thevetgliof health services. In this paper, we
describe the design, development and implementaifoa PPP for managing urban health
services in Ahmedabad city, Gujarat. Our model swaeeded in bringing together compatible
public and private partners to plan and delivedigubealthcare services to meet the community
needs of Vasna ward, in Ahmedabad. The new VasbharlJHealth centre was inaugurated on
July 23, by the Chief Minister of Gujarat. This ne@entre now serves about 120 outpatients
everyday as against an average of 10 outpatieiysedualier.

Bajpai, Nirupam; Dholakia, Ravindra H. and Sachs, &ffrey D. (2006); “Scaling up
Primary Health Services in Rural Rajasthan: Publicinvestment Requirements and Health
Sector Reform,” CGSD Working Paper No.32, NovembeR006.

Abstract

We attempt to address two key questions in thisepalp In terms of state-wide scaling up of
rural services in Rajasthan in the area of printegith, what will it cost financially and in terms
of human resources to scale-up these serviced theatural areas of these two states? And 2)
what policy, institutional and governance reformaynbe necessary so as to ensure proper
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service delivery? As is well known, merely settung more health clinics, for instance, is not
going to be enough; higher public investments ieséhareas needs to be accompanied by
systemic reforms that will help overhaul the pressvice delivery system, including issues of
control and oversight, for example.

Bhat Ramesh et al, (2006): Bhat Ramesh; Singh Amatj Maheshwari Sunil; and Saha
Somen: “Maternal Health Financing Issues and Optior: A Study of Chiranjeevi Yojana in
Gujarat,” Working Paper No. 2006-08-03, IIM Ahmedabad.

Government of Gujarat announced a “Chiranjeevi Majain April 2005.the objective of this
scheme is to encourage private medical practitrierprovide maternal health services in
remote areas which record the highest infant anténmal mortality and thereby improve the
institutional delivery rate in Gujarat. The schewses finally launched as a one year pilot project
in December 2005 in five district viz., Banaskantidahod, Kutch, Panchmahal, and
Sabarkantha. The private empanelled providers @rabursed on capitation payment basis
according to which they are reimbursed at a fixat rfor deliveries carried out by them. The
payments are made for a batch of 100 deliveriess Ehexpected to take care of case-mix
differences (i.e., normal or complicated delivexiasd help the providers to keep the costs
below the reimbursed amounts. The scheme propasesd a voucher system to target the
people living below poverty line. The objective tbis paper is to document the experience in
implementing this scheme and discuss the issueg-8taling it further

Bhat Ramesh and Jain Nishant (2006): “Factoring Afécting the Demand for Health
Insurance in a Micro Insurance Scheme,” Working Papr No. 2006-07-02, I[IM
Ahmedabad.

Health insurance schemes are increasingly recadjrase preferable mechanisms to finance
health care provision. In this direction micro hleahsurance schemes and community based
health insurance schemes are assuming significapbriance in reaching large number of
people. However, at the community level despite lpr@miums the penetration of health
insurance is small. The objective of this papaoisnalyse factors determining the demand for
private health insurance in a micro insurance sehsetting. The study uses two-stage model to
examine this issue. First, we determine the factdrieh affect the insurance purchase decisions
and at second level we focus on studying factorghvaffect the amount of insurance purchase
using Heckman two-stage estimation procedure. Tta df this study is based on survey and
collection of primary data from the Anand distradtGujarat where Charotar Arogya Mandal is
offering a health insurance scheme. The resultgatel that income and healthcare expenditure
are significant determinants of health insuranceclpase. Age, coverage of illnesses and
knowledge about insurance were also found to bectaffg health insurance purchase decision
positively. For the decision regarding amount dadltieinsurance purchase, income was found to
be having significant but non-linear relationsHhip.addition, number of children in the family,
age, and perception regarding future healthcareredifure were also found to be significant.
The study discusses implications of these results.
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Vohra Seema et al, (2006): Vohra Seema; Dutta Goutg and Ghosh D.K: “Capacity
Management of Intensive Care Units in a Multispecilly Hospital in India,” Working
Paper No. 2006-07- 04, IIM Ahmedabad.

In this paper, we describe the capacity managemiehitensive Care Units (ICUs) in a 300-bed
multi -specialty hospital where the alternative I@Jutilized when the appropriate ICU is full for a
set of two types of ICUs. Inter-arrival time andvsee time distributions in these ICUs have been
tested and found to be exponentially distributechileVmost capacity management models are
deterministic in nature, we have developed a gueniondel to provide a basis for decision-making
in the design and management of these ICUs. Theshmedults in around 19800 linear steady state
equations, which are solved using the CPLEX lirggimization solver. Based on real data available
from a hospital in India, the results demonstrhgg the utilization of the ICU beds will improve up
to 28 percent when admissions to the alternativé 4@ permitted.

Bhat Ramesh and Jain Nishant (2006): “Financial Péormance of Private Sector Hospitals
in India: Some Further Evidence,” Working Paper No.2006-04-08, IIM Ahmedabad.

This paper analyses financial performance of peivaispitals. The study is based on financial
statement data of private hospitals for the ye8891o 2004. Using 25 key financial ratios, the
study finds six key financial dimensions. These &red assets age, current assets efficiency,
operating efficiency, financial structure, surpprsfit appropriation, and financial
profitability/operating cost ratio. The findingsggest that over the years hospitals have shown
marginal improvement in financial performance. Tglodhe total amount of debt is not high, it
is the cost of debt and ability to service the debich is making debt burden high for hospitals.
The financial risks in this sector are high becaaséower profitability and lower operating
efficiencies. We discuss the implications of theutts.

Bhat Ramesh and Jain Nishant (2006): “Governance d?rivate Sector Corporate Hospitals
and Their Financial Performance: Preliminary Observations Based on Analysis of listed
and Unlisted Corporate Hospitals in India,” Working Paper No. 2006-03-07, [IM
Ahmedabad.

This paper analyses financial performance of catgohospitals in India. While studying the
financial performance of hospitals in our previeusrk we observed that there are some distinct
differences between unlisted and listed hospitilss hypothesised that corporate hospitals
which are listed on the stock exchanges are likellye more aware about corporate governance
issues and ensure better utilisation of resouncdsraeet expectation of various stakeholders. We
study the differences in listed and unlisted hadpiin this paper. The findings suggest that
operating cost ratio of listed hospitals is sigrfitly different and lower from the unlisted
hospitals. We also find that borrowings of unliskex$pitals are much higher than listed hospitals
because they have no access to capital marketaige money. This increase the financial
vulnerability of unlisted hospitals as their alyilito service the debt is low. We discuss the
implications of these results.
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Ramani K.V et al, (2006): Ramani K.V; Mavalankar Dieep; Patel Amit; Mehandiratta
Sweta; Bhardwaj Rohini; and Joshi Diptesh: “A Public Private Partnership Model for
Managing Urban Health: A Study of Ahmedabad City,” Working Paper No. 2006-03-05,
[IM Ahmedabad.

