o KUSP

KOLKATA URBAN SERVICES FOR THE POOR

CHANGE

. Memo No. CMU - 51/2003(Pt.-IT)/ 2 245

To

M/s ARTISAN
107 A, B.B. Ganguly Street,

Kolkata -

700 012.

MANAGEMENT

i e I o

Sub: Printing, production, binding and delivery of Books.

Ref:

2. Your offer No. TA/277/10/08, dated 29.10.08

Sir,

No. CMU - 26/2003(Pt.-111)/2095, dated 20.10.2008.

Arnab Roy, ias

Project Director

Dated...04.11.08

Your offer for the works mentioned under the subject has been accepted by me on behalf of CMU.
You are accordingly requested to please take up the works according to the specification, terms
and conditions and rates etc. stated below:

Total production includes lay out, design
development, paper processing etc., as necessary.

SL Rate Amount
No. g Q- | Rs.P) | (Rs.P)
Printing, production, binding and delivery of
books “The Urban Health Strategy” of West
Bengal Govt. (English version):
® Size 16.5 c.m. X 24 c.m. finish 20,670.00
e Paper : Text 130 GSM Art Paper
Cover 250 GSM Art Board. 400 (Rupees twenty
L. 51.67 thousand six
Pages : Text 16 pages and Cover 4 pages. pes.
Jaid ; (English) hundred and
e Binding: Centre Stitch. seventy)
e Colour: All four-colour printing.
Total production includes lay out, design
development, paper processing etc., as necessary.
Printing, production, binding and delivery of
books “The Urban Health Strategy™ of West
Bengal Govt. (Bengali version):
® Size 16.5 c.m. x 24 c.m. finish
e Paper : Text 130 GSM Art Paper 11,100.00
Cover 250 GSM Art Board. 400
9 pes. 27.75 (Rupees eleven
e Pages : Text 20 pages and Cover 4 pages. (Bengali) thonsnntl il
¢ Binding: Centre Stitch. one hundred)
e Colour : All four-colour printing.

CMU - A REGISTERED SOCIETY UNDER MUNICIPAL AFFAIRS DEPTT., GOVT. OF WEST BENGAL

ILGUS BHAVAN, HC - BLOCK, SECTOR - 3, BIDHANNAGAR, KOLKATA - 700 106

CARUSPOnder+DB/pE-14

E-mait : kuspcmu@vsni.net, Website

PH. : 033-2334 2660 (Direct), 2337 8723/6226 (Extn. 101), FAX : 033-2337 7318/6228
: www.changekolkata.org

Contd.2




Page : 2

Sl Rate Amount
No Fiom QY- | Rs.P) (Rs. P.)

Printing, production, binding and delivery of

books “Poverty Alleviation Mission” in urban

West Bengal (Bengali version):

e Size : D-1/8 5,330.00

o Paper : 170 GSM Art Paper.

500 (Rupees five

4. Cover 2.50 GSM Art Board. b 10.66 sl e

e Pages : 4 pages. hundred and

e Binding: Centre Stitch. thirty)

e Colour: Coloured Cover.

Total production includes lay out, design

development, paper processing etc., as necessary.

Total Price : 37,100.00

Terms & Conditions:

No., VAT No. & PT
Enrolment No.

4

: Within 7 days from the date of receipt of this order.

: The above price is inclusive of all taxes and duties.

Delivery

Payment : After delivery.
Taxes

Delivery Charges : Free of cost.

I.T. Deduction at source : As per rules.

Copy forwarded to:

1. Project Manager, CMU, for information
2. Financial Adviser, CMU, for information and necessary action
3. Accounts Officer, CMU, for information and necessary action
curement Consultant, CMU for information and necessary action
” Health Expert, CMU, CMU for information and necessary action

C/KUSPOmder-/Ditipg-15

T S o R e

. through which IT PAN No., VAT No. & PT Enrolment Number

Submission of IT PAN } Payment shall be made on production of copies of documents
have been issued by the respective authorities.

Yours faithfully,

(Ar

Roy)

Project Director, CMU

Project Difector, CMU
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THE URBAN HEALTH STRATEGY
GOVERNMENT OF WEST BENGAL

Background:

The mission of the Government of West Bengal is “To improve the health
status of all the people of West Bengal, especially the poorest and those in greatest
need” as stated in the West Bengal Health Sector Strategy (2004-13).

According to the Census of India 2001, the urban population of the state stands at
22.4 million, which is 28% of its total population of 80.2 million. Historically, the
percentage of urban population in the state has always been higher than the national
average. The state ranks first in respect of the average population density in urban areas
(approximately 6745 per Sq Km) and fourth in terms of absolute size of urban population
amongst all Indian states.

West Bengal has experience of implementing successful urban health
programmes in several parts of the state, However the state does not have a well
structured and clearly articulated statewide urban health strategy. A multitude of health
care providers exist with different jurisdictional areas and varying statutory
responsibilities. This poses management and implementation problems and fragments
efforts. Further, there is a lack of organized and coordinated primary health care services
in urban areas. Hence a consistent and focused approach to urban health is imperative

The Government is now committed to ensuring accessible, equitable and quality
health care services to the urban population of the State. Towards this end the
Department of Health & Family Welfare (DHFW) and Department of Municipal Affairs
& Urban Development (DMA & UD) propose to contextualise the strategic framework
within which the State shall seek to address the health concerns of the urban poor.
Current Urban Health Scenario in West Bengal

Urbanization in West Bengal

The urban population of West Bengal has had an upward spiral though the rate of
increase has slowed down in recent years.

The trend in urban population is depicted in the following table :



TREND IN URBAN POPULATION OF 22.4
WEST BENGAL wE

1931 1961 1971 1981 1991 2001

Figures in million
Source: Department of Municipal Affuairs and Urban Development, GOWB, Policy Statement

The number of various urban units in West Bengal in 2001 is as follows :

Municipal Corporation Municipalities

6 120

Health Infrastructure in Urban West Bengal

The public health infrastructure of West Bengal is overstretched due to the huge
population pressure on the state and because of the fact that a lot of curative services are
also rendered through the public healthcare delivery system. 76% of all health institutes
in the state are run by the government, compared to 40% in other parts of India (West
Bengal Human Development Report 2004).

From the Mapping of Health Infrastructure in Urban Local Bodies in West Bengal
(executed by West Bengal Municipal Association), it is found that the health
infrastructure in the 126 municipalities is a collage with different combinations of
facilities available, ranging from abundance to paucity. There are towns with plentiful
health facilities — government, private and community-based interventions. On the other
hand, there are towns, which do not have a minimum health infrastructure.



Health infrastructure in the municipalities is divided in four categories viz.

1. Hospitals, health centres and sub-centres supported by the State Health
Department.

2. Facilities owned by the other government departments,
3. Municipality controlled facilities and
4. Private sector facilities.

A major problem is inequitable distribution of health facilities in the different categories
of municipalities, especially the facilities owned by the municipalities. 25% of the
facilities are taken away by the 4% of the municipalities and 50% of the facilities are
enjoyed by only 12% of them. Cold chain is another factor that requires to be looked into
to ensure efficacy of vaccines. It was found that only 40% of the municipalities have
control over their cold chain, for others they depend on the State Health Department.
{West Bengal Municipal Association, 2005).

Facilities owned by government organizations and other government departments, like
jail hospitals and ESI hospitals, serve special groups of people and are hence inaccessible
to the general population.

Private facilities are abundant in some municipalities and bridge the gap between demand
and supply. These include private nursing homes, a large group of private practitioners, a
few NGO initiatives and quacks. These available facilities are concentrated in bigger
towns and small municipalities are dependent on rural infrastructure located in municipal
areas. There are super specialists physicians practicing side by side with unqualified
Rural Medical Practitioners (RMPs). No information flows from the private agencies to
the government system. As a result services provided by them remain unaccounted for. In
the absence of a stringent quality assurance system, the quality of health care in private
sector is always under question.

Urban Health and Disease Burden

Unfortunately, policymakers do not have enough information on the health conditions of
the urban poor. Where there is data specific to the health of the urban populations, it often
suffers from at least some weaknesses. First, health data is usually aggregated to provide
an average of all urban residents - wealthy and poor - rather than disaggregated by
income or a wealth. It thus masks the health conditions of the urban poor. Second, the
urban poor are often overlooked altogether. The informal or often illegal status of low-
income urban settlements contributes to the fact that public health authorities often do not
have the means or the mandate to collect data on urban poor populations. Further, health
data are usually based on household surveys. This means that most surveys do not count
the homeless.



Communicable diseases are a major problem in urban populations in general and slum
populations in particular. “High levels of overcrowding also make poor urban residents
vulnerable to contracting communicable diseases such as tuberculosis, acute respiratory
infections, and meningitis. Vaccine-preventable diseases such as measles spread more
rapidly in overcrowded urban areas among non immunised populations. Inadequate
provision for drainage can increase risk of malaria as its mosquito vector breeds in
flooded areas and ditches; inadequate provision for sanitation often raises the risk of
urban dengue and yellow fever because the vector breeds in latrines, soakaway pits, and
septic tanks... High rates of HIV/AIDS are becoming an increasingly distressing fact of
urban life in developing countries. ” (Lancet Millennium Project series, March 2005).

Recent years have seen a series of out break of vector borne diseases like Dengue,
Malaria and water borne diseases like Hepatitis A and acute Diarrheal diseases in various
Urban Local Bodies (ULBs). There have been reported deaths besides acute ill health,
burdening the already stretched health system. This reflects the inadequacy of the ULBs
to prevent these situations and to respond effectively and rapidly to contain the outbreaks.

Recent SRS data available for the year 2006 shows an appreciable improvement in the
birth rate in the urban areas down to 12.3 and an infant mortality rate of 29 per 1000 live
births. However, it is assumed that these averages are a result of the improved status in
the 41 Kolkata Municipal Area municipalities and 22 others (a total of 63 municipalities)
which has had dedicated programme with external assistance since 1992. The 63
municipalities, which do not have any dedicated health programme, are also the ones,
which have a distinct disadvantage in terms of geographical location (further away from
Kolkata), very poor health service facilities (Mapping Of Health Infrastructure In Urban
Local Bodies, November 2005, West Bengal Municipal Association).

Disaggregated data for urban poor women’s fertility, contraception usage and attended
delivery data is not available currently however, the overall indicators for these outcomes
is available for the state as a whole and several of the health indicators (notably MMR,
NMR, IMR and TFR) for West Bengal are better than their national equivalents.

The following tables reveal the major health indicators for the state.
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A comparison of the birth rate and death rate of West Bengal

Birth Rate Death Rate
Rural Urban Total Rural Urban Total
20.7 12.3 18.4 6.2 6.3 6.2

Sample Registration System 2006

Selected Health and Demographic Indicators for India and West Bengal

Indicators West Bengal All India
Rural Urban Combined

Life expectancy at birth 63.0 69.4 64.4 63

(years}(2000-04)(SRS)

Total Fertility Rate (SRS 2005) 2.4 1.4 2.1 el

Maternal Mortality Ratio (per - - 194 301

1,00,000 LB)(RGI Survey 2001-03)

Current use of contraception by any | 49.9 49.9 49.9 48.5

modern method (NFHS-3) 2005-06

Female literacy rate (2001 census) | 53.2 75.7 39.6 % B

Infant Mortality Rate (SRS 2006) 40.0 29.0 38.0 57

Neonatal mortality rate (per 1000 32 20 30 37

LB) SRS 2005

Child Mortality Rate (per 1000 LB) | - - bl 18.4

(1-5 years) NFHS-3

Child Vaccinations : complete 62.8 70.3 64.3 435

2002-04 (NFHS-3)

Perinatal Mortality Rate(SRS 2005) .| 34 21 31 37

Still Birth Rate (SRS 2005) 9 7 9 9

Strategic issues to be addressed in Urban Health

¢ Lack of uniform urban health infrastructure and non-availability of primary health

care in some urban areas.

¢ Non existence of appropriate screening and referral system. Secondary and
tertiary care often remain underutilized on one hand and on the other, several
secondary and tertiary care facilities are often overcrowded in terms of outpatient
attendance and inpatient bed occupancy leading to poor quality of services.

¢ The limited presence of private service providers due to locational disadvantages

of some municipalities.




e The limited organizational experience in the delivery of health care in 63 non
Kolkata Municipal Area (KMA) municipalities.

e The lack of population based health status data and its implication for planning
and benchmarking.

¢ Poor disease surveillance, absence of appropriate diagnostic services etc. often
putting the public health system under strong criticism when the early warning
signals for impending outbreaks are not recognized and outbreaks spread.

Experiences and Lessons learnt in Urban Health Care in West Bengal

The State has the experience of various projects (CUDPIII, IPP-VIII, IPP-VIII
(Extn.), CSIP RCH Sub Project and HHW’s Scheme) covering 63 ULBs. In KMA areas,
through the Kolkata Metropolitan Development Authority (KMDA), the Department of
Health and Family Welfare (DHFW) has implemented four projects funded by external
agencies. The projects are World Bank (WB) funded CUDP-III (1984 — 1992), DFID
" funded CSIP (1992-1998), WB funded IPP-VIII (1994-2002) and European Commission
supported UHIP. Post IPP-VIII funding, DHFW also has the experience and learning
from the maintenance phase, which continues till date.

An independent end line survey of IPP- VIII project showed a notable fertility
decline among the slum population, marked improvement in maternal and child health as
evidenced by a decrease in infant mortality and increased utilization of the RCH services.
The projects provided lessons both in implementation and organizational front.

Institutional lessons:

a. Decentralization in administrative and financial matters can create both ownership
and local political commitment at the Urban Local Body (ULB) level and lead to
strengthened capacity and confidence in managing such programmes.

b. Various community structures (ward committees) along with adequate leadership
of the local bodies can work on combating exclusion, mobilizing resources and
energy, and achieving effective implementation. The ward committees can help in
creating awareness about the project besides providing their inputs in the micro
planning for their ward and help facilitate the work of the Honorary Health
Workers.

¢. Community participation can be encouraged through the ward/block committees
in different stages of planning, implementation and monitoring of the programme
in their respective wards/block.



d. The deployment of female honorary health workers (HHW) approximately @ 1
per 1000 poor population can be effective in bringing about a major change in the
health seeking behaviour and help achieve desired heath outcomes.

e. Use of private practitioners to complement primary clinical care and
immunization services through the sub centres work reasonably well, wherever
they are available.

f. Flexibility in project design allows for accommodation of local needs and
capacities.

g. Itis important to clarify the roles and responsibilities of the multiple organizations
providing urban health services.

h. It is needed to identify and recognize the marginalized populations like
settlements along railway tracks, rag pickers, migrants in squatter colonies etc. to
avoid being excluded from the benefits of such projects.

i. A system of repeated and continued refresher trainings for HHW and regular

feedback mechanisms are required to make effective use of lessons learned from
the field.

Technical Lessons:

a. A formal referral chain with linkages to facilities providing higher-level care
should be ensured since stand-alone facilities like maternity homes are difficult to
sustain.

b. There is need to include the larger urban population for preventive and public
health intervention.

c. Service package should include a mix of public health and primary level curative
care in addition to emphasis on preventive and promotive care.

d. There is need for population based health status data and it being factored in local
planning.

The Urban Health Strategy outlines some broadly common objectives and
operational strategies for all ULBs but it would be adequately adapted to the local needs,
priorities and available resources depending on the commitment and capacities of the
ULBs and other key stakeholders.



Goal:
The goal of the Urban Health Strategy of the Government of West Bengal is:

Improved health for all urban populations with special focus on poor, underserved
and vulnerable population

Objectives:

e To decrease maternal, child and infant mortality by providing better and
consistent quality services to families in urban areas with special focus on urban
poor, underserved and vulnerable populations through enhanced demand and
universal access to quality services.

e To reduce the prevalence of communicable diseases currently covered by the
national health programmes and reduce the risk of epidemic outbreaks by
reducing exposure to health risk factors.

¢ To improve the quality of basic health services by providing supervisory,
managerial, technical and interpersonal skills to all levels of health functionaries.

* To generate awareness and enhance community mobilization through [EC/BCC
to supplement and make the above interventions effective

Key strategies:

K7
°o

Universal coverage — the entire urban population including both APL and BPL to
be covered, while keeping the focus on BPL.

% Strengthening service delivery through a uniform 3-tier service delivery model.

% Strengthening institutional arrangements and inter departmental convergence.

./

% Strengthening monitoring and evaluation.
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Key Strategy 1: Universal Coverage

The Urban Health Strategy proposes to target the entire urban population of
West Bengal, while keeping the focus on the poor, the marginalized and the
underserved.

Key Strategy 2: Strengthening service delivery through a uniform 3-tier
service delivery model

A multi pronged approach will be taken to strengthen service delivery through
a plethora of measures:

* Institutionalizing the existing 3-tier primary health care model (Appendix-1) by



o Strengthening community out reach through the Honorary Health Worker
(HHW) and First Tier Supervisor (FTS) at the sub-center
o Strengthening infrastructure — physical and human resource related
{(Including introduction of a new cadre of personnel called First Tier
Supervisor (FTS) — Public Health to be based at ULBs).
Strengthening the public health role of the municipalities through establishing
standardised outbreak control protocols, etc.
Preparation of ULB specific action plan to reflect the operational strategies, and
address the ULB specific determinants of health.
Introducing newer models of service delivery where necessary like :
o Public Private Partnerships (PPPs) with NGOs/private sector for training,
data management etc
o Mobile health care services in hard to reach areas etc
Adopting and implementing appropriate Behaviour Change Communication
(BCC) strategies to improve health communication — this will combine interactive
group and interpersonal methods on the ground, mass media initiatives and
advocacy with various stakeholders.

Key Strategy 3: Strengthening institutional arrangements and inter
departmental convergence

The institutional arrangements will take into account the multiplicity of

agencies that will form part of the arrangement and will be planned to be conducive

to:

* Strengthening stewardship role of DHFW through establishment of Urban
health ¢ell in DHFW

* Strengthening the capacity of Department of Municipal Affairs (DMA)
through establishment of an Urban Health Cell with dedicated officials to
oversee urban health and strengthening the implementation capacity of the
State Urban Development Agency

* Formation of an inter-departmental coordination committee with
representation from other key stakeholders like Department of Public
Health Engineering, Department of Urban Development, Kolkata
Metropolitan Development Agency (KMDA) and Kolkata Municipal
Corporation (refer Appendix-2 for chart on institutional arrangements for

. Urban Health)

* Formation of a health committee under the District Health and Family
Welfare Samity, under the Chairmanship of the District Magistrate to
liaise with the ULB level health and family welfare committees.

* Defining the roles and responsibilities of the departments, including
patterns of fund flows.



* ULB and ward level health committees to coordinate multi departmental
response including, but not limited to:

o Water quality management, solid waste management,
sanitation and hygiene, tracking of seasonal disease outbreaks,
compulsory reporting of all notifiable disease from all health
facilities and undertaking vector control measures.

» To continue with the decentralisation of management and implementation
of the program to the municipalities

= Improved capacity of human resources at all levels — community level,
ULB level and at the level of State Urban Development Agency

= To establish, at the Municipality level, mechanisms for referral linkages
with the District and the Block facilities of the DHFW.

Key Strategy 4: Strengthening Monitoring and Evaluation

The UH strategy will enable establishment of the necessary institutional and
financial requirements to have a well-functioning Monitoring and Evaluation (M&E)
system ensuring measurement of performance and impact to become regular and
hence able to continuously inform the planning process.

The M&E will work in the overall framework of the HMIS for the DHFW and
MA & UD and will include, but not be limited to:

s Establishing routine monitoring systems and its implementation in
consultation with both departments (Refer Appendix 3)

» Designing systems to record and capture early warning signals for
impending outbreaks in order to improve epidemiological surveillance and
disease prevention

* Periodic surveys to capture health status of the urban population
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APPENDIX 1

SERVICE DELIVERY MODEL
Service Delivery Model:

The programme envisages implementation of a multi level service delivery model
supporting a strong community outreach intervention. The service package will include
apart from emphasis on preventive and promotive care a mix of public health and primary
level curative care.

The First Tier — Community outreach through Honorary HealthWorkers(HHWs)

The objective of the community outreach is to move the health care from institutions to
the doorstep with access of all beneficiary households to Honorary Health Workers
(HHWs). The community level operational strategy will be to include both urban poor
and the general population. For the Urban Poor an intensive approach including regular
home visits and maintaining a Family Health Card will be initiated. A community
outreach clinic providing basic preventive and promotive services will be provided close
to their habitation. (refer to the 2™ tier — sub center)

The service delivery will be expanded to all municipal population through initiation of
outreach services using female honorary health workers (HHWSs) to be recruited from
urban communities. This outreach will be organized with the Ward as the geographical
unit. The Ward Councilor/ Ward Health sub committee would be providing support and
oversight.

For the general population the approach would be to provide Public Health inputs
through various educational and service strategies included under various National Health
Programmes.

The number of HHWs per ULB will be determined by the number of urban poor in that
ULB distributed at one HHW per 1000 poor population or the number of wards
whichever is more. The municipalities will allocate the HHWs according to the
agglomeration of low socio economic population in a ward.

The Second Tier - Sub Centre

This will be designated as Sub Centre and will cater to a population of 5000 urban poor
from a cluster of wards, such that it provides a much betier level of primary health care
and introduce more flexibility in its timings. The sub centre will be closer to the

community and the municipality, aided by the GIS maps for optimum location.

