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Chapter 1: Overarching Principles for Planning and Implementation

1.1 Introduction

The Fifteenth Finance Commission (FC-XV) has recommended grants through local governments for specific
components of health sector to the tune of Rs 70,051 crores and the same have been accepted by the Union
Government. These grants for health through Local Governments will be spread over the five-year period

from FY 2021-22 to FY 2025-26 and will facilitate strengthening of health system at the grass-root level.

The state wise annual resource envelope for each component over the next five years is already specified by

the FC-XV report and is included as Appendix in the respective chapters.

Since the utilization of these FC-XV grants are to be completed on-time, to claim the subsequent instalments,
the 28 States will be required to ensure completion of these activities in a time bound manner so that the FC-
XV funds are efficiently utilized. The funds released under the FC-XV grants for each Financial Year have
to be utilized in the respective financial year. States are required to ensure that optimal and effective

utilization of funds are ensured at the District and Rural Local Bodies (RLB) / Urban Local Bodies (ULB) level.

1.2 Objective of the document

These technical and operational guidelines are intended for state and district programme managers, and
the representatives of state and district rural and urban local bodies so that district specific plans may be
drawn up specific to the need and context and consolidated into an actionable State Plan. The guidelines

are structured as follows:

Chapter-1: lays out overarching principles for the use of the FC-XV grants for planning and gap analysis as
per the needs identified by the Health Department in consultation with the Urban and Rural Local bodies;
Chapter-2 lays out the guidance for establishing Urban Health and Wellness Centres (Urban-HWCs) and
access to specialist services/polyclinics; Chapter-3 provides a detailed description for the Construction of
Building less Sub Health Centres (SHCs), Primary Health Centres (PHCs) and Community Health Centres
(CHGs); Chapter-4 addresses the component related to the conversion of rural SHCs and PHCs to Health
and Wellness Centres (HWCs); Chapter-5 focusses on the creation of Block Public health Units (BPHUs) and
Chapter-6 provides direction on Support for Diagnostic Infrastructure to Primary Health Care facilities- SHCs,
PHCs and urban PHCs (UPHCs).

Each chapter provides the description of each of the specific components, objectives of the component, the
unit cost applicable for the component, factors to be considered while planning and the negative list for
which the funds should not be utilized. As per the components, State, especially the Districts and Local Bodies
are required to conduct comprehensive gap analysis as critical planning exercise before submitting the

proposals for approval.
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1.3 Components of XV-FC

Out of the total grants for health through Local Governments of Rs 70,051 crore, Rs 43,928 Crore has been

allocated as tied grants for the 28 states through Rural Local Bodies (RLBs) and Rs. 26,123 Cr has been

allocated as tied grants for Urban local bodies (ULBs). These grants are for strengthening primary care

through the following specified components:

1.3.1 Rural Components

A. Building-less Sub-Centres, Primary Health Centres (PHCs), Community Health Centres (CHCs)

B. Conversion of rural PHCs and Sub-Centres to Health and Wellness Centres (HWCs)

C. Support for diagnostic infrastructure to the primary healthcare facilities

D. Block Level Public Health Units

Table 1: Year wise break up for the four components:

(Rs. In Crore)

Sr. No Total Health Grants 2021-22 | 2022-23 | 2023-24 | 2024-25 | 2025-26 Total
Building-less Sub
1 Centres, PHCs, CHCs 1350 1350 1417 1488 1562 7167
2 Block level Public 994 994 1044 | 1096 | 1151 | 5279
Health Units
Support for diagnostic
3 infrastructure to the 3084 3084 3238 3400 3571 16377
primary healthcare
facilities
3.a Sub-Centres 1457 1457 1530 1607 1687 7738
3.b PHCs 1627 1627 1708 1793 1884 8639
Conversion of rural
4 | PHCsandSubCentres | 5g 2845 2986 3136 3293 15105
into health and wellness
centre
Total Grants for
primary health sector 8273 8273 8685 9120 9577 43928
in rural areas

1.3.2 Urban Components
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A. Support for diagnostic infrastructure to the primary healthcare facilities.

B. Urban Health and wellness centres (HWCs)

Table 2: Year wise break up for the two components:

(Rs. In Crore)

Sr. No

Total Health Grants

2021-22

2022-23

2023-24

2024-25

2025-26

Total

Support for diagnostic

infrastructure to the
primary healthcare

facilities — Urban PHCs

394

394

415

435

457

2095

Urban health and wellness

centres (HWGs)

4525

4525

4751

4989

5238

24028

Total Grants for primary
health sector in urban
areas

4919

4919

5166

5424

5695

26,123

1.4 Planning and Budgeting

1.4.1 Pre-Planning

The key activities to be performed prior to preparation of the plan under XV-FC at State level will include:

Developing the State specific guidance for deciding the criteria for resource envelope and

component wise target distribution among the districts / RLBs and ULBs. As per the DoE’s guidance

note (Annexure : Para 7 at page-7), at the district level, the Zilla Panchayats or Autonomous District

Councils shall handle / implement the rural components of health sector grants in close coordination

with the District Health Department under the overall supervision of the District Collector (not at Block

Panchayat or Gram Panchayat level), because the components require technical experience as well

as exposure in relevant subjects. However, rural local bodies below the district level (as the case may

be), such as Block /Taluk level Panchayats, and Gram Panchayats / Village Councils must be involved

in planning and monitoring of these components for the health facilities located in their jurisdiction.

Similarly, at the district level, the urban local bodies shall handle / implement the urban components

of health sector grants in close coordination with the District Health Department under the overall

supervision of the District Collector.
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Figure 1: Flow Diagram for Planning, Preparation, Implementation and Monitoring
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1.4.2

™
1.

Prioritization: In planning district fund allocations, preferential allocations are to be made to the
Aspirational / Tribal / Left Wing Extremism (LWE) / remote / Hill districts. However, within a
particular district, allocations in each of the components should cover more units for effective
utilization of the grant and this requires comprehensive gap analysis and the factors to be

considered while planning are given at Table 3 of Para 1.4.2 of this chapter.

Indicating component wise physical targets and funds for each of the district/ULB to ensure
that all the blocks are covered over a period of 5 years. This is a crucial task at the State level
which needs to be completed in pre-planning stage and communicated to all the districts with the

specific directives / orders for allocation of funds component-wise.

Orientation and Capacity building: The process of planning should be preceded by orientation
and capacity building of the RLB and ULB at district and Block /W ard/Division levels so that they
are actively engaged in preparing the plans, supporting implementation, and undertaking
periodic reviews and monitoring. States should take necessary action in building capacities of
Rural Local Bodies in planning, utilization and implementation of FC-XV grants. The ownership of
the RLB and ULB is critical to ensure optimal use of the funds provided under FC-XV. It will also
serve to strengthen decentralized planning, implementation and monitoring for the overall

district.

Gap Analysis: District planning teams comprising of representatives of the District Programme
Management Unit (DPMU) set up under NHM, Block Programme Management Unit (BPMU),
Representatives of District and Block/Ward/Division level Local Bodies would be created and
trained to prepare the District Health Action Plan for 15™ Finance Commission (DHAP-FC-XV).
As the NHM officials / representatives at Block and District level are actively involved in the
preparation of annual PIP Proposals under NHM, they will be the critical team members to
prepare the comprehensive gap analysis in coordination with the ULB and RLB representatives
along with involving officials of Panchayat Raj and Municipal Administration Department,

wherever required.

Key Principles

.
l.

State level five-year plan: As the year-wise and component-wise grants are known to the
States, the States have to prepare component-wise five-year plan as per the technical

guidelines MoHFW, guidance from DoE and as per their local context. This will ensure proper
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allocation of resources to the Districts in-advance — component wise, which will facilitate proper

planning by the Districts for the current financial year and for the remaining four years. The

factors that could be considered in allocation of resources to the Districts are explained in the

Table 3 given below.

Table 3: Factors (component-wise) to be considered for inter-se allocation of resources to the Districts:

S.NO.

1.

2.

FC-XV Component

Block Public Health
Unit

Building-less SHCs,
PHCs and CHCs

Factors to be considered for inter-se allocation of FC-XV grants to
the Districts

Number of Blocks in the State / District.

States may prioritize the blocks in the Aspirational districts, including
Tribal districts (as notified by MoTA) and Left Wing Extremism (LWE)
affected districts (30 districts as informed by MHA), while doing inter-
se allocation of resources among districts.

Similarly, depending on the resources available, efforts may be made
to saturate the blocks in the Hill districts of the Hill states/UTs (NE States,
Himachal Pradesh, Uttarakhand, Jammu & Kashmir and Ladakh).

Number of Building-less SHCs / PHCs / CHCs in the District

The States may prioritize the new constructions of healthcare facilities,

especially those Sub Health Centres, that have been converted into

Ayushman Bharat Health and Wellness Centres (AB-HWCs), based

on the grants of FC-XV available and few factors to be considered in

this regard are:

e Run-down / dilapidated building structures which are required to
be re-built.

e Construct new buildings, where services are being provided from
rented buildings especially in Aspirational districts, Tribal and
remote areas, to reduce time to care and geographical barriers.

e New buildings in lieu of existing rented buildings that may not have
adequate infrastructure/ space for carrying out the required
activities.

e New buildings, if required as per shortfall of population norms as
per details given in RHS 2020.

States are informed that if the existing rented buildings are located
well within the reach of the community, have sufficient space for
carrying out all the intended services and have sufficiently robust
construction, then the State need not plan for re-locating from these
buildings.
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S.NO. | FC-XV Component | Factors to be considered for inter-se allocation of FC-XV grants to
the Districts
3. Conversion of Rural | Number of functional SHC-HWCs and PHC-HWGCs in the District.
PHCs and Sub
Centres into Health District may apportion resources to the block panchayats in proportion
and Wellness to the number of functional SHC-HWCs as on date. Preferably, SHC-
Centre HW(GCs that are functional for more than one year can be selected for
allocation of FC-XV resources.
4. Diagnostic Number of SHCs, PHCs and UPHCs in the District.

Infrastructure (Rural
and Urban)

Actual allocation of resources is to be done after comprehensive gap

analysis, for strengthening the Diagnostic Infrastructure at the SHGCs,
PHCs and UPHCs and building the diagnostic capacity in a Hub and
Spoke model.

5. Urban Health and
Wellness Centres

Based on the vulnerability assessment and mapping of the urban areas,
the slum / vulnerable areas will be prioritized where presently no
primary health care facility exists

The priority is to ensure that there is one Urban-HWC per 15,000-
20,000 population catering predominantly to poor and vulnerable
populations, resident in slum and slum-like areas.

Decisions regarding the required number of Urban-HWGCs, would
depend on population density, presence of slums & similar habitations,
vulnerable population, peri-urban areas and newly Notified Urban
Areas and would be decided by the State Level Committee (SLC) based
on justification provided by the ULB.

ii. Five-year Plan: Districts should also similarly, develop a comprehensive plan for 5 years, to utilize
FC-XV grants in the given time frame. The template for the same will be enabled on the IT platform.

iii. First-year Plan: The state is required to plan for fund utilization for the 15' year keeping in view
the limited timeline for its utilization and the necessity to complete the implementation of first year
units / components before the end of financial year for effective utilization of FC-XV grants.

iv. District Health Action Plan (DHAP): As per the resource allocation indicated to the district
component wise and year wise, each District would prepare a District Health Action Plan for the
FC-XV grants (DHAP-FC-XV) — year wise and component wise, covering all the rural and urban
components, based on the financial allocation and specific physical targets communicated by the
state. For current financial year (FY 21-22), the districts have to prepare the plan duly keeping
in mind the limited time-line and the necessity to complete the execution of works within the

available time of the financial year. The DHAP-FC-XV for each district, thus prepared, would
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provide granular details on number of block/ward/division wise facilities that would receive the
FC-XV funds on annual basis.

v. While preparing the District Health Action Plan (DHAP), the districts should not only give
emphasis on the technical guidance of FC-XV, but also a holistic assessment of the components
should be undertaken including the systematic review of the burden of disease in that district, local
epidemiology, rural demographic profile and the specific needs and requirements of communities
in different parts of the district.

vi. Unit Costs and Number of Units: The unit costs for each component have been derived based on
the upper limit and are also included in the respective chapters for each of the components. The
States could plan for more number of functional units under each component, within the available
resources, on the basis of comprehensive gap analysis.

vii.Negative List: State is required to strictly comply to the negative lists, which is specified for each
of the components. States should not utilize the grants for the activities in the negative list.

viii. Non-duplication: States should ensure that there is no duplication or overlap of proposals, tasks,
procurements, constructions, hiring of HR etc. for which funds have already been provided under
NHM, State budgets, any other funds.

ix. The fund under the FC-XV health grants should not be used by the State as the State’s
contribution for any CSS component or for any other mandate, apart from the components
listed for the utilization of the health grants under FC-XV.

x. Centralized Procurement of medicines, Medical equipment, diagnostics and other
consumables, etc: As stated in the DoE’s Guidance Note (Para 8 at Page 8), on the grounds of
economies of scale, standard processes, quality assurance and required technical expertise, State
level committee may decide about the procurement of the approved components of medical
equipment, diagnostics, medicines, other consumables, etc, through a mechanism which include
Central purchase at State level through established mechanisms like State Medical Services
Corporations / Societies or State Health Society. For the centrally procured items, the State level
Committee may also work out a mechanism for the payment of such centrally procurement items.

Collaboration with the other departments: The RLBs / ULBs would ensure convergence with

xi.
various schemes relating to the wider determinants of health and wellness such as urban
development, drinking water, sanitation, education, nutrition being implemented by other ministries
and departments.

xii. Grievance Redressal: The PRIs / ULBs will be required to monitor the implementation of the
components for which the procurements / recruitments have been done centrally and any concern
/ issue should be raised in writing to the DLC.

xiii. State level monitoring mechanism: As the expenditure of FC-XV grants is to be completed within

the same financial year, the States should fast track the preparation of the District plans and
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subsequently, the State plan based on the gap analysis, appraise them in the SLC and send it to
NLC for appraisal and approval.

xiv.IT platform for approval and monitoring: The State /SLC will send the progress reports on both
physical and financial progress against the approved plan on quarterly basis to the Ministry of
Health and Family Welfare, Govt. of India. A dashboard with the progress monitoring system
(PMS) of 15t Finance Commission components is being prepared and would be made available
to the States, to enable to send the proposals from the District level committee to State level
committee for consideration and examination and further from State level committee to National
level committee for appraisal and approval. This PMS would also be utilized to monitor the
progress of all the components of FC-XV, both to track the physical as well as financial progress.
The dashboard has to be updated by States regularly and the regular up-dation of the progress
would be essential for release of subsequent instalments of FC-XV grants to the States.

xv. Learning from NHM for implementation of some of the components of FC-XV grants:

a. Advantages of implementation of 3 components of FC-XV grants by the States: As the
States are already implementing three of the five components, namely, Building-less Sub
Centres, PHC and CHC in rural areas, Conversion (provision of recurrent costs) of SHC /PHC
to HWC, and support for diagnostic infrastructure in rural and urban areas, the Guidelines
for these components including financial norms for various interventions, including Human
Resource, recurrent costs if applicable, layouts in terms of specifications, operational details,
etc., are already being used by states in planning for NHM and would serve as the basis

for district planning.

b. New Components for the States: The components viz, Urban — HWGCs, and Block Public
Health Units (BPHU), are new interventions and States should orient all the stakeholders
including health department, panchayat raj and municipal administration department
officials and ULBs and RLBs to assist the planning process at the State and District level.

xvi. Factors to be considered while planning component wise action plan: Factors that are to be
considered while planning have been given in detail in the respective chapters.

a. As the States / districts are already aware about the shortfalls / building-less SHCs, PHCs,
in rural areas, number of the blocks and functional SHC and PHC level HWGs, the district
level planning would be easier, based on the resource allocation to the districts, as allocated
by the State.

b. Prioritizing blocks that are remote or cover larger proportion of marginalized populations,
including tribal areas and similarly, prioritizing the facilities located in these backward areas
of the district, has to be kept in mind to ensure the equitable access of intended services

through FC-XV grants.
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C.

Similarly, the effective implementation of the component of the urban HWCs, depends on
mapping the vulnerable areas within the territorial jurisdiction of the urban local bodies to

finalize the location of such facilities in close collaboration with ULB.

xvii. Infrastructure works:

xvii Recurring

a.

Out of the various components, the Building-less SHCs, PHCs, is the only component, where it
is purely infrastructure work.

The component of conversion of SHCs and PHCs into HWCs does not include infrastructure
related works.

In the component of BPHUs, the infrastructure support is provided for and the BPHU should
ideally be located in the Block Medical Offices or Block CHC premises and have a linked
laboratory also preferably located in the same premises for better synergy between clinical,
programmatic and public health functions.

Similarly, in the urban HWCs component, the refurbishing of existing space for running the
Urban HWCs is provisioned.

The component involving diagnostic infrastructure for SHCs, PHCs and UPHCs does not involve
any civil or associated infrastructure work. This component covers the recurring expenditure
for providing the diagnostic services at these facilities and non-recurring expenditure
component for procurement of diagnostic equipment required. This activity can be taken up
based on the principle of a Hub and Spoke Model and also on a PPP (Outsourcing) basis,

wherever feasible.

expenditure:

The component of BPHU involves creation of BHPU units under the non-recurring component
and support of HR and other inputs under recurring component. Once the constructions of
BPHUs are completed, the HR may be recruited for running these units and the FC-XV grants
may be utilized accordingly. HR can be recruited earlier, if there is existing infrastructure /
space available that can be utilized for BHPUs.