Urbanization is an important demographic shift wailde. India’s urban population of 300
million represents 30 % of its total population;tiwithe slum population in urban cities
registering a 5 % growth in the last few years.geesling to the healthcare needs of urban poor
is therefore very essential. Government of Ind@ufohas been mainly on rural health till the late
90s. Recognizing the urgency to manage urban hdattithe vulnerable sections of our
population, the 9th and 10th Five Year Plans of @wernment of India have laid special
emphasis on developing a well structured network uoban primary care institutions.
Ahmedabad city (also known as Ahmedabad MunicipgaipGration, AMC) is the sixth largest
city in India with a population of 3.5 million sge over 192 square kilometers, across 43 wards.
AMC has nearly 2500 slums and chawls housing apmabely 1.5 million people. Out of 43
wards in AMC, 9 wards which house more than 20 %MC population, have no government
health facility at all. With more than 3500 privabealth facilities in AMC, it is therefore
worthwhile to explore Public Private Participati(fPPP) to improve the delivery of healthcare
services. In this working paper, we outline our rapgh to developing a PPP model for a
decentralized and integrated primary healthcaréecéor each ward of AMC. Our model is built
on a clear understanding of the socio-economidlpraftatus of public health, and the healthcare
seeking habits of Ahmedabad population. Our GIS offegphic Information System)
methodology guides the AMC authorities to identgfigod locations for urban health center
(UHC) so as to ensure availability, affordabiliagcessibility, and equity to primary healthcare
facilities to the slum populations. We illustrater anethodology for Vasna and Naroda wards in
AMC.

Bhat Ramesh and Saha Somen (2006): “Costing of HIXIDS Intervention of Providing
Antiretroviral Therapy,” Working Paper No. 2006-01-03, IIM Ahmedabad.

India’s initiative to provide structured antiretrat therapy has raised hope among people living
with HIV/AIDS to lead a more productive life. Howery from a programme perspective,
providing structured antiretroviral therapy has gah cost implications and there are ethical
issues related to the provision of second lineanerin case of drug failure. To date, evidences
on the cost implications of running ART programnaes mostly from developed and African
countries. The current study attempts to work et ¢ost implications of running the public
funded ART centre in the state of Gujarat. Datacost and patient load were collected through
actual field visits to the centre. Using incremérmast approach the cost of providing ART
therapy to a patient works out to be Rs. 668 partmdrhese calculations are based on provision
of first line therapy only. Using this costing aaslsuming a provision of second line therapy for
16 per cent of the cases, we estimate that Indianegd financial provision of Rs. 454 crore to
Rs. 1342 crore for a period of five years undefedgnt scenarios to successfully implement the
programme.
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Maheshwari Sunil Kumar et al, (2006): Maheshwari Sail Kumar; Bhat Ramesh; and
Saha Somen: “Commitment of State Health Officialsidentifying Factors and Scope for
Improvement,” Working Paper No. 2006-01-02, 1IM Ahmedabad.

Commitment, competencies and skills of people waykin the health sector has significant
impact on sector performance and its reform procHss current paper is a part of broader multi
state studies carried out by the authors in Indie paper attempts to analyse the commitment of
state health officials and its implications for hanmresource practices in Gujarat. The study
suggests Gujarat, as compared to other statesddd, Ihave achieved significant progress in
ensuring commitment of its health officials. Howguwbe state needs to invest progressively and
in a proactive manner towards improving the leddprquality, supervision skills and autonomy
at workplace to improve and sustain the motivatbirts health officials. Improving motivation
for the health staffs also involves issues relatethfrastructure, involvement, supervision and
monitoring, continuous medical education and tregnihuman resource planning, smooth
reporting process, administration and audit requémts and prioritisation and synchronisation
of health programmes. In order to achieve this, $&ts of strategies for reforms are suggested.
One relates to short term achievable reforms aheérotelates to long-term research based
actions.

Bhat Ramesh (2006): “Financial Health of Private S&or Hospitals in India,” Working
Paper No. 2006-01-01, IIM Ahmedabad

Hospitals are an important component of the heatthdelivery system. Over the years, India
has experienced a significant increase in the nuwibleospital beds to meet the growing health
demands of its population. Most of this growth bagn experienced in the small sized private
hospital sector (popularly known as nursing homredndia). The corporate hospital sector,
however, has not exhibited similar growth thouglvaie expenditures on medical and health
care in real terms have grown at 10 per cent paumnand government of India initiating
number of policy reforms after 1991 aimed at atircmore capital to hospital sector. This
experience has something to do with the financedlth and risks, as these are critical
determinants in attracting private capital. Usihg financial balance sheets and profit and loss
account data of 128 hospitals in India, this pap@&mines the financial health of hospitals in the
private sector. Based on 26 key financial ratide paper empirically identifies relevant
dimensions of financial health of hospitals. Thelimensions are: profitability, financial
structure, overall efficiency, cost structure, grappropriation, technology advancement, credit
management, fixed asset intensity, liquidity andent assets efficiency. It then discusses the
implications of the findings. Because of lower ppadfility, lower financial efficiencies and less
understood economies of scale, the risks in thiéheactor are likely to remain high. Other risk
factors are the geographic pull factor, long géstaperiods, a highly fragmented sector and
inadequacy of standards. In this scenario, newsinvent in the health sector will remain
resource dependent on subsidized channels of fgradid will be sensitive to the out-of-pocket
payment of fees, which still remains the main cleoh revenues of these hospitals.

Bajpai, Nirupam; Dholakia, Ravindra H. and Sachs, &ffrey D. (2005); “Scaling Up
Primary Health Services in Rural India”, CGSD Working Paper No. 29, November 2005.

We attempt to address two key questions in thiepap In terms of state-wide scaling up of

rural services (in Uttar Pradesh, and Madhya Ptgdaghe area of primary health, what will it
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cost financially and in terms of human resourcescte-up these services in all the rural areas
of these two states? And 2) what policy, institméiband governance reforms may be necessary
SO as to ensure proper service delivery? As is kvedivn, merely setting up more health clinics,
for instance, is not going to be enough; higherlipubvestments in these areas needs to be
accompanied by systemic reforms that will help bael the present service delivery system,
including issues of control and oversight, for epéan

Bhat Ramesh and Rajagopal Srikanth (2005): “Prelimmary Analysis of Claims Data to
Understand Relationship Between Disease Patterns @nQuality of Care and its
Implications for Health Insurance in India,” Workin g Paper No. 2005-09-03, IIM
Ahmedabad.

This paper provides preliminary analysis of claidea of Mediclaim insurance scheme to
understand the relationship between disease pattetthe quality of health care. We use length
of stay (LOS) and average length of stay (ALS) as of the indicators of quality of care. We
use the Diagnostic Related Grouping (DRG) based AisSthe benchmark to make this
evaluation and comparison. It is observed thateéirabursements in insurance system are tied to
hospital inputs and resource use and not to digignedated groups or outputs. Therefore the
current system of reimbursements and provider paysystem influences the length of stay and
there is significant variation in ALS observed asaisease groups and its sub-groups. There is
no consistency observed in ALS as the severityisdates under each group increases. This
reflects lack of standards/protocols and unintenmetsequences of current practice of provider
payment system. Implementing systems like Diagn@siated Grouping would be an attempt to
link it with outcomes. The paper provides insight® whether there is a significant mismatch in
the premium that insurance companies charge in agsgm to the risk insurer undertake while
issuing policies. It was also found that after atipg for the purchasing power parity, the claims
data suggest that healthcare costs reimbursedddrical insurance to private providers in India
are actually higher than healthcare costs reimiutseroviders of healthcare in the US under
DRG system. The paper argues that under less tediavate healthcare providers market and
health insurance market, cost based reimburseradnghly undesirable. The regulators should

put in place a system of pre-determined ratesdionlvursements in health insurance.