A First Tier Supervisor (FTS) will be selected from amongst the HHWs after at least six
months experience and an additional training input. These FTS will be allocated
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responsibility at the sub centres and provide support to five HHWs in their outreach work
and will manage the sub centre. First Time Supervisor (FTS) will be providing
counseling plus basic primary care.

There will be another category called the FTS — Public Health who will be responsible
for 20,000 general population in terms of the public health inputs. They will be part of the
ULB team and work under the supervision of the Health Officer (HO) of the ULB.

The Sub Centre will be manned by a FTS and a Medical Officer (part time).

A structured Monitoring and supervision schedule will be in place and training of the
FTS will include developing skills for appropriate supportive supervision of work
undertaken through monitoring Indicators,

The Third Tier- Referral Facility

The referral Facility - the third tier of support will be a Block Primary Health Centre
(BPHC)/Rural Hospital/Sub Divisional Hospital/ District hospital. Where these are not

accessible or the municipalities have successfully implemented maternity homes, then
these can be used as referral facilities.

In 15 ULB where no such DHFW secondary facility exists, an Urban Health Centre
under the management of the DHFW will be set up. This facility will serve as a daily
OPD besides providing preventive interventions not available at the sub center.

Package of Services

First Tier : Community Outreach through Honorary Health Workers (HHWs)

The HHW will provide the following services, at the minimum,

+ Fortnightly visit to at least 200-300 households. Daily at least 15-20 houses are
required to be visited. The family schedule to be updated in every visit noting
births and deaths including entry of newborns, new comers and deletion of those
died or left permanently and whether the birth was under a safe hand orin a
institute

o Enquiring about pregnancies and registering them. Enquiring about abortion and
MTP and noting the same

e Focused counselling on antenatal care and providing them referral slips to visit
the sub-centre.

¢ Enquiring about immunization status of mother and infants and children.

RCH

e [dentifying malnourished children, motivation and referral slips to sub-centre

12
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To distribute contraceptives
Referral for institutional delivery/ emergency referral

Motivating and taking the mother / pregnant women / children to the sub centre
for immunization.

Encouraging the pregnant mothers to visit the sub centre for ANC check up by
the PTMO

Information, education and communication: breast feeding, contraceptives, diet,
ORS, personal hygiene, immunization, environment including general cleanliness,
promoting institutional delivery and utilization of existing institutions, etc
Encouraging mothers to go in for institutional delivery.

To hold mothers meeting

RCH- Linked activities

Follow up of referrals
To assist in outreach immunization activities
To assist in immunisation campaign whenever undertaken: Pulse polio etc

Public Health — Direct

While Enquiring about any death in the family; ascertain whether the death is
from any listed communicable diseases.

Enquiring for occurrence of important identified communicable diseases in the
house during the period from last visit till present and looking for any current
illness in the family ; noting the same and advising accordingly.

Preparation of HMIS report including recognition of early warning signals and
information to higher level.

Recognizing danger sign with relation to ARI, Diarrhoea etc. and advising on
initiation of treatment and referral whenever needed

Distribution of ORS and demonstrating preparation of ORS

To motivate adolescent boys and girls/men and women through referral to
appropriate treatment centres

' Liaison with community leaders

Participating in the ward committee meeting

Public health — Linked service

Support to National Health programs
Support to outbreak investigation etc
HHW will be accountable to ward committee/ councillor

Second Tier: Sub Centre

This will be designated as Sub Centre and will cater to a population of 5000 urban poor
such that it provides a much better level of primary health care and introduce more
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flexibility in its timings. The Sub Centre will be manned by a FTS and a medical officer
and will offer the following minimum services:

Child health care services including immunization, distribution of IFA, Vitamin
A, ORS packets etc.

ANC services and counseling for institutional delivery.

Promotion of Family Planning - oral pills, condom use, counseling for adoption of
terminal methods.

Primary treatment of common ailments

The specific services will be delivered through predetermined clinic days as follows:

U 1

ANC/PNC and Family Planning counseling clinic — two days in a month.
Immunization Clinic — Once a week.

General treatment clinic by Doctor — Once a week.

Growth Monitoring of U-5 children Clinic — Once a month.

Health Awareness Programme ~ Once in a fortnight.

The Third Tier- Referral Facility:

The referral Facility the third tier of support will be a BPHC/Rural Hospital/Sub
Divisional Hospital/ District hospital.

The facilities available will include a minimum of the following services:

Full range of Family Planning services including laparoscopic services.
Institutional Delivery services

Essential and Emergency Obstetric Care

MTP services

Child health referral services including essential and emergency newborn care.
Basic medical and surgical services.

Services under national disease control programmes

14
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Major Concerns in Urban
Health

m Lack of uniform urban health
infrastructure

= Non-availability of primary health
care in many areas. No organized
well-planned effort to provide
properly linked primary, secondary
and tertiary care services in
geographically delineated urban
areas.

Major Concerns in Urban
Health(contd..)

m Poor disease surveillance, absence
of appropriate diagnostic services
etc often puts the public health
system under strong criticism when
the early warning signals for
impending outbreaks are not
recognized and outbreaks spread.




Goal

i A o P B A AR A P T A A PPN RT S

= Improved health for all urban
population with special focus on
poor, underserved, vulnerable
population

m To decrease maternal, child and infant mortality by
providing better and consistent quality services to families
in urban areas with special focus on Urban poor .

a To reduce the prevalence of communicable diseases
currently covered by the national health programmes and
reduce the risk of epidemic outbreaks by reducing
exposure to health risk factors.




Objectlves

---------------------------------------

= To improve the quallty of basnc heaith
services by providing supervisory,
managerial, technical and interpersonal
skills to all levels of health functionaries.

m TO create awareness generation and
enhance community mobilization
through IEC to supplement and make the
above interventions effective

Lessonslearnt

IR I EEEE e e e

Indeugendent end Ime survey of IPP-VIII
project (2002), CUDP-III, and PWC-Action
Aid report
= Notable decline in fertility, reduction of
IMR, marked improvement of MCH
services and their enhanced utilization in
urban slums.

s Fair degree of decentralization achieved

= HHW role was effective in bringing a
major favorable change in health seeking
behavior and developing linkage with
health system




Lessons learnt...cont’'d

s Wherever available Private Practitioners
complemented primary clinical care and
immunization services. However, there
were issues related to their remuneration
and nomenclature.

u A formal referral linkage with facilities
providing higher level care could not be
ensured.

m Marginalized populations like settlements
along railway tracks, rag pickers,
migrants workers have not been specially
focused.

Key strategies

» Universal coverage - whole population of
APL and BPL, while keeping the focus on
BPL

m Strengthening service delivery through a
uniform 3 tier model

m Strengthening institutional arrangements
and inter departmental convergence

s Strengthening monitoring and evaluation
including disease surveillance




Universal coverage

» Increase the reach of the program by bringing
the whole population of APL and BPL, while
keeping the focus on BPL

Strengthening service
delivery

» Institutionalizing the existing 3 tiered primary
health care model by strengthening community
out reach (by HHW),Sub-center (FTS), and
infrastructure - physical and professional

= Preparation of ULB specific action plan
s Renovation/ up gradation and re-organization of
existing infrastructure support facilities at ULB

level, (supporting existing hospitals/maternity
homes run by ULBs)




Service Delivery (contd..)

» Introducing newer models of service delivery
where necessary

a PPP with NGOs/private sector for training, data
management etc

= Mobile health care services etc

m Strengthening the public health role of the
municipalities through establishing standardised
outbreak control protocols etc.

- IB\%%pting and implementing appropriate 1EC /

Service Delivery Model
Ist tier Community Outreach (1 HHW/1000
 poor population or 1 HHW/ward)
rSub Centre (1 SC for every - 1 FTS PH for every 20000 i
IInd tier 5000 poor pop with 1 FTS & | | general population for PH
1 PTMO | | functions

Health Centre for 30000

IIIrd tier
popuiation/BPHC/SDH/DH)

Referral Health Facility (Urbén ’




Instltutlonal arrangements

- Strengthen steward ship role of DoHFW through
establishment of

» Urban health cell with dedicated officials
= Interdepartmental coordination committee

s ULB and ward level health committees to
coordinate multi departmental response
including but not limited to :

n Water quality management, solid waste
management, sanitation and hygiene, vector
control, tracking of seasonal disease
outbreaks, compulsory reporting of all
notifiable disease from all health facilities

Institutional arrangements

= To continue with the decentralisation of
management and implementation of the
program to the municipalities

s Improved capacity of human resources at all
levels — community level, ULB level and SUDA

» To establish, at the Municipality level,
mechanisms for referral linkages with the
District and the Block facilities of the DHFW

» Delineating roles and responsibilities of the
departments,including patterns of fund flows.

» Establishing mechanisms for inter departmental
convergence(MA & UD,PHE and CMDA)




INSTITUTIONAL ARRANGEMENTS FOR URBAN HEALTH
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Monitoring and Evaluation

m Uniform monitoring systems to be
designed and implemented in
consultation with both departments

m Systems to record and capture early
warning signals to be designed

m Periodic surveys to capture health
status of the urban population
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Urban Health Strategy framework, West Bengal, India — Draft
for discussion

Background:

West Bengal Government aims at contributing to the overall improvement of the health
status of West Bengal population living in urban areas, with particular emphasis on
poorer sections of urban municipalities. More specifically, it aims at providing
comprehensive primary health care to all sections of urban communities through a
decentralized health care delivery system. This state commitment is also echoed by the
Government of India which has identified “Urban Health” as one of the thrust areas in
National Population Policy, 2000; National Health Policy 2002 and in the current Phase of
the Reproductive Child Health Program (RCH I1).

West Bengal has experience of implementing good urban health programmes in the state
however; there is no well structured and clearly articulated statewide urban health
strategy. With a multitude of health care providers having different jurisdictional areas
and varying statutory responsibility, there is not a consistent approach to urban health
thus resulting in fragmentation and sometimes lack of focus. In the absence of a
comprehensive urban health strategy muitiplicity of agencies providing urban health
services also poses management and implementation problems and fragments efforts
thereby preventing the desired health outcomes. Concurrently, Rapid urbanization in
India, and the significant growth of the urban population in absolute numbers, has
made new and greater demands on urban infrastructure and service delivery.

West Bengal Government feels the need for the development of Comprehensive Urban
Health Strategy to provide a logical framework and rationalize decision-making and
achieve optimal potential of the urban health initiatives. The focus will be on
empowering and mobilizing the ULBs to improve the health of communities by enabling
the establishment of public health policies of the state, active community participation,
the creation of supportive environments, the strengthening of health services, and the
promotion of healthy lifestyles.

-
-

Cities and towns not only are growing in size and numbecr, they also are gaining new
influence. Political and fiscal decentralization, under way in all regions, means that
municipal authorities now have greater authority—if insufficient capacity— to take
charge of the local services that affect the daily lives of its population.

s g L
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Cities are the engines of economic growth and the agents of cultural and political
transformations in developing countries. Access to urban services is a key factor for
improved quality of life among urban dwellers, particularly 1o the poor who make up
from a fifth to more than half of citizens in Asian cities
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Urban health risks and concemns involve many different sectors, including health,
environment, housing, energy, transportation, urban planning, and others. These concerns
have led to cities acquiring centrality in the achievement of the Millennium Development
Goals. In recognition of this Mayors and Deputy Mayors of more than 125 cities from
across the world, supported by representatives of Provincial and National Governments,
Representatives of Academic, National, International Organizations and Associations,
NGOs and Civil Society Stakeholders took the following resolution at the Conference on
Millennium Development Goals and the Role of Cities held from 2-4 April 2005 in
= Cochin, India.

Resolution taken at Conference on Millennium Devetlopment Goals and the Role of
Cities, 2-4 April 2005, Cochin, India

« To closely look at MDGs in our own city context and give to ourselves target that
we shall commit to achieve. '

« To frontioad concerns in regard to poverty reduction, education, gender, child
and maternal mortality, HIV/AIDS, malaria and other diseases and environmental
sustainability in all city activity.

¢ To commit.and allocate resources for the implementation of city targets focusing
on slums and other vulnerable groups.

s To engagelwith city stakeholders and afford them space in decision-making

* To promote partnerships in all city initiatives, and

e To harness new, especially information and communication technology to re-
engineer processes, improve service delivery and provide all citizens the fruits of
good urban governance.

Urban poverty - Context and the people.

Of the world’s 6.2 billion inhabitants, about 60 per cent live in Asia. The Asian region is
only 54 per cent urban but its annual urban growth rate (3.2 per cent) is much higher than
the rural (0.8 per cent). Between 2000 and 2030, cities and towns in less developed
regions will absorb almost all of the world’s urban population increase. In Asia, it is

= projected that by 2030, there will be 1.4 billion urban residents, a total larger than the
combined urban pépulation (1.2 billion) of Europe, North America, Latin America and
& the Caribbean, anc! Oceania (United Nations 2001:5). This will account for more than

90% of the worldjs urban population growth by 2030 and any effort to measurably
improve global health outcomes will need to address urban reform.
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The absolute numbers of urban residents continue to grow rapidly...

The urbanization of independent India

During the first census in 1951 India was primarily a rural country. Of the approximately
340 million population, 82.7 percent lived in as many as 557,409 villages. In contrast,
there were only 2845 towns in 1951, and only 17.3 percent of the population was
urbanized. Since then, over the last five decades, India’s population has grown to more
than 1000 million and the urban population has grown to 27.3 percent of the entire
‘population, which means 285.3 million, a number close to the total population at the time
of independence. The urban scenario here, and perhaps in all of South Asia, is drastically
different from that in many other parts of the world. It is postulated that while the rural
growth rate will drop, the urban growth rate will continue to rise in the next couple of
‘decades. Population projections indicate that by 2025, about 40% of India's population
will be urban. The urban scenario here, and perhaps in all of South Asia, is drastically
different from that in many other parts of the world. It is postulated that while the rural
growth rate will drop, the urban growth rate will continue to rise in the next couple of
decades. Population projections indicate that by 2025, about 40% of India's population
will be urban.
‘» i

South Asian countries have high levels of urban poverty. The World Bank has estimated
that the number of poor people in South Asia has increased from 474 million in 1987 to
522 million in 1998 (World Bank 2000).

Of the 1.2 billion people in the world classified as poor in 2000 about 800 million (67 per
cent) were living in Asia. As in other developing regions, rural poverty in Asia is
acknowledged to be more severe than urban poverty. However, because poverty in cities
is much more visible, policy makers are increasingly becoming more concerned about
urban poverty. This concern is also prompted by the growing disparity between the living
conditions of the very rich and the very poor in cities and towns. Some people fear that
this widening gap may pose threats of insecurity, instability, ethnic conflicts and
violence.

Urbanization and Poverty Levels in Asian Counties

Tablc ]

Region and Country Total Urban | Per Cent Urban | Urban Population

| Population | Population Below Poverty Line

(Millions) | (Millions) (Per Cent)

5 South Asia

Bangladesh 129 31.6 24 37

India 1,082 288.0 28 31

Nepal 24 2.8 12 23

Pakistan 156 45.0 34 22

Sri Lanka 19 4.5 24 25
Southeast Asia

Cambodia 11 1.7 16 21
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Indonesia 212 86.8 41 18
Malaysia 24 12.4 53 4
Philippines 82 44.2 54 22
Thailand 63 13.0 21 10
Vietnam 83 19.0 23 10
Last Asia
China 1,300 408.0 34 10
Hong Kong 7 7.0 100 10
Korea (Republic of) 47 38.5 82 7

Sources: Information on Bangladesh, Cambodia, India, Indonesia, Nepal, Philippines,
and Sri Lanka are from Urban Profiles (2002), published by the US: Agency for
International Development (USAID). Other country data are from the UN Centre for
Human Settlements (Habitat), the World Bank, and the UNDP Human Development
Index.

Within the cities, the quantum of people living amidst poverty conditions is élso growing.
Official estimates of slum populations, which are generally accepted as Peing on the
lower side, account 21% of the total urban population to be living in slums. In mega cities
such as Mumbai, 54.1% of the population resides in slum settlements withia population
of 6.5 million. In Kolkata, 32.5% of the population resides in slums with a population of
1.5 million. In Delhi, 18.7% of the population resides in slums with a population of 1.9
million while in Chennai the slum population is 0.8 million which is 18.9% of the total
population (Census of India 2001).

Urbanization across the states:

Among the major states, Tamil Nadu is the most urbanized state with 43.9 % of the
population living in urban areas followed by Maharashtra (42.4 %) and Gujarat (37.4 %).
The proportion of urban population is the lowest in Himachal Pradesh with 9.8%
followed by Bihar with 10.5 %, Assam (12.7 %) and Orissa (14.9 %). In terms of
absolute number of persons living in urban areas, Maharashtra leads with 41 million
persons, which is 14 % of the total population of the country. Uttar Pradesh accounts for
about 35 million followed by Tamil Nadu with 27 million. (Ministry of Urban
Development, Government of India). g

The urban population of West Bengal has had an upward spiral thoughj the rate of
increase has slowed down in recent years. According to the Census 2001 (brovisional),
the urban population of the state stands at 22.5 million, which is 28%; of its 1qtal
population of 80.2 million.

In terms of the absolute numbers living in urban areas, Maharashtra leads wilh 41 million
— 14 percent of the total Indian population. Uttar Pradesh accounts for about 35 million,
followed by Tamil Nadu with 27 million. Overall, the raie of urban growth'in India has
decelerated from an accumulated 36.5 percent in 1981-199]1 to 31.4 percent in 1991-
2001. However, the absolute numbers of urban residents continue 10 grow rapidly with



the addition of 67.8 million urban residents in 2001 to the 1991 figure. Taken together,
the urban poor in India would constitute the 14™ largest country in the world.

The main causes of urbanization can be found in the natural increase: migration, both
from rural and other urban areas; and the reclassification of formerly rural areas as urban.

L |

Poverty in the urban context

Studies of urban poverty in Asia suggest that as countries achicve higher levels of

economic development, the patterns of urban poverty changes. These changes are

associated with key factors such as: (a) location of the: poor in urban space; (b) time of

migration; (c) educational level and types of skills; (d): gender and family structure; and
- (e) level of economic development.

" Gender and Family Structure — Female headed househ%ﬂds are more likely to be poorer
than families where both parents are together. Lacking basic resources, poor families tend
to give boys more opportunities for education and training than girls as girls can help in
the home and look after younger siblings. Urban poor families also tend to have larger
l[amilies because many women in urban poor areas often lack information about
reproductive health and rarely have access to contraceptive methods. Studies of street
children forced to fend for themselves in urban areas often cite breakdown of family ties
as a primary reason for their being away from home.

Across the world, a rise in the numbers of the poor and the undernourished in urban areas
have accompanied growing urbanization. According to an estimate by the Planning
Commission of India for the year 1999-2000, the number of poor living in the urban areas
~was about 24 percent of the urban population ~ a substantial number despite the decline
from about 32 percent in 1993-94. The ratio of poverty in urban areas in 1999-2000 (23.6
percent) was not all that much lower than that in rural areas (27.1 percent).

The nature of urban poverty g
Poverty has many dimensions, with material deprivatiop (commonly measured in terms
of income or consumption) being one important element. But urban poverty ofien has a
. broader meaning of cumulative deprivation, characterized by squalid living conditions;
risks to life and health from poor sanitation, air po]h;jlon crime and violence, traffic
accidents, and natural disasters; and the breakdown of tfaditional family and commurrity
safcty nets. ;‘
|
According to the ' Food Insecurity Atlas of Urban India' by the M.S. Swaminathan
Research Foundation and the World Food Programme, 2002, more than 38% of children
under the age of three in India 's cities and towns arc underwetght and more than 35% of
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children in urban areas are stunted. The report mentions that the poor in India's expanding
urban arcas do not get the requisite amount of calorics or nutrients specified by accepted
Indian Council of Medical Research (ICMR) norms. It also suggests that absorption and
assimilation of food by the urban poor is further impaired by non-food factors such as
inadequate sanitation facilities, insufficient housing and woeful access to clean drinking
water. It reminds us that more than 21% of India's urban population lives in slums, 23%
of urban households do not have access to toilet facilities and nearly 8% of urban

- heusehelds are unable to find safe drinking water.

Figure 1 Trends in rural and urban poverty levels, 1973-74 to 1999-2000'
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Urban development that is geared to the needs of global capital displaces or excludes
poorer segments of the population and leads to the social and spatial segmentation of the
mega-city into citadels and ghettos. This aspect of urban poverty, not usually captured by
surveys is dependent on census data for their sample structure, which is homelessness.
Such surveys do not adequately reflect data on the poorest, who not only live in
inaccessible areas, but also frequently relocate within the city. Thus the most vulncrable
groups, such as rental groups living on the edges of existing slums, as well as homeless
and squatter groups, are left out. These urban poor living in temporary and unrecognized
dwellings — pavement dwellers and squatters — are seen to lead much more precarious
lives compared to those living in recognized slums or urban villages.




The composition of the urban poor

3 Whether in slums or homeless, the urban poor do not make up a homogenous unit. There
- are wide variations among and within classes, castes, and states; and aggregate figures

— ———often-de-not reveal the-extent-of-deprivation suffered by many disenfranchised segments. -

Between 1991 and 2001,

there was a remarkabie increase in the number of female

workers — 40.6 percent against the total increase in the urban female population of 21.2
pereent. And of this increase, 77 percent (60 million) are in the marginal worker

catcgory.