The component of Urban HWG s involves only recurring activities, except for minor
infrastructure refurbishing of the existing space of the ULBs or government buildings for
running the Centres. As soon as the premises are ready, the urban HWGCs should start
providing services from these premises and FC-XV grants may be utilized accordingly.

As the component of conversion of SHCs and PHCs are to be utilized only for the functional
HWCs, the FC-XV grants may be utilized from the date of approval of the proposal of this
component, as the grants are only meant for operational expenses of the functional HWCs.

For the component of diagnostic infrastructure at SHCs, PHCs and UPHCs, the FC-XV grants
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may be utilized for recurring expenses for provision of diagnostic services at the functional
SHCs, PHCs and UPHCs from the date of approval of these components. As there are
substantial resources factored under this component, capital expenditure activities such as
procurement of essential equipment, based on the gap analysis, will also be covered under
this component of FC-XV grants. For the diagnostic component in rural and urban areas, a
detailed gap analysis will need to be undertaken at each level of facility. After ensuring
that the recurring expenses related to diagnostic services at SHCs, PHCs and UPHCs are
provided for, the first charge of the remaining funds of this component should be to ensure
provision of essential diagnostic tests at the Block and sub Block facilities (PHC-HWC and
SHC-HWC in rural areas and U-PHCs). Once the needs of these facilities have been met,
procurement of essential in-house diagnostic equipment for CHC/SDH and DH to address
complex primary health care needs that cannot be undertaken at HWC- PHC/SHC or the

Block level would also be permitted and taken up in a hub and spoke model.

1.4.3 Fund flow: The Figure 2 below represents the flow of funds for FC XV allocation:

Ministry of Finance / DoE

Release of grants to the

states/UTs in 2 instalments /
year

State Panchayati Raj / Nodal
Department for Autonomous District
Councils & Urban Development
Department

Rel f t . .
Payment for State level / ’roedei:tsriectsowitﬁir:T(; Submit UCs with

district level actions signature from State

cleye el eatllpl Health Department

Local Bodies
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1.5 Components and basis for allocation of resources to the districts

While detailed technical guidelines on each of the components is available separately, to help the State

planning team, a brief on each component is provided below:

1.5.1 Rural Components

A. Building-less Sub Health Centres (SHCs), and Primary Health Centres (PHCs), Community Health
Centres (CHCs)

The XV-FC has provisioned for supporting infrastructure to achieve the targets of the National Health
Policy, 2017. The fund allocated under XV-FC may be utilised for construct buildings for the building
less primary healthcare facilities and States / Districts may give priority to SHCs and PHCs depending
on their local context. It is suggested to the Districts and States that SHCs may be given priority under
this component, especially for those Sub Health Centres which are building less, operating in rented or
rent-free panchayat/ Voluntary Society Buildings. The PHCs may be taken up after meeting the

requirement of the SHCs. The facilities to be upgraded may be selected based on the following criteria:

a. Prioritization based on infrastructure availability:

i. Run-down / dilapidated building structures which are required to be re-built.

ii. Construct new buildings, where services are being provided from rented buildings especially
in Aspirational districts, Tribal and remote areas, to reduce time to care and geographical
barriers.

iii. New buildings in lieu of existing rented buildings that may not have adequate
infrastructure/ space for carrying out the required activities.

iv. New buildings, if required as per shortfall of population norms as per details given in RHS
20203
V. States are informed that if the existing rented buildings are located well within the reach

of the community, have sufficient space for carrying out all the intended services and
have sufficiently robust construction, then the State need not plan for re-locating from

these buildings.

vi. Prioritising based on land availability: even among the above prioritized facilities, those

SHCs for which site/land has already been acquired'are to be prioritised.

! Minimum estimated land required for SC-HWCs is 3000 sq. ft. and for PHC-HWGCs is 15000 sq. ft.
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b. Prioritising based on location: The new site (in case land has been acquired for multiple sites) located

in Aspirational districts/ Tribal areas/ Left Wing Extremism (LWE) affected areas/ Hill areas are
to be prioritised.

c. The prioritization should also take into consideration the local capacities available, so that the new
buildings get completed in the stipulated time. In cases where two or more facilities are proposed
for construction, the RLBs needs to indicate their priority.

d. The maximum unit cost of construction of a new building is set at ¥ 55.5 lakhs for an SHC, ¥
1.43 crore for a PHC. The district-wise allocation for this component may be done based on the

proportion of building less SHCs and PHCs.

B. Conversion of rural PHCs and Sub-Centres to Health and Wellness Centres (HWCs)

a. The XV-FC has provided grant in aid support to all 28 States for meeting the running cost of
functional SHC and PHC level HWGCs in the district. On examination of the funds available, it is
suggested that except in a few States (Odisha, Bihar, Rajasthan, Haryana), funds available may
not be sufficient for all the functional SHC and PHC level HWCs in the Districts as on date.

b. Accordingly, detailed guidelines on selection of HWCs for support under this component is given in
the respective chapter. The district and State must ensure that there is no duplication of activity.

c.  The proportion of rural PHCs and SHCs to be converted into HWCs may be made the basis for

district-wise allocation.

C. Support for diagnostic infrastructure to the primary healthcare facilities

a. The XV-FC health grants are to strengthen the diagnostic infrastructure at Sub-Health centres (SHCs),
and Primary Health Centre (PHCs) to achieve the IPHS and CPHC norms so that the intended
comprehensive primary healthcare could be delivered.

b. The DHAP and the State plan should ensure that all the required clinical and public health diagnostic
services dre provided fo the community either by strengthening in-house service delivery capacities
or by expanding the same under the PPP mechanism, as deemed appropriate and suitable at the
Block, District and State level keeping in view the capacity and inclination of the private providers
in hard-to-reach areas and difficult terrains.

c. Presently 14 tests at Sub Health Centre/ Health & Wellness Centre level and 63 tests at PHC level
are to be conducted as per guidelines on free diagnostics initiative. The team responsible for gap
analysis and planning should look in to following components:

i.  Availability of Health Services, lab services and caseload
ii. Gap in terms of infrastructure for providing diagnostic services as per CPHC
guideline

iii.  Availability of Human Resources for providing services as per IPHS

Page 15 of 122
Technical & Operational Guidelines: Implementation of FC-XV Health Grants through Local Governments



iv.  Availability and functionality of the diagnostics and lab equipment including
storage
v.  Availability of IT infrastructure
vi.  Availability of rapid/point of care test kits, reagents, and other consumables
and their optimal storage conditions
vii.  Gap in the existing Logistic Management System
viii.  Equipment maintenance mechanism
ix. Distance / Travel time from Hub/ availability of transport services

x.  Need for capacity building of existing HR

d. For equipping a new / greenfield SHC or PHC with the required diagnostic infrastructure, a
maximum of ¥ 3.91 lakhs for each SHC and a maximum of ¥ 25.86 lakhs for each PHC
could be proposed. For the existing / brownfield SHCs and PHCs in rural areas, the grant
could be used depending on the gap analysis and comprehensive diagnostic plan of the district.
So, the unit rate for each SHC / PHC may vary as per the identified gaps in the facility but
should not exceed the maximum limits specified under FC-XV grants.

e. After saturating all the diagnostics related requirements of SHCs and PHCs, States and the
districts may plan to utilise the balance amount for strengthening the diagnostics infrastructure
at the CHC/ SDH/ district hospital level in a Hub and Spoke model to support the SHCs and
PHCs and with the approval from National Level Committee.

f. The initial district-wise allocation may be done based on proportion of SHCs and PHCs in the
district.

D. Block Level Public Health Units:
a. Support is being provided under XV-FC to establish Block Public Health Units (BPHUs) across all

the blocks of 28 states. The BPHUs will have three major components:
i. Public Health Unit for providing public health functions such as surveillance and
detection of outbreaks.
ii. Block Public Health Lab for providing advanced diagnostics services for clinical
and public health functions.
iii. Hub for data compilation, analysis, and feedback, through a Health
Management Information System and IHIP.
b. The BPHU will serve as the referral unit for the Health and Wellness Centres (Sub Health
Centre /Primary Health Centre) in the block.
c. A comprehensive plan is to be prepared for the following activities under this component of XV-
FC:

i. Infrastructure requirement
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ii. Requirement for IT Support
iii. Requirement for equipment for Block Public Health Lab
iv. HRH for BPHU

d. A maximum of ¥ 80.96 lakhs of Capital expenditure per BPHU and a maximum of ¥ 20.14
lakhs of recurring/operational expenditure per BPHU (applicable once the constructions / non-
recurring activities are completed either in the same financial year or in the subsequent year) is
prescribed. Details are given in the respective chapter.

e. The proportion of blocks in the district would be the basis of district wise allocation of budget
and targets.

1.5.2 Urban Components

A._Support for diagnostic infrastructure to the primary healthcare facilities: The XV-FC grant will

provide support for strengthening the diagnostic services in the urban PHCs. The range of diagnostic
tests has been expanded in alignment with the guidelines of comprehensive primary healthcare services

under Ayushman Bharat.
a. For each urban PHC, support will be provided for the following components:

i. Procurement of diagnostic equipment
ii. Setting up IT support

iii. Procurement of kits

iv. Sample transportation
V. Equipment Maintenance
vi. Monitoring

vii. Capacity Building

viil. Miscellaneous cost

b. For equipping a new / greenfield UPHC with the required diagnostic infrastructure, a maximum
of ¥ 25.86 lakhs for each UPHC could be proposed. For the existing / brownfield UPHCs in
urban areas, the grant could be used depending on the gap analysis and comprehensive
diagnostic plan of the district. So, the unit rate for each UPHC may vary as per the identified
gaps in the facility but should not exceed the maximum limits specified under FC-XV grants.

c. The proportion of existing and new Urban PHCs may be made the basis of district-wise /ULB
wise allocation of budget and targets.

B. Urban Health and Wellness Centres (Urban HWCs): To strengthen the health systems to deliver

comprehensive primary healthcare through Ayushman Bharat-Health and Wellness Centres (AB-
HWGs) in urban areas, health grant has been recommended for:
d. Urban Health and Wellness Centres: The urban HWCs are expected to increase its reach in

the urban areas and cover the vulnerable and the marginalized by acting as satellite centres
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to be established under the UPHCs. Each UPHC that caters to a population of approximately
50,000, is expected to have 2-3 UHWCs under it, depending on the vulnerable population of
the urban local body and as per the detailed guidance given in the Chapter 2.

b. Provision of specialist services at Urban health facilities / Polyclinics: The Polyclinics are
envisioned to ensure continuum of care by providing specialty services closer to the community.
In urban areas, currently 5-6 UPHCs are catering to a population of 2.5-3 lakhs; one of the
UPHCs, among these 5-6 UPHCs would be identified to be upgraded as a Polyclinic with
availability of specialist services on a rotation basis. For areas with functional Urban CHCs

(UCHGs) providing specialist services, separate polyclinics may not be required.

As the 15™ FC grants are to plug the critical gaps in the Primary Health care, SLC may proportionately
allocate the budget and targets between Metros, million plus cities, Other cities, towns, etc., (except those
having a population of less than 50,000 population) giving priority to unserved and underserved slum or
slum like populations.

1.6. Roles and Responsibilities:

The summary of the National, State and District Level Committee roles and responsibilities are listed below:

Table 4: Roles and responsibilities for planning, implementation and monitoring:

Level Planning Implementation Monitoring
National e Guidance to States for | ¢ Provide technical | ® Review progress
level flow and utilization of guidance related the XV-
Committee grants, with a timeline of FC grants
deliverables and
outcomes
e Appraisal and approval
of state proposals
State Level | o District wise resource | ¢ Identify of local bodies | @ Review progress
Committee allocations as worked based on State specific | ¢ Facilitate Collection
out by the State Health structure and Sending of the UCs
Department e Delegation of powers to of FC-XV grants to Gol
e Set target and physical RLBs/ ULBs e Ensuring timely
deliverables for the | ¢ Provide all the assistance submission of progress
districts for implementation of FC reports
XV = Health Grants to the
districts.
District Level | @  Validate district specific | ¢ Provide overall guidance | ¢ Mobilize the District
Committee gap assessment report fo RLB /ULBs on Health team to support
prepared by the district implementation RLB/ULB in planning
planning team e Mobilize the District and provide technical
e Prioritising within district Health team fo support support
e Ensuring there is no RLB/ULB in planning and | ® Review progress
duplication of activity provide technical support | ¢ Coordinate with Local
within FC grants or any Bodies for collection of
other source of fund
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Level

Planning Implementation Monitoring
e Finalise the Costing of | ¢ Appraise the proposals UCs and submitting to
plan of the district as received from RLB/ULB the State
per the guidelines and recommend to SLC e Check and prevent any
duplication
e Ensuring timely
submission of progress
reports

1.7. Financial Approvals and fund transfer

1.8

1.7.1

1.7.2

1.7.3

1.7.4

1.7.5

Fund Releases and submission of UCs and releases of subsequent instalments: The details
are already communicated to the States by the DoE vide letter dated 16™ July 2021. Copy is
attached with this document at Annexure. It is reiterated that timely completion of the activities
and submission of UCs and providing the physical and financial progress in the Progress
Monitoring System are crucial to get the subsequent instalments of the FC-XV grants. The
allocation of the funds state-wise and component wise have been provided in the respective
chapters of the components for ease of reference for the States and Districts.

Pooling of funds: Functions such as engaging competent human resources for health,
procurement of medicines, equipment, diagnostics & consumables, contracting agencies to
provide diagnostic services (as in the Hub and Spokes model), etc are critical for
implementation of above components. Efficient use of funds for these activities, are dependent
on economies of scale, standardized processes, including quality assurance, and require
complex technical expertise. (DoE’s Guidance Note at Annexure (Para 8 at Page 8) and
reiterated again at sub-point 10 under para 1.4.2 of this Chapter)

State level / District level HRH services: Most of the State Health Departments have developed

effective modalities for recruitment of Human Resources for Health such as Medical Officers,
Nurses, Lab Technicians, Pharmacists and other para-medical staff, through mechanisms such as
a State / District level agency of government or through empanelled agencies. Under National
Health Mission, States/UTs are supported to deploy such agencies. States have been
undertaking these human resource recruitments through these empanelled agencies, which have
established transparent and systematic procedures.

Procurement Cell: The RLBs / ULBs would be encouraged to establish a Procurement Cell at

each District, with a nodal officer to coordinate procurement functions with the State Health
Society /Medical Service Corporation, to ensure timely and efficient procurement. Such a
strategy would eventually create capacities within the ULBs to handle these responsibilities
independently.

Utilization of savings: In case of savings under the head of both non-recurring and
recurring expenditure under any component, states could propose utilization of these
savings, for the same component in the next year.

Monitoring and Reporting

The State/SLC will send the progress reports on both physical and financial progress against the

approved plan on quarterly basis to the Ministry of Health and Family Welfare, Govt. of India. A

dashboard will be prepared to monitor the activities of 15™ FC grants, which would track the physical

as well as financial progress. The dashboard would be updated by States regularly.
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1.9 Timelines
The targeted time frames for the preparation and appraisal of the plans under 15" FC are as follows:

Table 5: Targeted time-lines for activities:

Activity Time frame

Issuance of technical guidelines to the States on planning of

31t August 2021
15t FC grants by MoHFW

Orientation of the State Health Departments by MoHFW By 3rd September 2021

Orientation to the District teams including health, Panchayat
raj and municipal administration department by the State | By 10" September 2021

Health Department

Orientation of the RLBs and ULBs of the States by the State
Health Departments in coordination with State Panchayat Raj | By 10" September 2021

and Municipal Administration Departments

Conduct of first SLC and arrival of the district wise allocation
of all the components of FC-XV grants and Communicating to | By 10" September 2021

the Districts

Gap Analysis and preparation of DHAPs for FY 21-22 and
By 15™ September 2021
sending to the State level committee for approval

Consideration of the District Health Action Plans by the State
level committee and forwarding to the National level | By 20" September 2021

committee

Appraisal and approval by NLC By 30" September 2021
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State
Andhra Pradesh

Arunachal Pradesh
Assam
Bihar
Chhattisgarh
Goa
Gujarat
Haryana
Himachal Pradesh
Jharkhand
Karnataka
Kerala
Madhya Pradesh
Maharashtra
Manipur
Meghalaya
Mizoram
Nagaland
Odisha
Punjab
Rajasthan
Sikkim

Year wise Allocation (In Cr.)

2021-22
490

49
280
1133
339
31
629
305
98
446
552
559
923
1331
44
59
31
57
462
401
833
21

2022-23
490

49
280
1133
339
31
629
305
98
446
552
559
923
1331
44
59
31
57
462
401
833
21

Appendix 1.1: Total XV FC Health Grants — State wise

2023-24
514

51
293
1190
356
33
661
320
103
469
579
587
969
1397
46
61
33
60
485
421
875
22

2024-25
540

54
308
1249
373
35
694
335
108
492
608
616
1018
1467
49
64
35
63
510
443
918
23

2025-26
567

56
323
1312
392
37
728
352
114
517
638
647
1069
1541
51
68
36
66
535
465
964
24

Total
2601

259
1484
6017
1799
167
3341
1617
521
2370
2929
2968
4902
7067
234
311
166
303
2454
2131
4423
111
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S. No.

23
24
25
26
27
28

State
Tamil Nadu

Telangana
Tripura
Uttar Pradesh
Uttarakhand

West Bengal
Total

Year wise Allocation (In Cr.)