Bhat Ramesh et al, (2005): Bhat Ramesh; Maheshwa8unil Kumar; and Saha Somen:
“Third Party Administrators and Health Insurance in India: Perception of Providers and
Policyholders,” Working Paper No. 2005-01-02, [IM Amedabad.

The advent of Third Party Administrators (TPAskigected to play an important role in health
insurance market in ensuring better services tacylwlders. In addition, their presence is
expected to address the cost and quality issudseofast private healthcare providers in India.
However, the insurance sector still faces challesfgeffectively institutionalising the services of
the TPA. A lot needs to be done in this directibawards this the present paper describes the
findings of a survey study, which was carried otthwhe objective to ascertain the experiences
and challenges perceived by hospitals and policgrsl in availing services of TPA in
Ahmedabad, Gujarat. The major findings from thedgtware: (i) low awareness among
policyholders about the existence of TPA; policgests mostly rely on their insurance agents;
(i) policyholders have very little knowledge abotlie empanelled hospitals for cashless
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hospitalisation services; (iii) TPAs insist on stardisation of fee structure of medical services
/procedures across providers; (iv) healthcare peygi do experience substantial delays in
settling of their claims by the TPAs; (v) hospitalministrators perceive significant burden in
terms of effort and expenditure after introducti@hTPA and (vi) no substantial increase in
patient turnover after empanelling with TPAs. Hoeevthere is an indication that hospital
administrators foresee business potential in ge&sociation with TPA in the long-run. There is a
clear indication from the study that the regulatdygdy needs to focus on developing
mechanisms, which would help TPAs to strengtherr theman capital and ensure smooth
delivery of TPA services in emerging health insemmarket.

Maheshwari Sunil Kumar et al, (2005): Maheshwari Sail Kumar; Bhat Ramesh; and
Saha Somen: “Directions for Reforms in the Health &ctor: Reflections from a State in a
Developing Country,” Working Paper No. 2005-01-03lIM Ahmedabad.

Meeting the health care needs of population goegrie mere budget allocations. The
organisation of programmes and commitment of peapbdeking in the health sector has
significant bearing on sector performance andefsrm process. The reform process, among
other things, intrinsically makes some fundamentssumptions: high organisational
commitment of health care providers, high profassi@ommitment of health care providers and
adequate skills of health care providers. The cpaper attempts to analyse the HR practices
in Madhya Pradesh and its implications on commitnwérthe health officials. The findings of
the study indicate that district health officiale dot share strong emotional bond with the
department which is likely to affect their willingss to take initiative. The findings suggest the
need to consult senior doctors in staffing decisionorder to develop a sense of belongingness
in the mind of the health officials. The study segig investing in development of multiple
strategies for the growth and career developmenhesith professionals. The study also
advocates the need for intense socialisation arheafih professionals to facilitate the effective
implementation of reforms. Finally the study advwesahe need to develop informal channels of
communications and networking among various healliders.

Mavalankar Dileep et al, (2005): Mavalankar Dileep; Ramani K.V; Patel Amit; and
Sankara Parvathy: “Building the Infrastructure to R each and Care for the Poor: Trends,
Obstacles and Strategies to Overcome them,” WorkingPaper No. 2005-03-01, [IM
Ahmedabad.

Infrastructure forms a critical part of health seevdelivery in any country. Availability,
Accessibility, Affordability, Equity, Efficiency ah Quality of MNH services highly depend on
the distribution, functionality and quality of i@afstructure. Most developing countries have
invested substantially in developing health infrastiure in rural areas which provides a base for
extending MNH services to the poor. Still, thereclisar evidence that in many countries there
are gaps and inadequacies in health infrastrucithie. functionality and utilization of health
infrastructure has been sub-optimal or poor due teariety of reasons. This paper reviews
available literature and assesses the coveragegapsd in infrastructure for MNH. It also
identifies critical issues in management of infrasture and analysis their causes and impact on
services delivery to the poor. The paper also mwignpacts of reforms on infrastructure and
provides some recommendations for improvement fodstructure management so as to ensure
better services to the poor.
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Ramani K. V et al, (2005): Ramani K.V; Mehandiratta Sweta; Patel Amit; Joshi Diptesh
and Patel Nina: “Urban Health Status in Ahmedabad dy: GIS Based Study of
Baherampura, Kubernagar, and Vasna wards,” Working Paper No. 2005-03-05, IIM
Ahmedabad.

Urbanization is an important demographic shift waide. Today, nearly half the world
population is urban. In the 1991-2001 decade, mg@pulation grew by 2 %, urban India by 3
%, mega cities at 4 %, and slum population by 3298 (4-5 syndrome) . Slum growth in future
is expected to surpass the capacities of civicauilites to respond to health and infrastructure
needs of this population group. Managing urbanthedhus assumes critical importance to
achieve better health outcomes in the country.dfslly, Government of India’s focus has
been on development of rural health system. Howeiece the 9th Five year Plan, Government
has started giving priority to urban health as walit hardly any progress has been achieved in
this area. In this working paper, we discuss outiatives in a pilot study of urban health
management in Ahmedabad city, the seventh largegarity in India with a population of 3.5
million consisting of 1.5 million people living islums and slum- like conditions. Our objective
is to understand the nature, magnitude, and contplek issues in the management of urban
health. Towards this, our pilot study focuses amehwards, in three different parts (zones) of
Ahmedabad. Our GIS based analysis provides someintresting insights into the status of
health in the selected wards. Our next task isntetstand private health care in Ahmedabad,
analyze existing public private partnerships in¢hg, and thereby build a Model Urban Health
Centre with Public private Participation.

Ramani K.V and Mavalankar Dileep (2005): “Health System in India: Opportunities and
Challenges for Improvements,” Working Paper No. 208-07-03, IIM Ahmedabad.

Health and Socio-economic developments are solglogertwined that is impossible to achieve
one without the other. While the economic developime India has been gaining momentum
over the last decade, our health system is at rimads today. Even though Government
initiatives in public health have recorded someenatrthy successes over time, the Indian health
system is ranked 118 among 191 WHO member countme®verall health performance.
Building Health Systems that are responsive to canity needs, particularly for the poor,
requires politically difficult and administrativelyemanding choices. Health is a priority goal in
its own right, as well as a central input into emmic development and poverty reduction. Health
sector is complex with multiple goals, multiple guats, and different beneficiaries. India is well
placed now to develop a uniquely Indian set of thesctor reforms to enable the health system
in meeting the increasing expectations of its useik staff. Managerial challenges are many to
ensure availability, access, affordability, and igqin delivering health services to meet the
community needs efficiently and effectively. Inghwvorking paper, we describe the status of our
health system, discuss critical areas of manageomterns, suggest a few health sector reform
measures, and conclude by identifying the rolesrasgonsibilities of various stakeholders for
building health systems that are responsive t@tmemunity needs, particularly for the poor.
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Maheshwari Sunil Kumar et al, (2005): Maheshwari Sail Kumar; Bhat Ramesh and Saha
Somen: “Human Resource Practices and Commitment oSenior Officials in Health
System: Reflections from a Progressive State in aeMeloping Economy,” Working Paper
No. 2005-09-02, IIM Ahmedabad.