Comparing the age distribution of the urban poor and rich (see Table 2), for every child
below 14 years in the richest quintile, there are two children among the poorest 20
percent of the population. In contrast, for every two persons above the age of 60 among

the poor, there are three people in the richer group.

Table 2

Age-wise distribution of the urban population by assct quintile, NSS 52, 1995-96
Age Category Poorest 20% Richest 20%

0 to 14 yrs 43.5 21.2

15 to 59 yrs 524 125

60 plus yrs 4.1 6.3

Source; Bhandari and Shresth, 2003

Rapid urbanization of India’s population has been significant enough to make new and
greater demands on urban infrastructure and service delivery. The urban poor comprise a
heterogeneous group. While poverty in slums is stark, particularly for those who do not
appear in any government listing, it is even worse for the marginalized groups who are
cither homeless or on the move from one temporary shelter to another. Urban poverty is
characterized by food insecurity, extremely poor living conditions, unorganized labor and
lack of job security. As a result, the urban poor are vulnerable in multiple ways.

The challenge before the policy makers is to respond with basic infrastructure and social

services, including health. A policy to be effective has to take into account issucs of the
various segments of the urban poor. These issues of unorganized labour, poor income,

poor living conditions including woefully inadequate sanitation, social exclusion, and
increased vulnerability of women and children — are closely related to poor health
outcomes. Since a large proportion of the urban poor are migrants who work in the
informal sector without reliable social networks, identifying the associations and informal
social institutions that represent the urban poor is the first step to approaching them.
Special groups such as women-headed houscholds and street children may remain lefi out
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of benefits unless stronger positive action is taken to address their unique needs and
problems.

Current Urban Health Scenario in West Bengal

Urbanization in West Bengal
The urban population of West Bengal has had an upward spiral though the rate of
increase has slowed down in recent years. This is partially due to the state policy on
agricultural prosperity that has significantly checked the process of rural to urban
migration,

. T e et — - et

According to the Census of India 2001 (Provisional Population Totals), the urban
population of the state stands at 22.5 million, which is 28% of its total population of 80.2
million. Historically, the percentage of urban population in the state has always been
higher than the national average. The state ranks first in respect of the average population

} density in urban areas (6798 per sq km) and fourth in

E terms of absolute size of urban population amongst
The urban population of all Indian states. The sex ratib in the urban areas is

West Bengal stands at 22.5 | 893 while the literacy rate is 81.63%>,
mlith which is 28% of its
total population of 80.2

Urban areas in West Bengal are classified under three broad categories:

a) The statutory urban areas like Municipal Corporations, Municipalities,
Notified Areas, Cantonment Boards, etc which are declared as urban areas by
statute by the State Government,

b) The statutory non-urban areas which qualify to be treated as urban areas for
the purpose of census based on the following demographic criteria:
i. A minimum population of 5,000
: il. At least 75 per cent of the male working population engaged in
1 non-agricultural pursuits
l i, A density of population of at least 400 per sq. km.
1

¢) | Urban outgrowths attached to a statutory town.

As p«.mhe Census of India 2001 (Provisional Population Totals), the various urban units
in West Bengal are as follows:

* Census of India 2001 (Provisional Population Totais)
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TABLE 3

Number of various urban units in West Bengal in 2001

Municipal Municipalities | Notified Cantonment | Census Qutgrowths

Corac_)_rt@}ion e Areas Board Town i e
. e W 2 I B | 3 1 252 48 |

Source: Census of India 2001 (Provisional Population Totais_)-_'
As per Health on the March 2004-05, there are 120 Munlcspalutles and 6 Municipal
Corporalions in West Bengal.
As per the Census of India 2001 {Provisional Population Totals), the vanous urban units
in West Bengal are as follows: ‘

The trend in urban population is depicted in the following table.

Fig 2

TREND IN URBAN POPULATION o224

OF WEST BENGAL

lll.‘)'?:.p""

1951 1961 1971 1981 1991 2001

Figures in million {

Soeurce: Department of Municipal Affairs and Urban Developmens, GOWB, I’afcp Statement
|

Urban Health and Discase Burden

Unfortunately, policymakers do not have enough information on the heaith conditions of
the urban poor. Where there is data specific to the health of the urban populations, it ofien
suffers from at least some weaknesses. First. health data is usually aggregated to provide
an average of all urban residents - wealthy and poor - rather than disaggregated by



income or a wealth. Tt thus masks the health conditions of the urban poor. Second, the
urban poor are often overlooked altogether. The informal or often illegal status of low-
income urban settlements contributes to the fact that public health authorities often do not
have the means or the mandate to collect data on urban poor populations. Further. health
data arc usually based on household surveys. This mcans that most surveys do not count
the homeless.

_.Communicable diseases are a major problem in urban populations in general and slum.

— r0|’~.’"1f‘1‘[mn~. in particular. Close to half the urban population in Africa. Asta, and Latim

America have one or more of the main communicable discases associated with
inadequate water and sanitation provision—including diarrhocal discases and worm
infections (WHO. Creating healthy citics in the 21st century, 1999). “High levels of
overcrowding also make poor urban residents vulnerable o contracting communicable
discases such as tuberculosis, acule respiratory infections, and meningitis. Vaccine-
preventable discases such as mcasles spread more rapidly in overcrowded urban arcas
among nonimmunised populations. Inadequate provision for drainage can increase risk of
malaria as its mosquito vector breeds in flooded areas and ditches; inadequate provision
for sanitation often raises the risk of urban dengue and yellow fever because the vector
breeds in latrines, soakaway pits, and septic tanks... High rates of HIV/AIDS are
becoming an increasingly distressing fact of UIPdn life in developing countries. ™ (Lancet
Millennium Project series, March 2005).

Though disaggregated data for various health paramcters is not available for the urban
areas in West Bengal the overall anaemia status in children, the nutritional status of
women in the state, and the more than the average national prevalence of diseases like
ART (24.8 compared to National figure of 19.3), Measles (40% of all reported cases in
[ndia in 2001), Neonatal Tetanus (21% of all cases in India) and Diphtheria (17% of all
reported cases in India) reflect the need for strengthening the RCH services both in rural
and urban areas.

Recent years have seen a series of oul break of vector borne diseases like Dengue,
Malaria and water borne diseases like Hepatitis A and acute diarrhoeal diseases in
various ULBs. There have been reported dcaths besides acute ill health, burdening the
alrcady stretched health system. This reflects the inadequacy of the ULBs to prevent
these situations and to respond effectively and rapidly to contain the outbreaks.

The PWC-Action Aid study (2002) reports, “diarrohea was ranked very highly by both
the HHWSs and the community people, followed by incidences of respiratory illness, fever
and skin diseases. Injuries were another common complaint. Gastroiniestinal disorders
and genitourinary problems were also common. Tuberculosis also emerged as a scrious
health concern. One particular PHA exercise found cases of 18 TB patients from one
sitc." The above pattern is typical of the poor who are living and working in largely
unsanitary conditions and who are suffering from chronic malnutrition.

‘The report further revealed high levels of child malnutrition in the communities studied.
“This was evident from both visual assessment and by weighing children. Almost all
Chiidren between 0-5 years of age were found to be severely malnourished. A detuiled

i
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Survcy was not attempted. Such an assessment made in the PHA cannot be used to
gencralize the levels of child malnutrition in the whole population for the arcas chosen
for PHA were purposively chosen to be the poorer arcas. It is only an indircct
confirmation of the poor health status of KMDA’s poorer sections. All the children
assessed had multiple episodes of diarrhoca or recurrent respiratory infections - another
concamitant of poor nutritional status.”

il

Recent SRS data available for the year 2004 shows an appreciable improvement in the
birth rate in the urban arcas down to 12.9 and an infant mortality rate of 32 per 1000 live
births. lHowever. it is assumed that these averages are a resull of the improved status in
the 41 Kolkata Municipal Area municipalitics and 22 others (a total of 63 municipalitics)
which has had dedicated programme with external assistance since 1992. The 63
municipalities, which do not have any dedicated health progsramme. are also the ones,
which have a distinct disadvantage in terms of geographical location (further away from
Kolkata). very poor health service facilitics (Mapping Of Health lalrastructure In Urban
Local Bodies. November 2005, West Bengal Municipal Association).

“Although in aggregate, women in cities have lower fertility rates and better sexual and
reproductive health outcomes than in rural areas, findings of a disaggregated review show
that poor urban women have worse outcomes than other urban women, in some cases
rivaling those of rural residents. Poor urban women also have much higher fertility rates
than do other urban women; again, in many regions, fertility rates for poor urban women
are similar to those of rural women. Poor urban women are less likely to use
Contraception than other urban women, and again in some regions (eg. southcast Asia)
their usage rates resemble those of rural women. When poor urban women give birth,
they are less likely than other urban women to have these births attended by a physician,
nurse. or midwife. Moreover, they are at high risk of contracting sexually transmitted
infections, including HIV/AIDS” (National Academy of Sciences. Cities transformed:
demographic change and its implications for the developing world. New York: National
Academies Press, 2003.)

Disaggregated data for urban poor women’s fertility. contraception usage and atiended
delivery data is not available currently however, the overall indicators for these outcomes
is available for the state as a whole and several of the health indicators (notably MMR,
NMR, IMR. TFR and CPR) West Bengal are better than their national equivalents.

The lollowing tables reveal the major health indicators for the state.

TABLE 4
A comparison of the birth rate, death rate and natural growth rate of West Bengal
Birth Rate Death Rate . . Natural Growth Rate
Rural |[Urban |Total {Rural |Urban |Total | Rural | Urban | Total
| 21.8 =28 | 183 | 68 ' 6.0 63 | 154 6.9 18.%

Sample Registration System 2004



TABLE S
Selected Health and Demographic Indicators for India and West Bengal

Source: SRS, 2004. NFHS 2. DLHS 2002-04 The Flealth Scctor Strategy 2004-2013

TABLE 6

Urban Fertility and Maortality Indicators of West Bengal

Indicator : : i Year Urban
General Fertility Rate 2003 49.7
Total Fertility Rate 2003 1.6
Gross Reproduction Rate 2003 0.7
Total Marital Fertility Rate 2003 a7
Neconatal Mortality Rate 2003 16
Infant Mortality Rate 2004 32
Perinatal Mortality Rate : 2003 9
Stili Birth Rate 2003 2

Source: Sample Registration System
ITcalth sceking behaviour of the urban poor: -

The PWC-Action Aid study through its participatory health assessments revealed that for
the poor. it is the state hospital, rather than the municipality maternity homes. which
remains the most accessed referral health service for in hospital RCH services. There are
various reasons for this. The poor perceives of the Municipality maternity homes or
ESOPDs as either not having location advantages (situated too far away for quick access)
or 100 cxpensive (cost of treatment perceived as too high for all services but especially
for delivery and caesarcan sections). Sometimes, especially in the excluded groups and
the low access beneficiary groups, lack of knowledge about existing municipality referral
centers have also ¢ontributed to not accessing of such services.

For outpatient care in illness all the communities with whom PHA was done reported a
high dependence on private practitioners. In most cases the irst resort o curative care is
a private doctor. The respondents reported a high amount of expenditure in each visits.

Indicators West Bengal { All India
_| Life expectancy at birth (vears){2001-06) 67 | e N,
i TemafFertility Rate 2003 — 23 B S e
| Maternal Mortality Ratio (per 1.00,000 LB) 1998 266 400
Current use of contraception by any method 66.6% 48.2%
Female literacy rate (7+) 59.6% 33.7%
Neonatal mortality rate (per 1000 LB) 2003 50 37
Infant Mortality rate (per 1000 LB) 2004 40 58
Child Mortality Rate (per 1000 1-5 years) 1998 9.9 29.3
| Child Vaccinations : complete 2002-04 54.4% 47.6%
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including spending on drugs and fees. The expenscs ranged from Rs.50-Rs.150 on a
single visit.

Urban Health delivery framework: Institutional arrangements

-
L]

Response to urban needs

— hEECHEEERE Tesponse to the needs of rural areas. there have been lew — and patchy ===
clforts 1o sct up primary health care networks in town areas. In 1982, the Krishnan
Committce established a Working Group to reorganize family welfare and primary health
care services in urban areas. The Group recommended the development of an urban
primary health care network, including the establishment of hcallh posts in Indian u;ics
These recommendations have only been partiaily carried out.’

»

Itis in recent times that Government of India has made Urban Health an important thrust
area of the Tenth Five Year Plan, National Population Policy 20600, National Hcalth
Policy, 2002 and RCH-2.

The National Health Policy 2002 recognizes that “...in most urban arcas, public hcalth
t services are very meagre. ...Even the meagre public health services. which arc available,
do not percolate o such unplanned habitations, forcing people 0 avail of private health
care through out-of-pocket expenditure. ...NHP-2002 will address itself to the nced for
providing this unserved urban population a minimum standard of broad-based health care
facilities™. ¥
The Tenth Five Year Plan (2002-2007) states that * Ninth Plan recommendations
regarding re-organization of urban primary health care institutions making them
responsible for the health care of a population living in a defined geographic area and
linking them to existing secondary and tertiary care institutions will be fully implemented
during the Tenth Plan”.

Health Infrastructure in Urban West Bengal

The public health infrastructure of West Bengal is overstreiched due to the huge
population pressure on the state and because of the fact that a lot of curative services are
also rendered through the public healthcare delivery system. 76% of all health institijtes
in the state arc run by the government, compared to 40% in other parts of India ( fest
Bengal Human  Development
Report 2004). The public health infrastructure of West

: Bengal is overstretched due to the hrgc
From the Mapping of Heaith | population pressure on the state and becausé of
Infrastructure  in Urban Local | the fact that a lot of curative services are also
Bodies in West Bengal (executed | rendered through the public healtheare
by  West Bengal Municipal | delivery system. |
Association), it is found that the

¥ Renart of the Steermg Committee on Health, Temb FiveYear Plan. See GOL 2002¢




health infrastructure in the 126 municipalities is a collage with different combinations of
facilities available. ranging from abundance to paucity. There arc towns with plentiful
health facilities — government, private and community-bascd intcrventions. On the other
hand. there arc towns, which do not have a minimum hcalth infrastructure.

Health infrastructure in the municipalities is divided in four categories viz,

I. Hospitals, health centres and sub-centres supported by the State Health
Department.

(RS )

Facilities owned by the other government departments,

ad

Municipality controlled facilities and »
o m"f
4. Private sector facilities.

A major problem is inequitable distribution of health facilitics in the different categories
of municipalities, especially the facilities owned by the municipalities. 25% of the
facilities arc taken away by the 4% of the municipalities and 50% of the facilities are
cnjoyed by only 12% of them. Cold chain is another factor that requires to be looked into
to ensure efficacy of vaccines. It was found that only 40% of the municipalitics have
control over their cold chain, for others they depend on the State Health Department.
(West Bengal Municipal Association, 2005).

It was found that 42% of all facilities supported by the State Health Department and
sitvated within municipal boundaries arc part of the rural health system. Though a
segment of the municipal population accesses services from these facilities, the local
bodics are always under apprehension that sooner or later they are going to be withdrawn
from the municipal arcas. Facilities owned by government organizations and other
government departments, like jail hospitals and ESI hospitals, serve special groups of
people and are hence inaccessible to the general population.

Private facilities are abundant in some municipalities and bridge the gap between demand
and supply. These include private nursing homes, a large group of private practitioners. a
few NGO initiatives and quacks. These available [acilitics are concentrated in bigger
towns and small municipalities arc dependent on rural infrastructure located in municipal
arcas. There are super specialists physicians practicing side by side with unqualilicd
RMPs. Hospitals with state-of-the-art technology coexist with nursing homes run by
RMPs cven without a trained nurse. No information flows from the private agencics to
the government system. As a result services provided by them remain unaccounted for. In



the absence of a stringent quality assurance system, the quality of health care in private
sector is always under question.

There are approximately 25 hospital beds per 10.000 populations in urban arcas. 33% of
which belong to the State Health Department. 13% to other government departments and
29% 10 the private sector. Municipal facilitics account for enly 5% of the total number of
beds. Similarly 51% of the qualified MBBS doctors and 39% of the trained nurses
working in urban arcas belong to the State Health Department. Municipal facilitics
account for only 6% of the qualified doctors and 4% of the trained nurses’. In 2003, there
were 813 persons served per doctor in the urban arcas”.

The average number of private facilities (excluding doctors’ chambersYy per 10.000
population is around 0.38. Unlike government and municipal facilities. private facilitics
do not have any extraordinary high concentration in bigger towns. Though the number of
private facilities is more in A-category towns (population over 2 fakhs). see Table 7, the
average comes down to 0.49 while leveled against the population. In E- category towns,
this average is 0.46. An unusually high density of privatc (acilitics i.e. 1.03 per 10,000
population is observed in D-category towns (pepulation 0.25 to 0.75 lakh). Table 9 shows;
that the number of government and municipal facilitics is abysmally low in this category.,

Fig: 3 Average number of various health facilities in different category of towns

e by

" Mapping Of Health Infrastructure In Urban Local Bodies, November 2005, West Bengal
Municipal Association

* Source: DHFW
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AVERAGE NUMBER OF HEALTH FACILITIES OFFERED BY DIFFERENT SERVICE
PROVIDERS PER 10,000 POPULATION LOCATED IN DIFFERENT CATEGQORY OF TOWNS

I,i
. Zo State Health Dept = 2
o =0 = B
n v n = o g =
Category of o C a's | O o> 6 T LS
Towns (SRE S PRter] el 45 |20 | M
5 5 < €5 Rural | Urban - 5
{ x ™ System | System = = 1
§ | :
Municipal Corporations | 4 1.39 0.10 | 0.3 0.14 166 | 061 |
Above 2 lakhs (A) ! 15 1.05 0.01 0.05 0.14 1.25 | 049
1.5lakhs-2.01akhs(B8) | 9 | 0.99 0.01 0.06 0.03 | 1.09 0.65
0.75 lakhs—1.5lakhs (C) | 31 | 0.95 0.03 0.07 0.06 | 11 039 |
0.251akhs-0.75lakhs | 45 | 035 0.15 0.10 001 | o061 | 103 |
Below €.25 lakhs (E) TS YT 0.25 0.18 | 0.4 061 | 046 |
1 { 3 1
Total 1 120 | 092 0.05 0.06 0.08 | 111 0.58
i i '

Source: Mapping of Heaith Infrastructure in Urban Local Bodies in West Bengal

Most of the private facilities do not have a preventive or promotive component of
healthcare and the governmemt facilities for the same are also inadequate as is cvident
from the emergence of polio cases in West Bengal within the last four vears. In 2001
there was one polio casc in the state and it was from the urban part. In 2002, 7 out of 48
polio cases and in 2003, 5 out of 28 polio cases were detected in urban areas. Both the
cascs ol 2004 belonged to urban West Bengal. Different surveys also indicate that there is
much scope to improve urban health status of the state, particularly in respect of maternal
and child health, more precisely in terms of immunization coverage of children and
pregnant women.

One of the major problems is inequitable distribution of health facilities in the diffcrent
catcgories of municipalities, especially the facilities owned by the municipalities. 25% of
the facililies are taken away by the 4% of the municipalitics and 50% of the facilitics are
cnjoyed by only 12% of them. Cold chain is another factor that requires 10 be looked into
to cnsure efficacy of vaccines. It was found that only 40% of the municipalitics have
control over their cold chain, for others they depend on the State Health Department.

Icealth Interventions
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The provision of preventive and promotive healthcare to urban population has emerged as
a priority in view of increasing urbanization along with the increasing number of sium

arcas and low-income people In citics and
towns. More 50, as it | The provision of preventive and | has become mandatory
for the tocal | promotive healthcare to urban | governments to ensure
prevenlive and | population has emerged as a | promotive health care
services  for  their | priority in view of increasing | populations as a
consequence  of 74" | urbanization along with the constitutional
amendment. The | increasing number of slum | Government of India
has recognized urban | areas and low-income people in | hcalth as a thrust arca
under National Population Policy

2000, National Health Policy 2002, and Tenth Five Year Plan and in the second phase of
RCH programme,

Since 1980 community based preventive health care projects in slum arcas have become
mtegral parts of slum development activities in urban areas. At present 52 municipalities,
including 41 KMA (Kolkata Metropolitan Area) municipalitics, are supported by
communily based health projects like' CUDP-III, IPP-VIII etc. originally funded by
World Bank and subsequently taken ’over by the Government of West Bengal. An
additional 11 municipalities have reccntly started limited RCH intervention with support
from DFFID. :

|
The reported performance figures in thc! project areas indicate tremendous improvements
in health indicators among the beneficiaries of the project. The couple protection rate has
gone up to 72%, infant mortality (IMR) has come down 10 22.7 per 1000, immunization
coverage has increased to 96% and the incidence of institutional delivery has reached the
level of 95%. These statistics are true only for the direct beneficiaries of the project,
which rcpresent a small fraction of the total urban population. There is a dearth of
information regarding the rest of the urban population.