2021-22
806

419
85
1830
150

829
13,192

2022-23
806

419
85
1830
150

829
13,192

2023-24
846

441
90
1921
158

870
13,851
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2024-25
889

463
94
2017
165

914
14,544

2025-26
933

486
99
2118
174

960
15,272

Total
4280

2228
453
9716
797

4402
70,051
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Appendix 1.2: District wise allocation of resources of all the components of FC-XV grants by the States for FY 21-22

Amount in Crores
Code Activities District 1 Districts 2,3,4, ...... District ‘last’
Total FC-XV grants for FY 21-22
FR Rural components
FR.1 Building-less Sub Health Centres, PHCs, CHCs
FR.2 Block Public Health Units
FR.3 Support for diagnostic infrastructure to the primary healthcare facilities
FR.3.1 No. of SHC
FR.3.2 No. of PHC
FR.4 Conversion of rural Sub Health Centres and PHCs to HWCs
FU Urban Components
FU.1 Support for diagnostic infrastructure to the primary healthcare facilities
FU.2 Urban health and wellness centres (HWCs)

Technical & Operational Guidelines: Implementation of FC-XV Health Grants through Local Governments
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Appendix 1.3: Summary Budget Sheet Template for Districts [States for FY 21-22

No. of Units Budget Proposed (In Lakhs)
- In In Non- . In In Non-
Cod Activit Unit Cost State R k
ode chivities Aspiration|Aspirational| Total nit~-os Aspiration| Aspirational | Total ale Remaris
al Districts| Districts al Districts| Districts
Total FC-XV grants
FR Rural components
FR.1 Building-less Sub Health
) Centres, PHCs, CHCs
No. of SHCs taken up for
FR.1.1 N .
this financial year
FR.1.2 N?. f)f PI-.|Cs taken up for
this financial year
No. of CHCs taken up (not
FR.1.3 | applicable in most of the
States)
FR.2 | Block Public Health Units
FR.2.1 No of B:PH units sanctioned
for capital works
No of BPH units supported
FR 2.2 . .
for recurring expenditure
Support for diagnostic
infrastructure to  the
FR.3 -
primary healthcare
facilities
No. of SHCs supported for
FR.3.1 | "€Urng expenditure for Individual SHC will have its own unit cost

provision of diagnostic

services

Technical & Operational Guidelines: Implementation of FC-XV Health Grants through Local Governments
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Code

Activities

No. of Units

In
Aspiration
al Districts

In Non-
Aspirational
Districts

Total

Unit Cost

Budget Proposed (In Lakhs)

In
Aspiration
al Districts

In Non-
Aspirational
Districts

Total

State Remarks

FR 3.2

No. of SHCs supported for
capital expenditure for
procurement of diagnostic
equipment based on the
gap-analysis

Individual SHC will have its own unit cost
depending on the gap analysis

FR.3.3

No. of PHCs supported for
recurring expenditure for
provision of diagnostic
services

Individual PHC will have its own unit cost

F.R.3.4

No. of PHCs supported for
capital expenditure for
procurement of diagnostic
equipment based on the
gap-analysis

Individual PHC will have its own unit cost
depending on the gap analysis

FR.4

Conversion of rural Sub
Health Centres and PHCs
to HWGCs

FR.4.1

No. of functional SHC-
HWCs, whose operational
expenses being met from
this support

FR.4.2

No. of functional PHC-
HWCs, whose operational
expenses being met from
the support

FU

Total Urban

FU.1

Support for diagnostic
infrastructure to  the
primary healthcare
facilities

FU.1.1

No. of
supported for

Urban  PHGCs

recurring

Individual UPHC will have its own unit cost

Technical & Operational Guidelines: Implementation of FC-XV Health Grants through Local Governments

Page 25 of 122




No. of Units Budget Proposed (In Lakhs)

In In Non- . In In Non-

L . Unit Cost .. .
Aspiration|Aspirational| Total Aspiration| Aspirational | Total
al Districts| Districts al Districts| Districts

Code Activities State Remarks

expenditure for provision
of diagnostic services

No. of Urban PHGCs
supported  for  capital
expenditure for| Individual UPHC will have its own unit cost
procurement of diagnostic depending on the gap analysis
equipment based on the
gap-analysis

Urban health and

k2 wellness centres (HWCs)

No. of Urban HWCs, being
established in the ULB or
other government or rented
premises

FU.2.1

No. of wurban health
facilities (UPHCs / Urban Unit cost depends on the no of Urban
FU.2.2 | CHCs) where specialist HWCs under this selected urban health
services are to be provided facility

/ Poly Clinics
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Chapter-2: Urban Health and Wellness Centres (Urban-HWC(s) and Access to specialist services /
Polyclinics

2.1 Introduction

e The National Urban Health Mission (NUHM) was set up in 2013, as a sub mission of the
National Health Mission, to improve the health status of the urban population in general, but
particularly of the poor and other disadvantaged sections through facilitating equitable
access to available health facilities by rationalizing and strengthening the existing capacity

of health delivery.

e Under Ayushman Bharat, Urban Primary Health Centres (UPHCs) are being strengthened as
Health and Wellness Centres (UPHC-HWGCs) to deliver Comprehensive Primary Health Care
(CPHC).  Currently, this is done through enabling Urban PHCs, covering a population of
50,000. Outreach functions in this population, are undertaken by five ANMs and 20-25
ASHAs, with a normative coverage of a population of 10,000 served by a team of one

ANM and five ASHA.

e Healthcare needs and aspirations of urban residents are different from those in rural areas.
The current strategy of relying on outreach teams of ANM and ASHA alone to provide
selective services is not sufficient. State experiences demonstrate that provision of health care
services by trained service providers from facilities closer to poorer, and vulnerable urban
communities is likely to improve access to an expanded range of services, reduce OOPE,
improve disease surveillance, and strengthen referral linkages. At the same time, state
experiences also show that the establishment of “poly clinics” in selected Urban Primary
Health Centres, enables reach of specialist services to poor communities, thus building trust in
the public health system.

e The COVID-19 pandemic has highlighted that public health action (such as surveillance,
contact tracing, community mobilization and other containment measures) in urban areas need
substantial strengthening. It has also shown that such public health action is ineffective if
focused only on slum and slum like areas. Action for outbreaks needs to address the entire
urban population across all sections. Decentralizing primary health care particularly in urban
areas would enhance disease surveillance and improve reporting for epidemic/outbreaks
and risk factor mitigation through focused health promotion and wellness activities.

e A paradigm shift in urban primary health care is envisaged, based on the learning from the
management of the COVID-19 pandemic, which has offected urban areas
disproportionately. As part of this shift, Universal Comprehensive Primary Health Care would

be provided through setting up Urban Health and Wellness Centres (Urban-HWCs) and
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strengthening selected Urban Primary Health Centre - Health and Wellness Centres (UPHC-
HWGCs) for provision of specialist services/polyclinics. Such Urban-HWCs would enable
decentralised delivery of primary health care to smaller populations, closer to their homes,

thereby increasing access to care especially for the vulnerable and marginalised.

2.2 Urban Health and Wellness Centres (Urban HWCs):

The Urban-HWCs are envisaged to deliver comprehensive primary health care to the

community, and public health related actions and would also enable strengthening the care

continuum for upward and downward linkages, improve access to high quality care, minimize

the out of pocket expenditure incurred on health care services, and decongestion of secondary

and tertiary health care facilities. Decentralizing primary health care in urban areas would

enable improved disease surveillance and reporting for epidemic/outbreaks and Risk factor

mitigation through health promotion and wellness activities. The three components of Urban

HWGCs are detailed as below;

2.2.1

Establishing urban-HWCs to provide comprehensive primary health care and

undertake public health action.

Support under this component of FC-XV is to establish Urban HWCs to decentralize
primary health care below the existing UPHC level HWCs.

The unit of planning for establishment of Urban HWCs would be the city / major urban
local body. In the million plus cities, subdivisions into two or more segments could
facilitate such planning.

The location and population coverage of the Urban HWCs could be flexible depending
on population densities and presence of vulnerable and marginalized population sub-
groups. The principle of Urban HWC location would be such that it becomes the first
port of call for individuals and families in urban areas and is linked to the nearest UPHC
level HWCs for administrative, reporting, and supervisory purposes and where there is
no existing UPHC level HWCs, new Urban -HWC can be planned as per gap.

Given the challenges of acquiring land for construction of new facilities, utilization of
infrastructure already created through other government initiatives and Urban Local
Bodies, as well as rented commercial spaces/residential facilities would be explored.
The use of Mobile Medical Units, and evening OPDs will be considered as alternate
service delivery modes. In addition, states may plan for use of community infrastructure

such as community and charitable institutions. NGO run clinics may also be explored.
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V. Urban HWCs would provide outpatient care for a range of expanded services. Public
health functions related to surveillance and early outbreak management as well as
interventions for screening and prevention of chronic communicable and non-
communicable diseases, would also be undertaken by the team at the UHWC.

vi. These Urban HWCs would be staffed with a Medical Officer, a Staff Nurse and two
support staff, and will provide both facility based and outreach services, largely for
ambulatory care. Outreach services would be undertaken by the ANM (MPW-F), and
ASHA. The outreach team will be expanded by the addition of a Male-MPW, with
specific responsibilities for disease surveillance, addressing public health actions, and
health promotion and prevention efforts, including WASH, wellness promotion, attention
to lifestyle changes, through convergence with ULBs/Residents associations, etc.

vii. States could explore outsourcing /contracting out of Urban HWCs through well designed
and monitored Public Private Partnerships (PPP) with NGOs and not for profit private
sector in urban areas but ensure that there is no fragmentation between curative care,
public health activities and health promotion and prevention for the target population.
The Private /NGO partner must ensure delivery of preventive, promotive, and curative
care as well as all public health functions related to surveillance, management of
outbreaks, etc.

viii. With the creation of Urban Health and Wellness Centres to cover smaller population
cohorts, the existing Urban Primary Health Centre level Ayushman Bharat Health and
Wellness Centres (UPHC level HWCs) would, in addition to providing clinical services
and provide administrative control, serve as a hub for teleconsultation, surveillance,
reporting, capacity building, monitoring and supervision, of the Urban HWCs in its
coverage area. UPHC level HWCs will also be linked to the component of strengthening
public health surveillance in Metropolitan areas.

2.2.2 Ensuring continuum of care by linking with secondary and tertiary care through

appropriate mechanisms.

a. Services for specialist consultation (Medicine, Obstetrics & Gynaecology, Paediatrics,
Ophthalmology, Dermatology, Psychiatry /Psycho-social care), would be provided on a
rotational basis at UPHC-HWCs or at Urban CHCs. Such poly clinic services would be
limited to outpatient care to minimize the need for specialised equipment at every UPHC
level AB-HWGs. Access to specialist services / Polyclinics is envisaged for every 2.5-3
lakh population depending on the local context. The select UPHCs-HWCs or urban CHCs
for specialist / Polyclinic services would be strengthened with equipment, laboratory

services for diagnosis, disease surveillance, public health etc.

Page 29 of 122
Technical & Operational Guidelines: Implementation of FC-XV Health Grants through Local Governments



b. These Poly clinics could also serve as a referral point and link with a telemedicine hub
at a medical college, thereby reducing the congestion at secondary and tertiary level
hospitals.

c. Linkages for secondary and tertiary care for all, would be through the Urban HWCs
and District Hospitals. Given that most states have insurance schemes including AB-
PMJAY, referrals for those eligible would be to government facilities/empanelled
private health facilities.

2.2.3 Promoting community engagement through various plaiforms and ensure universal

reach of public health interventions, including action on wellness promotion and

social and environmental determinants.

a. COVID-19 has demonstrated that mechanisms of community engagement that span all
sections of society and economic classes are essential. A good public health system
should be equipped for universal reach. Currently the mechanism for community
engagement- the ASHA and Mahila Arogya Samities (MAS) are in place only in slum
and slum like areas, and do not reach the homes of middle- and upper-income classes.

b. Urban areas are characterized by heterogeneous population that often live in close
juxtaposition. Thus, it is common to find slums coexisting near the homes of the wealthy.
A uniform mechanism of community engagement across all these sections is not possible,
no matter how active and well intentioned, by ASHA and MAS

c¢. ASHA and MAS however are a key mechanism to reach the vulnerable and
marginalized. They will continue to be strengthened including their linkages with Urban
Local Bodies (ULB) which have positive potential to impact the social and environmental
determinants of health. Where Self Help Groups are established through programmes
such as the National Urban Livelihood Missions/State level or NGO led SHGs, they
would also be actively involved.

d. For other sections, location based Resident Health Associations (Sthanniya Swasthya
Sabhas) would be formed, preferably with the locus being a public health facility. Such
associations would be a platform or federation comprised of representatives of MAS,
(from poorer areas), Resident Welfare Association (RWA) such as Gully /Mohalla
committees.  This would ensure that information about public health activities, and
awareness about lifestyle changes, healthy diets, smoking/alcohol cessation, are
disseminated across all residents in an area, irrespective of socio-economic status.

e. Urban HWCs would be monitored and supported by the UPHC-HWGCs. Support is also
provided for engaging the services of specialists on a periodic basis, at the selected

UPHC-HWCGSs, based on local need and demand. It is envisaged that the Urban-HWCs
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would create a mechanism for representatives of Service Providers and Resident
Welfare Associations (RWAs) to converge into a Sthaniya Swasthya Sabha to discuss
and disseminate public health related issues on a monthly / quarterly basis.

Health promotion and wellness activities are an important component of UHWC services.
Such associations would also lead the process of wellness promotion in coordination with
the local public health facility and ULB so that safe spaces are created /earmarked for
urban residents to undertake regular physical activity such as walking, cycling, exercise,
yoga, efc.

The Sthaniya Swasthya Sabhas would also be the fulcrum for managing public health
actions for “well to do” sections of society in towns/cities including taking up drives for
vector control awareness and Public Health actions for containing disease outbreaks,
(like COVID related containment measures, home isolation, support to home isolated

cases, etc.).

2.3 Objectives:

Establish Urban-HWCs to provide decentralized comprehensive primary health care
and improve public health action especially focussing on the slums & similar habitations,
vulnerable population and areas with limited access to public health interventions.
Strengthen Public Health Surveillance, timely reporting, and analysis.

Promote community engagement to ensure universal reach of public health interventions,
including action on social and environmental determinants of health.

Increase access to specialist services polyclinics, which are close to the community to

minimize patient hardship, reduce time to care and improve continuum of care.

2.4 Factors to be considered

a.

Administrative and institutional related activities towards utilization of funds by ULB
would be governed by the Key Principles detailed in Chapter 1.

The priority is to ensure that there is one Urban-HWC per 15,000-20,000 population
catering predominantly to poor and vulnerable populations, residents of slum and slum-
like areas. This will be linked to the UPHC-HWCs at the population of 50,000. All the
HWC-UPHCs and the Urban-HWCs are required to have a National Identification
Number (NIN-ID) and register on the AB-HWC portal.

Since the aim is to strengthen the ownership and accountability of the ULBs for delivery
of primary health care and essential public health functions, the state would work closely
with the ULBs through the State Department of MA&UA to map the areas under each
ULB to prioritize the location of the UPHC-HWGs.
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d. All ULBs would be allocated a number of Urban-HWGCs, based on the FC-XV allocation
for the State. State /Municipal Corporation may need to leverage other funding sources
if additional number of Urban-HWC are needed.

e. Decisions regarding the required number of Urban-HWCs, would depend on population
density, presence of slums & similar habitations, vulnerable population, peri-urban areas
and newly Notified Urban Areas would be decided by the State Level Committee (SLC)
based on justification provided by the ULB. It will be essential that these areas are
classified and placed under the Rural or Urban designations and provide services as
mandated.

f. The Urban-HWC would be the first port of call for individuals and families in urban
areas and would be linked to the nearest UPHC —HWCs for administrative, financial,
reporting, and supervisory purposes.

g- The timings of Urban-HWC would be as per the schedule fixed by States considering
the local needs of urban population.

h. Urban-HWC should not be located in areas which are within 3- 5 kms distance of an
UPHC-HWCs, Urban-CHC, SDH or a DH or any State level Dispensaries / Public
Health Facilities. This would ensure that this new initiative of Urban-HWC is focused on
hitherto uncovered areas.

i.  The ceiling of the unit cost for the Urban-HWC is fixed. State could decide to increase
the number of units which can be made operational within the given funds, if the cost of
setting up the unit is lower than the unit cost support provided or through the
supplementation of resources by ULBs. ULBs should actively contribute through the
provision of space in existing ULB owned buildings, community buildings owned by
ULBs/RWAs, space available with NGOs/Charitable organizations, space in markets,
shopping complexes, etc to ensure that these Urban-HWCs are enabled to provide
primary health care services to the community.

j- State may explore engagement with private and not for profit sector for critical gap
filling activities such as capacity building, Urban-HWCs management, provision of
outreach services, diagnostic services, as appropriate to the local context, need and
availability of the organizations to provide services etc. The contracting in/ contracting
out / outsourcing of services should be complementary to Public sector services and

should be well designed with monitor able indicators.

2.5 Support for this component under FC-XV

The XV-FC Health Grants to Local Governments - Urban Local Bodies provides Rs. 24, 028 crores

to ULBs for setting up Urban HWCs, across the country over five years. State-wise and year-wise
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allocation is given at Appendix-1. Detailed unit cost particulars (Rs. 75 lakhs per urban HWC

including the provision of specialist services at select higher level Urban primary health care

facilities/U-CHCs, are given at Appendix-2. Detailed Guidance note on Urban HWGCs is given at

Appendix-3 and on provision of polyclinic /specialist services is given at Appendix-4.