It is widely recognised that the commitment and petancies of people working in the health
sector has significant bearing on sector performaara its reform process. The current paper
attempts to analyse the commitment of the healibiais and its implications for HR practices
in Maharashtra. The study suggests that the dighealth officials do not share a strong
emotional bond with their department. The statedse& reform its Human Resource
Management practices to effectively strengthenftinetioning of the health system. The study
shows that there is a need to involve senior dedtorstaffing decisions that affect their work
units. There is a need to develop a proper tribaldte area posting plan for the health officials,
failing which creates a sense of frustration amtiveghealth officials. The study also suggests
investing in development of multiple strategies ttoe growth and career development of health
professionals. Finally the study advocates the neeltvelop areas of public private partnership
and community participation in making the publi@alle programme successful.

Desai Tejas (2005): “On the Optimal Staffing of Sugeons and Efficient Scheduling of
Surgeries at a High-Volume Eye Hospital,” Working Rper No. 2005-12-06, IIM
Ahmedabad.

It is well-known that the demand for services angnd not all hospitals is variable over a given
year such that the demand is significantly higimesdme months compared to the rest of the
months in any given year. This is especially trae durgical departments at many hospitals.
Therefore, it is a challenge to staff the surgmapartments in such a way that the demand for
surgeries throughout a year is met without creasimmificant over- or under-staffing at any
point in a given year. In other words, an optineaddl of staffing is sought so that the staff is not
significantly over- or under- utilized at any pointa given year. In this paper, we consider an
algorithmic approach of arriving at such an optin@lel of staffing given some practical
constraints. We apply this approach to the surglmpartment of the paying section of the
Aravind Eye Hospital in Madurai, India.

Bhat Ramesh and Maheshwari Sunil Kumar (2004): “Hunan Resource Issues and its
Implications for Health Sector Reforms,” Working Paper No. 2004-01-04, I1IM
Ahmedabad

Given the growing complexities and challenges thalth sector faces, reforms in this sector are
inevitable. Often health sector reforms aimed tdresls many of these deficiencies and ensuring
effectiveness and efficiency of resource use, theys on making the health systems responsive
through strengthening financial systems, ensuringall participation and public private
partnerships, and autonomy of health facilities.e Tieform process, among other things,
intrinsically makes some fundamental assumptionsiesof which are as follows: high
organisational commitment of health care providéigh professional commitment of health
care providers, and adequate skills of health gamviders. This paper examines the
commitment of district level health officials inemewly carved out state of Chattisgarh in India.
Since development oriented HR practices (HRD) anggpful tools to commit people working

in health sector to enhance the quality of carepelgeve that health sector reforms will have to
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concentrate on human resource issues and practioes than ever before in near future. The
papers attempts to examine the following questiofis:what is status of professional
commitment, organisational commitment and technamhpetencies of health officials? (i)
What are the characteristics of human resource gesment practices in the health sector in the
state? And (iii) how these management practicedirgeed with professional and organisational
commitment? Finally the paper discusses the imptina of these to health sector reform.

Maheshwari Sunil Kumar and Bhat Ramesh (2004): “Ch#enges in Sustaining a Hospital:
lessons for Managing Healthcare Institutions,” Workng Paper No. 2004-02-03, IIM
Ahmedabad.

One of the important components of the privatethezdre sector has been health care facilities
set up by corporate sector. The financial sustdihabf these facilities is closely linked to the
financial performance of the main business. In fi@iper we examine a case of one such hospital
which is part of a corporate facing difficult tiraed its revival strategy. The revival strategy of a
hospital presented here provides many interestiegs of reviving hospitals which are going
through difficult times. In some sense the govemintespitals have many similarities like a
corporate hospital dedicated to its employees. Hi@icated corporate hospital, the government
facilities are required to provide free care orhiygsubsidized care to its users and depend on
financial allocations from government. Both dedichtcorporate hospital and government
facility depend on budget allocations which in taepend on good financial health of corporate
and good fiscal position of government respectivdlinplate Hospital, one of the oldest
hospitals in Jamshedpur, was started to extendaaledare facilities for its employees in the
early 1940's. It graduated into a 210-bedded halspith 35 doctors and 187 supporting staff in
1990s. The parent company was facing serious fiahlasses in late 1990s. Due to recurring
losses, inadequate operating performances andasioge expenditure the management of the
parent company was in a dilemma whether to closendbe hospital or at least downsize the
staff to save an annual expenditure of nearly Rsmalion. The hospital redefined its offer of
services, undertook leadership changes and improepdrations to achieve financial
independence. It continues to provide free medmeilities to nearly 28000 members of 5500
families of the employees of the parent company.

Bhat Ramesh and Jain Nishant (2004): “Time Series malysis of Private Healthcare
Expenditures GDP: Co integration results with strudural breaks,” Working Paper No.
2004- 05-10, IIM Ahmedabad.

This paper analyses the time-series behaviour ofater health expenditure and GDP to

understand whether there is long-term equilibrighatronship between these two variables and
estimate income elasticity of private health expeme. The study uses co integration analysis
with structural breaks and estimates these relstips using FMOLS (fully modified ordinary

least squares) method. The findings suggest thame Elasticity of private health expenditures
is 1.95 indicating that for every one per cent @ase in per capita income the private health
expenditure has gone up by 1.95 per cent. The tprivaalth expenditure was 2.4 per cent of
GDP in 1960 and this has risen to 5.8per cent B820h nominal terms it has grown at the rate
of 11.3 per cent since 1960 and during 1990’s ttwevth rate is 18 per cent per annum. The
study discusses four reasons for this high growtpesence. These are: (i) financing

mechanisms including provider payment system,d@jnographic trends and epidemiological
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transition, (iii) production function of private &kh services delivery system, and (iv) dwindling
financing support to public health system. In depelg countries where per se the need for
spending on health is high, high levels of priviaéalth expenditures pose serious challenge to
policy makers. The sheer size of these expenditmes it has risen to high levels can impede
control of health expenditures itself. The highvate health expenditures are also cause of
concern because most of these expenditures aref-paicket, insurance mechanisms cover
small segment of population, provider payment sgystare primarily based on fee-for-services
and the professional regulation and accountabdiifgtems are weak and non-functioning in
many ways. It is not clear whether these experestare sustainable as it can have number of
undesirable consequences making the health sysgmcbst, unaffordable, and vulnerable to
provider payment system.

Ravichandran N (2004): “Tuberculosis Control in Deeloping Countries: A Generalized
Community Health Worker Based Model,” Working Paper No. 2004-06-01, 1IM
Ahmedabad.