Review: expericnces and innovations in health care provision
An overview of innovations

The state has the experience of various projects (CUDPIIL, IPPVIIT and CSIP) covering
63 ULBs. In KMA areas, through the Kolkata Municipal Dcvelopment Authority
(KMDA), the GoWB and the Department of Health and Family Welfare (DHFW) have
implemented three projects funded by ¢xternal agencies (World Bank and DFID). The
projects are World Bank (WB) funded] CUDP IH (1984 — 1992), DFID funded CSIP
(1992-1998) and WB funded IPP-VII (J1994-2002). Post IPP-VIH (unding. DHIW also
has experience and learning from the maintenance phase. which continues till date. An
independent end line survey of IPP- VIIE project showed a notable fertility decline among
the slum population, marked lmprovcmcku in maternal and child health as evidenced by a
decrcase in infant mortality and increasad utilization of the RCH services by women and
children. The projects provided lessons both in implementation and organizational front,
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The goals of the KMDA health programme and the HHW component has been stated
thus: “A comprchensive community based preventive and promotive outrcach health
delivery system by involving the community and entrusting the responsibilitics 1o Urban
Local Bodies in a decentralized approach. It was a complete departure of health delivery
system from institutional delivery to doorstep delivery. To provide quality services.
casily accessible, aceeptable and affordable to meet the prime needs of the health of the
community especially the weaker section of the population, at a minimum cost.  Within
the overall objective of improving the health situation of the poor residing in urban slums
or similar situation in KMA, the programme aimed towards two main objectives: To
improve the maternal and child health status and to reduce the fertility rate amongst the
target béneficiaries.”

An independent end line survey of IPP- VIII project showed a notable fertility decline
among the slum population. marked improvement in maternal and child health as
cvidenced by a decrcase in infant mortality and increased utilization of the RCH services
by woméen and children. The final achievement figures are by any standards impressive.
The m;tign achiecvements are highlighted through the tables below:

f
? !

Tahle 8!
Demogriphic Indicator

Item Baseline-1994 Achievement -2001
(All figures- per 1000) (Al figures — per 1000)
Crude Birth Rate 19.6 14.8
Crude Death Rate  5.91 4.0
IMR 35.6 23
MMR 4.6 0.3
Tahle 9
Immunisation Coverage Status
5 ~ Base-line 1992 Achievement -2002
i (All figures in percentages) (all figures in percentages)
BCG (inftmt) 78 98
DPT (infant) 64 96
POLIO (jnfant) 70 98.6
Measles (infant) 54 90.0
T3 (pregfnant women) 76 97

Tahle 180
Utilisation of RCH Services
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Base-line 1992 Achievement 2002

(all figures in pereentages) (all figures in percentages)

Institutional Deliveries 53.9% : 95.6%
Three Antenatal Visits NA 96.0%
Conltraceptive prevalence in NA 47.8%
couples with less than two children

Couple Protection Rate 45% 71.6%

The projects provided both Institutional and technical lessons .
Institutional lessons:

a) High degrec of decentralization can create both ownership and local political
commitment at the ULB level. Apart from implementation and monitoring the
programme a considerable decentralization in administration and financial matters can
Icad to strengthened capacity and confidence in managing such programmes. i

i
b) Various community structures (ward committees) along with adequate leadership of
the local bodies can work at combating exclusion, mobilizing resources and enerey, and
achicving effective implementation. The ward committees can help in creating awareness
about the project besides providing their inputs in the micro planning for their ward and
help facilitate the work of the Honorary Health Workers.

¢) The ward/block committees and through them the community at large can be involved
in dilferent stages of planning, implementation and monitoring of the programme in their
respective wards/block.

d) The use of female honorary health (HHW) workers for bringing about a major change
in the health seeking behaviour and linking up with health systems can be effective.
These HHWs at one for 200 families and with little honorarium can help achieve desired
health outcomes

¢) Use of private practitioners to complement primary clinical carc and immusization

services through the sub centres can work reasonably well, whercver they were av .ixiable

1) Flexibility in project design allows modification of some and addition of ccrlz!in new
activities, The design also allows local level operational flexibility. Any suaquv 1o
address urban health issue has to build in flexibility and for factor in local nedds and
capacities, of the municipalities F
8) The need to clarify the roles and responsibilities of the multiple organizations
providing urban health services. l



h) Nced for recognizing the marginalized populations like settlements along railway
tracks., rag pickers, migrants in squatter colonies cte to avoid being excluded from the
benefits of such projects.

1) In the service delivery model the sub centre providing basic primary health care

-services by the part time medical officer and FTS the need to have a 1lealth

Administrative Unit (HAU) becomes superfluous.
Technical Lessons

a) A formal referral linkage with facilities providing higher-level care should be ensured
since stand-alone facilities like maternity homes are difficult to sustain.

b) Need to include the larger urban population for pacvcntwc, and pubhc health
intervention,

¢) Service package to include apart from emphasis on prcvc‘nnve and promotive care a
m;\ of public hmllh and pnmal\ level curative care. !

i -
d) The absence of refresher trainings for HHW and the abscn(itc of learning from the ficld
can lead 10 dilution and cffectiveness of the HHW lcading to stagnation.
|
i |
¢) The lack of population based health status data and it being factored in local planning.

A lurther challenge in municipalities, which does not have any dedicated urban health
programme, would be: The lack of population based health status data and its implication

for planning and benchmarking.

f}) The location disadvantage of many municipalities and the near total absence of health
infrastructure in some of these municipalitics.

g} The limited organizational expcrlence in_the delivery of health care in 63
municip alities. i et

h) The'limited presence of privale service providers in most oElhc Municipalitics making
it ditficuit to have any PPP arrangements

Other innovations:

Aguin. in the Local Ininatives Program (LIP) in Kolkata run by the child health and
nutriton NGO CINI. a referral network of qualified physicians who practice in the
vicinity of slums has been established. CINI-LIP staff have sensitized and oriented these
doctors 10 the needs of the slum residents, The network members treat patients at a highly
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subsidized rate, Rs. 15 instead if the usual Rs. 50. which is reimbursed by CINI-LIP,
These doctors follow standard management protocols for common ailments and prescribe
genceric drugs from the essential drug list provided by CINI-LIP. And to enhance scrvice
delivery. the CINI-LIP uses health vouchers given by the local health worker 1o the
patient, who then takes it to the doctor for consultation. This voucher entitles the patient
to free treatment and prescription drugs from the health center and the health provider, on
the busis of a subsidized consultancy fee.

Urban Health Strategics for \«\_/cst Bengal:

P -

“West Bengal Health Sector Strategy 2004-2013", the policy and strategy document
states the mission of the Department is “To improve health status ol all the people of the
state especially the poorest and those in greatest need.” Goals for health improvement are
specified in the form of targets for the infant,;montality rate (IMR). child mortality rate
(CMR) and maternal mortality rate (MMR). Special attention is given to the importance

of improving health conditions for financially and socially disadvantaged populations.

In the overall context of the Health Scctor Stratcgy West Bengal Government aims at
contributing to the improvement of the health status of West Bengal population living in
urban areas, with particular emphasis on poorer sections of urban municipalitics. More
spectfically, it aims at providing comprehensive primary health care to all sections of
whban communities through a decentralized health care delivery system. This state (MA
and UD statement) commitment is also echoed by the Government of India which has
identificd “Urban Health™ as one of the thrust areas in  National Population Policy,
2000: National Health Policy 2002 and in the current Phase of the Reproductive Child
Health Program (RCH IT). (NRHM)

In the absence of a comprehensive urban health strategy multiplicity of agencics
proeviding urban health services poses management and implementation problems and
frauments efforts thereby preventing the desired hcalth outcomes. It is in the overall
framework of the Health Sector Strategy that an Urban Health Strategy has been evolved
in a participatory approach with all the stakeholders deliberating on it and contributing to
i

The 74" constitutional amendment enlarged political authority of local governments
and brought under it the development agenda of the state. The new urban health strategy
calls for a recognition of urban health development as a positive -force for mecting
national goals of improving living standards cquitably and sustainably. for lcadership to
promote this recognition within the Health, Urban and Municipal departments and for
resources commensurate with the strategic importance of urban health and hence overall
development. It is realized that a much broader framework has to evolve for Strategically



effective solutions combining experience and experlise between medical services. public
health. and urban planning.

Coverage:

According to 2001, Census, the urban population constituting the 126 ULBs stands at 19.3
millions accounting tor 24.06% of its total population of 80.2 million. The percentage of
urban population in West Bengal has always been higher than the national average. The
state has the distinction of having the highest density in respect of the average population
density in urban areas (6798 per sq km). The urban population of the state is spread over
126 municipalities and 57 census lowns.

Aim and Objective

Amm is to contribute to the overall improvement of the health status of West Bengal
population living in urban areas, with particular emphasis on poorer sections of urban
municipalities. The objective is to provide comprehensive and sustainable primary health
care to all sections of urban communities through a decentralized health carc delivery
system. !

The UH strategy which, is guided by a vision of sustainable health through a
decentralized approach will provide a logical framework and rationalisc decision making
lor the achievement of the UH objectives by the Department of Health and Family
Welfare (DHFW). the Department of Municipal Affairs (DMA), Urban Development
(UD) and the Municipalities. The strategy also calls for a commitment by a wide
coalition of forces within the state and among external partners to working together in
new ways on the urban frontier. It is geared toward helping govermment at all levels. the
private sector, community groups, and people in ways best suited to them.

The urban Strategy outlines some broadly common goals and operational strategics for all
ULBs but 1t would be adequately adapted to the local needs, prioritics and available
resources depending on the commitment and capacitics of the ULBs and other key
stakeholders.

The U strategy for the state of West Bengal is conceptualized at the heart of two
interrelated processes:

Sustainable community based health care driven and managed by the ULB supporting
them 1o work as partners with the urban poor.

L=

» Strengthening of primary health care systems and services and where needed
\B’Sécondary care services.
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These processes will be translated through three critical elements:

I. A community-supported and well-trained ward based woman volunteer called the
Honorary Health Worker (HHW) who will

» Imtiate and facilitate sustainable improvement in health, nutrition and caring
practices and health secking behaviour in her community thereby addressing
houschold and community determinants of health. and Link mmmunily members
lo available heaith systems and services. lhucby improving accessibility and
appropriate utilization of services.

Cowalte ° 9 F R

2. Ward and ULB level Health Committee/, comprising of community members,
clected councilors and healt officials fo collectively facilitate access to and
delivery of effective healthcare for all residents of the municipality. They will
play a crucial role by:

¢ Sclecting and supportinu'\\ ard based HHWs.

* Undertaking collective ; health actions for improved preventive and
promotive care, as well a,s support and monitor health service providers.

» Coordinate the multi departmental response in the Public health domain,
which will include but not fimited to (1) Water quality management. (ii)
Solid Waste management. (iii) Sanitation and Hygicne. (iv)Licensing of
health facilities. (v) Tracking of Scasonal disease outbreaks, (vi)Ensuring
reporting from all health facilities including Government and Private
Practitioners and Path Labs for compulsory reporting of all notlf'able
dlseasc

e Draw1 up ULB leve! plan.

3. A responsive primary health care system scnsitized to the necds of the

community, cspecially its most vulnerable members — women and children. This
will operate through a tiered service delivery model as follows: —

e First tier services through sub centres provided by First Tier Supervisor
and professionals on contract from privaie sector.

¢ Urban Health Clinic as the second tier services formalized through
cxisting or creating ncw dentres.

* Relerral facilities as the third tier services formalized through existing
facilitics or upgrading where appropriate.

%

o Providing training and support to the HHW and ULBs and rattonalizing
convergent service delivery 1o optimize the impact of community-hased support
and health action. i



Improving quality by providing training to key health scrvice providers and
instituting a dynamic monitoring and evaluation framework.

Institutionalizing the stewardship role of Department of Health and Family
Welfare and establishing an Urban Health Cell at the state level. This would
require the DHFW to reinvest internally in its own urban knowledge and capacity.

The implementation of the Urban Health strategy is an inherently complex and
challenging undertaking. the success of which will hinge on the quality of key processcs
and systems at all levels of programme management and implementation. Thus the joint
ownership and steering of the strategy by the DHFW, Municipal Aflairs Department and
the Urban Development Department will be mandatory for its translation and for
achieving the Goals for urban health,

i
F

The proposed im{'lcmcntatinn strategy has been conceptualized kccﬁing the
following key prinuplcs in mind:

-

The strategy draws on the strength of existing resources within the state and
engage all potential stakeholders from civil society - The ULBs, NGOs, CBOs
and faith-based organizations, government departments - DHFW, UD and DMA,
Department of Social Welfare, Public Health Engineering and their programmes
and technical partner agencies. A strong partnership between these stakeholders is
a kev element.

They are adapted and implemented appropriately at the municipal level. Local
covernment remains the everyday face of the public sector in the urban arcas at
which level essential public services arc delivered to individuals and community
and where policy meets the people.

Given the geographic, social and cultural diversity of the state, the
implementatign strategy would enable an cssential level of quality in key
processes while cncouraging contextual innovation and [lexibility to cnsure
responsiveness o field realities and requircments. These variations need to be
assessed within the context of cost; availability of qualified providers,
sustainability; and health issues.

!
l:xpand its mdnchtc to include reproductive health, a full package for maternal
and chiid heaith and nutrition by expanding the technical intervention focus to
include RCH 2 interventions as well as nutrition.



"« Urban health program mandate remain open to identifying convergence points
with other technical health arcas including HIV/AIDS, tuberculosis and malaria.

Core Processes:
ULB level plan

- The unique social. historic, and urban context in which the discase manifests itself must
lead 10 the creation of solutions that suit local conditions. Hence the implementation
strategy would enable an essential level of quality in key processes while encouraging
conlextual innovation and flexibility. Each ULB will have a plan, which will reflect the
opcrational strategies to address the ULB specific determinants of health, It will take into
account the public health issues important in the municipality. the nature of L.}?Idt.l‘nl(. it
faces scasonally/periodically and its possible determinants and will factor these in their
intervention plan. The plan will also reflect the resources to be mobilized to bring and
partnerships to be formed for the most effective outcome in the ULB health scenario.
Thus each ULB would become responsible for the strategic planning and oversecing
bf local-specific solutions to addressing the priority health issues of the ULB and
also having innovative solutions to reach the poor and the marginalized in the ULB.

Targeting: Identifying and targeting the vulnerable urban populations

Services would be made available to registered and unregistercd slum arcas of the city. In
this direction, targeting the least served slums is vital for optimum utilization of
resourees.

Vulnerability assessments would be carried out 10 identify the vulnerable clusters of
the urban poor populations. Analyzing secondary data could do this (provision of water
supply and sanitation facilities) to identify underserved settiements.

Further. UH strategy will take care to identify the poorest of poor including marginalized
populations like settlements along railway tracks, rag pickers, migrants in squatter
colonies. women headed household etc who have been mostly excluded from the benefits
ol past projects. Involving a sensitized organization to facilitate in identification of the
“vulnerable™ beneficiary would also be useful. This would in no way undermine the fact
that the sanctioning and deciding authority would still be the ULB- but the ULB would
be in a better position to target the needy and make a better health impact for the
population under it.




Service Delivery Modecl:

The programme envisages implementation of a multi level service delivery model
supporting a strong community outreach intervention. The service package will include
apart [rom emphasis on preventive and promotive care a mix of public health and primary
tevel curative care.

Community Level:

The service delivery will be expanded tcgjll_mumcmal_m_;Jaﬂon through initiation of
outreach services using female honorary-tealth workers (HITWs) to be recruited from
Lulmn communities, This outreach will be organized with the Ward as the geoeraphical
unit. The W Ward Councilor/ Ward Health sub commitlee would be providing support and
oversight,

The community level operational strategy will be to include both urban poor and the
general population. For the Urban Poor an intensive app‘loach including regular Home
Visits and maintaining a Familv Health Card will be mtnatcd A community outreach
clinic (Sub Centre) providing basic preventive and promotive services will be provided
close to their habitation.

For the gencral population the approach would be to provide Public Health_inputs
through varipus educational and service strategies included undér various National Health
Progranumes.

A Tirst Tier Supervisor (FTS) will be selected from amongst. these HHWs after at Jeast
six months experience and an additional training input. One set of these FTS will be
allocated responsibility at the sub centres and provide support to five HHWs in their
outrcach work and another set* {one per 20.000 general population} to provide public

health services under the supervision of the Hedlth Officer (IIO) of the ULB.

The number of HHWs per ULB will be determined by th% number ol urban poor in that
UL distributed onc per 1000 such poor population or lheEnumber of wards whichever is
more, The municipalities will allocate the HHWs accordis!g to the agglomeration of low

SE population in a ward. '

The objective of the community outreach is to move the l?u.ahh care from institutions to
the doorstep with access of all beneficiary households to FIHWs, However, according to
the PWC-Action Aid study regular access in some houscholds and other housu
espectally those belonging to migrant communities \\huc women are working as
d(‘)muIlL help or rag pickers showed lesser awarencss about the HHW services. 1t is



important to avoid fecling of stagnation in the job and monotony of the same job with the
same famihics over years.

Henee, need for constant supportive supervision and monitoring will be needed to make
the HHW and the outreach cffective. The PWC-Action Aid study points to the fact that

. almost 69% of FTSs spend less than 1 hour in the ficld per Week and other Supervisors
~ are not making regular field visits. A structured Monitoring and supervision schedule will
" be in place and training of the FTS will include developing skills for appropriate

supportive supervision work undertaken through monitoring and performance Indicators.

: e T
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This will be designated as Sub Centre and will cater to a population of 3000 urban poor
such that it provides a much better level of primary health care and introduce more
flexibility in its timings. The sub centre will be closcr to the community and the
municipality aided by the GIS maps for optimum location will decide the location.
RenovationUp  gradation of existing facilitics will be done or alternativ ely,
accommodation will be refted for cstablishing new sub centre. No new construction will
be done.

First Time Supervisor (FTS) will be providing counseling plus basic primary care. FTS as
in the current dispensation will be a HHW with a minimum of six months experience and
receiving a further training of 30 days. She will be responsible for 5 HHWs and will
manage a sub centre covering 5000 urban poor populations from a cluster of wards.

There will be another category called the FTS — Public Health who will be responsible
for 20.000 general population in terms of the public health inputs. Theyv will be part of the

ULD team and deliver public health inputs.

The Sub Centre to be manned by a FTS and ULB Health Officer/ a part time medical

olficer (PTMO).
3 R Ny~ —
[ Urban Health Centre

This would be at the ULB level and will provide back up support to the sub centres in
terms of a morc comprehensive package of services including clinical OPD care. In 48
ULDBs these services will be provided by the DHFW sccondary facility available in terms
of Sub Divisional Ho-;p:lal Dastilil’H_c_y_gE_:Edl or Mumupalmeq own facilitics that exist in
the mumupalzl) or in it vicinity. S



In 15 ULB where no such DHFW secondary facility exists an Urban Health Centre under
the management of the DHFW will be set up. This facitity 'will serve as a daily OPD
besides providing preventive interventions not available at the sub center. The Urban
Health Centre will deliver services for approximately 30.000 populations (the norm may
be suitubly modified by the State to make it more ULB specific.) This centre. where
necded. may be rented or upgraded/renovated. if an cxisting facility is available.

The manpower allocation will be as follows:
Mudical Officer- 1 .

PHN/LHV - 1

GNNM 2- 4 @ 12000-15000 population

Lab assistant - |

Chowkidar - 1

Peon ~ 1

ey
The Third Tier- Referral Facility

According to the participatory health assessments done by PWC- Action Aiti‘I (2005)
revealed that for the poor. it is the state hospital. rather than the municipality maternity
homes, which remains the most accessed referral health service in hospital RCH services.
There are various reasons for this. The poor perceives of the Municipality miatcrnily
homes or ESOPDs as either not having location advantages (situated too far away for
quick access) or too expensive (cost of treatment perceived as too high for all services but
especially for delivery and caesarean sections).

The referral Facility the third tier of support will be a BPHC/Rural Hospital/Sub
Divisional Hospital/ District hospital. Where these are not accessible or the municipalities
have successfully implemented maternity home then these can be used as referral
facilities.

A referral route will be established with cach ULB having clear knowledoe of the referral
facilitv. which would serve the population of its municipalities. The specific referral
facility will also know their command area, which is to include the said municipalitv.

{
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Package of Serviees
First Tier:

This will be designated as Sub Centre and will cater to a population of 5000 urban poor
such that it provides a much better level of primary health care and introduce more
lexibility in its timings. The Sub Centre will be manned by a FTS and ULB Hecalth
Of;'ﬁccr/ a part time medical officer (PTMO) and will offer the following minimum

services:
!

¢ Child health care services including immunization, disttibution of IFA. Vitamin
A, ORS packets etc.

* ANC services and counseling for institutional delivery.

* Promotion of Family Planning - oral pills, condom use, counseling for adoption of
terminal methods.