2.6 Guidance for identification of facility, approvals and operationalization

2.6.1

2.6.2

2.6.3

2.6.4

2.6.5

2.6.6

Allocation by the State to Districts: Based on the resource available and number of

functional UPHCs in the State / ULBs, the State will allocate resources to the Districts
/ ULBs. States must ensure that that the grant under this component is released to all
the Districts / ULBs of the State. As the resources available under this component
are substantial, the efforts should be made to saturate the ULBs in the Aspirational,
Tribal and backward areas / blocks / districts of the State and accordingly,
allocation is to be made. If any ULB has not been allocated support under this Urban-
HWC component of FC-XV, the State Level Committee must provide a strong
justification for such exclusion.

Apportioning by the Districts: Depending on the grants available to the District / ULBs, district

/ULB will plan for the number of Urban HWCs that can be supported under this component
of FC-XV. The District Level Committee, as elaborated in the Guidance Note to the States
dated 9% July 2021 and as explained in Chapter-1, will take necessary actions. As the
resources available under this component are substantial, Districts /ULBs may give
preference to the areas where poor and vulnerable populations reside and slum and slum-
like areas of the ULBs and accordingly, identification of locations for Urban- HWCs are to

be finalized.

DLC will finalize the number of Urban-HWCs that can be covered with the financial
allocation made by the State for this component of FC-XV.

Districts would send the proposal for approval under this component of FC-XV in the
prescribed format given in the Chapter-l (or may be given in this chapter as well) to
the State.

A Software is being planned to enable the districts to send the proposal in online-
mode, to ensure the easier operations and effective monitoring

After the State level and National level approval, the Districts may start utilizing the
resources under this component of FC-XV. As per DOE guidance Note dated 16
July, 2021, (DoE’s Guidance Note at Annexure (Para 8 at Page 8) and reiterated
again at sub-point 10 under para 1.4.2 of Chapter 1), on the grounds of
economies of scale, standard processes, quality assurance and required technical
expertise, State level committee may decide about the procurement of the

approved components of medical equipment, diagnostics, medicines, other
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consumables, etc., through a mechanism which may include centralized
purchase at State level to ensure purchase of quality products at
reasonable/competitive prices in an efficient manner after following the due
processes/procedures and practices with the prior approval by the National Level
Committee”.

i As the component involves multiple activities such as Infrastructure
upgradation /provision of essential drugs and diagnostics / team based
incentives and remuneration to HR and other HR related components, besides
the operational diagnostic expenditure of PoC tests and independent
monitoring, as per the decision of the State, DLC should ensure that the funds
under this component are to be sent by the Urban Local Bodies in-time or
in-advance to the State level agency (either State Health Society) or to the
District level agency (District Health Society), as per the local context. This
will ensure timely payment of remuneration and incentives to the primary
healthcare team working at these SHC level HWGs. State level decision on
the mobilization of funds from the ULBs to District or State level agency
should be fully followed by the concerned Urban Local Bodies and DLC
should monitor the compliance.

ii. Some States may opt for releasing the money to the Urban Local Bodies
excluding the funds required for State level / District level agency activities
for this component, as per their context as decided at the State level.

a. Concerned Urban Local Bodies should be actively involved in the
planning and monitoring of all the functional urban-HWGCs. To the
extent possible, the city level institutional arrangements should be
utilized for this purpose.

b. Capacity of the urban local bodies for all components of the FC-XV
will need to be improved, by the state by undertaking the requisite
trainings through state level institutions as per the plan in this regard
(Detailed plan will be communicated separately). Since the aim is to
strengthen the ownership and accountability of the ULBs for delivery
of primary health care and essential public health functions, the
state /District would work closely with the ULBs through the

Department of Municipal Administration Institute.

2.6.7 The ULBs and DLC are required to focus on optimal utilisation of the grant for

recurring expense incurred in the AB-HWC especially for Human Resources, their
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training skills, salary and incentives, range of health care package of services to be
offered, drugs, equipment, IT infrastructure, community structures and independent
monitoring, all as defined in the CPHC guidelines.

2.6.8 Negative List for this component of FC-XV: The funds under this component cannot

be utilized Repair and Renovation works already undertaken under the NHM Funds.
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Appendix 2.1: Grants for Urban Health and Wellness Centres as indicated in XV

Finance Commission

2021-22 | 2022-23 | 2023-24 | 2024-25 2025-26 Total
s. No. State / UTs Grants in | Grants in | Grants in | Grants in | Grants in Grants in
15th FC 15th FC 15th FC 15th FC 15th FC 15th FC
1 Andhra Pradesh 102.88 102.88 108.02 113.48 119.17 546.43
2 Arunachal 5.24 5.24 5.50 5.78 6.07 27.83
Pradesh

3 Assam 69.93 69.93 73.43 77.10 80.95 371.34
4 Bihar 185.43 185.43 194.71 204.44 214.66 984.67
5 Chhattisgarh 133.88 133.88 140.58 147.60 154.99 710.93
6 Goa 20.48 20.48 21.50 22.58 23.71 108.75
7 Gujarat 260.73 260.73 273.76 287.45 301.83 1384.50
8 Haryana 139.33 139.33 146.30 153.62 161.30 739.88
9 |Himachal Pradesh 1.41 1.41 1.48 1.56 1.64 7.50
10 Jharkhand 119.21 119.21 125.17 131.42 138.00 633.01
11 Karnataka 122.93 122.93 129.08 135.54 142.31 652.79
12 Kerala 322.22 322.22 338.34 355.25 373.01 1711.04
13 | Madhya Pradesh 427.83 427.83 449.22 471.68 495.27 2271.83
14 Maharashtra 77413 77413 812.84 853.48 896.16 4110.74
15 Manipur 9.83 9.83 10.32 10.84 11.38 52.20
16 Meghalaya 23.30 23.30 24.47 25.69 26.98 123.74
17 Mizoram 12.01 12.01 12.61 13.24 13.90 63.77
18 Nagaland 22.61 22.61 23.74 24.93 26.18 120.07
19 Odisha 89.19 89.19 93.65 98.34 103.25 473.62
20 Punjab 241.75 241.75 253.83 266.52 279.85 1283.70
21 Rajasthan 106.49 106.49 111.82 117.41 123.28 565.49
22 Sikkim 8.19 8.19 8.60 9.03 9.48 43.49
23 Tamil Nadu 356.48 356.48 374.30 393.01 412.67 1892.94
24 Telangana 133.60 133.60 140.28 147.29 154.66 709.43
25 Tripura 41.68 41.68 43.76 45.95 48.25 221.32
26 Uttar Pradesh 424,55 424,55 445.83 468.07 491.47 2254.47
27 Uttarakhand 81.57 81.57 85.65 89.93 94.42 433.14
28 West Bengal 287.92 287.92 302.31 317.43 333.30 1528.88
Total 4,524.80| 4,524.80| 4,751.10| 4,988.66 5,238.14| 24,027.50
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Appendix 2.2: Indicative Unit cost particulars of Urban Health and Wellness Centres

(Urban HWCs)

a. Components of Urban HWCs

Non-Recurring components

Recurring Components

Arrangements of premises / Rental
/ upgradation of Infrastructure

Drugs

Tele-consultation

Human Resource (GDMO-1, Staff Nurse-1, MPW
(M)-1, Support staff-2)

Basic equipment’s and furniture
(excluding diagnostics support for
UPHGCs)

Capacity building for HR

Team Based Incentives

Drugs

Quality Assurance activities for Infection Prevention
control

Operational expenses for running UHWC (other
than rent, untied grants, consumables etc.)

IEC/Branding

Wellness Activities

Untied fund

Tele-consultation

Monitoring

Other items (convergence, Provision of specialist
services, consumables, etc.)

@ 70 lakhs per Urban-HWC per annum for both recurring and non-recurring component

@ Rs. 5 lakh/Urban-HWC for Polyclinic services

b. Indicative Unit cost particulars

ltems Bud?et outlay Remarks
(in Rs.)
Wherever ULB provides the building
. on free of cost, this component may be
ATETEEMETS G prer.nlses / utilized for other activities to create
LI L I EIOOTE | nore urban HWGs.
Infrastructure .
* If the rented premises are arranged,
One-time cost max ceiling of Rs.1 lakh per premises
per month may be adopted.
Tele-consultation 1,00,000
Basic equipment and furniture
(excluding diagnostics support 2,00,000
for UPHCs)
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Budget outlay

ltems (in Rs.) Remarks
Human Resource (GDMO, Staff
Nurse, MPW (M), Support staff) 2000
Capacity building of Human 1,00,000
Resource
Team Based Incentives 2,00,000
Drugs 12,00,000
QUG'I.T)’ Assuranf:e activities for 1,00,000
Infection Prevention control
Operational expenses for This activity may be added for
running UHWC (other than rent, 1,20,000 | operational expenses for UHWCs @
untied grants, consumables etc.) Rs. 10,000/mon
Recurring cost | |EC/Branding 75,000
Wellness Activities 1,00,000 This CICTIVIT.)’ . -mqy be added for
wellness activities
) This activity may be added for untied
Untied fund 1,00,000 fund @ Rs. 1 lakh/UHWC
Teleconsultation 5,000
Monitoring 1,00,000
Other tems (convergence, This qch‘vny may b? . -added for
L. o ; undertaking other activities such as
Provision of specialist services, 1,00,000 .. - .
provision of specialist services,
consumables, etc.)
convergence etc.
Total of urban HWC components 70,00,000
For Polyclinic services @ Rs. 5
lakh /UHWC* 500,000
Grand Total ¥75,00,000

*.To be pooled at the level of Urban PHC or Urban CHC where the specialist services are being

provided
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2.3.1

Appendix 2.3: Guidance on establishing Urban Health and Wellness Centre (Urban-
HWCs)

Infrastructure:

. For establishment of Urban-HWGCs, infrastructure already existing with other government

initiatives or Urban Local Bodies (ULB) or rented commercial spaces, residential flats,
community halls, govt. housing etc. may be utilized, as support for new construction of urban-
HWQCs is not envisaged under the scheme e.g. buildings provided by ULBs for “Basti
Dawakhana” in Greater Hyderabad Municipal Corporation of Telangana, space and basic

infrastructure/ furniture provided by ULBs for “Atal clinics” in Jharkhand.

. The service areas/space are to be earmarked and signs posted for the following:

registration, waiting area, OPD, pharmacy, treatment/injection, counselling, wellness,
separate toilets etc. The choice of the building should ensure that the quality of services is not
compromised. The premises are required to be disabled friendly and necessary infrastructure

should be in place.

2.3.2 Functions: The Urban-HWC would perform the following functions:

a. Facility based services: Urban-HWC will deliver comprehensive range of primary health

care services i.e. preventive, promotive and curative as described in the Operational
Guidelines for Comprehensive Primary Health Care through Health and Wellness Centres

issued in 20182,

. Community based services:

i. The Urban-HWC team in collaboration with ULB would enable household survey/
population enumeration for slums & similar habitation, low-income groups, homeless and
other categories of vulnerable population through MPW, Urban ASHA, MAS or through
mobilizing other volunteers.

ii. Allocation of areas/demarcation of population for enumeration between frontline
workers Urban ASHA and MPW should be undertaken for universal population
coverage.

iii. The Urban-HWC will provide outreach services (UHND) through MPW (F)/MPW (M),
ASHA & supported by MAS on a targeted basis for slums & similar habitations and
vulnerable population in a defined geographic area of the Urban-HWC.

iv. The ULB would facilitate the Residential Welfare Associations (RWAs) to undertake

public health activities including health promotion activities about clean environments,

2http:/ /nhsrcindia.org/sites/default/files/Operational%20Guidelines%20For%20Comprehensive%20Primary%
20Health%20Care%20through%20Health%20and%20Wellness%20Centers.pdf
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lifestyle changes, healthy diets, etc. and also spread awareness on the diseases
prevalent in the community viz seasonal, infectious etc. Community linkages with existing
SHGs and Galli/Mohalla committees may also be utilized for the purpose.

v. The ULBs would ensure convergence with various schemes relating to the wider
determinants of health and wellness such as urban development, drinking water,
sanitation, education, nutrition being implemented by other ministries and departments.

C. Public Health Functions, including preventive and promotive care

i. ASHA and MAS are a key mechanism to reach the vulnerable and marginalized
population. They will continue to be strengthened including their linkages with Urban
Local Bodies (ULB) and strengthen the outreach and preventive and promotive functions
including public health actions.

ii. For other sections, ULBs would enable the formation of Resident Health Associations
preferably with the locus being a public health facility. Such associations would be a
platform or federation comprised of representatives of MAS, (from poorer areas),
Resident Welfare Association (RWA) such as Gully/Mohalla committees.  This would
ensure that information about public health activities, as well as awareness about
lifestyle changes, healthy diets, weather events like heat strokes, etc. are disseminated
across all residents in an areaq, irrespective of socio-economic status and area of
residence or work.

iii. Engagement of the Primary Health Care team at the Urban-HWC with schools for
screening of early childhood diseases, through an active School Health Programme may
also be promoted. These linkages are essential under the Ayushman Bharat — School
Health and Wellness Ambassador Initiative and the same can be leveraged for
engaging with the teachers and students.

iv. Public health functions related to regular surveillance, timely IDSP reporting and early
outbreak management with contact tracing, referrals and follow-up as well as
interventions for screening and prevention of chronic communicable and non-
communicable diseases will be undertaken by Urban-HWCs supported by the ULBs,
under the overall supervision of the linked HWC-UPHC.

v. Preventive and Promotive healthcare services such as awareness on healthy lifestyles,
wellness activities like yoga, meditation, physical exercise and other activities would be
provided at the Urban-HWC. These centres will also provide guidance on “Eat Right”
and engaging with the community on their eating practices.

vi. Health promotion activities would be organized every month at Urban-HWCs as per

Annual health calendar issued by MoHFW with a list of health-related days. Other

activities may also be included based on the local health needs, to ensure that
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communities are empowered on social issues like gender-based violence, harmful effects
of alcohol and tobacco and substance abuse.

d. Access to specialist services/Polyclinics:

Tele-consultation services would be made available in all Urban-HWCs for availing
specialist consultations. The state in collaboration with ULB would decide on the level of
facility to serve as a hub (UPHC/UCHC/District Hospital /Medical Colleges/Existing hubs
which have been developed as hubs can be linked or expanded to provide these services).
Some States are experimenting with Specialist Clinics like AMA Clinic in Odisha and
evening specialist services in Karnataka at the HWC-UPHC level.

€. Human Resources: The Urban-HWC is to be staffed with a Medical Officer, a Staff
Nurse /Pharmacist, Male-MPW and two support staff. Ideally, the ANM and ASHA are

responsible for the catchment area of an Urban-PHC wherever available will be drawn
from HWC-UPHC / U-CHC for respective Urban-HWC while deriving their salary from
their linked HWC-UPHC. In case where ANM, ASHA are not available, the State may
engage new ASHA, ANM for Urban-HWCs depending on the local needs and resources
available. Savings are more likely in urban HWGCs, as diagnostic services to these Urban
HWCs may be provisioned under the component of Diagnostic Infrastructure at Urban

PHCs.

Table 6: Human Resources:

Type of staff No. required

Medical Officer (new recruitment) 1

Staff Nurse (new recruitment) 1

One MPW (Male) (new recruitment) 1

Guard (Outsourced) 1

Cleaning Staff (Outsourced) 1
5

Total

f. Training and Capacity Building: The staff posted at Urban-HWC would be

oriented /trained in the competencies to deliver primary health care and public health
functions, as well in the use of Digital and IT systems to access online training and real time
reporting of data. They would also be trained in undertaking vulnerability assessment
and community-based processes to enhance reach to marginalized communities.

g.Medicines, Diagnostics and Equipment: The provisioning of medicines and diagnostics is to

be made as per CPHC guidelines for Urban-PHCs. The EDL for each facility to be made
as per govt. guidelines and the existing e-aushadi mechanism, shall be used for drug

management. The hub and spoke model shall be adopted for diagnostics at Urban-HWCs.
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The budget available under FC-XV for diagnostic services could be utilized. The details
of the services which are being provided at these centres (diagnostics and medicines as
well) are to be displayed at the centre.

h.Monitoring and Supportive Supervision: The Urban-HWC Medical officer would report to

the Medical Officer of the linked Urban-PHC, who would undertake periodic review
meetings to ascertain effective implementation and ensure early collective action. The ULBs

would also be involved in such review meetings.

I. Citizen charter: A Citizens Charter should be prominently displayed near the entrance of

the facility. This should provide information about the various services being offered,
timings, responsibilities of patients and providers, details of referral vehicles and facilities,
the number of free drugs and diagnostics and other citizen friendly information. Patients’
rights should be ensured, and they should also be made aware of their responsibilities
(e.g. to keep the facility clean and avoid spitting in corners, avoiding over-crowding by
attendants, respecting visiting hours etc.). Important contact numbers (such as fire, police,

ambulance, blood banks and referral centres) must be clearly visible.
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Appendix 2.4: Establishing specialist services | polyclinic at higher urban primary
healthcare facilities to ensure access to specialist services/Polyclinics

In selected Urban-PHCs based upon the context of the local area, state would make arrangements

to provide selected specialist services on a periodic basis, so as to bring these services closer to the

people. The timings are required to be displayed along with the days of the visit. It will be important

to provide the same as per the needs of the community and the requirements which they list. The

funds for these activities will be pooled from the urban HWCs @5 lakhs per urban HWCs for the

provision of specialist services at the selected UPHC or UCHC.