Tuberculosis is a major health care burden in dgney countries. World Health Organization
(WHO) has been assisting developing countries tfirdbeir respective Governments to control
this curable disease. The Amsterdam declaratios soroontrol tuberculosis globally by the year
2005. The TBC project implementation experiencesvaried across countries both on cure and
detection rates. The government initiatives are mlemented by the non government
organizations involvement at the operational leVeke BRAC model in Bangladesh involves the
NGOs in an extensive and cohesive way. This papeurdents the BRAC model for TBC in
Bangladesh. We introduce the concept of value ¢lraithe context of TBC. Based on the value
chain concept, the logic for the effectivenesshef BRAC model is discussed. An improved
version of the Bangladesh delivery model is prodo¥ée hope the model proposed in this work
would draw the attention of policy planners, andpbhfem to control TB in their respective

countries.

Bhat Ramesh and Jain Nishant (2004): “Analysis of &blic Expenditure on Health Using
State Level Data,” Working Paper No. 2004-06-08, M Ahmedabad.

Increasingly the governments are facing presswesdrease budgetary allocations to social
sectors. Recently there has been suggestion teaserthe government budget allocations to
health sector and increase it to 3 per cent of GBkhis feasible goal and in what time-frame?

Health being State subject in India and much depemdthe ability of the State governments to
allocate higher budgetary support to health sedtbis inter alia depends on what are current

levels of spending, what target spending as per a@emcome the States assume to spend on
health and given fundamental relationship betweeome levels and public expenditures, how
fast expenditures can respond to rising incomedeVie present analysis of public expenditures
on health using state level public health expemnditiata to provide preliminary analysis on these
issues. The findings suggest that at state lewatrgonents have target of allocating only about
0.43 per cent of SGDP to health and medical canes does not include the allocations received
under central sponsored programmes such as fanalfare. Given this level of spending at

current levels and fiscal position of state goveznta the goal of spending 2 to 3 per cent of
GDP on health looks very ambitious task. The amslgtso suggests that elasticity of health

expenditure when SGDP changes in only0.68 whiclgestg that for every one percent increase

in state per capita income the per capita publaitheare expenditure has increased by around
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0.68 per cent.

Bhat Ramesh and Saha Somen (2004): “Union Budget @005 and the Health Sector,”
Working Paper No.2004-07-07, IIM Ahmedabad

The Union Budget 2004-05 of Government of Indiassome way marks a deviation from its
preceding budgets in terms of its specific focussoaial sector. The budget document is basic
policy paper of the government and in some sens@dges a mirror of government’s priorities.
However, one basic question remains how to tramdlase policies into implementable plans
and how to make sure that the government is ablelver the planned development. Many
times we focus on priorities and policies withouwing due consideration to ground level
realities and the policy pronouncements remainori@tin some ways the recent budget has
done the same with the health sector. There isgighlack of clarity on issues the health sector
is facing. We aim at addressing some of these sssueontext of health sector and describe how
this year’'s budget has missed the focus.

Mavalankar Dileep et al, (2004): Mavalankar Dileep;Raman Parvathy; Dwivedi Hemant;
and Jain M.L: “Managing Equipment for Emergency Obstetric Care in Rural Hospitals,”
Working Paper No. 2004-03-08, 1IM Ahmedabad

In resource poor countries substantial sums of mofrem governments and international

donors, are used to purchase equipment for hesdthties. WHO estimates that 50-80% of such
equipment remains non-functional. This articleasdd on the experiences from various projects
in developing countries in Asia and Africa. The kisgues in the purchase, distribution,

installation, management and maintenance of equipfiee emergency obstetric care (EmOC)

services are identified and discussed. Some pesixamples are described to show how
common equipment management problems are solved.

Bhat Ramesh and Saha Somen (2004): “Financing Issuein Proposed HIV/AIDS
Intervention of Providing Anti-retroviral Drugs to Selected Regions in India,” Working
Paper No. 2004-05-01, IIM Ahmedabad

The development of antiretroviral therapy has gigemew hope for people living with acquired
immuno deficiency syndrome. In the face of incréadisease burden due to HIV the global and
political commitment towards controlling the panderhas received renewed thrust in recent
times. The Government of India has initiated aftriingral treatment as a part of national public
health programme in the six high-prevalence stafég aim of the paper is to provide the
programme planners and other stakeholders, infasmafbout the impact of initiating
antiretroviral therapy programme in the countryeTaper discusses the global commitment
towards fighting the disease in the light of the@elepment in affordability and accessibility of
antiretroviral drugs therapy. The paper highligtits importance of infrastructure and logistic
requirement for developing a comprehensive treatmprygramme for the affected population in
India. Finally, the paper has drawn broad finanamplications of the antiretroviral therapy
under different treatment scenarios. The estimfiteshcial requirement for treatment vary from
Rs. 92 crores per annum if focusing on 400,000 AIMS cases to identify patients requiring
ARV Therapy to 1008 crores per annum if all 4 roiflipatients are screened for coverage.
Against this NACO has allocated total of Rs. 118res for treatment part of the proposed
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intervention. Even under the most conservativeregg achieving the treatment target in India
with the proposed programme budget will be a Chgileg task.

Bhat Ramesh et al, (2004): Bhat Ramesh; Maheshwa8unil Kumar; and Saha Somen:
“Treating HIV/AIDS Patients in India with Antiretro viral Therapy: A Management
Challenge,” Working Paper No. 2004-06-03, 1IM Ahmedbad.

India stands at a critical junction of HIV pandemfControlling spread of HIV is critical.
Ignoring this will lead millions of Indians in gripf this pandemic. Ever since HIV/AIDS was
acknowledged as a problem, the strategies to asldhesissue have focused on prevention,
treatment and research. This paper discusses ¢hement aspect. With currently available
antiretroviral agents, eradication of HIV infectiamnot likely. The aim of treatment is thus to
prolong and improve the quality of life by maintaigg maximal suppression of virus replication
for as long as possible. Brazil has shown how tplement antiretroviral therapy programme.
India has embarked upon an ambitious programmettoduce antiretroviral therapy in six high
prevalent states and the national capital. The mpdgeusses the technical, management and
financing challenge in implementing this interventi

Bhat Ramesh and Babu K Sumesh (2003): “Health Insance and Third Party
Administrators: Issues and Challenges,” Working Papr No. 2003-05-02, 1IM Ahmedabad.

With the growth of private voluntary insurance hretunregulated healthcare market, costs of
healthcare are likely to go up. Managed care osgdioins in many developed countries play
important role in containing costs. The Insurancegi®atory and Development Authority
(IRDA) has paved the way for insurance intermed&such as third part administrators (TPAS)
which are going to play pivotal role in setting m@anaged care systems. TPAs have been set -up
with the objective of ensuring better services adtiqgyholders and mitigate some of the negative
consequences of private health insurance. Howegimen the demand and supply side
complexities of private health insurance and headtte markets, insurance intermediaries face
challenging tasks to achieve these objectives. tRigthe early stages of its development IRDA
has defined the role of TPAs to manage claims anmbursements. Their role in controlling
costs of health care and ensuring appropriatetguaiicare remains less defined.

Mavalankar Dileep et al, (2003): Mavalankar Dileep; Ramani K.V; and Shaw Jane:
“Management of RH Services in India and the Need foHealth System Reform,” Working
Paper No. 2003-09-04, IIM Ahmedabad.