* Primary treatment of common ailments

The specific services will be delivered through predetermined clinic days as follows:

I. ANC/PNC and Family Planning counseling clinic — two days in a month.
2. Immunization Clinic — Once a week.

3. General treatment clinic by Doctor — Once a week.

4. Growth Monitoring of U-3 children Clinic — Once a month.

5. Health Awareness Programme — Once in a fortnight.
{

Smgund Tier:

This would be at the ULB level and will provide back up support to the sub centres in
terips of a more comprehensive package of services including clinical OPD care. In 48
ULBs these services will be provided by the DHFW secondary facility available in terms
of Sub Divisional Hospital, District Hospital or Municipalitics own facilities that exist in
lhcf'ﬁﬂmly or in iis vicinity. Tn 75 ULB wherc no-sochDHFW secondary facility
exists an Urban Health Centre under the management of the DHFW will be set up. The
Urban Health Centre will deliver services for approximately 30,000 populations (the
norm mav be suitably modified by the State 10 make it more ULB speeific.)
i




The facility will have a minimum of following services:

e Tamily planning services including IUD. referral for terminal methods

. Depot holder services for contraceptive and ORS

. Child Hecalth services including Immunization,

» _Antenatal care (urine and blood testing. TT immunization, IFA
Supplements, nutrition counseling, early registration, weighing. Blood
Pressure, position of the baby, check against danger signals and
Idemification of high-risk pregnancies, Referral [or Institutional deliveries)

¢ Postnatal care

¢ Services under national discase control programmes

A daily OPD

The Third Tier- Referral Facility:

The referral Facility the third tier of support will be a BPHIC/Rural Hospital/Sub
Divisional Hospital/ District hospital. i

The facilities available will include a minimum of the following services:

e Full range of Family Planning services including laparoscopic services.

» Institutional Dclivery services

* I:ssential and Emergency Obstetric Care

e  MTP services

* Child health referral services including essential and emergency newborn care.
» Basic medical and surgical services.

* Services under national discase control programmes

Public [ealth Intervention at ULB level:

The public health functions in the ULBs will be within the overall framework of the state
public hecalth policy development, strategies and actions; prevention and control of
discase: inter-sectoral action for better health; and human resource development and
capacity building. » A wide range of activitics fall within these basic categories of public
health functions, such as surveillance, regulation, evaluation, social mobilization, discase
prevention and control and workforce development.

il

Each ULB will have public health response capacity. This activity will be based on two
approaches: (a) strengthening ULBs preparedness to address cmergency public health
situation and (b) improving routine public health measures at population level. The focus
will be on strengthening of ULBs preparcdness to address emergency and routine public
health situations and will be achieved through (i) providing technical support (o help
develop the Public Health action plan building on the ULB specific action plan. (i) ULBs
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Capacity building of existing staff in public health activities including orientation of ULB
members to public health activities (iii) Introducing cadre of First Tier Supervisor —
Public Health (FTS- PH) by reallocating and retraining from existing cadre of field
workers. (iii) Strengthening data collection and compilation at ULB level iv) Protocols on
communicable diseases and epidemic investigation guidelines including protocols during
outbreaks to be followed.

More specifically the ULB specific action plan for public health will focus on the
determinants in the respective ULBs and plan for a coordinated multi departmental
response in the Public health domain and include (i) Water quality management. (ii) Solid
Waste management. (iii) Sanitation and Hygiene. (1iv)Licensing of health facilities. (v)
Tracking of Seasonal disease outbreaks. (vi)Ensure reporting from all health facilities
including Government and Private Practitioners and Path Labs for compulsory reporting
of all notifiable disease.

This will focus on developing/strengthening mechanisms for effective linkages and
coordination between various departments and the private sector at the ULB level,
District level and state level for improving public health fesponse capacity in ULBs. This

: &
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Manpower at ULB level: CAT{ KCM o y WS

A team at the ULB level headed by a Health Officer (HO) and where the population is
over three lakhs assisted by an Assistant Health Officer (AHO) and s ried by 4/5 FTS
and one Public health nurse and one additional PHN for more thafi 3 lakhy bopulation will
support public health initiatives in the community. One Data Assistant and multipurpose
helper cum storekeeper will be allocated to each team.

The team will help in integrating the National Health Programmes into the ULB
programme. They will provide the oversight to the overall UH programme in their ULBs,
provide supervisory support to the HHWs and initiate outbreak control protocol for
common disease outbreaks.

The HO will be part of the management committee at the{ULB level and will provide
leadership to the UH programme of the ULB.

i
L
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Institutional Framework for implementation: '
The institutional arrangements will take into account the multiplicity of agencies that wiil

form pant of the arrangement and will be planned to be conducive to: (i) institutional
strengthening of the DOHFW and of institutional links across departments (specifically,



between the DHFW and the Department of Municipal Affairs) (ii) Institutional
strengthening of the technical agency (SUDA) identified by Department of Municipal
AfTairs. (iii} Formal linkage between the state and the Municipal level functions.

Urban Health will be steered by the DHFW and implementation will be the responsibility
of the Municipal Affairs department and the ULBs.In the DHFW an Urban Cell will be
established to provide stewardship role and will be responsible for policy issues,
formulation of standards and norms, operational guidelines, coordinating with department
of municipal affairs, technical input during epidemics. The Principal Secretary will chair
the Urban Health Cell. '

The Municipal Affairs Depariment will be responsible for implementation of the
programme through the 126 municipalities. It will be responsible for the overall
execution of the programme and will provide management support. It will identify an
agency (SUDA) to provide technical backstopping, capacity building and
monitoring/supervision support to the implementation efforts. In the Kolkata
Metropolitan Area (KMA) the Kolkata Metropolitan Development Agency (KMDA)
provide the oversight and managé the funds received by the DHFW. In Non— KMA
municipalities ULBs are responsible for implementation with capacity and supervision
provided by the health unit of the State Urban Development Agency (SUDA). A series of
committees starting from sub centre to ULB and District level will be set up and their
capacities will be strengthened to effectively implement the urban health programme.

A series of committees from District to the Municipal level will help coordinate UH
activities and provide oversight. These would be i} Urban Health sub committee under
the District Health Samity. ii) Municipal level Health and Family Welfare Committee. iii)
Municipal level management committee. iv) Health sub commitiee under the Ward
Committee chaired by the Ward councilor.

INSTITUTIONAL ARRANGEMENTS FOR
URBAN HEALTH

STATE LEVEL b ! URBAN HEALTH CELL IN DOHFW I MUNICIPAL AFFAIRS ]
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MUNICIPAL LEVEL HEFW COMMITTEE
MUNICIPAL LEVEL ?:>
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State level Interdepartmental Coordination Committee

Members

The members of this committee will be drawn from the DoHFW and MA department.
The following will be the broad areas on which the coordination committce will function:

Policy and Strategy Support

The committce would provide support to Department of Health and Family Welfare
(DH&FW) and the MA department. in framing policies and recommending strategic
options to achieve the goals stated in the Health Sector Strategy and the Millennium
Development Goals (MDGs). Specifically the tasks would include, but not be limited to,
the following:

» Finalize Urban Health Strategy after consultation with all stakeholders and
work towards its acceptance.

* Ensure that the approved strategy document is widely disseminated and
understood by all the stakeholders.

In framing and evaluating policy options and strategic approaches, the committee would
include the contribution of private and NGO sector and suggest ways of synergistic
linkages, partnerships, quality assurance and regulation. It would also ensure that the
recommendations are in line with the latest best practices in the field and that the
concerns of equity and gender are adequately addressed in the policy and various
programs.

Coordination between the two departments

In order to facilitate convergence between the efforts of the two departments so that there
is no duplication of effort and a shared understanding of facts and approaches, the
committee should leverage the inherent strengths of the two departments.

The committee would be required to coordinate the efforts of the two departments i..e
DHFW and MA department in order 1o facilitate more effective utilization of resources
and 1o ensure that efforts are synergised. Specifically ihe tasks would include, but not.be
limited to, the following:

¢ Set up systems for systematic sharing of information in order to optimize
utilization of resources.

* Dectermine modalities for harmonization of procedures and approaches in the
covered and uncovered municipalities so that individual project structures arc
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phased out in favour of common strategy, approach and implementation
mechanisms.

The committee will hamess the technical strengths of the DHFW in emerging
health issues, so that a coordinated response can be initiated routinely and in
the event of an outbreak of discases.

Ensuring streamlined collection of data and HMIS through inputs from the
DHFW and the MA department, to facilitate evidence- based decision-
making.

Integration and effective implementation of various national programmes at
the ULB level, through the joint efforts of the two departments. .
A well coordinated IEC/BCC strategy for urban health in tandem with the
strategies of both the departments,

To ensure institutional strengthening at various levels through

1. Review and strengthening of the legal provisions of the

various acts applicable

2. Capacity building initiatives at various levels with technical

inputs from the DHFW.

Urban health cell at the DIIFW

Members

Principal Secretary, DOHFW — Chairperson
Commissioner Family Welfare

Director, Health Services

loint Secretary (FW)

Joint Secretary (Public Health)

ED SH&FW Samity

SS (Public Health)

Finance- ADAAB rep.

The Joint Secretary (FW) will be the nodal person.

The cell will be responsible for policy issues, formulation of standards and norms, |
opcrational guidelines. fundlng, monitoring and evaluation, technical input during |

cpidemics,

Specifically, the urban health Cell will be responsible for

1. Preparation of Urban Health Strategy after consultation with all stakeholders
2. Suggesting ways for harmonization of structures and resources in the covered and
uncovered municipalities.

1L

Formulation of operational guidelines for the program at various levels viz.. the

outreach, sub centre and ULB level.

1
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Technical assistance and support to ULBs in policy planning & development

5. Technical inputs for the capacity building modules for different categories of
personnel at the implementing agency, the ULB and the sub centre and outrcach
level

6. Specialist inputs on public health related issues during times of outbreaks and
disasters s

7. TFormulation of an integrated monitoring and evaluation svstem in line with the
regular HMIS, so as to enable the DHFW to get a comprehensive data on health
indicators in the state along with helping in evidence based decision-making.

8. Suggestions for an overall IEC/BCC strategy encompassing the entire statc and in
line with the overall strategy of the DHFW and MA department.

9. Guidelines and support for epidemiological surveillance and monitoring health
status including technical support for public health decisions.

10. Definition of standards and methods of evaluating the quality of public hcalth
services

11. Development of standards and guidelines that support emergency preparedness
and disaster management

12. Setting up of standards and norms in terms of outbreak control protocols

» Establishing abilities, and skills to review, strengthen, and enforce Jaws and
regﬂalations

e Enforcement of laws and regulations, and associated training to enforcers

District level urban health sub committee under the District Health and Family

Welfare Samity:

An urban health sub committee under the existing District Health Samity will be formed

to coordinate the urban health programmes in the municipalities within the district.
Membership to include-

Sabhadhipati
District Magistrate
CMOH p
ACMOH

Rep from Municipalities T
Health Ofﬁ?er (nominated from Municipalities)

Specific terms of reference
i

1. Establish a coordinated approach at the district level and with the office of the
ACMOH of respective subdivisions for monitoring and providing support in all
disease management programmes and public health programmes.
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Help establish linkages with secondary hospitals for providing referral services to

all cases referred by medical units of their respective municipalities =

Systematic sharing of information in terms of data collected during routine

monitoring so as to cnable better service quality and outbreak management.

4. Suggest ways of synergistic linkages and partnerships with NGOs and private
sector where feasible.

5. Planning and coordination of health information, education, and promotion

strategies

19
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Municipal level Health and Family Welfare Committee

To enable planning and integration of all health activities between the Municipality and
the Department of Health and Family Welfare, the ‘Municipal level Health and Family
Welfare Committee” will be formed in each municipality.

This committee constituted at the Municipality level includes the following members:
H
i.  Chairperson of the Urban Local Body - President
ii.  Councilor-in-Charge of Health '
iii.  One representative from the Government- Health and Administration
iv. 2 Representatives of local NGOs (one from IMA)
v.  Assistant Chief Medical Officer of Health of the sub-division

vi.  Superintendent of local Government hospital
vii.  Representative of District Magistrate. .
vili.  Representative from Community Development Society (CDS)

ix. Health Ofﬁcer of the Municipality - Secretary Convener _

! SVORW — W ot
This commitiee w:l be responsible for coordinating the entire existing hcalth
infrastructure both in the Government and Private sector including NGOs and private
practitioners. This empowered committee will be responsible for:

* Review performance of the UH programme.
* Inspection of existing health and related facilities.
e Licensing of Health facilities. g —————— — o
c% e racLing of scasonal disease outbreaks and initiating outbrcak contro! pr olou)l =
¢ {Allocation of finance. .
* |Sceking reports [rom government, Municipal health institutions, NGO and private
racnnoners mcludmn path labs for compu]sonly nou!:db]c dmeases

UHC level.

* Monitor and ensure the contribution 1o the Health Development Fund from all
possible sources.

.
\
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» Improving the quality of the public health system and public satisfaction with
these services

* Decisions on locations of sub centers and Urban Health Clinics, where therc is no
DHFW facility available.

-~ . N
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5 A municipal level manasgement eommittee 2 5 V*’?f-‘\“

This body will oversce the management functions of the ULB health programme. This
will be responsible for monitoring of staff performance, plan out ward wise and sub
centre level activities, liaise with DHFW and MA to access resource support, report
preparation and submission to the appropriate authority.

The membership will include:

Councilor in Charge of Health ) Y p T e
Health Officer A ML QR e IR
Asst FHealth Officer ' A 14 X :

Pub¥c¢ Health Nurse “‘5_. v *1 ;

Project Management

1. Coordination for day-to-day management of the project including activities at the
outreach and sub center levels.
—/.2. Qversecing recruitment ami training of HHW, FTS, PHN, PTMO and other staff
members
3. Ensuring that all sub centers are functional with adequate infrastructure and
facilities.
4— Liaise with DHFW for getting the Urban Health Clinics operalional%
5. Regular supervision over data collection, analysis and dissemination.
6. Be responsible for submission of monitoring reports to different agencies, viz., the
ULB, the implementing agency, district level Samity (if applicable) and DHFW.
7. Monitoring staff performance including HHW, FTS, PHN, FTS PH, data entry
operator and PTMO.
8. Ensuring regular capacity building fer all the statf according to the nceds.
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1. Devclopment of an appropriate strdté:cy for health promotion tailored to local
needs :

2. Facilitating partnerships for health promot:on

3. Planning and coordination of health information. cducation, and promotion

strategics
4. Support for community health promouon aclivitics

= Health Promotion
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5. Advocacy and action to improve access 10 necessary health services

t.  Reducing the impact of emergencies and disasters on health through
cpidemiological Surveillance and Public Health activities Ensure preventive
measures ltke immunization, sanitization of outbreak prone arcas.

ii.  Surveillance systems to identify threats to public heaith

lii.  Enhancing cpidemiological capabilitics and skills in staff
iv.  Preparedness for an effective response to control threats 1o the environment and

public health
v.  Recognition of carly warning signal
vi.  Epidemic alert and response .
vii.  lmplementation of standards and guidelines that support ecmergency preparedness

and disaster management
Ward level health committee

There will be a health sub commitice!in the Ward Committee chaired by the Ward
councilor and will be responsible for Ward level planning of health activities, monitoring

HHWs, hold ward level BCC and IEC activitics.
1
Members i

The ward councilor

One HHW

FTS p

Representative of Community Development Society and
One distinguished person from the community or a NGO.

Specilic responsibilities

1. Ward level planning of activities ineluding distribution-ef HHWs-amongst
the BPL populatien:

2. Ensuring integration of health activities with those of Community
Development Somety/l\mghbourhood groups.

3. Responsible for IEC/BCC at ward level.
4. Monitoring the activitigs of the HHWs. :
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Monitoring and evaluation

Unfortunately, in West Bengal there is not enough information on the health conditions
of the urban poor. Where there is data specific to the health of the urban populations, it
often suffers from at least some weaknesses. First, health data is usually aggregated to
provide an avcrage of all urban residents - wealthy and poor - rather than disaggregated
by income or wealth masking the health of urban poor. Second, the informal or often
illegal status of low-income urban settlements prevents the public health authorities from
collecting data from this vulnerable population. Further, health data are usually based on

“houschold surveys. This means that most surveys do not count the homeless.

For cffective planning and monitoring of the progress of any urban health initiative data
on morbidity and mortality should be systematically collected. as they arc generally
unavailable at present. More rescarch is also needed to learn more about treatment-
secking behaviour of the urban poor, quality of various urban health services, as well as
perceptions of such care by its users.

As of today there is no mechanism for measuring the impact of service inputs by
indicators. In the 6.3 mumcxpalmes data from the BPL families through the family health
card cxists but thére is no data for the general population. There is no baseline data
available from the 63 ULBs who do not have any dedicated programme. The utilization
of the information collected through the current system is not systematically used for
knowledge-based decision making due to lack of capacity and structure.

‘The UH strategy will enable establishment of the necessary institutional and financial
requirements to have a well-functioning monitoring and evaluation system of the overall
programme ensuring measurement of performance and impact to become regular and
hence able to continuously inform the planning process. The M&E will work in the
overall framework of the HMIS being planned for the department of Health and Family
Welfare as a whole. Further, This component would support policy development and
capacity building by providing technical assistance at the Institutional level (both at the
Municipality and SUDA level), which will include sensitization, training and population,
based surveys at the beginning, middle and end of an urban initiative.

Maeonitoring,

Monitoring will be routine monitoring to collect, collate and feedback data collccted by
the HHWs (demographic, disease prevalence data and details of services). Currently the
municipalities have no mechanism in place 1o collect information from various health
care providers including NGO and other private service providers. The municipalitics

Wil B empoweréd 16 collect information from these sources and personnel provided at

the ULB level to collate this information.

Information required for routine monitoring will be collected by the HHWSs through the
family card. This will include demographic data, discasc prevalence data. In addition. the
regisiers and reports currently used to capture services delivered will also be continued,
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and information from these will also be sent for collation. The FTS will collate data of
the respective HHW group and send it to the municipality. Since there might be a
gestation time of about a year and half for the sub centres to come up, the data collected
by the HHWs will be collated at the municipality level (by the proposed data assistant),
along with data received from NGOs. private practitioners. A copy of the report will be
sent to the DHFW with a copy to the respective districts.

Once the sub centres are functioning, the data can be collated at the sub centre level and
then sent to the municipality for integration. In the M&E system the lollowing will be
incorporated:

I) The reports from Govcrnmenl and non-Government organizations submitted to the
Munncnpdlltv shoula uld mainly cover communicable discases and RCH cases trcated at
e Tacilities. A pro ro forma will be developed for this purposc.

2) An annual report is 1o be prepared on the basis of updated Family Health Card once a
ycar by each HHW.

Based on the monthly reports, survey, annual reports and other documents the
municipality will publish a report on health status once in a year.

4) The time schedule of the routine reporting system explained in the flow chart will be
changed in case of some selected communicable diseases. In such cases the HHW and
the concerned units will transmit information immediately and thercafter as per
requirement.

5) A set of process indicators (see annexure...) will be in place for monitoring and
informing the programme.

Evaluation

To make the UH strategy more output oriented the first step is to have a firm baseline of
measurement of outputs. The outputs related 10 people's health status will be captured
through a population based survey at the beginning of the project to be followed after
the third year by a midline survey in order to assess performance and make mid-course
corrcetions and finally at the end of the project an end line survey in order to learn what
‘works and inform future policy. All the surveys will be done by an independent survey
firm .The evaluation tools will also include facility surveys one such facility survey was
already conducted in the year 2005 by the Municipal Association, a key stakcholder in
the UH strategy, will be used as a baseline information on the facilities. A dctailed
monitoring framework and output indicators will be decided in consultation with the
stakcholders.

T ———
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Capacity Building

The different agencies involved in the implementation, management, and monitoring of
the proposed urban health program would need

I. Augmentation of in-house capacity in order to effectively manage the program
and handle additional responsibilities

2. 'Training on a range of issues a1 different phases of the project o develop skills to
work towards desired impact.

In house capacity at the implementing agency will be augmented through a tcam of
professionals to be engaged with a mix of various skills, which are required in order to
implement, manage and monitor the expanded programme. Managing the partnerships
with ULBs, BCC/IEC activities, capacity building of ULBs and outreach workers elc are
some of the key functions to be performed by the implementing agency. At the ULB
level, technical support would be provided by the implementing agency, and staffing at

ULB and outreach level would be optimiFed in order to achieve the program objectives
cfficiently and effectively.

It 1s proposed to-do capacity building of various levels of functionaries in two waves: -

¢ The first wave of capacity building will be based around the cxisting capacity
building measures and training programmes, with a few modifications. as
required. The DHFW will provide technical inputs for these trainings, especially
in the area of public health. These programs range from the oricntation /
sensitization programs for ULBs 10 the intensive 435 day training for the HHWs on
MCH and public health activities,

* Subsequent to the first wave, a capacity needs assessment would be undertaken
across all categories of staff, in order to identify gap areas. Subsequent trainings
and other capacity building measures would be based on the results of this
assessment.

Aungmentation of inhouse capacity

At the implementing agency level

As mentioned above, in view of the fact that the program has been scaled up . the
capacity of the implementing agency would need to be suitably strengthened in order for
it o be able to effectively deliver the following roles. The activities are suggestive and
not exhaustive,
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Managing the partnerships with ULBs ,.-’/ X°

1. Support to ULBs in prqa@n of individual plans and approving them
for release of funds,”

2. Support to the ULBs in setting up various systems including guidelines for
operation at the outreach and sub center level, HMIS, procurement,
finance and administrative sysicms etc,

3. In coordination with DHFW, to develop and implement uniform HMIS in
all the ULB |

4. Review and analysis of pcqiodic reports received from the ULBs and
concurrent feedback

5. Monitoring the program through field visits at periodic intervals.

1
Capacity building at ULB level ?

1. Be responsible for development and implementation of training modules
for ULBs, outreach and sub center personnel for strengthening
institutional and managerial capabilities.