2.4.1

a.

2.4.2

2.4.3

2.4.4

Operationalization:

The XV-FC provides for provision of specialist healthcare services by strengthening all HWC-
UPHCs or a selected UCHC, depending upon geographic location, density, available
infrastructure, disease burden, community needs etc.

In addition to the existing Urban-PHC functions, these would provide specialist care on
rotational basis (day care/ambulatory) to the urban population residing in catchment area
of all associated UPHCs and Urban-HWCs

A separate Urban-PHCs with specialist services may not be required wherever U-CHC is
functional and providing Specialist services. The same U-CHC may be strengthened to ensure
specialist services are being provided in the area.

Referral linkages can be established between the Urban CHC, UPHCs and Urban-HWCs to

ensure continuum of care and assured care. This can be supplemented through
teleconsultations for services which can be provided without the patient having to visit the
higher centre physically

Infrastructure:

Strengthening of existing infrastructure of UPHCs for provision of specialist services should
be based on services planned (not under this component of FC-XV but through regular NUHM
support or through Urban Local Bodies support). Improvements of the premises should
preferably be ensured with support from the ULBs. New construction for specialist services at
the select UPHCs is not envisaged under this component of FC-XV.

Separate earmarked space to be made available for specialists OPD, registration, Dental,
refraction, physiotherapy, laboratory, treatment /Injection, examination, pharmacy, imaging
services etc.

Service Provision: The HWC-UPHCs with specialist services would provide the following

services:
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1.

vi.

Outpatient specialist care, with provision for 2 day-care observation beds.

Fixed day rotational specialist OPD services for Medicine, Obstetrics & Gynaecology,

Paediatrics, Ophthalmology, Dermatology and Psychiatry. Dental, physiotherapy and

optometrist services etc. may be planned as per local needs and requirement.

Laboratory tests for the specialties concerned along with point of care testing would

be provided.

For improvement of diagnostic infrastructure to provide specialist services at the select

UCHC or UPHC (where human resource is available for performing the tests), the

resources under the component of Diagnostic Infrastructure for UPHCs of FC-XV may

be utilized, both, by equipping these facilities with the required infrastructure /

equipment and support for sample transport under a hub and spoke model.

The select UCHC / UPHC for providing specialist services can be a hub for UPHCs/

Urban HWCs for providing Tele-consultation services.

The medicines required to provide the specialist services at these UPHCs / urban CHCs

would be supported under Free Drugs Services Initiative or ULB support.

a) Timings: The timings of U-PHCs with specialist services would be decided by the

States as per the need of the community and availability of staff to be positioned
at these centres. Evening OPDs should be encouraged.

b) Human Resource: In addition to HR available at UPHCs, the following is the

indicative list of specialists and other support staff required for provision of

specialist services at the select Urban-PHCs / urban CHCs.

Table 7: Human Resources:

Type of staff No. required

Specialist each for Medicine, Obstetrics & Gynaecology, Paediatrics, 6
Ophthalmology, Dermatology and Psychiatry®

Dentist (May be on fixed days) 1
Staff Nurse 2
Optometrist 1
Physiotherapist, 1
Integrated counsellor 1
Multipurpose Worker/Guard (Outsourced) 1
Cleaning staff (Outsourced) 1
Total 14

*. The State can be given the option to engage additional specialists based on local needs and

context. These specialists can also be in-sourced on a per hour / per patient basis.
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2.4.5

Training and Capacity Building:

The staff posted at these select UPHCs / urban CHCs for providing specialist services should

be given orientation/training on various program activities, public health surveillance, etc.

Besides this, they would also be trained on various IT applications. U-PHCs with specialist

services would function and report on e-hospital /e-shushrut application of NIC and C-DAC and

other portals such as AB-HWC, HMIS, RCH, NCD, IHIP, etc.

2.4.6

2.4.7

Referral Services:

Clear referral pathways with mapping of the Speciality Services (type of services and
timings for which they are available) need to be established between Urban-HWCs, UPHCs
and UPHCs / urban CHCs providing specialist services.

The select UPHCs / urban CHCs providing specialist services shall provide assured referral
linkages with higher centres like Maternity Homes, SDH, DH and Medical College Hospital
in the City/District. Besides this, specific institutions like de-addiction centre, rehabilitation
facilities, old age homes and specialized counselling Centres should be identified to enable
ease of access to services. It will be required to provide the details of the nodal persons

from each of these centres to the UPHCs with specialist services staff.

Citizen charter: A Citizens Charter should be prominently displayed near the entrance of the facility.

This should provide information about the various services being offered, timings, responsibilities of
patients and providers, details of referral vehicles and facilities, the number of free drugs and
diagnostics and other citizen friendly information. Patients’ rights should be ensured, and they should
also be made aware of their responsibilities (e.g. to keep the facility clean and avoid spitting in
corners, avoiding over-crowding by attendants, respecting visiting hours etc.). Important contact

numbers (such as fire, police, ambulance, blood banks and referral centres) must be clearly visible.
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Chapter-3: Construction of Building-less Sub centres, PHCs and CHCs

3.1 Introduction

The Sub Centres and Primary Health Centres provide the first level of healthcare close to the
community. The National Health Mission has supported not only construction of these peripheral
facilities but also encouraged the states to operate such facilities in rented buildings where
government buildings or land for construction was not available. In addition, a few States are also
providing services from Rent Free Panchayat / Voluntary Society Buildings to ensure care closer to

the community and as per the given population norm.

The FC-XV3 report (Para 7.145, page 215) states that “an assessment of infrastructure gaps in rural

PHCs/Sub centres based on Rural Health Statistics, 2019, shows that 885 PHCs and 33,886 Sub centres

do not have the necessary infrastfructure to meet the targets of the National Health Policy, 2017. The
Commission proposes to provide support for necessary infrastructure for 27,581 HWCs at the Sub
Health Centre level and 681 HWCs at the Primary Health Centre level in rural areas in close

collaboration with rural local bodies (Annex 7.10 D).”

3.2 Factors to be considered

Despite the best efforts by the States, there are still gaps in terms of functional public health facilities
in existing government owned building. Some of the civil infrastructure is in a dilapidated status. So,
taking cognizance of this fact, FC-XV has provisioned certain amount for each state to meet this gap
to the extent possible within the resources allotted. Therefore, the States may utilize these funds for
new constructions of the building-less facilities as per the allocations made under the FC-XV
grants. The States may prioritize the new constructions of Sub Health Centres based on the funds
available under the FC-XV:

i.  Run-down / dilapidated building structures which are required to be re-built.

ii.  Construct new buildings, where services are being provided from rented buildings
which lack required space and infrastructure to provide the comprehensive package
of services, lab infrastructure and space to conduct wellness activities; Priority may
be given to Sub Health Centres, especially in Aspirational districts, Tribal and remote
areas, to reduce time to care and geographical barriers.

iii.  New buildings in lieu of Rent-Free Panchayat / Voluntary Society Building, especially

where space and infrastructure is inadequate to provide the entire range of 12 CPHC

3 https:/ /fincomindia.nic.in/ShowContentOne.aspx2id=9&Section=1
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services, lab infrastructure, for wellness activities.
iv.  New buildings, if required as per shortfall of population norms (details given in RHS
20203
v.  States are informed that if the existing rented buildings are located well within
the reach of the community, have sufficient space for carrying out all the intended
services and have sufficiently robust construction, then the State need not plan
for re-locating from these buildings.
The SLC /DLC shall mandate the quality check of the constructed facilities as per the norms set by
the State in accordance with the other construction works undertaken. The SLC should ensure third
party monitoring and quality checks to ensure that the works undertaken meet the required quality

parameters and are constructed as per the terms and conditions decided by the State.

3.3 Support for this component under FC-XV

The Fifteenth Finance Commission (FC-XV) has provided grants of Rs.7,167 crores cumulatively for
all 28 states for a five-year duration from FY 21-22 to FY 25-26 for supporting infrastructure of
Sub Health Centres, Primary Health Centres and Community Health Centres which are functional in
building-less - rented or rent-free panchayat/ vol. society building.4 Details of the funds allocated

for each financial year are given in Appendix-1

3.3.1 Unit cost for the Building-less SHC / PHC / CHCs under this component of FC-XV is given
below:

® Unit cost per SHC is 55.5 lakhs
® Unit cost per PHC is 1.43 Cr
® Unit cost per CHC is 5.75 cr

A Guidance note to the States to effectively plan for construction of buildings for the Building-less
SHCs / PHCs / CHCs are given in Appendix-2.

3.4 Guidance for identification of facility, approvals and operationalization

3.4.1_Allocation by the State to Districts: Depending on the resources available under this

component of FC-XV and the building less facilities in the State, it is suggested to the
States that priority shall preferably be given to building-less SHCs / SHC-HWCs in
the first instance and if more resources are available after saturation of all the SHCs
level building-less institutions, then building-less PHCs / PHC-HWCs may be taken up.

Accordingly, the State can allocate resources to the Districts based on the number of

4 https:/ /fincomindia.nic.in/ShowContentOne.aspx2id=9&Section=1
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such building-less SHCs in a district. As the resources available under this component
are limited, the efforts should be made to saturate the provision of infrastructure to
the building-less SHCs / PHCs of Aspirational, Tribal and backward areas / blocks
/ districts of the State and accordingly, allocation of resources amongst the districts
is to be made. Depending on the resources available, State has to finalize a five-
year plan for the total number of building-less facilities that can be covered under
this component of FC-XV and then work out its year-wise phasing.

3.4.2 Apportioning by the Districts: Depending on the grants available to the District, district

will identify the building-less SHCs / PHCs. The District Level Committee, as
elaborated in the DoE’s Guidance Note to the States dated 16" July 2021 and as
further explained in Chapter-1, will take necessary actions. As the resources
available under this component are limited, Districts may saturate the provision of
infrastructure to the building-less SHCs / PHCs of Aspirational, Tribal and backward
areas / blocks of the District and accordingly, identification of building-less facilities
may be taken up. The choice of prioritizing a ‘building-less’ SHC or PHC and their
location, would rest with the District Level Committee. As per the DoE’s guidance
note (Para 7 at page-7), at the district level, the Zilla Panchayats or Autonomous
District Councils shall handle / implement all rural components including this
component in close coordination with the District Health Department under the
overall supervision of the District Collector (not at Block Panchayat or Gram
Panchayat level), because the components require technical experience as well
as exposure in relevant subjects. However, rural local bodies below the district
level (as the case may be), such as Block /Taluk level Panchayats, and Gram
Panchayats / Village Councils must be involved in planning and monitoring of
these components for the health facilities located in their jurisdiction.

3.4.3 Selection of sites for construction should be such that its benefits reach larger segments
of vulnerable populations such as SC / ST population dominated blocks/areas, and
remote areas. Land should be available for the selected facilities and land purchase
cost should not be covered with this component. To the extent possible, lands
available with the local bodies / government land revenue department should be
utilized. The land allocated should be ideally with-in the community to improve access
to care.

3.4.4 The States /District may pool in additional funds from other sources like District
Mineral Fund (DMF), CSR funds, etc. as supplementary financial resources for addition
of extra-facilities in the select public healthcare facilities or to cover more number of
building-less facilities in the district / State, duly conforming to the requirements and
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mandates under each fund.

3.4.5 Also, timely completion of construction is important for effective utilization of funds
under this component of FC-XV, the process of land transfer and other revenue
records up-dation should be completed by the district at the earliest, much before
the arrival of approval from the State.

3.4.6 Districts would send the proposal for approval under this component of FC-XV in the
prescribed format given in the Chapter-| to the State.

3.4.7 A software package is being planned to enable the districts to send the proposal in
online-mode, to ensure the easier operations and for effective monitoring.

3.4.8 After the State level and National level approval, the Districts may start utilizing the
resources under this component of FC-XV

i. As the component is only for infrastructure work, as per the decision of the
State, the activity may be done through the engineering wing of the State
level department or through Zilla Parishad engineering wing. As per DoE’s
Guidance Note dated 16™ July 2021 (Para 8 at Page 8), the State may
decide the mechanism for the payment of such centrally executed
activities.

3.4.9 Local Bodies (District and Block) should be actively involved in the monitoring of the
progress of the construction work. To the extent possible, the institutional
arrangements such as JAS / VHSNCs should be utilized for this purpose.

3.4.10 The DLC will also ensure that monitoring of the construction is under-taken, and UCs
are submitted on time.

3.4.11 Negative List for this component of FC-XV: The funds under this component cannot

be utilized for the following:

i. Repair and Renovation works already undertaken under the NHM Funds.

ii.  This amount should not be used for the construction of a single room /wellness
area or any other single project like boundary wall, toilets, water tanks etc.

iii. Construction of boundary walls, entrance, pavements, footpaths etc.
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Appendix 3.1: Grants for Building-less Sub-centres, PHCs, CHCs as indicated in XV
Finance Commission

State 2021-22 2022-23 2023-24 2024-25 2025-26 Total (Rs.
In crore)

Andhra Pradesh 1.17 1.17 1.23 1.29 1.36 6.22
Arunachal Pradesh 1.06 1.06 1.10 1.16 1.22 5.60
Assam 13.32 13.32 3.98 14.69 15.41 70.72
Bihar 329.29 329.29 345.6 363.00 381.10 1748.27
Chhattisgarh 10.75 10.75 11.28 11.85 12.45 57.08
Goa 1.54 1.54 1.61 1.70 1.78 8.18
Gujarat 1.17 1.17 1.24 1.29 1.36 6.23
Haryana 29.51 29.51 30.97 32.53 34.15 156.67
Himachal Pradesh 2.68 2.68 2.81 2.96 3.11 14.24
Jharkhand 118.54 118.54 124.41 130.67 137.19 629.35
Karnataka 10.06 10.06 10.56 11.09 11.64 53.41
Kerala 0.50 0.50 0.52 0.55 0.58 2.64
Madhya Pradesh 30.03 30.03 31.52 33.10 34.75 159.44
Maharashtra 50.07 50.07 52.55 55.21 57.96 265.87
Manipur 2.03 2.03 2.12 2.24 2.35 10.78
Meghalaya 3.21 3.21 3.37 3.54 3.72 17.06
Mizoram 0.56 0.56 0.58 0.61 0.64 2.95
Nagaland 1.03 1.03 1.08 1.13 1.19 5.46
Odisha 72.83 72.83 76.43 80.28 84.29 386.66
Punjab 20.26 20.26 21.26 22.33 23.45 107.57
Rajasthan 191.39 191.39 200.87 210.98 221.51 1016.14
Sikkim 0.53 0.53 0.55 0.58 0.60 2.79
Tamil Nadu 71.21 71.21 74.73 78.50 82.41 378.05
Telangana 2.81 2.81 2.96 3.11 3.26 14.95
Tripura 0.25 0.25 0.26 0.27 0.29 1.32
Uttar Pradesh 333.68 333.68 350.22 367.84 386.18 1771.59
Uttarakhand 1.43 1.43 1.49 1.57 1.65 7.57
West Bengal 49.04 49.04 51.46 54.05 56.75 260.33
All States 1,349.95 1,349.95 1,416.76 1,488.12 1,562.35 7,167.14
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Appendix 3.2: Note on Infrastructure Planning and Design requirements:

This document lists the guiding principles for building new health infrastructure with the model

layout plans and suggestive area required for building new health facilities. The states may modify

the layout for these facilities and plan for their construction and operationalization as per the FC XV

allocation of grants to the State, based on the local context.

3.2 Guiding principles for infrastructure planning

While planning the new construction of the health facility, it is imperative to consider following points

which would enable the state and districts to place the required design elements thereby delivering

quality services that are integrated with essential primary and secondary care service:

a.

The new facility should ideally be located centrally to allow for access to a large proportion
of the catchment area. It can also be built near the Panchayat Office, Primary Health School
/ Anganwadi Centre etc.
Every health facility should ensure availability of essential infrastructure as per Operational
Guidelines for Comprehensive Primary Health Care: Health and Wellness room (for HWCs),
emergency room & wards (for PHCs and CHCs), examination room, laboratory services,
storage and dispensing facilities for drugs as the core areas.
The infrastructure for SC-HWGCs, PHC-HWCs and CHCs should follow the rules and
regulations as laid down in the state by-laws and the associated National Building Code and
are friendly for differently abled, patient friendly with appropriate culture and gender
sensitive amenities.
There should be availability of drinking water, hand-washing area, separate female and
male toilets, parking area, waiting area, laundry facilities and waste disposal as per BMWM
Rules, 2018.
All new infrastructure should be environment friendly with scope for enough natural light,
water harvesting, solar energy, etc.
Availability of an open area for management of any disasters or emergency cases.
The facilities should be in line with the national and state disaster management plan /
National Disaster Management Plan for hospital safety, 2016 issued by NDMA, Gol.
Regular piped water supply and reliable electricity for service delivery should be made
available at the site of new construction. This should be ensured in collaboration with the
concerned departments and if required, facilitation should be done at the district level.

The water storage along with the required equipment also needs to be provided.

Page 51 of 122

Technical & Operational Guidelines: Implementation of FC-XV Health Grants through Local Governments



vi.

vii.

viii.

Xi.

New electrical appliances should have a minimum 3-star rating from Bureau of Energy
Efficiency or equivalent recognized organization to minimize the energy input. When
choosing the technology, guidelines and standards issued by the Ministry of New and
Renewable Energy must be adhered to (Gazette of India April 16, 2018, No 1456).