For the last ten to fifteen years, a comprehenagenda of health sector reforms and health
systems development has engulfed the health systemany countries in structural and

organizational changes. Experience with varyingreleg and types of reforms have now been
reported from many countries. In our paper, we égi describing some important issues facing
the management of RH programs in India, based onmesearch done in a few states over the
last five years. The failures in the managemerRldfservices are complex and multi-factorial,
and cannot all be addressed through health systéam. It is therefore necessary to identify
which failures in service are attributable to cas&hich could be removed or changed by
reform in the health system. In our paper, we idetihose failures and causes which could be
corrected through health system reforms and propesgin concrete steps to expedite the
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reforms in the health system to enable the impr@reraf RH services in India.

Ramani K.V (2002): “E-Governance for ESI Hospitals:Costing of Medical Services at ESI
Hospital, Bapunagar,” Working Paper No. 2002-10-04lIM Ahmedabad.

The Employees' State Insurance Corporation (ESI@)dia is one of the largest social security
organizations providing medical insurance cover dalivering of medical care to 35 million
beneficiaries through 140 hospitals and 1500 dispess. The objectives of this study are to
understand the costing of medical care at ESI halspand suggest systems for e-governance to
facilitate the coordination between ESIC, ESIS #radbeneficiaries. Towards this, we selected a
large ESI hospital, namely, the ESI General Hospit8apunagar, Ahmedabad and gained very
useful insights about the systems currently in fjicador offering medical benefits to the insured
persons and their beneficiaries. This working papengs out our detailed analysis of the
working of ESI hospital, Bapunagar in deliveringdioal care under the ESI scheme.

Mavalankar D. V (2001): “Policy Barriers Preventing Access to Emergency Obstetric Care
in Rural India,” Working Paper No.2001-11-02, IIM Ahmedabad

India with its one billion people contributes tooab 20% of all maternal deaths in the world.
Even though infant mortality has declined in Indmaternal mortality has remained high at
about540 per 100,000 live births. Recent sciengficlence shows that access and use of high
quality emergency obstetric care is the key to cedy maternal mortality and that high risk
approach in antenatal care do not help in redumagernal mortality significantly. This paper
analyzes the policy level barriers, which restaictess of rural women to life saving emergency
obstetric care in rural India. The paper is basadstudy of policies, research reports and
experience of working in the area of maternal lmealter last several years. The paper describes
how policies restrict basic doctors from performiagstetric surgical procedures including
cesarean section even in remote areas where there specialist obstetrician available. The
para-medical staff such as the Auxiliary Nurse Midws also not allowed to manage obstetric
emergencies in rural areas. The policy also dodsahow nurses or basic doctors to give
anesthesia. As there is limited number of anestseiti rural areas, this further reduces access to
life saving emergency surgery. New blood bankinteguare very utopian, requiring many
unnecessary things for licensing of a blood banke Bo this, already limited access to blood
transfusion in rural area has further reduced. Thasy restrictive polices of the government
have made emergency obstetric care inaccessibtarah areas leading to continued higher
maternal mortality in India.
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Chapter 5

Abstract of Case Studies

Ramani K. V (2012): “AMC Hospitals”. (IIMA/ CMHS001 7)

In 2001, the Ahmedabad Municipal Corporation (AM@)reased the number of fresh
admissions for its Bachelor of Medicine, BachelbBargery (MBBS) program by 50 seats. This
prompted the Dean of the NHL Medical College (unther administrative control of AMC) to
reorganize the clinical departments in each of ttiree hospitals affiliated to NHL medical
college. As a result, certain clinical departmentye asked to reduce the number of clinical
units so as to comply with the Medical Council nflia (MCI) norms on staffing. The hospital
superintendents were concerned about the impactdafcing the number of clinical units on
patient care. The Ahmedabad Municipal Commissiovess looking for a solution to resolve the
dilemma between teaching and patient care arisom the increased intake of students for the
MBBS program.

Ramani K. V. et al, (2012); Trivedi Poonam; Malek mran: “Mahanagar Hospital.”
(IMA/CMHS0010)

Dr. Satish Kumar, Director, Pathology Laboratory,Mahanagar Hospital was reviewing the
annual report of his lab performance prepared byhtbspital’s quality control department. This
report was prepared at the request of Dr. Satisisdif, in anticipation of a proposed visit by an
NABL team, following the accreditation of his latrée years ago. Dr Satish was a little worried
about some of the observations in the report onapadytical activities and the possible
consequences on the turnaround time for reportrggéae and patients’ health. With increasing
dependence on clinical lab test reports by the ikedsphysicians, the reliability of laboratory
testing and reporting was very critical.

Ramani K. V. (2012): “ARAM Hospital (Apollo Group).” (IIMA/CMHS0012)

Abdur Razzaque Ansari Memorial (ARAM) Weavers' Htalpvas set up in 1996 in Ranchi by
the Chotanagpur Regional Handloom Weavers' Coaperéinion Ltd, to fulfill the dream of
Mr. Ansari who dedicated his entire life to theifipient of the weaver community. Starting as a
75 bed secondary care health facility, ARAM Hodpm@naged by the Apollo Hospitals Group
has now grown into a Super Specialty hospital \2#0 beds under the dynamic leadership of
Mr. Sayeed Ahmed Ansari and Mr. Manzoor Ahmed Anssons of Mr. Abdur Razzaque
Ansari. There is demand for ARAM hospital to addvrsper specialties, as well as to expand
some of the existing super specialty units. Mr. égaly Ansari wishes to understand the
productivity of his CATHLAB, considering the hugavestments already made.

Ramani K. V. (2012): “RD Clinical Lab.” (IIMA/CMHSO0 013) (Revised May 22, 2012)
“Laboratory investigations help doctors make bejtelgments in providing patient care and

treatment. Many physicians are therefore ordesimpmplete range of lab investigations which
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include routine and advanced tests. We serve dfiflitospitals and smaller labs for advanced
investigations. Outstation samples account for nibemn fifty percent of our total load. The
growing demand from outstation clients over therges an indication of the trust placed on our
lab by the clients that tests would be done prgpemt the results reported speedily. As a stand-
alone lab, we have to generate demand, unlike tabdmsed labs. With more labs coming up,
how could we remain competitive in the market?”

Ramani K. V. (2012): “CMC Hospital, Vellore (A).” (IMA/CMHS0014 (A))

Dr Suranjan Bhattacharji, Director, CMC HospitakIMre was getting very concerned about the
increasing load for OPD services over the yearsleM®MCH handled about 2,500 outpatients
per day in 1998-99, the OPD load had increased0@05outpatients per day by 2010. This trend
was likely to continue in future also. The increh$éead on its OPD system was stretching the
clinical resources as well as the support senbeg®nd limits, leading to increased waiting time
for outpatients in the clinics and their total dioa of stay for OPD treatment. AlImost 30 per
cent of the outpatients came from the North-EagtsMBengal and Orissa who had to incur out-
of-pocket travel and stay costs for self and atetslrelatives, in addition to the hospital
charges. For them, the total cost of their trifC?dC Vellore (travel and stay cost in addition to
the hospital charges) was a critical component hefrrtsatisfaction with CMCH and their
willingness to recommend CMCH to others.