2. Supporting ULBs in implementing IEC/BCC interventions

3. Encouraging networking among ULBs in order to exchange good
practices and cross learning

4. Supporting ULBs in generating community awareness and public
participation.

5. Supporting the ULBs in increasing access and demand to services through
gender sensitive and improved program planning and implementation.

6. Technical assistance, coordination, and facilitation of stakeholders at the
municipal level to address urban health;

7. technical assistance to municipal corporations and district health officers

: (Chief Medical Officers) ori developing proposals and plans for implement
F urban health programs;

< 8. Capacity building and training for NGO partners on health promotion,

- behavior change, etc.; -

9. Facilitation and devclopmth of public-private partnerships;
10. Coordination of study tours and visits to learning sitcs in model city

programs; :
i
H
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Public Private Partnerships

The World Bank-assisted eighth India Population Project (IPP-VIII) has been
particularly successful in engaging NGOs for service delivery; for IEC activities and
implementation of other innovative schemes; and for involving them as
intermediaries between government health staff and the community. The NGOs
contracted by IPP VIII to run the urban health centers were made responsible for all
field level activities. It also, contracted in services of Part Time Medical Officers
(PTMO) at the subcentre level for clinical services. The UH strategy encourages PPP
where such opportunity exists and where the ULB is willing to explore such
partnerships. The following areas can be considered for partnership:

» Contracting out Sub Centres to NGOs in difficult areas.
. Contradling in general practitioners at the sub center level.

* Incentives built into financial arrangements as part of social franchising schemes
for RH products and services. i
i
* Populatjon based surveys including the base line, midline and end line surveys.
1

+ Technical training/capacity building at various levels.
» Data management at the ULB level.

* Mounting BCC campaigns/ IEC material development.

Partnership with NGOs in the above areas can be thought of in the context of the existing
arrangements of the Mother NGO scheme (MNGO). The Mother NGO (MNGO) scheme
was introduced in the Department of Family Welfare (DFW) on the 9th Five Year Plan,
(1997-2000) under the Reproductive and Child Health (RCH) program. MNGOs and its
complementary field NGOs (FNGOs) can complement the government system in service
provision relatéd to FP, Immunization, MCH and access to institutional delivery.
RTI/STI, adolegcent reproductive health care also can be addressed wherever required
and as per comrpunity need.

Currently the Statc has 16 MNGOs covering all the Districts including Kolkata. Under
these 16 MNd&Os 63 IFNGOs have been selected and some has already started
1mpILantatmn The ULBs can determine the arcas 10 be covered, usually the un-
served/underserved ones with the MNGOs and improve the basic preventive and
promotive services in these backward wards of the ULBs. Expecied Deliverables could
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include incrcased maternal & child health service utilization (antenmal & post natal care
services, institutional deliveries, utilization of JSY, routinc immunization).

IEC/BCC activities

As an cssential public health function, health communication is of strategic
importance. It is an essential ingredient in a program of reform, and an important
mput of health service access and utilization improvement. Although newer
technologies have been available in the urban context, these options have not heen
sufficiently exploited in implementing strategies and programs for the poor, or their
health providers, in urban areas.

Strategic communication works best when it combines interactive group and
interpersonal methods on the ground with mass media initiatives and advocacy. In the
municipalities, a community structure exists from ward level upwards, which would
_enable key behavioural changes reflected in better utilization of services and adopting
jpositive health action.

Communication, advocacy and social mobilization efforts planned at various levels in the
municipalities will be seen as a process and will be synchronized to focus increase use of
services and community ownership of programmes. Use of appropriate media (mass
media, inter personal communication etc.) will be made in a well thought out process and
design. Regional variations within the state, in terms of language and characteristics will
be factored in and it would be ensured that cach district and the municipalities under it
receive specific communication instead of generic ones. ‘

Different types of BCC materials and tools will be developed. There would be greater
coordination with field publicity and broadcasting department and subgroup specific
communication would be encouraged. These activities would facilitate behavior change,
maternal, child health and adolescent health behaviors that are dircctly linked to RCH
objectives.

A strategy for IEC/BCC will be developed based on the local situation. Private sector and
NGO partnerships for 1EC will be promoted, particularly where potential partners with
skills and proven experience in IEC/BCC are available. The IEC plans will especially
focus on interpersonal or group communication plans. Include a description of expected
behavior change in different audience segments, and an outline of an IEC plan with
benchmarks for monitoring implementation and estimated budgel. IEC plans should
focus on building community awareness and knowledge, cnhancing skills to practice
healthy behaviors, and strengthening confidence to access health services.

i

1
i
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Sustainability of financing Urban Health

Subsidy for public health systems

Owing to the nature of services offered. The subsidy for public health svstems will need
1o continue to be made available because of the recurrent costs of health delivery
svstems, whether established in the public or the private sector. This would entail
significant budgetary allocations. Also, under a public health agenda, it is unlikely that
out-ol-pocket expenditure could be used to finance public goods such as communication
programs and immunization infrastructure.

, A g

The Department of Municipal Affairs and Urban Development can mobilize additional
resource particularly for addressing the larger determinants of health, e.g. Water supply,
solid waste management, housing etc.

Sclf-sustaining strategies

Demand-side reforms including vouchers scheme can be used for health specific
Vouchers and payments. Expanding the program focus beyond child healith to include

HIV/AIDS, TB, and malaria program also could potentially introduce other sources of
funding for urban health. Additionally, several sources of contribution may be explored

donations from business houses, individuals, banks etc. and 1 Veheml-&l-w‘nuﬂmch;pme
Pregram-of GOFeontributions — .}« My ~ It
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Agreement under ULDSSMT between SLNA & ULB

THIS SUBSIDIARY AGREEMENT is made between State Utban Development Apeney,

the Sate level Nodal Agency of Government of West Bengal; as Part |

AND,

-

, through its authorized person, as Part Il

WIHEREAS, the Part | has been appointed as State Level Nodal Agency (SLNA) vide
Government of West Bengal in the Municipal Affairs Department Order No151/MA/P/C-
10/35-65/2005 dated 7.2.06 as per the Guidelines for Uiban Infrastructure Development
Scheme for Small and Medium towns (UIDSSM'T);

AND WIHEREAS Partt H sceks financial assistance under the UIDSSMT;

AND WIIEREAS Part 1T have undertaken to implement the reform agenda as per the

guidelines of UIDSSMT as per the timelines indicated in detail in Annexure - A;
) ] g

AND WHEREAS Part 11 has undertaken to raise funds in tespect ol its share as per the
guidclines of UIDSSMT vide Annexure — B detailing the sowce of funds and confirmation

ol date by which funds would be made available with Part I,

AND WHEREAS Part | has entered into a Memoranduwm of Agreement with Ministry of

Urban Development on dated as per the guidelines of‘UII)SSM'l';

AND WHEREAS and per the said Memorandum of Agreement, Part [ shall enter into
Subsidiary Apreciment with Urban Local Bodies (ULBs) for providing assistance as per the

guidelines of UIDSSMT;

-t




AND WHEREAS the Pat | has considered the documents mentioned in Annexure -A and

Annexure-B and found them consistent with the goals and objectives of UIDSSMT;

AND WHEREAS Part 1 agrees to provide financial assistance to Part Il under the guidelines
of UIDSSMT and in accordance with the terms and conditions specified here-in-after in this

agreement.

NOW THE PARTIES WITNESSED as follows:

I. That the Part 1 shall release the financial assistance to Part Il as per the provisions
indicated in the guidelines of UIDSSMT ;

2. Any assistance under UIDSSMT shall be considered by Part | only if the timelines
indicated in detail in Aunexure A to this Subsidiary Agreement to implement the reform
agenda as per the guidelines of UIDSSMT are adhered and utilization certificates (UCs)
lor previous releases of financial assistance under UIDSSMT are furnished to Part | by
Part I ;

3. That the Pact 11 shall follow all rules, guidelines and notifications made by Part 1 and
State Level Sanctioning Committee in regard to grant of financial assistance in
accordance with the guidelines of UIDSSMT from time to time;

4. "That the Pact 11 simll open a separate bank account for each project in a commercial bank
for receipt and expenditure of all money to be received by Part 1l including its matching
share for the project;

5. That the Part | or an agency nominated by it , may undertake site visils (o ascertain the
progress of the ongoing projects and also the reforms agenda through designated
representatives periodically;

6. That the Part I shall submit a Quarterly Progress Repoit to Part | of the spending of the
[imancial assistance comprising of Central and State grants and corresponding matching

sharc by Part 11 along with the physical progress of the Project. In casc Part 11 fails to



T such a report further installment of financial assistance may be withheld untif such
submission.

7. That the Part It shall submit a half-yearly report of the progress in respect of the
implementation of the reform agenda as per the guidelines of UIDSSMT and as per the
timeline indicated in detail in Annexure — A:

8. That the Part Il shall submit audited accounts in respect of each project funded under
UIDSSMT within six months of close of the financial year to Part I;

9. In the event of requirement of additional funds due to unforeseen circumstances or cost
overtun, Part 11 shall ensure that the projects are completed within the stipulated period
witliout raising any additional demand for funding to Part I

10 That Parc 11 shall submi g complete report regarding the outcome of the UIDSSMT on
the completion of the project;

P That the partics to the agrecment further covenant that in case of a dispute between the
parties the matter will be resolved through mutual discussion;

12. That in casc there is any delay in the implementation of the reforms agenda or submission
of any periodic teports, efc. by the Part Il , due to the circumstances beyond the control of
Part U i.e, Force Majcure or any other reason , the decision on the malter of extension of
time for the implementation of the goals and objectives of (he UIDSSMT shall be at the
discietion of Pard l:

13. That in case any breach regarding the terms and condili'uns'indicatéd in this Subsidiary
Agreciment, rules, guidelines and notifications made by Part 1 and Sae Level
Sanctioning Commitlee in regard to grant of financial assistance under UIDSSMT and
the terms and conditions of Ul DSSMT, the Part | shall be entitled to withhold subsequent

installinents of (lie fimancial assistance,

IN' WITNESS HERLEOF al the partics have put their hands on these presents of

Memorandum of Agreement in the presence of witnesses,




SIGNATORIES :

[. State Urban Development Agency ,On behalf of Government of West Bengal (Part 1)

2.0n behalf of

WITNESS :

.......................................................................

........................................................................




Memorandum of Understanding Between Paschim Banga Rajya
Prarambhik Shiksha Unnayan Sanstha (PBRPSUS) and Shishu Shiksha
Prakalpa Under Department of Municipal Affairs, Govt. of West-Bengal.

1. Shishu Shiksha Prakalpa (SSP), implemented by Department of Municipal Affairs
in Urban areas or slum arcas will be treated as a Goverument supported EGS
(Education Guarantec Scheme) component for allcrnative primary education

/n system in all urban areas of 20 cducatjonal districts in West-Bengal.

——

2. The existing Shishu Shiksha Prakalpa centers in urban / shum’ areas ‘under
department of Municipal Affairs will be brought under the purview of District

Primary Education Programme (DPEP) and or Sarva Shiksha Abhiyan (SSA)
___-_-—-——_—'-_‘_‘-——_____

tr

o

from this year as per existing guideline of Education Guaranice Scheme and

Altemnative & Innovative Cducation.

3. Under DPEP and SSA programmes, Paschim Banga Rajya Prarambhik Shiksha
Unnayan Sanstha and department of Municipal Affairs witl jointly be responsible

for planning, monitoring, supervision and administration of SSP centers in all the

educational districts of West-Bengal.

4. The existing Shishu Shiksha Prakalpa Centre situated in Urban & Shum arcas

throughout the state which have at least 20°recorded oul of school children as per

74

/4

oy

child register maintained by each Ward Education Commitee or other

organization in municipal or municipal corporation areas will be funded from
District Primary Education Programme (DPEP) and or Sarva Shiksha Abhiyan
(SSA). The centres would function' for a minimum of 4 liours a day during day
time as per state noim. The names of those children shail nat be cnrolled in any

other formal school or NGO run LGS centres / schools, bridge-course etc.

5. In case of the existing Shishu Shiksha Prakalpa Centres salisfying the conditions

as mentioned in the guidcline of Education Guarantee Schieme and Altemnalive &

/7

Innovative Education and having more than one Sahayikas (para teachers), only 2

Sahayikas will be remuncrated @ Rs.1000/head/month from DPEP or SSA fund.
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In case of the SSP centres with one Sahayika, the remunecration will be paid for

the said Sahayika @ Rs.1000/- per month.

The fund for remuneration for 2 Sahayikas or 1 Sahayika, as the casc may be, will
be dishursed by the District Project Officer, DPEP/SSA on receipt of district wisc
picture containing no. of SSP centres, no. of Sahayikas, no. of learners lo be

covered from department of municipal affairs.

Officer-in-charge, Municipal .affairs of the concerned district shall subinit
utilisation report to the District Project Officer, DPEP/SSA with a copy to SPO,
PBRPSUS and Municipal Affairs Deptt. Similarly a requisition for fund relating
1o remuncration of Sahayikas shall be placed before DPO, DPEP/SSA by officer-

_in-chargg, municipal affairs department for releasing necessary fund with a copy

to SPO, PBRPSUS and Municipal Affairs Deplt.

Municipal Affairs Dept. shall also maintain the details as regards to no. of SS¥
with addresses, no. of Sahayikas. Compiled utilisation certificate shall be

forwarded by Municipal Affairs department {0 $P0, PBRPSUS.

10. Proportionate fund will be released in favour of officer-in-charge, municipal

11.
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affairs of the concerned districts by the concerned DPO, DPEP/SSA for running
the Shishu Shiksh Prakaipa Centres in West Bengal keeping in confornity with
the actual fund released by Gol. For the salary component of the Sahayikas,
atlempts shall be made to fulfill the monthly demiand as far as practicablc from the

available funds at the disposal of VSPO, PBRPSUS.

Syllabus, Curriculum and lextbooks for existing SSI* centers will be same as for
formal primary education. The pedagogical issues including qualily assurance
relating to SSP centers will be addresscd through joint collaboration of
Department of Municipal Affairs, Paschim Banga Rajya Prarambhik Shiksha
Unnayan Sanstha and West-Bengal Board of Primary Education at the stale level
and concerned District Project Office and concerncd District Primary School
Council al District level, but the training prograimme of Sahayikas, supervisors

and other functionarics of the Department ‘of Municipal Affairs at district/ stalc
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%vcl on DPEP and SSA, with special emphasis on quality assurance, will be

provided by the Dcpartinent of Municipal Affairs Govt. of West-Bengal
e

independcntly.

; 12. The Department of Municipal Affairs, Govt. of West-Bengul will be responsible

13.

for submitling monthly / quarterly report (including DISE) on the status of
W = ol
existing Shishu Shiksha Prakalpa Centres in Urban / Slum arcas throughout West-

Bengal containing District / Town wisc no. of centers, no. of Shiksha Sahayikas

(Para Teacher), no. of leamers covered (Age, Gender G—r?ﬁﬁ‘}and Social Catcgory

o i b

wise) as required by MHRD, Gol to SPO, PBRPSUS [or sharing information,
onward fransmission, future plan of activities and also preparation of plan
document for each cducational district in connection with District Primary

Education Programme and Sarva Shiksha Abhiyan in West-Bengal cach ycar.

There shall be strong linkage between PBRPSUS and the Dcpartinent of
Municipal Affairs in all relevant issucs including planniny for existing Shishu
Shiksha Prakalpa Centres in different Urban/Slum areas, quality issucs, data
generation, MIS etc. There shall also be linkage al the municipal corporation or
municipal and sub-municipal levels and more particularly .bctwccn managing
committees {(MC) of existing Shishu Shiksha Prakalpa centers in Urban/Slum

arcas and Ward Education Committee.

14. All financial activities al the existing Shishu Shiksha Prakalpa Centres level m

Urban/Slum areas will be exccuted by the Managing Conuniltce of the existing,

Shishu Shiksha Prakalpa Centres in Urban/Slum areas and progress of work and
utilization ol funds will be reported by the MC to the WIEC. Proposal for apening
of new Shishu Shiksha Prakalpa Centres with at least 20 recorded out of school
children as per child register, will be initiated by the local residents or the
guardians of thosc recorded out of school children or the members of Ward
Education Committces. On receipt of proposal, concerned municipality /
Municipal Corporation shail examine the samc and forward it to Municipal

Affairs Department willh specific views. 1f found suitable, Department of
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Municipal Affairs may open new centres in consultation with SPD for necessary
fund flow. It is further noted that concérned  Municipalily | / Municipal
Corporation, before sending the proposal shall also involve the DPO, DPEP / 8SA

of concemed district and his views shall be recorded in writing.

Proportionatc fund will be released in favour of the Department of Municipal

Affairs, Govt. of West-Bengal by SPO, PBRPSUS based on the actual sanctioned

fund received from MHRD, Gol in instalments for administering Shishu ‘Shiksha
Prakalpa in the state and the said department will duly furnish nccessary
utilisation reports to SPO, PBRPSUS. For the instant issuc, the special emphasis
will be given on the remuneration of the Sahayikas by PBRPSUS.

Department of Municipal Affairs GoWB. shall release proportionate fund share
in favour of SPO, PBRPSUS on the basis of actual fund released by PBRPSUS 1n
the ratio of 75 : 25.

_'This memorandum of understanding between Paschim Banga Rajya Prrambhik

Shiksha Unnayan Sanstha (PBRPSUS) and Shishu Shiksha Prakalpa under
beparlmcnt of Municipal Affairs, GoOWB shall take effect from the date of ils

excculion.

Any modification or change in this Memorandum of Understanding (MOU} shall
be done through bilateral negotiations between PBRPSUS and the Department of
Municipal Aftairs, GoWB.

/QJ«N& W’ . MR\U‘W

(S. Biswas} 220 Al | D(f

Dircctor Local Bodies
(For and on behalf of Deptt.
of Municipal Affairs)

Cmiucrsngnqg,) Mcd
\ (\J‘ L b ‘ L ,

e

(Dr. K. Gupta)
State Project Director

- Principal Secretary - Secrctary
School Education Department
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Municipal Affairs Deparunent




Government of West Bengal v~ \
Health & Family Welfare Department (f} ’\Q\}-‘\&
Strategic Planning & Sector Reform Cell | | = !
Swasthya Bhavan, GN-29, Sector-V, G

k%
Bidhannagar,Kolkata-700091. &‘ -

Telefax: 2357- 0955/ 1896

No.HF/SPSRC/WBHSDP/115/2006/ 97 Dated June 3, 2008
|
From :S.K. Sen
Program Director, BHP ]
& e.o. Special Secretary _
To : 'D‘(‘ a
1. Ms. Chhanda Sarkar, Director, SUDA
2. Dr. Shibani Goswami, Health Expert, SUDA
3. Dr. N.G. Gangopadhyay, Advisor, Health , SUDA &
4. Ms. Bulbul Bakshi, Program Manager, GTZ Health Sector Support
5. Ms. Rajarshi Narayan, TAST

Sub: Meeting with The World Bank Team visiting the State on 9-12 June, 2008 )] }'
in connection with the proposed West Bengal Health Systems \I
Development Project to be funded by The World Bank.

Sir Madam,

A meeting will be held with The World Bank Team on June 9, 2008 at 11 am in
the Conference Hall of WBSAP & CS in connection with the proposed W est Bengal
Health Systems Development Project to be funded by the World Bank.

You are requested to kindly make it convenient to attend the abovementioned
meeting.

Yours faithfully,

/

S.K.Sen
Program Director, BHP &
e.0. Special Secretary

No.HF/SPSRC/WBHSDP/115/2006/ 97 Dated June 3, 2008

Copy forwarded to:
ri Arnab Roy, 1AS, Project Director, CMU & e.o. Special Secretary, Department of

Municipal Affairs. mn.,[,\/

S.K.Sen
Program Director, BHP &
e.0. Special Secretary




Statc Urban Dcvc]opmcnt Agcncy
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Si:atc Ur{::an Dcvc!opmcnt Ascncg
(SUDA)

State Urban Development Agency was set up in
1991 with a view to ensuring proper implementation
and monitoring of the centrally assisted programmes
for generating employment opportunities and
alleviation of poverty throughout the State. SUDA
is a Society registered under the West Bengal
Societies Registration Act, 1961.

rl:nctlon:’x ot Tytate (irbfm Dq“‘lr“ii\"P"nc'I"t
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Functions of State Urban Development Agency can be broadly classified into those pertaining to:
Urban Poverty Alleviation & Livelihood generation
Low cost housing & sanitation
Health
Integrated Housing & Slum Development.
Handholding support to facilitate access to various financial windows
Others

To monitor and implement the state urban
poverty programme and policy within the
overall State urban strategy,

To mobilise resources and determine
allocations of poverty alleviation
programme based on the need and
performance;

To provide technical support to districts /
towns to achieve convergence targets and
Participatory systems;

To formulate, coordinate and monitor the state training plan pertaining to poverty alleviation and

strengthen related capacity building framework;




Low cost hc using & low cost sanitation _\\fﬁ‘\’\,ﬂﬁA\' & ”_ _(ﬁ_:‘:

e To function as State Level Nodal Agency for implementation & monitoring of
the progress of Valmiki Ambedkar Awas Yojana (VAMBAY);

¢ To function as State Level Nodal Agency for implementation & monitoring of Integrated
Low Cost Sanitation scheme (ILCS);

K olk. ita ( Irban Services for the Poor (K{ 15

The Kolkata Urban Services for the Poor (KUSP) is an 8 year urban reforms programme for the Urban
Local Bodies (ULBs) in the Kolkata Metropolitan Area. These include 38 Municipalities and 2 Municipal
Corporation (namely, Howrah and Chandernagore) and exclude Kolkata Municipal Corporation. The
programme is funded through a grant of around GBP 102m (consisting of Financial aid and Technical
Cooperation) from the UK Department for International Development. The objectives of the programme
are primarily three-fold :

e Improve urban planning and governance
o Improve access to services for the poor
s Promote economic growth

In this programme emphasis have been given on the following areas:

Developing ownership of community assets

Bringing together diverse facets of urban infrastructure and service delivery improvements

Use of technology like IT in the urban governance to improve efficiency, effectiveness, and
transparency in ULB operations

Capacity building of the Urban Local Bodies as well as of the Support Agencies through
augmenting technical capacity in the Urban Local Bodies, conducting regular training
programme for Municipal and support agency staff.