To ensure compliance with safety norms, all new hospital buildings should comply with
provisions prescribed for seismic zone IV and V and mitigation measures to be undertaken
as per National Building Code if such buildings are situated in these zones.

The infrastructure should be planned, designed and built to take account of future
expansion — both with regards to the quantity and range of services to be provided,
either through expanding it vertically or horizontally.

Citizen Charter should be displayed near the entrance of the building indicating various
services, their timings, responsibilities of patients and providers, details of referral
vehicles and facilities, number of diagnostics and drugs being provided free and other

citizen friendly information should be displayed prominently.

The process and flow of services should be properly organized, in order to minimize
patient discomfort and ensuring safety. The IPHS 2012 and CPHC guidelines would be
followed for SHC, PHC and CHC or updated as per the latest available guidelines of
Gol.

HW(GCs should offer space for health education, conducting yoga sessions, community
meetings on health awareness, and a display of key health messages related to public
health.

The infrastructure should be planned, designed and built to take account of future
expansion — both with regards to the quantity and range of services to be provided,

either through expanding it vertically or horizontally.

3.3. Layout Plan: The flow of services should be in alignment with the IPHS 2012 guidelines or

the most recent ones released by Gol and as given in the Appendix 3).

The essential areas to be planned for all health care facilities:

Woaiting area - For patient registered at registration counter, there should be seating

arrangement for them while they wait for their consultation. Adequate seating
arrangement/ chair should be available.

Consultation _room — Room of Community Health Officer / Medical Officer and

Specialists, should have enough space to accommodate desks and chairs, where
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vi.

vii.

interaction with patients can be undertaken with confidentiality and dignity. It should be
well lit and ventilated.

Examination room (This can be combined with the Consultation room if there is a space

constraint). It should be co-located with consultation room or Can be clubbed with the
consultation room with due privacy features for the patient. It should have adequate
space for accommodating an examination table (wheeled, wall mounted, single piece),
space for free movement around examination table, curtains for privacy and wall
mounted cupboard where essential equipment, etc. can be kept.

Record keeping: Every HWC must plan to ensure safe upkeep of the necessary records

preferably utilizing IT systems.

Day care beds: The facility may sometimes require the patient to be under medical

supervision for a period of a few hours at Sub-Centre and PHC-HWCs.

Store: Adequate and spacious stores located away from patient traffic with facility for
storing drugs, consumables, records, linen, furniture, equipment and sundry articles. Gol
Guidelines for safe disposal of expired drugs and vaccines should be adhered to.

Support services — Drinking water / Handwashing facilities: Washroom facility, laundry

facilities and waste disposal as per BMWM Rules, 2018 should be part of planning.

Table 8: Suggestive area for facility:

S.No. Type Suggestive Area in sq. ft
1. | Primary Health Centre
PHCs / PHC level HWCs 8,369.8
2.  SHC — HWC with residential facilities 3,766.0
SHC - HWC building without Residence 2,098.0
3. Community Health Centre (30 bedded) 22,596.0

Page 53 of 122

Technical & Operational Guidelines: Implementation of FC-XV Health Grants through Local Governments



.3 on the model layout plans for SHCs | PHCs /| CHCs
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b. Suggested Layout plan for Sub Centre- Health and Wellness Centre (first floor)
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1.2M WIDE PLINTH
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Suggested Layout plan for Primary Centre- Health and Wellness Centre

GROUND FLOOR PLAN (BUILTUP AREA = 310.19 SQ.M.)

1
|
. MANENTRY
|
|

[
PATHLAB '
3.05X3.35 DAY CARE m’ﬁg:h :
" | 3.77X5.00 b
| [ |
COLLECTION |
‘//rl H:v ,'/’—
=] = i —
XX CL) MEDICAL
'R _ STORE
s 00 00 — [ 280300 |
| \
I 288 )
E o oo, O\ | e
D ENTRANCE ~ _ | | sl
LOBBY "
10.84X6.23 2™ | GENERAL
= /|| store ||
) 280300 ||.
L
o 1Y T
MEDICAL | | |
OFFICER 1 |
380X3.00 |
AMBULANCE :
PARKING .
|
A |
|
|
|
|
|
|
|

Page 56 of 122

Technical & Operational Guidelines: Implementation of FC-XV Health Grants through Local Governments



d. Suggested Layout plan for Primary Centre- Health and Wellness Centre
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e. Suggested Layout plan for 30/50/100 bedded Community Health Centre
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Chapter-4: Conversion of Rural Sub Health Centres and Primary Health Centres to AB-HW(s

4.1 Background

Ayushman Bharat- Health and Wellness Centres (AB-HWGCs) are intended to deliver
Comprehensive Primary Health Care (CPHC) which is universal and free. It is envisaged that
1,50,000 SHCs and PHCs in rural and urban areas will be transformed as AB-HWCs by
December 2022.

The COVID19 pandemic has further highlighted the need to strengthen primary health care
system and build local capacities in rural areas to integrate public health actions into Primary
Health Care and ensure uninterrupted delivery of essential services particularly during the
pandemic.

Operational Guidelines on Ayushman Bharat Comprehensive Primary Health Care through
Health and Wellness Centres (2018) provide detailed guidance on the conversion of SHCs
and PHCs into HWGCs.  Further, AB-HWCs are being implemented by the States since 2018
and hence, these existing operational guidelines with the necessary time-to-time updates
provided by the Ministry are to be followed by the States while implementing this component
of the FC-XV. Link to the guidelines is

https: //abhwe.nhp.gov.in/download /document /45a4abb4b7 4ab124cfd853ec?a0127e4.

pdf

4.2 Factors to be considered

4.2.1 To enable the States to achieve the target of 1.5 lakhs of functional HWCs by December

2022, so far, under the National Health Mission (NHM), sanctions have been given to
convert more than 1.5 lakhs SHCs and PHCs into HWCs, including the approvals in the
RoP 21-22. Hence, States have been sanctioned financial support for meeting the non-
recurring expenditure to convert the SHCs and PHCs into HWCs. Further, under RoP-21-
22, financial approval was provided for a few months to meet the recurring expenditure
of functional HWGCs, keeping in view that the grants under the FC-XV are to be available
to the states for this component and have to be fully utilized by the States within this

fiscal year.

4.2.2 Hence, the grant-in-aid under this component of Fifteenth Finance Commission (FC-XV)

shall preferably be utilized by all 28 States ONLY for recurring expenditure for the Sub
Health Centres and rural PHCs that have been transformed into AB-HWCs. This grant
may also be utilized for one-time cost for building additional facilities to undertake
wellness activities depending on the Resource Envelope available. This will ensure

optimal utilization of the FC grants under this component.
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4.2.3

4.2.4

4.2.5

4.2.6

It is also to highlight that FC-XV allocations to a State / District will not cover the
requirement of recurring expenditures of all the functional SHC and PHC level HWCs in
a State / District and hence, the State especially, the Districts have to plan in such a way
that the selected SHC and PHC-HWCs continue to be supported under FC-XV for five
years from FY 21-22 onwards to ensure continued support to these selected functional
AB-HWCs. For the remaining SHC and PHC level HWCs, State/District may continue
to obtain the support from NHM funds as well other sources. One HWC should not
be funded from both FC-XV funds and NHM. All components of a particular HWC
should be funded entirely and exclusively from one source- viz: either FC-XV or

NHM.

Based on the data uploaded by the States in HWC portal on the functional SHC and
PHC level HWCs as on 14" August 2021, and the unit costs for operationalizing HWCs,
it is estimated that the grant available under FC-XV for this component for present FY
21-22 will be sufficient ONLY to cover the recurring expenditure of significant proportion
of functional SHC-HWCs in 25 States. In the remaining 3 States, (Orissa, Bihar,
Rajasthan), the grant available under FC-XV for this component is sufficient to cover the
recurrent expenditure of ALL the functional SHC-HWGCs as on date, besides covering the

recurring expenditure of some proportion of PHC level HWCs functional as on date.

Further, though the FC recommends an upper limit of unit cost of 9.7 lakhs for SHC level
HWGCs and 5.6 lakhs for PHC level HWCs, to retain the uniformity of support under NHM
and FC-XV for meeting the recurring expenditure of HWCs, the unit cost for meeting the
recurring expenditure of SHC level HWGCs is fixed at Rs.7.81 lakhs per HWC per annum
and unit cost for meeting the recurring expenditure of PHC level HWCs is Rs.4.29 lakhs
as per Operational Guidelines on Ayushman Bharat Comprehensive Primary Health Care
through Health and Wellness Centres (2018). The difference in the amounts can be used

to fund more numbers of HWC.

If for any reasons specific to their local context, States need to utilize the grant under this
component of FC-XV for non-recurring / one-time expenses such as infrastructure
strengthening, Lab and IT infrastructure, cost for 6 months certificate course of CHOs, etc,
then the unit cost mentioned in the Operational Guidelines (Rs.9.7 lakhs and Rs.5.6 lakhs
for SHC-HWC and PHC-HWC respectively) is to be utilized by the States. At the same
time, care should be taken that there is no duplication w.r.t to the sanctions already given

under NHM support.
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4.2.7

4.2.8

Further, present Operational Guidelines, do not allow the co-located Sub Health Centres,
to be converted into HWCs and hence, the FC-XV grant should not be utilized for such

purposes either.

Finally, it is re-iterated that optimal utilization of the funds under this component of FC-
XV is to be ensured. As stated earlier, costs for recurring expenditure of SHC-HWC or
PHC-HWC should NOT be supported with multiple funding sources- (FC-XV, NHM or
any other State funds).

4.3 Support for this component under FC-XV

4.4

As reiterated above, all the AB-HWCs (both SHC and PHC levels) in a State whether
supported through NHM, FC-XV or other funding sources would follow the same
processes, standards, monitoring indicators, performance benchmarks and quality
parameters as laid out in the Operational Guidelines on Ayushman Bharat
Comprehensive Primary Health Care through Health and Wellness Centres (2018) and
other updates provided by the GOI.

A financial allocation of Rs 15,105 crore has been made for this purpose by FC-XV as
detailed in Appendix-1 of this chapter. Unit cost particulars (a maximum of Rs. 7.81 lakhs
per year for a SHC-HWC and Rs. 4.59 lakhs for a PHC-HWC per year) are given at
Appendix-2 of this chapter.

Guidance for identification of facility, approvals and operationalization

Allocation by the State to Districts: Based on the resource available and number of

functional SHC / PHC HWCs, the State will allocate resources to the Districts. Criterion
for prioritizing the districts as given in Chapter-l need to be followed. States must
ensure that the grants under this component are allocated to all the Districts of the
State.

Apportioning by the Districts: Depending on the grants available to the District, district

will identify the functional AB-HWCs for providing support under this component (for
meeting the recurring expenditure of functional HWCs). The District Level Committee,
as elaborated in the DoE’s Guidance Note to the States dated 16™ July 2021 and as
explained in Chapter-1, will take necessary actions to plan and execute the required
activities and identify the blocks in which HWC would be located.

District will finalize the number of SHC-HWCs that can be covered with the financial
allocation made by the State for this component of FC-XV (since for this FY 21-22,

some support has already been provided by NHM for two to four months).
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iv.  The SHC-HWGCs that are functional since 2018 onwards will be eligible and
accordingly, SHC-HWCs in all the block panchayats will be selected by the DLC.

v.  To ensure easier processing, District can apportion the number of the facilities (SHC-
HW(GCs) under this component of FC-XV to the block panchayats of the Districts based
on the operational SHC-HWCs as on date. Preferably, SHC-HWCs that are functional
for more than one year can be selected for allocation of FC-XV resources.

vi.  Districts would send the proposal for approval under this component of FC-XV in the
prescribed format given in the Chapter-1 to the State.

vii.  Software is being planned to enable the districts to send the proposal in online-mode,
to ensure the easier operations and for effective monitoring.

viii.  After the State level and National level approval, the Districts may start utilizing the
resources under this component of FC-XV. As the allocation under this component
incudes substantive funding for HR related components, the operational diagnostic
costs of PoC tests and independent monitoring, DoE’s Guidance Note (Para 8 at
Page 8) which has been reiterated again at sub-point 10 under para 1.4.2 of
Chapter 1) may be referred for further action to ensure timely payment of
remuneration and incentives of the primary healthcare team working at these SHC
level HWCs.

ix. State level / District level HRH services: Most of the State Health Departments have

developed effective modalities for recruitment of Human Resources for Health such as
Medical Officers, Nurses, Lab Technicians, Pharmacists and other para-medical staff,
through mechanisms such as a State / District level agency of government or through
empanelled agencies. Under National Health Mission, States/UTs are supported to
deploy such agencies. States have been undertaking these human resource
recruitments through these empanelled agencies, which have established transparent
and systematic procedures.

x.  Procurement Cell: The RLBs / Zilla Panchayats would be encouraged to establish a

Procurement Cell at each District, with a nodal officer to coordinate procurement
functions with the State Health Society /Medical Service Corporation, to ensure timely
and efficient procurement. Such a strategy would eventually create capacities within
the ULBs to handle these responsibilities independently.

xi.  As per DoE’s Guidance Note dated 16" July 2021 (Para 8 at Page 8), the State
may decide the mechanism for the payment of such centrally executed activities.

xii.  Local Bodies (District and Block) should be actively involved in the monitoring of all the
functional SHC and PHC level HWGCs, without restricting such monitoring to those
HW(GCs, which are supported under this component of FC-XV. To the extent possible,
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the institutional arrangements such as JAS / VHSNCs should be utilized for this
purpose.

xiii.  Capacity building of the local bodies for all components of the FC-XV will be improved
as per the plan in this regard (Detailed plan will be communicated separately). Since
the aim is to strengthen the ownership and accountability of the RLBs for delivery of
primary health care and essential public health functions, the state /District would work
closely with the RLBs through the Department of Panchayati Raij.

xiv.  The PRIs and DLC are required to focus optimal utilisation of the grant for recurring
expense incurred in the AB-HWC especially for Human Resources, their training skills,
salary and incentives, range of health care package of services to be offered, drugs,
equipment, IT infrastructure, community structures and independent monitoring, all as
per CPHC guidelines defined norms. (Costing Norms attached in Appendix 3).

xv.  Negative List for this component of FC-XV: The funds under this component cannot

be utilized for the following:
i.  Repair and Renovation works already undertaken under the NHM Funds.
ii.  Construction of boundary walls, entrance, pavements, footpaths etc.
iii.  Purchase of Solar panels etc.
iv.  Purchase of electronic items like TVs, cameras etc. which are not listed as part of
the guidelines.
v.  Purchase of IT hardware: (these are covered under the non-recurring costing of
the HWGCs as per CPHC guidelines).
vi.  Cost of Diagnostic Infrastructure including purchase of refrigerators, etc (except
for 30,000/- which is provided for Point of Care Diagnostics as recurring

expenditure).

Page 63 of 122
Technical & Operational Guidelines: Implementation of FC-XV Health Grants through Local Governments



Appendix 4.1: Financial requirement for conversion of Rural PHCs and SCs into
Health and Wellness Centres

2021-22 2022-23 2023-24 2024-25 2025-26 Total
Am.ouni Am.ouni Am.ount Am.ounI Am.ouni Amount
Sr. No. State available | available | available | available | available available
under 15th | under 15th | under 15th | under 15th | under 15th
FC FC FC FC FC under 15th FC
1 Andhra Pradesh 124.67 124.67 130.55 137.45 144.32 661.66
Arunachal
2 Pradesh 6.67 6.67 7.01 7.36 7.72 35.43
3 Assam 80.70 80.70 84.74 88.98 93.42 428.54
4 Bihar 195.81 195.81 205.60 215.88 226.68 1039.78
5 Chhattisgarh 90.13 90.13 94.64 99.37 104.34 478.61
6 Goa 4.00 4.00 4.20 4.41 4.63 21.24
7 Gujarat 160.01 160.01 168.01 176.41 185.23 849.67
8 Haryana 46.61 46.61 48.94 51.38 53.95 247.49
Himachal
9 Pradesh 4413 4413 46.34 48.65 51.08 234.33
10 Jharkhand 68.71 68.71 72.14 7575 79.54 364.85
11 Karnataka 188.86 188.86 198.30 208.22 218.63 1002.87
12 Kerala 105.43 105.43 110.70 116.23 122.04 559.83
13 | Madhya Pradesh 197.76 197.76 207.64 218.03 228.93 1050.12
14 Maharashtra 191.95 191.95 201.54 211.62 222.20 1019.26
15 Manipur 8.73 8.73 9.17 9.63 10.11 46.37
16 Meghalaya 9.29 9.29 9.75 10.24 10.75 49.32
17 Mizoram 7.36 7.36 7.73 8.11 8.52 39.08
18 Nagaland 8.19 8.19 8.60 9.03 9.49 43.50
19 Odisha 125.33 125.33 131.60 138.18 145.09 665.53
20 Punjab 46.70 46.70 49.04 51.49 54.06 247.99
21 Rajasthan 263.19 263.19 276.35 290.17 304.67 1397.57
22 Sikkim 2.96 2.96 3.10 3.26 3.42 15.70
23 Tamil Nadu 148.61 148.61 156.04 163.85 172.04 789.15
24 Telangana 85.09 85.09 89.34 93.81 98.50 451.83
25 Tripura 17.89 17.89 18.78 19.72 20.71 94.99
26 Uttar Pradesh 387.35 387.35 406.72 427.05 448.40 2056.87
27 Uttarakhand 35.52 35.52 37.29 39.16 41.11 188.60
28 West Bengal 192.98 192.98 202.63 212.76 223.40 1024.75
Total 2,844.63| 2,844.63| 2,986.49| 3,136.20( 3,292.98 15,104.93
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Appendix 4.2 Conversion of SHCs and PHCs into HWCs in Rural Areas: Unit