Ramani K. V.; Dr. Anand Zachariah. (2012): “CMC Hospital, Vellore (B).”
(IIMA/CMHSO0014 (B))

The increasing load on doctors whose responsédsliticluded teaching and research in addition
to patient care had been a matter of great cortceBr Suranjan Bhattacharji, the Director of
Christian Medical College (CMC) Hospital,Velloreos? graduate teaching load was expected to
go up following a decision by the Medical Coundilladia to double the number of annual post
graduate admissions from the academic year 2012i@er graduate teaching load would also
increase as CMC has decided to increase its amma&é from 60 to 100 students for its MBBS
programme from 2012-13. Dr Bhattacharji, therefonanted to explore the possibility of
generating a formal schedule of activities for Hisctors, which would also provide some
flexibility and autonomy in their work schedule,thhout any compromise on service quality.

Ramani K. V. (2012): “MP Trust Hospital.” (IIMA/CMH S0015)

“Our hospital is an internationally reputed cerfbekidney care. Of late, our business is facing
competition from many urologists and nephrologistep are opening their clinics nearby and
offer the same services at much lower chargesesiney do not have the overheads of an
Institution like ours. Our lab facilities are exesit and we can extend them to patients from
general practitioners, but what exists in the miarketerms of remunerating the general
practitioners cannot be done by a hospital likeso@ur operating profit is showing a decline
since a few years. How can we attract more busitesair hospital and manage our hospital
resources more efficiently and effectively?
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Ramani K. V.; Rao NageshDr. Ravi Livingston (2012): “Bangalore Baptist Hosptal (A).”
(IMA/CMHSO0020 (A))

“By God'’s grace our hospital has grown from an &d Isecondary care centre to a multi super
specialty hospital over the years. We have beendmasdathe “Excellence in Teaching” by the
National Board. Our mission is to care for the gizalized and to this end we reach out to those
in need through outreach programs such as pa#iatve, community health, as well as address
vulnerable groups like HIV/AIDS, mental health, agekriatric care. In response to the critical
need for palliative care services in the city ohBalore, the Palliative Care Division was started
in January 1995 in partnership with the Wake Fot#stersity Baptist Medical Center, North
Carolina, USA.” With these words, Dr. Alexanderohias, CEO Bangalore Baptist Hospital
(Bangalore) initiated the discussions on case dgweént.

Ramani K. V (2012): “Majestic Hospitals”. (IIMA/CMH S0004)

The CEO of Majestic Hospitals, Mr SanjivVerma, wasy conscious about maintaining a high
quality of services. A recent feedback obtainednfra few patients of the hospital highlighted
the discharge process of its inpatients at theddrttleir stay at the hospital as a problem area.
The hospital policy mentioned a two to three hoarigul for inpatient discharge after the
consultant gave the discharge orders, but the teddform from patients showed an average
delay of five hours for discharge. The CEO therefeas keen to review the inpatient discharge
process and recommend ways to improve the semves. |

Ramani K. V and Verma Anupam (2012): “PDHN Hospital OT". (IIMA/PSG0085)

PDHN Hospital is an ultramodern, multi-specialtyrtisgy care hospital. It offers a
comprehensive set of services covering investigatiad diagnosis to therapy, surgery, and post-
operative care. In its first 50 years (1951-20Ghg hospital treated more than 1.5 million
outpatients, 175,000 inpatients, performed over milkon surgeries, one million radiological
investigations, and 7.5 million laboratory investigns. It is one of the first hospitals in Indaa t
perform laproscopic gall bladder surgery, kidnegngplants, introduce MR angiography, and
popularize non-invasive screening protocols.

Ramani K. V and Chavda Narendrabhai (2012): “Gujara Cancer Research Institute: (M P
Shah Cancer Hospital)”. (IIMA/CMHS0016)

In February 2003, Dr. Pankaj Shah, was appointedhasnew Director of Gujarat Cancer
Research Society, also known as MP Shah (MPS) Cafagpital . Having served as deputy
director at MPS Hospital for a number of years, Pankaj Shah was aware of the challenges
facing the hospital. While the input costs for tieedhre services were increasing over the years,
financial support from the Government had not iasezl in the same proportion. Any shortfall
in financial support from the Government put enamsi@onstraints on variable expenses for
patient care towards purchases of hospital supplieb as medicines and drugs, lab chemicals,
X-ray films, etc. A common complaint from Clinichleads was the frequent shortfalls of certain
critical items and long waiting periods for recegbtseveral regular items from stores. Dr. Shah
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was worried about the adverse impact of the arcparchase management systems on the
quality of patient care.

Ramani K. V (2012): “SJ Hospital”. (IIMA/CMHS0018)

In the last meeting of the board of directors,¢hairman of SJ Hospital emphasized the need to
develop a comprehensive hospital information systenorder to help hospital authorities
manage their resources efficiently and effectivéyhis words: “It is our endeavor to leverage
on Information Technology to provide us a competitedge as we believe that it will play a
differentiating factor between successful mediagaaizations and the not-successful ones. In
the long run we should plan to collaborate witheotheputed hospitals and diagnostic centers
world -wide for patient referrals and consultattbrough a computer network.”

Sanjay Joshi et al, (2010): Sanjay Joshi; Ramani KV; Mavalankar Dileep: “YASHODA
Interventions.” (IIMA/CMHS0006)

Yashoda, as the legendary foster mother of Indigthahogy is an expression of pure voluntary
love and care for another’s child. Yashodas inrttaernity wards of India’s underprovided but
crowded public hospitals are an attempt at progidincost-effective, trained and dependable
source of support and counseling to the women attithe of childbirth. They would ensure
basic neonatal and post-partum care, and thereleytfie health staff to attend to clinical tasks.
NRHM has introduced Yashodas in the states of MadPnadesh, Rajasthan, Orissa, and Bihar
(Yashoda is called Mamta in Bihar) on experimehtais through the NIPI programme. Initially
the intervention is introduced at the district htedp and a few ‘high delivery load’ Block
hospitals where the demand for institutional dele® has gone up significantly as a result of
JSY incentives.

Mavalankar Dileep et al, (2010): Mavalankar Dileep; Ramani K.V; Kumar Harish:
“Measles: An ignored Disease in India?” (IIMA/CMHS0009)

“I was playing with my friends a few weeks back,emhl noticed reddish rash on my body. |
realized that by body was also hot and my eyesned did not feel like playing. By a few days
the rash spread all over my body. | lost my apeetitd my mother kept me indoors covering me
with heaps of clothes. My condition did not impraved my body started getting hotter and my
breathing faster. When my mother took me to thealladoctor he advised me immediate
hospitalization. I'm in a hospital bed, with sevbreathlessness and fever. Lying on the hospital
bed, | see my mom. Her face is red and she’s crgimd) crying. | feel hot. Every few hours a
nurse gives me a shot. It hurts. I'm in secondlgrdld caught the measles, just like my brothers
and sisters and friends. Except unlike them, mystesadidn’t go away. It got worse and turned
into something I'd never heard of: pneumonia. Intpge week in the hospital and survived.” A
child recalls his attack of measles.
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Mukesh Prajapati et al, (2010): Mukesh Prajapati; Mavalankar Dileep; Ramani K.V:
“Sick Newborn Care Unit”. (IIMA/CMHS0008)

The risk of a child death is highest in the firsbnth of life. Safe childbirth and effective
neonatal care are essential during this periodrdieroto reduce Infant mortality. Joint Review
Mission of NRHM has noted an increase in the nunabénstitutional deliveries in Pragatinagar
District Hospital after implementation of the JanaBuraksha Yojana (JSY). Increased
institutional deliveries increase the load of darethe newborns especially the sick newborns.