Introduction of performance orientation within the Urban Local Bodies by encouraging the
Urban Local Bodies by encouraging the Urban Local Bodies to consider innovative ways to
enhance their financial sustainability and to improve their service delivery capabilities.
Spreading the scope of citizen’s interface through publication of Citizen’s Charter, ensuring
citizen’s participation in formulation of Development5 Plans as well as in management of
assets.

An effective Public Grievance Redressal System is also being encouraged by this programme.
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SUDA function as State Level Nodal Agency for implementation & monitoring of the following health

programmes:

* A detailed report is enclosed at Annexure |

IPP VIII (Extension). This programme is in the

Operation & Maintenance Stage and is currently

operative in 10 Urban Local Bodies in the State.

Honorary Health Worker (HHW) Scheme. This
programme is in the implementation stage and is
operative in 11 Urban Local Bodies currently.
Reproductive Child Health (RCH) Sub-Project
currently operative in Asansol Municipal
Corporation. The project is in the implementation
stage.

Community Based Primary Health Care Services.
The programme is currently in the implementation
stage and is operative in 63 Urban Local Bodies.
Janani Suraksha Yojana (JSY). The programme is
currently in the implementation stage, covering all

126 Urban Local Beodies of the State. *




Intcgr"itf:\_f Housx g & Shum e elopment:

IHSDP)

This scheme is aimed at having an integrated
approach in slum development in urban areas
and is applicable for all cities/towns excepting
two Mission Cities (under INNURM), i.e.
Kolkata & Asansol. The target group under the

scheme is slum dwellers from all sections of

the community through a cluster approach. SUDA is the state level Nodal Agency for fund management,

implementation & monitoring of IHSDP schemes.

{ Irban |nfrasrtuscture D:‘vefupmcnt Scheme tor Small & Medium | owns ( (JIDSSMT)

This scheme aims at improvement in urban infrastructure in towns & cities in a planned manner and is
applicable for 1l towns/cities excepting cities/towns covered under INNURM, i.e. Kolkata& Asansol.
SUDA is the state level Nodal Agency for fund management, implementation & monitoring of this

scheme.

National { Jrban Jatormation System (N(]9) Scheme - N stional { Jrban Data Pank & |ndicators

(NUDB & |}

This scheme launched by GOI aims to develop GIS database for selected cities/ towns in the country.
Apart from urban spatial information systems, the scheme has another componenet , i.e. National Urban
Data Bank & Indicators. The spatial and attribute database thus generated will be useful for preperation of
Master/ Development plans, detailed town planning schemes & serve as decision support for e-governance.
Presently 7 cities/towns have been brought under the coverage of the scheme. SUDA has been identified

as the state level Nodal Agency for implementation & monitoring of the scheme.




I 1305!’10!&&“?; support to Facilitate access to various financial windows:

e To act as a nodal agency for accessing loans from financial institutions with approval of the State
Government;

e To act as a fund flow agency for various development programmes of the State Government;

k\-r}‘::;:

e Report the programme status monthly, or as per requirement from time to
time to the Department of Housing & Urban Poverty Alleviation (HUPA), Government of India;
To supervise and coordinate with District Development Agencies (DUDAs);

To act as a major support agency of Kolkata Urban Services for the Poor (KUSP)

The above-mentioned areas broadly constitute the area of work for SUDA.




Documcnts:

. Current Activities of Health Wing, SUDA
Enclosed at Annexure 1

. Design and estimate of Sub-Centre & HAU
Enclosed at Annexure 2 & 3

. ULB staffing pattern
Enclosed at Annexure 4

. TOR for accounting support agency
Enclosed at Annexure 5

. IPP-VIII agreement copy.
Enclosed at Annexure 6




Annexure 1

Current Activities of Health Wing, SUDA

IPP-VIII (Extn.)

India Population Project — VIII (Extn.) was launched with World Bank Assistance in 10 Non-KMA ULBs
i.e. Alipurduar, Balurghat, Burdwan, Darjeeling, Durgapur, English Bazar, Jalpaiguri, Kharagpur, Raiganj
& Siliguri during January, 2000, covering urban BPL population of 7.56 lakhs. The project cost was Rs.
352742 lakhs. The World Bank assistance ended on June, 2002. This project is being maintained by
Municipal Affairs Department since July, 2002

The broad objectives are — (1) Improve maternal & child health by reducing morbidity and mortality of
maternal & under-five children, (2) Reduce fertility.

The health facilities created under the project are 1090 Project Blocks (1 block cover 750 — 1000 BPL
population), 250 Sub-Health Post, 35 Health Post, 11 Qut Patient Department cum Maternity Homes and
11 Diagnostic Centres. The services are catered through grass root level Honorary Health Workers drafted
from the community who are the Primary Health Care providers generating awareness on Family Welfare
including pregnancy care, institutional delivery, immunization, nutrition, contraception & different health
issues. Treatment of minor ailments are taken care off by the Honorary Health Workers at the door-step of
the beneficiaries. Preventive, promotive & curative health care services are provided at Sub-Health Post,
Health Post, Out Patient Department and referral services at Maternity Homes. They are also responsibie
for implementation of National Health Programmes.

Towards sustainability, health fund has been generated for an amount of Rs. 344.21 lakhs till date by the
10 ULBs concerned through imposition of user charges and realization of user fees.

Considerable impact & improvement have been observed with regard to health status of the beneficiaries
as mentioned hereunder:

Reduction of Crude Birth Rate from 20.3 to 15.3,

Crude Death Rate from 7.6 to 3.8,

Infant Mortality Rate from 54.0 to 21.9,

Maternal Mortality Rate from 6.0 to 1.7 and

Increase of Couple Protection Rate from 38.6 to 73.0,

Coverage of pregnant women with tetanus toxoid from 47.2 to 96.7,
Institutional Delivery from 46.8 to 95.4,

Complete Immunization of Infant from 22.4 to 92.6.

The revised budget for FY 2006-07 is estimated at Rs. 417.55 lakhs. An amount of Rs. 314.05 lakhs was
received towards O & M during FY 20606 — 07.




RCH Sub-Project, Asansol

The project was launched with World Bank assistance in Asansol Municipal Corporation during August,
1998 covering Urban BPL population of 2.55 lakhs with objective of reducing fertility and improving
maternal & child health. World Bank assistance ended on 31% March, 2004. The project cost was Rs.
854.57 lakhs. The activities of the project is being maintained by Municipal Affairs Department since
April, 2004.

The services are rendered through the health facilities created under the project i.e. 387 Blocks, 13 Health
Administrative Unit, 97 Sub-Health Centres, 2 Out Patient Department cum Maternity Homes cum
Diagnostic Centre and 1 Medical Store. 387 Honorary Health Workers are not only providing Primary
Health Care services at the door-steps of the beneficiaries but also act as pivots towards disseminating
preventive, promotive & curative services and implementation of National Health Programmes.

The impact of the services have been observed with regard to health status of the beneficiaries i.e.
Reduction of Crude Birth Rate from 23.9 to 16.9, Crude Death Rate from 12.4 to 5.7, Infant Mortality Rate
from 60.0 to 21.5, Maternal Mortality Rate from 3.0 to 0.7 and Increase of Couple Protection Rate from
41.4 10 72.0, Coverage of pregnant women with tetanus toxoid from 51.8 to 96.6, Institutional Delivery
from 57.3 to 90.2, Complete Immunization of Infant from 30.9 to 88.8.

The ULB has generated health fund for an amount of Rs. 13.86 Lakh till date.

The revised budget for FY 200607 is estimated at Rs. 131.80 lakhs. An amount of Rs. 97.53 lakhs was
received from MA Dept. towards O & M during FY 2006-07.

Honorary Health Worker Scheme in 11 Non-KMA ULBs

The Honorary Health Worker Scheme was piloted with the assistance of DFID in 11 Non-KMA Urban
Local Bodies i.e. Cooch Behar, Jangipur, Berhampur, Suri, Bolpur, Purulia, Bankura, Bishnupur,
Krishnagar, Kalna & Medinipur during the period February, 2004 to June, 2005. Implementation activities
have been extended upto March, 2007 by Department of Health & Family Welfare.

2.86 lakhs of the BPL population have been covered under this scheme. The project period upto June,
2005 was meant for process development towards functioning of HHW Scheme. Constitution of
Municipal Level Health & FW Committee, formation of Municipal Management Cell, detailment of
Project Director i.e. ADM / SDO, Job Orentation Training for Health Worker & First Tier Supervisors
have already been completed. There was no provision for new construction of health facilities. The health
facilities created are 260 Project Blocks — each block is manned by the Honorary Health Worker, 55 Sub-
Health Posts — each Sub-Health Post is in-charge of one First Tier supervisor. The accommodation for
Sub-Health Post have been provided either by NGO / CBO or Urban Local Body. Different clinics like
ANC / PNC clinic, Immunisation clinic, Growth Monitoring clinic, General Treatment clinic and
Awareness programme have already been initiated in all the SHPs. Referral services have been linked
with the nearest State Govt. Hospital.

The estimated budget for FY 2006-07 is s. 599.95 lakhs and has been prepared following the principle in
line with recently launched community based primary health care services in 63 Non-KMA ULBs. A total
amount of Rs. 256.90 lakhs have been received from HSDI of Department of Health & Family Welfare
during FY 2006-07. Expenditure incurred for an amount of Rs. 106.01 lakhs till date during FY 2006-07.




Community Based Primary Health Care Services in 63 Non-KMA ULBs

A project on Community Based Primary Health Care Services in 63 Non-KMA Urban Local Bodies has
been launched by the MIC, Health & Family Welfare Department and MIC, MA & UD Department on 24"
February, 2006. This project will cover a total of 34.03 lakhs urban population with special focus to 11.23
lakhs BPL population.

The objective is — (a) to bring about an overall improvement in the Urban health scenario as a whole with
reference to reduction in Crude Birth Rate (CBR), Crude Death Rate (CDR), Maternal Mortality Rate
(MMR), Infant Mortality Rate (IMR) and enhancement of Couple Protection Rate (CPR), (b) to provide
Primary Health Care service delivery to the urban population with focus on Reproductive & Child Health
of BPL population, (c) to implement National Health Programme for total population, (d) to ensure
maximum utilisation of Government Institutions for referral services.

The preparatory process is sensitisation of ULBs, formation of Health & FW Committee at ULB, creation
of Management & Supervision Cell at ULB & Head Quarter Level, selection of HHWs, job orientation
training of HHWSs, orientation training of other health manpower, identification of Sub-Centres for
initiating service delivery at door-step of beneficiaries & Sub-Centres.

Package of primary health care services i.e. antenatal / postnatal care, promotion of institutional delivery,
immunization, promotion of breast feeding and proper weaning, growth monitoring of under-five children,
family welfare programme, RTIs, adolescent health care, treatment of minor ailments, surveillance of
communicable diseases, conduction of various awareness programme will be provided to the urban
population with focus to Below Poverty Line (BPL). Community participation will be ensured at all levels
for successful implementation of this programme.

While the HHW shall be responsible for primary health care of the BPL families under her jurisdiction, she
shall also be responsible for both public health services and health statistical data collection for the entire
population within her geographic jurisdiction / project block. The Ward Councillor will monitor &
supervise the activity at Ward level and co-ordinate the implementation of National Health Programme at
ward level.

Activities Status

Sensitisation of 63 ULBs by SUDA Completed
Central procurement of HHW Kit Bag, Training manual | Completed
for HHWs, Family Schedule, HMIS and Base line
survey formats by SUDA and distribution to the ULBs
Constitution of Municipal Level Health & Family | Completed
Welfare Committee by the ULBs
Opening of separate Bank A/C by the ULBs Completed

Selection of HHWs by the ULBs Completed in 57 ULBs

Forwarding the names of trainers by ULBs to SUDA Completed by 57 ULBs

Completion of trainers training by SUDA for imparting | Completed in 51 ULBs (those who have
training to HHWs at ULB level completed selection of HHWs)

Training of HHW initiated by the ULBs Training have been initiated by 22 ULBs

The estimated project budget is Rs. 5829.00 lakhs for three years. An amount of Rs. 300.00 lakhs has
already been released by Department of Health & Family Welfare to State Urban Development Agency.

An initial fund for Rs. 148.89 lakhs have already been released to the ULBs to procure furniture &
equipment for training, Management & Supervision Cell and conduction of HHWs training programme.




Monitoring system

Service Monitoring

Apex Advisory Committee for UHIP
(Constituted by MA Dept.)
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Terms of Reference

1.1.1 SUDA will be responsible for preparation of Statement of Expenditure (SOE)

and Utilisation Certificates, and for submission of reimbursement claims
along with SOE & UC. Initial accounts will be generated in the level of ULBs.
Those accounts are to be collected and consolidated by SUDA and
consolidated report is to be sent by SUDA to the Health Dept,, GoWB. .

The procedure suggested is as follows:

1) Each ULB has to maintain separate bank account for this fund.

2) Each ULB has to maintain a subsidiary cash book for the said fund.
However some additional information as may be required has to be
incorporated in the cash book. The total of the cash book will be carried
over to the main cash book at the end of the month.

3) A support agency may be hired for one year for the present subject to
extension on satisfactory performance on year to year basis to :

a) help the fund handling bodies to write the cash books as per
requirements and prepare bank reconciliation report;

b) collect the required information from the cash books every month;

d) prepare ULB-wise statement of expenditure, utilisation certificates;

e) compilation of accounts at SUDA level and prepare consolidated
SOE and UC as well as reimbursement claims;

e) prepare monthly, quarterly as well as annual reports.

2. Scope of Wark & Methodology

An Accounting Support Agency will be engaged for preparation of relavant

reports after collection of information from the respective ULBs each month.

The said agency will be responsible for:

a)
b)
c)

d)
¢)

Designing the Cash Book to be maintained separately and exclusively for the fund
by the individual ULBs;

On the spot training of the personnel entrusted with keeping the Cash Book of the
concerned ULBs,

Providing regular guidance and help for writing the Cash Book, preparation of
SOEs and UCs,

Preparing monthly Bank Reconciliation Statement of each ULB;

Verification of proper fund utilisation, collecting monthly Cash Trial by visiting



respective fund handling bodies, which is to be compiled by the agency itself, and
other relevant/allied reports and documents from each ULB within seven days of
conclusion of a calendar month;

f) Keeping accounts of the the fund at SUDA lelvel,

g) Compilation of monthly accounts incorporating monthly accounts of all the ULBs
and generation of various accounting and statistical information, statements,
reports, summery, etc.;

h) Preparing utilization certificates and reimbursement claims;

i) Preparing quarterly Receipts & Payments Account of the fund at SUDA level,

i) Any other correlated jobs to be assigned to the agency from time to time.

Eligibility:

The Accounting Support Agency should be a Chartered Accountant Firm enlisted
with the CAG.
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® Fund Flow Mechani; sm

Financial

Central Institution
Govt. Share (loan backed
by Govt.
Guarantee)

‘ :

! DUDASs, ILGUS etc.

Statement of Expenditure (SOE) & Utilization Certificate (UC)
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p—— urban health proposal inbox

fromm  Rajashree Narayan <rnaravan@ipegiobal > hide details Nov 16 {4 ¢
# Shibani Goswami
"Executive Director, FW Samity”
ss_sen@wbhealth.gov.in
Nov 16,.2007 1:49 AM

51 urban health proposal
ipeglobal.com
Dear shibanidi,

As requested by Mr. Sen, please find enclosed the PIP version 7 including the urban |
the component has been split under various chapters, for eg., under urban health cha
and capacity building, financial management and reporting etc, i am sending the entire

The hard copy of the urban health strategy will be sent to you by Mr. Sen himself.

Regards

Raiachrea Naravan

2 attachments — Download ali attachments

) WBHSDP PIP-Draft 7 _Nov 13.doc
2899K View as HTML Download

@ WBHSDP PIP-Draft 6 Annexures_Oct 11.doc
— 3157K View as HTML Download

https://mail.google.com/mail/?ui=1&view=page&name=gp&ver=sh3fib53pgpk 11/19/2007
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urban health proposal inbox

Rajashree Narayan [=ar chiban i As reques Nov 16 (4 days ago) /7
& Shibani Goswami =how 4:10 am (13 hours ago) Reply
Dear Sir,

Some observations in respect of the proposed Urban Health Programme of
World Bank.

1. Under the head - Staff at ULB level -

e The post of Sanitary Inspector, Accounts Assistant and Health
Assistant have not been reflected.

¢ The post of data assistant to be named as Computer Assistant.

¢ The post of Medica! Officer should come under ULB level not at
Sub-Centre level (there is no provision for part time Medical Officer,
hence the word part time be deleted).

in this context, it is to intimate you that for 63 ULBs you have already
sanctioned the proposal on staff at ULB level which includes Health Officer
(Rs. 15,000/- p.m.} Medical Officer (Rs. 6,000/- p.m.), Sanitary inspector
(Rs. 5,500/- p.m.), Computer Assistant (Rs. 5,000/- p.m.), Accounts
Assistant (Rs. 5,000/- p.m.), SK cum clerk (Rs. 5,000/- p.m. ) and Health
Assistant (Rs. 5,000/- p.m.). This is also to inform you that except Health
Officer, rest 6 posts have already been filled up by 26 ULBs out of 63 as
per the Dept. of Municipal Affairs order no. 111-MA/C-10/35-55/2005 dt.
02.02.2007.

e |tis also observed that the salary of PHN has been kept at Rs.
7,500/- p.m. where as that of MO is Rs, 6,000/-p.m. Would it be
practical ? | apprehand no Medical Officer will work. Under the
circumstances, the clinic based fee for Medical Officer which has
been fixed at Rs. 300/- per clinic may be enhanced accordingly.

| have gone through some portion of the proposal on Urban Health
hurridely and the above mentioned observations have been

noticed. Before final submission to World Bank these points are to be
checked.

Thanking you.