Cost

A. Unit cost for SHC-HWCs (Only Recurring Cost (as per CPHC guidelines)

Recurring items Amount per
SHC per annum
(lakhs)

Remuneration to CHOs 4.80

Team Based Incentives to primary healthcare team at SHCs 1.00

(ANMs, ASHAs & CHOs)

ASHA Incentives for delivery of expanded range of services 0.60

@1000 per month (ceiling)

Refresher Training of CHOs and Multi-skilling of MPWs and 0.30

ASHAs

IEC 0.25

IT support 0.05

Recurring cost for diagnostics 0.30

Independent Monitoring costs for performance assessment 0.51

Total per SHC per annum (lakhs) 7.81

B. Unit cost for Rural PHC-HWCs (Only Recurring Cost (as per CPHC guidelines)

Recurring items Amount per
SHC per annum
(lakhs)

Training of Medical officers (two) @10k per MO, Staff Nurses 0.55

(two) @7500 per SN and Multi-skilling of MPWs and ASHAs

for co-located SHC

Team Based Incentives to primary healthcare team at PHC level 2.00

HWCs

ASHA Incentives for delivery of expanded range of services 0.60

@1000 per month (ceiling)

IEC 0.50

IT support 0.05

Recurring cost for diagnostics 0.30

Independent Monitoring costs for performance assessment 0.29

Total per SHC per annum (lakhs) 4.29

(Source-Ayushman Bharat Comprehensive Primary Healthcare through Health and Wellness Centres

Operational Guidelines 2018)
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Chapter-5: Block Public Health Units

5.1 Background

e Every block in the country is envisaged as having a CHC/ Block PHC/ SDH at the Block
Headquarter (HQ) which serves as a hub for referral from the SHCs and PHCs of the block.
However, the situation across states is variable, with the Block CHC functioning as just another
PHC in some states. In some other states, on the other hand, the Block CHC also serves as a
First Referral Unit (FRU). Currently, the block health facility is only equipped to provide
selected clinical services, a limited range of public health functions and administrative control
of the health institutions within the block.

e  The present reporting channel for outbreaks or disease patterns is not routed through the
block facility leading to fragmentation of care, reduced effectiveness and accountability for
public health activities and response to public health emergencies.

e The COVID-19 pandemic highlighted the need for strengthening and enhancing a
coordinated public health response at block and sub block levels thus ensuring an optimal
focus on public health actions and increased attention to social and environmental
determinants which impact health.

e The pandemic also highlighted the need for the block facility to be upgraded and equipped
to provide a range of comprehensive primary care services and also essential secondary
care services.

e There is therefore a need to augment the existing capacity of the facility at the Block level
to meet the requirements of public health surveillance and response (early identification,

management and creating evidence for research/ resource allocation), and referral support

for HWCs at SHC and PHC level.

5.2 Block Public Health Unit (BPHU)

The BPHU would encompass the service delivery facility (CHC/PHC/SDH), a Block Public Health
Laboratory, and a Block HMIS Cell. The goal of the Block Public Health Unit is to protect and improve
the health of the population in the block. Decentralization at this level would enable a focus on
reaching remote areas and unreached populations. It is envisaged that the Block Headquarter level
facility (variously referred to as Community Health Centres (CHCs)/ Sub- Divisional Hospitals
(SDHs)/Block Primary Health Centres (PHCs), (the nomenclature may vary across states) would be

strengthened to become a Block Public Health Unit.
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5.2.1 The Block Public Health Unit shall be responsible for developing a Block Level Plan, that

sets block specific targets for national health programmes, and improves population health

outcomes, including focus on social and environmental determinants of health. Its key functions

are to:

.
l.

vi.

Support and supervise peripheral facilities (Health and Wellness Centres) in
implementation of public health and service delivery functions to undertake population-
based screening for early identification of morbidities, health promotion and health
education activities, involve and orient Panchayats/ULBs for social and environmental
action adopting health lifestyles including yoga and various other wellness activities.
Augment capacity of the Block facility to provide an expanded range of public health
services and serve as the referral point for the HWC in the block, thereby reducing
patient hardship and minimizing costs of care.

Enable health system preparedness and ensure early and timely response during
outbreaks, other public health emergencies, including disaster and violence.

Ensure early identification for prevention and control of various infectious/emerging
infectious diseases.

Maintain provision of essential services in the event of public health emergencies and
outbreaks.

Public Health Functions of BPHU would focus on planning and coordinating all health
functions such as public health surveillance, early identification, vector control measures,
school health programmes, supporting HWC in preventive functions such as population
based screening- for chronic communicable and non-communicable diseases, RBSK,
community health awareness campaigns, including the Annual Health Calendar,
enabling avenues for increased physical activity and support to Eat Right and Fit India

related activities.

5.2.2 The Block Public Health Laboratory of the BPHU will provide comprehensive diagnostic

facilities for infectious and non-infectious diseases to enable public health surveillance and

support in generating evidence and confirmation of potential disease outbreaks (Improve

disease surveillance (both human and animal) to support in generating evidence/forecasting

potential outbreaks). The BPHL will be established within the premises of Block Public Health

Unit. BPHL would serve as a diagnostic hub for all the HWCs functional under its jurisdiction

within the block. Its key functions are to:

Conduct all Point of Care Tests (POCT) as applicable for CHC/SDH level, support
collection, storage, and transportation of samples for various public health activities as

required, including serve as hub for the diagnostic functions of the HWC in the block.
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ii. Undertake surveillance, reporting and analysis of crucial epidemiological information
(particularly source of infection, mode of transmission, period of infectivity) and
confirmation of outbreaks.

iii. Maintain data of environmental surveillance by collaborating with concerned
departments.

iv. Support the identification of initial cases associated with an outbreak, and actively
coordinate with the rapid response teams engaged in outbreak investigations.

V. Undertake epidemiological surveillance, risk factor identification, and assessment of
severity of outbreaks to help plan an appropriate response.

vi. The Block Public Health Laboratory to provide comprehensive diagnostic facilities for
both clinical (as per IPHS) and public health functions. The diagnostic facilities will
enable public health surveillance (including zoonotic-related illnesses and
environmental surveillance for water and food as per one-health approach),
generating evidence and confirmation of potential disease outbreaks, at block level,
and be aligned with the Integrated Health Information Platform (IHIP) for surveillance
and public health information.

5.2.3 The Block HMIS Cell will collect, compile and analyze clinical, programme and public health

data to ensure effective monitoring, enable early detection of outbreaks, and serve to hold
service providers accountable (Improved public health data reporting and follow-up action). It
has the following functions:

i. Undertake Data recording and compilation from peripheral facilities for
decentralized reporting and analysis to support planning and monitoring of disease
trends.

ii. Use data to identify pockets of higher morbidity /mortality and enable focused
interventions to address these.

iii. Enable strong local surveillance and enable early detection of outbreaks.

iv. Generate reports for information and timely and appropriate corrective action by
service providers and public health managers.

v. The Block HMIS Cell will collect, compile and analyse clinical/service delivery,
programme and public health data of the entire block, to ensure effective monitoring,
and early corrective action of programmes.

vi.  The Block HMIS cell will compile, analyse data from peripheral facilities and provide
feedback to the peripheral facilities, thus improving service delivery, and support in
planning and monitoring of disease trends. They will also conduct a disease outbreak
enquiry based on the data analysis and ensure containment measures have been put
in place.
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vii.

viii.

The BPHU will monitor and ensure coordinated implementation and outputs of all
National Health Programmes.

The cell will ensure data quality and maintenance of timely reporting. The cell would
also link with the district HMIS unit and be integrated with the IHIP. The system will
be utilised to report, record and use the data for decision making and facilitate the
health planners, PRIs in developing health plans and monitoring the activities.

The BPHU would also leverage Electronic Health Records (EHR) through the National
Digital Health Mission (NDHM) and enable individualized tracking of beneficiaries
and longitudinal records through the life cycle for the population in the catchment
area.

Thus, the BPHU is envisaged as having following functions:

a. Public Health Functions such as surveillance, and early detection of outbreaks,
emergency preparedness and planning,

b. Clinical service delivery through the block health facility,

c. Advanced Diagnostics services through a Block Public Health Laboratory for
clinical and public health functions, and

d. Serve as a hub for data compilation, analysis and feedback, through a Health

Management Information System and IHIP.

5.3 Objectives of the Block Public Health Unit:

vi.

vii.

Improve healthcare within the block by strengthening integration between clinical and
public health services.

Improve disease surveillance (both human and animal) to support in generating
evidence /forecast of potential outbreaks.

Improved public health data reporting and follow-up action for clinical and public
health functions.

Enable decentralized planning for service delivery and public health activities for the
block, with the support from the rural local bodies.

Serve as the referral point for service delivery and as focal hub for the SHC-HWCs
and PHC-HW(Gs in the block to reduce crowding at higher level facilities and provide
comprehensive primary health care (delivery of clinical and public health services).
Strengthen disease surveillance (both human and animal) to support evidence
generation/forecast of potential outbreaks through robust data reporting using HMIS
and IHIP towards strengthening the One Health approach.

Undertake preparatory activities for emergencies to which the area is prone in

tandem with NDMA, NDRF, Medical Relief, Local bodies etc.
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viii. In the event of emergencies and disease outbreaks, the BPHU would serve as the
coordinating hub for community engagement and risk communication, organizing
frontline workers & volunteers as first responders, collecting relevant health
information, and providing health interventions, including essential services.

ix. Create a platform for multi-sectoral convergence (with WCD, ICDS, Water and
Sanitation, School Education, Department of Social Justice and Empowerment, IMD
(Ministry of Earth Sciences) to address social and environmental determinants of
health.

X. Assume accountability for service delivery and public health outcomes within the

block, including the Rogi Kalyan Samities (RKS) and the Jan Arogya Samities (JAS).

5.4 Factors to be considered

Since the grant is channelized through PRIs, wherever the health facility in a block is co-terminus
with governance structure of rural local bodies, both the planning and decision making can be
better coordinated. If planned as per population norms of the IPHS, the Sub Health Centres
and PHCs would be co-terminus with the wards/Panchayats. VHNSCs would work under the
umbrella of PRIs, and BPHU would develop better coordination with the standing committees of
health under PRIs. The team at the BPHU would coordinate with the Panchayati Raj Institutions
(PRIs) / Rural Local Bodies and the SHC-HWC and PHC-HWC health teams to develop Block
Health Plans based on the disease burden, health need of the community, available
infrastructure, and staff.  The team would also coordinate with other departments like ICDS,
education, and water and sanitation, National Disaster Management Authority (NDMA) to
enable action on environmental and social determinants and improved responsiveness to

outbreaks and emergencies.

i. Monitoring: Integrated Public Health Labs (IPHLs) at the District level will mentor and
handhold BPH Labs of the BPHUs and ensure regular training and capacity building of
the staff.

ii. Accountability: BPHU would support, supervise, and monitor the existing community-
based platforms such as VHSNC and JAS in planning and supporting multi-sectoral
action on social and environmental determinants of health in co-ordination with the AB-
HWCs PHCs and SHCs. BPHUs would also support JAS at the HWC level in facilitating
and enabling quality health care services in the community by being responsive to the

citizens’ varied needs and requirements. The BPHU will also support resolution of any
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issues arising at the AB-HWGCs and escalate any issue requiring decision with the higher
authorities at the District Level.

iii. Decentralized Planning: The BPHU would serve a key role in decentralised planning to

achieve Health for All. The District Health Action Plan (DHAP) can be prepared using
the morbidity and mortality data available with HMIS unit, through a participatory,
inclusive, and transparent process. Such a plan should contribute to the integrated plan
for districts, keeping in view the long-term vision as a 5-year plan at the district level.

iv. Infrastructure and Equipment: Based on gap analysis, support will be provided to states

for creating additional space required in the block health facility to accommodate the
expanded functions of BPHU. Equipment, including equipment for IT services, etc.
required for Block Public Health Unit, after gap analysis against IPHS for the clinical
services being provided at the block level facility, can be proposed by the state.

v. Human Resources: The existing HR of the facility and the BPMU, would be part of the

BPHU. The BPHU will be supported by a team with clinical and public health skills which
will coordinate with the Block Program Coordination Committee (BPCC). Public health
professionals (with multidisciplinary qualifications), data analyst/statistician, and «
laboratory technician will be added to the existing public health unit. The total recurring
cost of BPHU is inclusive of this additional HR for supporting BPHUs. The HR at the
designated health facility shall be as per Indian Public Health Standards (IPHS) and
public health unit will have its existing HR and add-on as proposed above.

vi. Capacity Building: To cater to the training needs of the healthcare staff including

frontline workers, ‘Integrated Govt. Online training’ (iGOT) portal on the Ministry of
HRD’s DIKSHA platform can be utilized for capacity building on components such as
Planning, Infection Prevention and Control Practices, Data Management & Report
Writing, public health surveillance, monitoring and supervision, various program

components etc. Other clinical trainings will continue as per the program guidelines.

5.5 Support for this component under FC-XV

A financial allocation of Rs.5,279 crore has been made for this purpose by FC-XV as detailed in

Appendix-1 of this chapter. The Composite Unit Cost per BPHUs is:

a. Total capital cost (infrastructure for Block Public Health Unit, equipment for Block
Public Health Lab and health facility, IT infrastructure for Lab and HMIS Unit)-
80.96 Lakhs
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b. Total recurring cost (human resource, consumables, monitoring, etc) of Block Public

Health Unit with Labs- 20.14 Lakhs

Unit cost particulars are given at Appendix-2 of this chapter. Besides, a table of various activities

of three components of BPHU is also given.

5.6

5.6.1.

5.6.2.

5.6.3.

Guidance for identification of facility, approvals and operationalization

It is envisaged that the process to complete the non-recurring / capital portion of the BPHU
will take nine to twelve months. The State will utilize this time-period to complete the process
of engagement of required HR under three components of HR. Accordingly, in the first year
(FY 21-22), recurring expenditure is not to be factored-in and while planning for subsequent
years, the recurring expenditure is to be charged first, before proceeding to plan to establish
new BPHU units in the districts. Accordingly, the indicative number of blocks that can be
covered over the five years period is given at Appendix 3. This is arrived with the
presumption that all the Blocks require full set of activities under non-recurring components to
establish BPHUs.

Allocation by the State to Districts: Based on the resources available to cover the number of

blocks in the State, the State will allocate resources to the Districts proportionate to the number
of blocks that can be covered with the available resources in the five-year period (as per
above formula). States must ensure that that the grant under this component is released to all
the Districts of the State. State may plan to saturate the blocks in the tribal and backward
areas / blocks / districts of the State with the BPHU units and accordingly, allocation may be
made. Further, after the completion of comprehensive gap analysis of infrastructure and HR
availability in all the blocks of the districts, State may plan to cover more blocks than originally
envisaged in an effort to cover more blocks with the available resources, as there will be
savings.

Apportioning by the Districts: Depending on the grants available to the District, district will

identify the blocks, within the districts, for providing support under this component. The District
Level Committee, as elaborated in the Guidance Note to the States dated 9t July 2021 and
as explained in Chapter-1, will take necessary actions.
i.  Blocks located in the tribal /backward / remote areas of the districts may be
given preference.
ii.  District would undertake gap analysis of the infrastructure requirement at each
selected block for all the three components of the BPHU and accordingly arrive
at the requirement of non-recurring and recurring component of the BPHU per

block. This would be compiled to reach the district requirement.
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5.6.4

5.6.5

5.6.6

5.6.7

5.6.8

5.6.9

iii.  Preferably, blocks with good infrastructure set-up and complete / near-complete

HR availability should be given preference in the first few years for this
component for the system to stabilize and also to enable the other blocks to learn
from them.

Accordingly, District will finalize the number of blocks with block level requirement for

recurring and non-recurring components under BPHU.

Districts would send the proposal for approval under this component of FC-XV in the

prescribed format given in the Chapter-1 to the State.

A software package is being planned to enable the districts to send the proposal in online-

mode, to ensure the easier operations and for effective monitoring.

After the State level and National level approval, the districts may start utilizing the resources

under this component of FC-XV.

As per DOE guidance Note dated 16" July, 2021, (DoE’s Guidance Note (Para 8 at Page

8) and reiterated again at sub-point 10 under para 1.4.2 of Chapter 1), on the grounds of

economies of scale, standard processes, quality assurance and required technical expertise,

State level committee may decide about the procurement of the approved components of

medical equipment, diagnostics, medicines, other consumables, etc, through a mechanism

which include Central purchase at State level to ensure purchase of quality products at

reasonable /competitive prices in an efficient manner after following the due

processes/procedures and practices with the prior approval by the National Level

Committee”.

DoE’s Guidance Note (Para 8 at Page 8) and at sub-point 10 under para 1.4.2 of Chapter

1 may be referred.

i. State level / District level HRH services: Most of the State Health Departments have

developed effective modalities for recruitment of Human Resources for Health such as
Medical Officers, Nurses, Lab Technicians, Pharmacists and other para-medical staff,
through mechanisms such as a State / District level agency of government or through
empanelled agencies. Under National Health Mission, States/UTs are supported to
deploy such agencies. States have been undertaking these human resource recruitments
through these empanelled agencies, which have established transparent and systematic
procedures.

ii. Procurement Cell: The RLBs / Zilla Panchayats would be encouraged to establish a

Procurement Cell at each District, with a nodal officer to coordinate procurement
functions with the State Health Society /Medical Service Corporation, to ensure timely
and efficient procurement. Such a strategy would eventually create capacities within

the ULBs to handle these responsibilities independently.
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5.6.10 As per DoE’s Guidance Note dated 16 July 2021 (Annexure: Para 8 at Page 8), the State
may decide the mechanism for the payment of such centrally executed activities.