Sanjay Joshi et al, (2010): Sanjay Joshi; Ramani K; Mavalankar Dileep: “Village Health
Nutrition Day”.

Nutritional adequacy is one of the key determinamitshealth and well being of children.
Globally, maternal and child under-nutrition is tinederlying cause of 3.5 million deaths every
year. Child malnutrition in India has declined ontarginally from 51 % in 1992-93 (NFHS-1)
to 46 % by 2005-06 (NFHS-3). In India, malnutritisnthe underlying cause for more than 60%
-70% of disease burden in children. While Child legunder RCH) is under the Ministry of
Health and Family Welfare, child nutrition is und#re Ministry of Women and Child
Development (WCD) under its Integrated Child Depeh@nt Scheme (ICDS). Inter-sectoral
convergence between Health and Nutrition activitsethe focus of the Village Health Nutrition
Day (VHND) program under the National Rural Hedlission (NRHM) of the Ministry of
Health and Family Welfare, Government of India.

Sanjay Joshi et al, (2010): Sanjay Joshi; Ramani K; Mavalankar Dileep: “Universal
Immunization Programme”. (IIMA/CMHS0007)

Immunization is one of the most cost effective imémtions to prevent a series of major
illnesses, particularly in environments where afgitd are undernourished and may die from
preventable diseases. The status of child immupizé a good indicator of equity, accessibility
and outreach of healthcare services.

As a signatory to the UNICEF declaration in the 4Bth anniversary, India launched the
Universal Immunization Program (UIP) in October 39&ith the goal to cover 85 % of all

children and 100% of pregnant women by 1990. Unfately, the status of full immunization in
India has reached only 43.5 % by 2005-06 as repant®&lational Family Health Survey (NFHS)
- 3.

Ramani K.V et al, (2009): Ramani K.V; Dr. Tushar Lakhia: “City Municipal Hospital”.
(IMA/CMHS0019)

The head of the general surgery department atMityicipal Hospital was not happy with the
current system of charging all major surgeriesamily, since each type of surgery consumes
different amounts of each surgical resource. He wasdering if it would be possible to get a
handle on the costing of surgical procedures aedelly determine an appropriate pricing of
surgical procedures. He has recently attended awmek course on Hospital Management
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conducted by a leading Institute of Management,revbae of the professors mentioned Activity
Based Costing as an alternative to traditionalicgshethodology.

Mavalankar Dileep et al, (2008): Mavalankar Dileep;Ramani K. V; and Srivastava Amit
Kumar: “Family Planning in Bihar”. (IIMA/CMHSO0001)

Since 1951, Government of India is trying to cohtifte population and its consequences
through different family planning activities. Bihame of the most populous and backward states
in India, is also taking initiatives to control tip@pulation and its aftermath. However, due to
socio-economic backwardness of the state and o#asons, there has been less encouraging
results during RCH I. Government of Bihar has addptublic private partnership during RCH

Il to gear up the family planning activities whiafclude conducting awareness programmes,
developing health infrastructure, and adopting wative methods to involve men in family
planning.

Mavalankar Dileep et al, (2008): Mavalankar Dileep;Ramani K. V; and Srivastava Amit.
Kumar: Free Drug Distribution System in Bihar”. (I MA/CMHS0002)

Government is the largest provider of health seswim Bihar, but it has a long history of non-
performance. With the change of government, thie stacided to provide medicines free of cost
for most common ailments to outdoor and indoorguesi in all government health facilities. The
purpose was to improve the health standard of degnpeople of the state and to rejuvenate the
public health system. Efforts to streamline drugcprement and distribution were made though
rate contracting and ‘cash & carry system’. Thaultesf the improved free drug distribution
system is very encouraging but there is scopeuiidinér improvement.

Mavalankar Dileep et al, (2008): Mavalankar Dileep;Ramani K. V; Sharma Bharati; Shah
Amar; Upadhaya Mudita; and Gupta Mona: “Janani Evam Bal Suraksha Yojana: The
Scheme for Protection of Mother and Child in Bihar” (IIMA/CMHS0003)

The goal of reducing maternal mortality is trackbcough the proportion of births to skilled
attendants. Janani Evam Bal Suraksha Yojana inrBeéhan initiative in this direction. The
current scheme provides cash incentives to alhtbthers delivering in any government health
facility. The scheme has contributed a lot in addim the number of institutional deliveries and
is expected to help in reducing infant mortalitg.td he factors contributing to the success of the
scheme are cash incentives, availability of do¢ieasamedics, and drugs. However, it still has a
long way to go to ensure quality of services

Ramani K. V (2006): “Logical Framework Analysis.” (IIMA/PSGO097TEC)

Logical Framework Analysis (LFA) was first formalgdopted as a planning tool for overseas
development activities by USAID in the early 197@s.origins can possibly be traced back to
the private sector management. Concept of “ManageimeObjectives” approach of the 1960s.
LFA has since been adopted and adapted as a pipanchmanagement tool by a large number
of agencies involved in providing developmentalistaace. As a planning and management tool,
LFA takes the planners through a series of stepsleine clearly what the project will
accomplish and how. Once the project is on LFA wasfkist the project managers to plan and
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monitor resource utilization and project performan€he final output of LFA is LFA matrix
which presents a quick overview of inputs, actestiexpected results and evaluations plans. It is
important to realize that while LFA is a useful kabe process of designing it is more important
that the end product.

Jain A. K et al, (2004): Jain A. K; Sinha Piyush Kumar; and Bhardwaj Preshth: “Planet
Health”. (IMA/MAR0353)

Planet Health case is based on a company (Sagap @Giflndustries), planning to enter the
retail business of pharmacy and health care prediased on the feasibility study of proposed
retail business concept, company has to chalkheuéntry strategy plans.

Manikutty S and Vohra Neharika (2004): “Aravind Eye Care System: Giving them the
Most Precious Gift”. (IIMA/BP0299)

The case describes the vision of Dr. Venkataswahwey,founder of Aravind Eye Hospital at
Madurai, Tamilnadu, and the history of its develeptof places the present activities of what
has grown into an eye care system in the contexthefeye problems in India especially
blindness. The ability of the hospitals to perfdree surgeries to the extend of 60% yet keep the
prices highly affordable is highlighted, and theofane reasons embedded in the case. The
structure and systems are described in detail. CHse ends with the future directions and the
actions needed to take the hospital further anfillfdlr. V’s vision of “total elimination of
needless blindness in India”.

Ravichandran N (2003): “Revised National Tuberculos Control Project (RNTCP)
Reengineering Drugs Delivery System”. (IIMA/Prod- 55)

The case presents the logistics of drug delivesyesy for TB eradication project (RNTCP). The
central issue is how to modify the system to inseeds efficiency and relevance. There is
enough data in the case to discuss the implement&sues, as well design and develop a
comprehensive information system. The case focwseddentifying hospital performance
indicators, their estimation and the design of repto help the hospital management deliver
their services efficiently and effectively.
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