Dr. Goswami

https://mail.google.com/mail/?ui=1& view=page&name=gp&ver=sh3fib53pgpk 11/19/2007



* CONSOLIDATED BUDGET FOR THE URBAN HEALTH PROGRAM 2007-2012

[ [ | | ]
r B No _ [rate/month | total Tstyr Zndyr | 3rdyr ath yr Sthyr | total [ |

I Provision of community_based
rimary health care services in 63
Non — KMA municipalities

Staff-at ULB level |
Health officer &3 15000 945000 11340000 11340000 11340000 11340000 11340000 58700000
Asst Health officer 10000 10000 120000 120000 120000 120000 120000 600000
4 |PHN 64 7500 480000 5760000 5760000 5760000 5760000 5760000 28800000
FTS PH il 1420 166140 1993680 1993680 1983680 1993680 1893680 9968400
Data Asst 63 5000 315000 3780000 3780000 3780000 3780000 3780000 18900000
Store Keeper 63 3350 211050 2532600 2532600 2532600 2532600 2532600 12683000
Attendant/sweeper(tobe pvd by ULB}
sub total 25526280 25526280 25528280 25526280 25526280 127631400
Sundries incl. Vehicle 63 300001 1890000 22680000 22680000/ 22830000 22680000 22880000 113400000
sub total staff and vehicles 48206280 48206280 48206280 48206280 48206280 241031400
Program costs
additional funds 1o reach unreached 63 200000| 12800000 12600000 12600000 12600000 12600000 12600000 63000000
HMIS formal-family 1123 2| 12687.944 152255 152285 152255.328 152255.328 152255.328 761277
Family schedule 224599 14] 3144380.4 3144380 3144380 3144380 3144380 3144380 15721802
kitbag 1270 450 571500 571500 0 0 0 0 571500
Cold chain at ULBs 63 50000| 3150000 3150000 3150000
capital costs
furniture 83 80000| 5040000 5040000 4] 0 0 0 5040000
equipment 63 150000 5450000 S450000 [+] 0 0 0 8450000
sub total pgm and cap cost - ULE level 34108136 158596636 15896636 15896636 15896636 97694673
0
Urban health clinic 0
UHC rental 15 12000 180000 180000 180000 180000 180000 180000 900000
UHC fumniture 15 £2.350 7685250 785280 Q 0 0 0 785250
UHC jevel staft 15 1355880| 20338200 20338200 20338200 20338200 20338200 20336200 101681000
UHC equipment 15 41500 822500 622500 0 0 0 0 6522500
sub total urban health clinic 21925950 20518200 20518200 20518200 20518200 103998750
Sub centre lavel
o O B FTS 283 1420 401860 4822320 4822320 4822320 4522320 4522320 24111600
3 b HHwW 1270 1250] 1587500 19050000/ 18050000, 18050000 18050000 18050000 95250000
PTMO-Rs.300/clinic”™8 cl par sc 283 300 870200 8150400/ 8150400 8150400 8150400 8150400 40752000
sundries 283 750 212250 2547000 2547000 2547000 2547000 2547000 12735000
sub centre rent 283 1000 283000 3396000 3396000 3386000 3396000 3386000 16280000
mability 400 150 80000 720000 720000 720000 T20000 720000 3800000
mig expenses-30 pers 1387 5 208050 2496600 2496600 2486600 2456600 2496600 12483000
| Repair and renovation 137 31000| 4247000 4247000 0 Q 4] 0 4247000
Equipment 283 25,000] 7,075,000 7075000 0 0 8] 0 075060
| furniture 283 20000| 5,660,000 5660000 0 0 O Q 5660000
sub total sub centre 58164320 41182320 41182320 41182320 41182320 222893600

SuB TOTAL - | | | | | 162404686]125803436] 125803436] 125803436] 125803436) 665618429




CONSOLIDATED BUDGET FOR THE URBAN HEALTH PROGRAM 2007-2012

]

No rate/month [ total | 1styr ] 2ndyr [ 3rdyr 4th yr Sth yr total
I Strengthening of Public Health
services in 63 municipalities (41
KMA and 22 non KMA
municipalities
Staff at ULB level No rate/month |total 1styr 2ndyr ard yr 4th yr 5th yr total
PHN 72 7500 540000 5480000 6480000 6480000 6480000 25920000
FTS PH 5404 1420} 766772 9201260 9201260 9201260 9201260 36805039
Data assistant " 63 5000] 315000 3780000 3780000 3780000 3780000 15120000
sub total staff 0 19461260 19461260 19461260 19461260 77845039
ULB
sen.of stakeholder- 63 5000] 315000 315000 315000 315000 315000 1260000
State HQ leval-4 4 10000 40000 40000 40000 40000 40000 160000
Ref Trg for HHWs 683 50000] 3150000 3150000 3150000 3150000 3150000 12600000
Refresher trg for MO.FTS 63 50000] 3150000 3150000 3150000 3150000 3150000 12606000
sub total cap bldg ] 8655000 6655000 6655000 6655000 26620000
Devt of PH action plan in coverad ULBs
workshops at 63 ULBs 63 50000| 3150000 3150000 3150000
Consultant cost 1 500000] 500000 500000 500000
workshops at 63 ULBs (uncovered) 63 50000] 3150000 3150000 3150000 6300000
sub total PH action plan 3650000 6300000 0 0 1] 9950000
cold chain at ULBs 83 50000] 3150000 3150000 3150000
SUB TOTAL -1l 6800000| 32416260 26116260) 26116260| 26116260 117565039




CONSOLIDATED BUDGET FOR THE URBAN HEALTH PROGRAM 2007-2012

[ | i [ | | | | [
{ [ [No  [ratelmonth | total 1st yr | 2zndyr | 3rdyr | athyr | 5thyr total |
111 Institutional strengthening and
capacity buildin
SUDA level
staff
Tech adviser 1 23000 23000 276000 276000 276000 276000 278000 1380000
Project officer 1 22000 22000 264000 264000 264000 264000 264000 1320000
Asst PO 1 20000 20000 240000 240000 240000 240000 240000 1200000
Medical officer 12 15000 180000 2160000 2160000 2160000 2160000 2160000 10800000
FO 1 15000 15000 180000 180000 180000 180000 180C00 2000400
Accounts asst 3 3350 10050 120600 120600 120600 120600 120800 603000
Additional accountant 2 7000 14000 168000 168000 168000 168000 168000 40000
Additional cashier 2 7000 14000 168000 168000 168000 168000 168000 40000
MIES officer 2 14000 28000 336000 336000 336000 336000 336000 1680000
Comp.asst 3 6500 19500 234000 234000 234000 234000 234000 1170000
clerk cum store keepr 2 6500 13000 156000 156000 156000 156000 156000 780000
Multi purpose helper 2 5000 10000 120000 120000 120000 120000 120000 600000
vehicle 5 12000 60000 720000 720000 720000 720000 720000 3600000
sundries 1 25000 25000 300000 300000 300000 300000 300000 1500000
furniture 1 100000 100000 100000 100000
eqgpt 1 425000 500000 500000 500000
sub total SUDA 6042600 5442600 5442600 5442600 5442600 27843000
accounts support agency 1 0 [¥] Q 0 [¢] 0 0 0
capacity building
SUDA
Marl trg 2 50000 100000 100000 100000 100000 100000 100000 500000
staff devt 2 200000 400000 400000 400600 400000 400000 400000 2000000
exposure visit 2 500000] 1000000 1000000 1000000 1000000 1000000 1000000 5000000
ULB
sen.of stakehalder-2 63 5000 630000 630000 830000 630000 630000 830000 3150000
State HQ level-4 4 10000 40000 40000 40000 40000 40000 40000 200000
Trg for HHWs 63 50000| 3150000 3150000 3150000 3150000 3150000 3150000 15750000
Local trg for MOFTS 63 50000] 3150000 3150000 3150000 3156000 3150000 3150000 15750000
Cap bldg eqpt 63 50000 3150000 3150000 3150000
sub total cap.bldg 11620000 8470000 8470000 8470000 B470000 45500000
1EC/BCC - gp mtg/ward/month 1053 150 157950 1895400 1885400 1895400 1885400 1895400 8477000
printing 63 50000] 3150000 3150000 3150000 3150000 3150000 3150000 15750000
SUB TOTAL - Il 22708000] 18958000 18958000 18958000] 18958000] 98540000
IV Monitoring and Evaluation
[Documentation | i ] | ] ] |
|Base,mid and endline | 1l 2000000 2000000 2000000] ] 2000000 | 2000000 6000000
SUB TOTAL - IV 2000000 0 2000000 0| 2000000 6000000
GRAND TOTAL | - IV 193912686|177177696| 172877696| 170877696| 172877696| BB7723468




Page 1 of 1
Fwd: Urban health budget - component wise and financial

"Executive Director, FW Samity™
& DR SHIBANI GOSWAMI
Sep 28, 2007 4:32 AM

Fwd: Urban health budget - component wise and financial head wise
m wbhealith.gov.in

DEAR DR GOSWAMI| SENDING THE MATERIAL .PLEASE CHECK UP AND LET Mi

-----0riginal Message-----
From: "Rajashree Narayan" <rnarayan@ipeglobal.com>

To: "Executive Director, FW Samity” <ed_samity@wbhealth.gov.in>, ss_sen@wbh
Date: Fri, 28 Sep 2007 16:47:57 +0530

Subject: Urban health budget - component wise and financial head wise

Dear Sir,

As requested, please find enclosed the component wise and financial head wise bu:

Rajashree

E’] urban health budget for SUDA.xIs.zip
= 12K Download

https://mail.google.com/mail/?view=page&name=gp& ver=sh3fib53pgpk 10/1/2007
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AUDIT PURVIEW:
1. Audit of ULB accounts; ULB accounts are subject to audit by the
AGWB(LBA).
y Audit of SUDA accounts: SUDA accounts are subject to audit by an

external audit firm of Chartered Accounts
and also by the AGWB.




Procurement Norms followed by SUDA

At par with State Govt. procurement norms.

» Upto Rs. 500/-
» Rs. 501/- 10 20,000/-

Direct purchase

At least 3 quotations
» Above Rs. 20,000/- = Wide circulation and tendering
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The National Development Goals contain targets that are comparable with those laid
down in the MDGs. Further, these goals are also clearly reflected in the commitments
made in the National Common Minimum Program (2004-09).

Millennium
Development Goals
(2000 - 2015)

National Development
Goals
(10™ Five Year Plan)

National Common Minimum
Programme
(2004-2009)

1 Goal 1:
Eradicate extreme
poverty and hunger

Key Targets:
Reduce by half the
proportion of people
living on less than a
dollar a day.
Reduce by half the
proportion of people

who suffer from hunger.

Reduction of poverty ratio
by 5 percentage points by
2007 and by 15 percentage
points by 2012.

Enact the National Employment
Guarantee Act

100 days employment every
year at minimum wages for at
least one able bodied person in
every rural, urban poor and
lower middle class house hold.

Double the flow of rural credit
Strengthen public distribution

system in poorest and backward
blocks of the country.

Provide Antyodaya cards for all
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awareness generation and enhance community mobilisation through IEC to
. supplement and make the above interventions effective.

(c) Strengthening of Public Health services in 63 covered municipalities (41 X
KMA-and-22-non-KMA-municipalities) to include public health preparedness | .-
of the municipalities during disease outbreaks and improve routine public

. health measures at population level.

(d) Setting up appropriate and effective institutional mechanisms and
arrangements to manage the programme and address the partnership
issues in urban environment.

(e) Public private partnerships to leverage benefits
() Specific and special efforts on public health challenges

§  The proposed Urban Health Programme envisages implementation of Urban Health
~ Projectsina phased manner:

. Preparatory Phase - Development of Comprehensive Urban Health Strategy.
E & This will be initiated in the cu 3nt year and end before the March 20087, the
B i close of the financial year._ULB_level preparation in terms of recruiting and
* training HHWSs, core ULB leve staffing viz., Health Officer recruitment, ULB
I . specific micro plan and baseling survey will be completed with the budgetary
'T-_.#':_'r—'. . support from state government..

g

- 3. -'I_'.' ;
Status of completion of preparatory activities in the 63 uncovered ULBS.

% SL.No | Activities | Status ]
] Sensitisation of 63 ULBs by SUDA __| Completed 222"
“"Central_procurement of HHW kit bag, training | Completed

manual for HHWs, family scheduie, HMIS andi

pase line survey formats by SUDA and distribution |

EEeAlle. . o o T e T L ’
Constitution of Municipal Level health and Family Completed ’]
Welfare Committee oy ULBS ]
Opening of separate pank a/c by the ULBS Completed 4

Selection of HHWs by ULBs | Completed in57 ULBs

Forwarding the names of trainers by ULBs to | Completed by &+ ULBs
SUDA >

Completion of trainers training by SUDA for | Completed in S® ULBs
imparting training to HHWs at ULB level Lhose-who have-compteted

selectiop-af-HHWS)
Training of HHWs initiated by the ULBs Training have been initiated
| by.22°ULBs |

Toodrmn  CunQude, 'S, LAWY,
Phase 1 — Initiating the programme in the 63 municipalities, which Joes not have
any dedicated programme currently and to continue it through out the life of the

as
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Information required by World Bank for its assistance in implementation of Urban Health in
[ 63 Non-KMA ULBs and strengthening of existing Urban Health in rest of 63 ULBs.

1. Organisation structure of Health Wing, SUDA - Existing

Sanctioned Post Nos. Sanctioned Existing Position
Consultant 1 Acting as Adviser, Health
Project Officer 1 Health Expert, CMU

is in dual charge.
Finance Officer 1 1
MIES Officer 1 1
Medical Specialist p) 1
Commumity Development Specialist 1 -
Clerk cum Store Keeper 1 |
Data Entry Operator 1 1
Attendant 1 -

Organisation structure of Health Wing, SUDA — Proposed

Post Required Nos. Salary Per Month Per Head

(In. Rs.)

Technical Adviser 1 23,000/-

Project Officer 1 22,000/-

Assistant Project Officer 1 18,000/-

Medical Officer * 12 15,000/-

Finance Officer 1 15,000/-

Additional Accountant 1

Additional Cashier 1

| Accounts Assistant 1 6,500/- |

MIES Officer 2 14,000/-

Computer Assistant 3 6,500/-

Clerk cum Storekeeper 2 6,500/~

Multipurpose Helper 2 5,000/-

* Medical Officer will be stationed at Zonal Level i.e. Medinipur (East), Medinipur (West), North 24
Parganas, Nadia, Murshidabad, Burdwan, Cooch Behar, (Uttar Dinajpur, Dakshin Dinajpur, Malda),
(Darjeeling, Jalpaiguri), (Bankura, Purulia), Birbhum, (Hooghly, South 24 Parganas) and will be
responsible for monitoring & supervision of all the ULBs concerned under the district, implementing
Urban Health Programmes.

2, Current Activities of Health Wing, SUDA
IPP-VIII (Extn.)

India Population Project — VIII (Extn.) was launched with World Bank Assistance in 10 Non-KMA ULBs
i.e. Alipurduar, Balurghat, Burdwan, Darjeeling, Durgapur, English Bazar, Jalpaiguri, Kharagpur, Raiganj
& Siliguri during January, 2000, covering urban BPL population of 7.56 lakhs. The project cost was Rs.
352742 lakhs. The World Bank assistance ended on June, 2002. This project is being maintained by
Municipal Affairs Department since July, 2002

The broad objectives are — (1) Improve maternal & child health by reducing morbidity and mortality of
maternal & under-five children, (2) Reduce fertility.

1




!

The health facilities created under the project are 1090 Project Blocks (1 block cover 750 — 1000 BPL

pulation), 250 Sub-Health Post, 35 Health Post, 11 Out Patient Department cum Maternity Homes and
11 Diagnostic Centres. The services are catered through grass root level Honorary Health Workers
drafted from the community who are the Primary Health Care providers generating awareness on Family
Welfare including pregnancy care, institutional delivery, immunization, nutrition, contraception &
different health issues. Treatment of minor ailments are taken care off by the Honorary Health Workers
at the door-step of the beneficiaries. Preventive, promotive & curative heaith care services are provided
at Sub-Health Post, Health Post, Out Patient Department and referral services at Maternity Homes. They
are also responsible for implementation of National Health Programmes.

Towards sustainability, health fund has been generated for an amount of Rs. 344.21 lakhs till date by the
10 ULBs concerned through imposition of user charges and realization of user fees.

Considerable impact & improvement have been observed with regard 1o health status of the beneficiaries
as mentioned hereunder :

Reduction of Crude Birth Rate from 20.3 to 15.3, Crude Death Rate from 7.6 to 3.8, Infant Mortality Rate
from 54.0 to 21.9, Maternal Mortality Rate from 6.0 to 1.7 and Increase of Couple Protection Rate from
38.6 to 73.0, Coverage of pregnant women with tetanus toxoid from 47.2 to 96.7, Institutional Delivery
from 46.8 to 95.4, Complete Immunization of Infant from 22 4 to 92.6.

The revised budget for FY 2006-07 is estimated at Rs. 417.55 lakhs. An amount of Rs. 314.05 lakhs was
received towards O & M during FY 2006 - 07.

RCH Sub-Project, Asansol

The project was launched with World Bank assistance in Asansol Municipal Corporation during August,
1998 covering Urban BPL population of 2.55 lakhs with objective of reducing fertility and improving
maternal & child health. World Bank assistance ended on 31" March, 2004. The project cost was Rs.
854.57 lakhs. The activities of the project is being maintained by Municipal Affairs Department since
April, 2004.

The services are rendered through the health facilities created under the project i.e. 387 Blocks, 13 Health
Administrative Unit, 97 Sub-Health Centres, 2 Out Patient Department cum Maternity Homes cum
Diagnostic Centre and 1 Medical Store. 387 Honorary Health Workers are not only providing Primary
Health Care services at the door-steps of the beneficiaries but also act as pivots towards disseminating
preventive, promotive & curative services and implementation of National Health Programmes.

The impact of the services have been observed with regard to health status of the beneficiaries i.e.
Reduction of Crude Birth Rate from 23.9 to 16.9, Crude Death Rate from 12.4 10 5.7, Infant Mortality
Rate from 60.0 to 21.5, Maternal Mortality Rate from 3.0 to 0.7 and Increase of Couple Protection Rate
from 41.4 to 72.0, Coverage of pregnant women with tetanus toxoid from 51.8 to 96.6, Institutional
Delivery from 57.3 to 90.2, Complete Immunization of Infant from 30.9 to 88.8.

The ULB has generated health fund for an amount of Rs. 13.86 Lakh till date.

The revised budget for FY 200607 is estimated at Rs. 131.80 lakhs. An amount of Rs. 97.53 lakhs was
received from MA Dept. towards O & M during FY 2006-07.

Honorary Health Worker Scheme in 11 Non-KMA ULBs

The Honorary Health Worker Scheme was piloted with the assistance of DFID in 11 Non-KMA Urban
Local Bodies i.e. Cooch Behar, Jangipur, Bethampur, Suri, Boipur, Purulia, Bankura, Bishnupur,
Krishnagar, Kalna & Medinipur during the period February, 2004 to June, 2005. Implementation
activities have been extended upto March, 2007 by Department of Health & Family Welfare.
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@ 36 1akhs of the BPL population have been covered under this scheme. The project period upto June,
2005 was meant for process development towards functioning of HHW Scheme. Constitution of
Municipal Level Health & FW Committee, formation of Municipal Management Cell, detailment of
Project Director i.e. ADM / SDO, Job Orientation Training for Health Worker & First Tier Supervisors
have already been completed. There was no provision for new construction of health facilities. The
health facilities created are 260 Project Blocks — each block is manned by the Honorary Health Worker,
55 Sub-Health Posts - each Sub-Health Post is in-charge of one First Tier supervisor. The
accommodation for Sub-Health Post have been provided either by NGO / CBO or Urban Local Body.
Different clinics like ANC / PNC clinic, Immunisation clinic, Growth Monitoring clinic, General
Treatment clinic and Awareness programme have already been initiated in all the SHPs. Referral services
have been linked with the nearest State Govt. Hospital.

The estimated budget for FY 2006-07 is s. 599.95 lakhs and has been prepared following the principle in
line with recently launched community based primary health care services in 63 Non-KMA ULBs. A
total amount of Rs. 256.90 lakhs have been received from HSDI of Depariment of Health & Family
Welfare during FY 2006-07. Expenditure incurred for an amount of Rs. 106.01 lakhs till date during FY
2006-07.

Community Based Primary Health Care Services in 63 Non-KMA ULBs

A project on Community Based Primary Health Care Services in 63 Non-KMA Urban Local Bodies has
been launched by the MIC, Health & Family Welfare Department and MIC, MA & UD Department on
24 February, 2006. This project will cover a total of 34.03 lakhs urban population with special focus to
11.23 lakhs BPL population.

The objective is — (a) to bring about an overall improvement in the Urban health scenario as a whole with
reference to reduction in Crude Birth Rate (CBR), Crude Death Rate (CDR), Maternal Mortality Rate
(MMR), Infant Mortality Rate (IMR) and enhancement of Couple Protection Rate (CPR), (b) to provide
Primary Health Care service delivery to the urban population with focus on Reproductive & Child Health
of BPL population, (c) to implement National Health Programme for total population, (d) to ensure
maximum utilisation of Government Institutions for referral services.

The preparatory process is sentisation of ULBs, formation of Health & FW Committee at ULB, creation
of Management & Supervision Cell at ULB & Head Quarter Level, selection of HHWs, job orientation
training of HHWs, orientation training of other health manpower, identification of Sub-Centres for
initiating service delivery at door-step of beneficiaries & Sub-Centres.

Package of primary health care services i.e. antenatal / postnatal care, promotion of institutional delivery,
immunization, promotion of breast feeding and proper weaning, growth monitoring of under-five
children, family welfare programme, RTIs, adolescent health care, treatment of minor ailments,
surveillance of communicable diseases, conduction of various awareness programme will be provided to
the urban population with focus to Below Poverty Line (BPL). Community participation will be ensured
at all levels for successful implementation of this programme.

While the HHW shall be responsible for primary health care of the BPL families under her jurisdiction,
she shall also be responsible for both public health services and health statistical data collection for the
entire population within her geographic jurisdiction / project block.The Ward Councillor will monitor &
supervise the activity at Ward level and co-ordinate the implementation of National Health Programme at
ward level.

- Actwmec Statuas

Sensitisation of 63 ULBs by SUDA Completed
Central procurement of HHW Kit Bag, Training | Completed
manual for HHWs, Family Schedule, HMIS and
Base line survey formats by SUDA and distribution
to the ULBs




[‘Constitution of Municipal Level Health & Family | Completed
.Velfar_e Committee by the ULBs ol -

Opening of separate Bank A/C by the ULBs Completed
Selection of HHWs by the ULBs Completed in 57 ULBs
Forwarding the names of trainers by ULBs to SUDA | Completed by 57 ULBs
Completion of trainers training by SUDA for { Completed in S} ULBs (those who have
imparting training to HHWs at ULB level completed selection of HHWSs)
Training of HHWs initiated by the ULBs Training have been initiated by 22 ULBs

The estimated project budget is Rs. 5829.00 lakhs for three years. An amount of Rs. 300.00 lakhs has
already been released by Department of Health & Family Welfare to State Urban Development Agency.

An initial fund for Rs. 148.89 lakhs have already been released to the ULBs to procure furniture &
equipment for training, Management & Supervision Cell and conduction of HHWs training programme.

3. Monitoring system

Service Monitoring

Apex Advisory Committee for UHIP
(Constituted by MA Dept.)

y

Health Dept.
(H.S.D.L)

!
( MA Dept.
3

y

District Level Programme
Review Committee

h 4

s
Municipal Health & Family
Welfare Committee

Referral

j < ;[ Govt. Hospital J

SUDA
State Level Programme
Officers of Health Dept.
ULBs 1
Offices of the Health Dept. L
at District Level 4—’[ Sub-Centre
[ Ward