5.6.11 Local Bodies (District and Block) should be actively involved in the monitoring of BPHUs
including the functional SHC and PHC level HWCs under them. To the extent possible,
institutional structures such as RKS should be utilized for this purpose.

5.6.12 Capacity of the local bodies for all components of the FC-XV will be improved by the state
through undertaking the requisite trainings through state level institutions.

5.6.13 The PRIs and DLC are required to make optimal use of the grant for recurring expense
incurred in the AB-HWC especially for Human Resources, their training skills, salary and
incentives, range of health care package of services to be offered, drugs, equipment, IT
infrastructure, community structures and independent monitoring, all as per CPHC guidelines
defined norms.

5.6.14 Negative List for this component of FC-XV: The funds under this component cannot be

utilized for the following:
i. Repair and Renovation works of Block level facilities already undertaken under the
NHM Funds.
ii. Construction of boundary walls, entrance, pavements, footpaths etc.
iii. Purchase of Solar panels etc.

iv. Purchase of electronic items like TVs, cameras etc.
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Appendix 5.1: Financial allocation for establishing BPHUs

Total (Rs in
2021-22 | 2022-23 2023-24 | 2024-25 2025-26 Cr)
S. State / UTs Fu‘nds Fu'nds Ft{nds Ft{nds Fu‘nds To'ral. Funds
No. available | available | available | available | available available
1 |Andhra Pradesh 134.42 134.42 141.14 148.20 155.61 713.79
2 |Arunachal Pradesh 22.94 22.94 24.09 25.29 26.56 121.82
3 |Assam 5.31 5.31 5.58 5.86 6.15 28.21
4 |Bihar 49.47 49.47 51.94 54,54 57.27 262.69
5 |Chhattisgarh 13.56 13.56 14.24 14.95 15.70 72.01
6 |Goa 2.41 2.41 2.53 2.66 2.79 12.80
7 |Gujarat 50.31 50.31 52.82 55.46 58.24 267.14
8 |Haryana 28.58 28.58 30.00 31.50 33.08 151.74
9 |Himachal Pradesh 1.85 1.85 1.95 2.05 2.15 9.85
10 |Jharkhand 24.44 24.44 25.66 26.95 28.29 129.78
11 |Karnataka 38.23 38.23 40.15 42.15 44.26 203.02
12 |Kerala 30.59 30.59 32.12 33.72 35.41 162.43
13 [Madhya Pradesh 28.99 28.99 30.44 31.96 33.56 153.94
14 |Maharashtra 70.83 70.83 74.37 78.09 82.00 376.12
15 |Manipur 14.09 14.09 14.79 15.53 16.31 74.81
16 |Meghalaya 9.25 9.25 9.72 10.20 10.71 49.13
17 |Mizoram 5.23 5.23 5.49 5.77 6.06 27.78
18 [Nagaland 14.89 14.89 15.63 16.42 17.24 79.07
19 |Odisha 29.08 29.08 30.53 32.06 33.66 154.41
20 |Punjab 30.18 30.18 31.69 33.28 34.94 160.27
21 |Rajasthan 27.40 27.40 28.77 30.21 31.72 145.50
22 |Sikkim 6.44 6.44 6.76 7.10 7.45 34.19
23 |Tamil Nadu 77.47 77.47 81.35 85.42 89.69 411.40
24 |Telangana 118.52 118.52 124.45 130.67 137.21 629.37
25 |Tripura 11.67 11.67 12.26 12.87 13.51 61.98
26 |Uttar Pradesh 76.53 76.53 80.36 84.37 88.59 406.38
27 |Uttarakhand 2.22 2.22 2.33 2.44 2.57 11.78
28 |West Bengal 69.22 69.22 72.69 76.32 80.14 367.59
Total 994.12 994.12 1043.85 1096.04 1150.87 5279.00
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Appendix 5.2: Unit cost for establishing the Block Public Health Unit Components

Block Public Health Unit:

BLOCK PUBLIC HEALTH UNIT
. Cost per Block Public Health
) Particulars Unit Total (in Rs.)
No. .
(in Rs.)
1 Infrastructure
1.1 Area (sq. ft.) 1000
1.2 Cost (2000 per sq. ft.) (one time) 20,00,000 20,00,000
2 IT Equipment
2.1 Set up Cost (one time) 2,00,000 2,00,000
Total non-recurring 22,00,000
2.2 Recurring cost 4,000 per month 48,000
3 Monitoring and Supervision 2,000 per month 24,000
4 Human resource (all HR will be as existing IPHS & BPMU some add on HR is
reflected here for one year)
. . . . 42,500 per Epidemiologist
4.1 Epidemiologist/Entomologist (1 per Unif) 42,500
4.2 Public Health Personnel Janit,)500 per specialist (1 per 42,500
Veterinary Doctors
4.3 (Hiring /linkages with veterinary 42,'500 per doctor (1 per 0
Unit)
department)
4.4 Lab Technician 24,000 per technician (1 per 24,000
Unit)
HR Cost per month 1,09,000
HR Cost per Year 13,08,000
Recurring cost per year (HR+
Others) 13,80,000
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Block Public Health Laboratory

BLOCK PUBLIC HEALTH LABORATORY

S. No. | Particulars Unit cost (in Rs.) * Unit T_OfGI cost
(in Rs.)
1 Infrastructure (already available at CHC as
per IPHS)
1.1 Area (sq. ft.) 1,000
1.2 Cost (2000 per sq. ft.) 20,00,000 20,00,000
Equipment as per IPHS 2012 are presently
5 available,
additional equipment indicated below is
required
2.1 Hemoglobinometer electronic 6,500 (2 per Unit) 13,000
59 a) Semiautomated Bl.ocheml.stry analyser OR 13,00,000 13,00,000
b) Fully automated Biochemistry analyser
2.3 Hematology analyser 5,00,000 5,00,000
2.4 Spirometer 4,500 (4 per Unit) 18,000
2.5 Rotor /shaker 15,000 15,000
2.6 ESR analyser 1,50,000 1,50,000
2.7 TrueNat (Chip based Real time micro PCR) 7,00,000 7,00,000
Total 46,96,000
28 Cons.umqbles including masks, PPE, etc. Bio 58,500
medical waste
3 Human resource (all HR will be as per IPHS,
some add on HR is reflected here)
3.1 Lab Technician 24'000 per technician (2 per 24,000
unit)
HR Cost per month 24,000
HR Cost per Year 2,88,000
Recurring Cost per year (HR+ Others) 3,46,500
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HMIS Unit

5. , Cost per Block HMIS
No. | Particulars Cell Total
(in Rs.) (in Rs.)
1.1 | Infrastructure
1.2 | Area (sq. ft.) 500
2 Cost (2000 per sq. ft.) 10,00,000 10,00,000
2.1 | IT Equipment
2.2 | Set up Cost 2,00,000 2,00,000
3 Total 12,00,000
Recurring cost 4,000 48,000
31 Human resource (supported by existing staff
) some add on HR is reflected here)
Data Manager 20,000 per manager 20,000
(1 per Unit)
HR Cost per month 20,000
HR Cost per Year 2,40,000
Recurring Cost per year (HR+ Others) 2,88,000
iv. Composite Unit cost per BPHUs
Total capital cost (in Rs) of the Block PH Unit with Labs 80,96,000
Total recurring cost (in Rs) of Block PH Unit with Labs 20,14,500

V. Table of Recurring and Non-recurring activities under three Components of the BPHUs
Components Block PH Unit Block HMIS Cell Block PH labs
Non-Recurring | Support for Support for Support for infrastructure
infrastructure infrastructure Equipment as per IPHS 2012
IT equipment IT equipment -Hemoglobinometer

Furniture and others

Furniture and others

-Electronic

Semi-automated Biochemistry
analyser or Fully automated
Biochemistry analyser
-Hematology analyser
-Spirometer
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-Rotor /shaker

-ESR analyser

-TrueNat (Chip based Real
time micro PCR)

Recurring

HR - Human resource
(all HR will be as
existing IPHS & BPMU)
Epidemiologist /
Entomologist

Public Health Personnel
Veterinary Doctors
(Hiring / linkages with
veterinary department)
/ Lab Technician

Human resource
(supported by
existing staff and
besides, exclusive
Data manager and
other supporting staff

are proposed

Consumables including masks,
PPE, etc. Bio medical waste.
Human resource (all HR will
be as per IPHS)

Lab Technician and other
critical cadres
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Appendix 5.3: Indicative number of Block Public Health Units, based on the resources available

Total
2021-22 2022-23 2023-24 2024-25 2025-26 Total (Rs in Cr) | No of Blocks,
Blocks | yetto
in the be
Units Units Units Units Total State | covered
S. State / UTs Funds Units Funds under Funds under Funds under Funds under Funds Total (as after
No. available | Possible | available | Capital | available | Capital | available | Capital | available | Capital . Units er FC XV
available P
Cost Cost Cost Cost LG Grants
code)
Andhra
1 Pradesh 134.42 166 134.42 124 141.14 102 148.2 86 155.61 73 713.79 551 668 117
2 A;:;‘;‘if' 22.94 28 22.94 21 24.09 18 25.29 14 26.56 13| 121.82 94| 114 20
3 Assam 5.31 6 5.31 5 5.58 4 5.86 4 6.15 3 28.21 22 230 208
4 Bihar 49.47 61 49.47 46 51.94 37 54.54 32 57.27 27 262.69 203 534 331
5 | Chhattisgarh 13.56 16 13.56 13 14.24 10 14.95 9 15.7 72.01 56 146 Q0
6 Goa 2.41 2 2.41 3 2.53 2 2.66 1 2.79 12.8 10 12 2
7 Gujarat 50.31 62 50.31 46 52.82 39 55.46 32 58.24 27 267.14 206 250 44
8 Haryana 28.58 35 28.58 26 30 22 31.5 19 33.08 15 151.74 117 142 25
g | Himachal 1.85 2 1.85 2 1.95 1 2.05 1 2.15 1 9.85 7 81 74
Pradesh
10 Jharkhand 24.44 30 24.44 22 25.66 19 26.95 16 28.29 13 129.78 100 264 164
11 Karnataka 38.23 47 38.23 35 40.15 29 42.15 25 44.26 21 203.02 157 228 71
12 Kerala 30.59 37 30.59 29 32.12 23 33.72 20 35.41 16 162.43 125 152 27
13 ?,’\rﬂzsﬁ 28.99 35 28.99 27 30.44 23 31.96 18 33.56 16| 153.94| 119| 313 194
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Total
2021-22 2022-23 2023-24 2024-25 2025-26 Total (Rs in Cr) | No of Blocks,
Blocks | yet to
in the be
Units Units Units Units Total State | covered
S. State / UTs Funds Units Funds under Funds under Funds under Funds under Funds Total | (g after
No. available | Possible | available | Capital | available | Capital | available | Capital | available | Capital available Units per FC XV
Cost Cost Cost Cost LG Grants
code)
14 | Maharashtra 70.83 87 70.83 66 74.37 54 78.09 45 82 38 376.12 290 | 352 62
15 Manipur 14.09 17 14.09 13 14.79 11 15.53 9 16.31 8 74.81 58 70 12
16 | Meghalaya 9.25 11 9.25 9 9.72 7 10.2 6 10.71 5 49.13 38 46 8
17 Mizoram 5.23 6 5.23 5 5.49 4 577 3 6.06 3 27.78 21 26 5
18 | Nagaland 14.89 18 14.89 14 15.63 11 16.42 10 17.24 8 79.07 61 74 13
19 Odisha 29.08 35 29.08 28 30.53 22 32.06 18 33.66 16 154.41 119 | 314 195
20 Punjab 30.18 37 30.18 28 31.69 23 33.28 19 34.94 17 160.27 124 151 27
21 Rajasthan 27.4 33 27.4 26 28.77 21 30.21 17 31.72 15 145.5 112 352 240
22 Sikkim 6.44 7 6.44 7 6.76 5 7.1 4 7.45 3 34.19 26 32 6
23 | Tamil Nadu 77.47 95 77.47 72 81.35 59 85.42 49 89.69 43 4114 | 318 388 70
24 | Telangana 118.52 146 118.52 110 124.45 Q0 130.67 75 137.21 65 629.37 | 486 | 589 103
25 Tripura 11.67 14 11.67 11 12.26 9 12.87 7 13.51 7 61.98 48 58 10
26 P:’;;erh 76.53 94| 76.53 71 80.36 58| 8437 49| 8859 42| 406.38| 314| 828 514
27 | Uttarakhand 2.22 2 2.22 2 2.33 2 2.44 2 2.57 1 11.78 9 95 86
28 B\;\:]ZS;I 69.22 85 69.22 64 72.69 53 76.32 44 80.14 38 367.59 | 284 | 346 62
Total 994.12 1214 994.12 925 | 1,043.85 758 | 1,096.04 634 | 1,150.87 544 5,279 | 4,086 | 6,855 2,769
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Chapter-6: Support for Diagnostics Infrastructure to the primary healthcare facilities- Sub-

centres, PHCs and Urban PHCs

6.1 Background

The Fifteenth Finance Commission (FC-XV) recommended grants to provide support for
diagnostic infrastructure in Sub-Health centres, PHCs and Urban PHCs with the vision of
providing Comprehensive Primary Health Care near to the community. This will
strengthen the comprehensive primary care services at the grass roots encompassing
preventive, promotive, basic curative, rehabilitative and palliative health care.

Availability of quality, free diagnostics at public health facilities is one of the most
effective ways for achieving the goal of providing universal health coverage as
recognized by National Health Policy 2017. Ministry of Health and Family Welfare,
Government of India, released Operational Guidelines for the Free Diagnostics Service
Initiative under NHM in 2015 (link of the resource -
https: //nhm.gov.in/New Updates 2018/NHM Components/Health System Stregthe

ning/Drugs & logistics/Operational Guidelines Free Drugs Service Initiative.pdf) in

to address the urgent need for accessible and quality diagnostics in public health
facilities. An expanded basket of tests was recommended and a hub and spoke model
was suggested to enable provision of laboratory services from district till primary care
level.

Further, a detailed Guidance Document for Implementing Laboratory Services in States
under NHM-Free Diagnostics Service Initiative was shared with the States in August 2019
(Link of the resource -

https://nhm.gov.in/New Updates 2018 /NHM Components/Health System Stregthe

ning/Comprehensive primary health care/letter /Guidance document for Free Lab

oratory Services.pdf)

The range of diagnostics tests has been further expanded in alignment with the
guidelines of comprehensive primary health care services under Ayushman Bharat.
Presently, 14 tests at Sub Health Centre/ Health & Wellness Centre level and 63 tests
at PHC/UPHC level need to be conducted as per guidelines on free diagnostics initiative
(See Appendix 1). The tests encompass haematology, serology, biochemistry, clinical
pathology, microbiology and any other test for improved public health
surveillance /clinical condition.

The States may undertake the delivery of the expanded diagnostic tests in a hub and
spoke model also including the BPHUs in their ambit. This can be achieved by either

strengthening the in-house service delivery capacities or by expanding the same under
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the PPP mechanism, as deemed appropriate and suitable at the Block, District and State
level duly keeping in view the capacity of the private providers in hard to reach areas
and difficult terrains.

The FC-XV recognised that in the efforts to achieve the ideal of universal health
coverage, rural and urban local bodies can play a key role in the delivery of primary
health care services especially at the “cutting-edge” level. Strengthening the local
governments in terms of resources, and capacity building can enable them to play a
catalytic role in health care delivery, including in the time of crisis like the current COVID-

19 pandemic.

6.2 Status on Free Diagnostics Service Initiative under NHM

The Free Diagnostic Service initiative has been implemented in 33 States/UTs. States/UTs have

already adopted different models (In-house/ In-house with hub and Spoke/ Hybrid model

detailed below) contextual to their needs. The detail of these models are as follows:

In-house model of service delivery: The laboratory services are provided through in-

house laboratories of the respective health laboratory services. The reagents supply,
equipment repair and maintenance are required to be ensured at all times. The States
can also explore the reagent rent model at the higher labs with an adequate case load
to ensure that the same is cost-effective.

In-house system with Hub and Spoke Model of Service delivery: In hub and spoke

model, the samples are collected at peripheral facilities/collection centres and safely
transported to a central laboratory which acts as the Hub. The Hub can be block level
Community Health Centres/Sub District Hospital /District Hospital Lab/Medical
College/or a public laboratory set up for the purpose. Sampling of patients is carried
out by laboratory technicians at the spoke health facilities. Samples are transported by
the laboratory technicians/courier of the spokes / hubs either to sample aggregating
points located at select PHCs, and CHCs, or directly to the hub laboratory. Samples
should be picked up once a day from PHCs and travelling time to receiving hub
laboratory should not exceed 2 hours (starting from where pick-up was started).

Hybrid model of service delivery: In this model, States/UTs undertake all high volume

and low-cost tests not requiring highly skilled manpower within public health facilities
and all high cost, technologically demanding and lower frequency diagnostic services
through outsourced mode as a way of gap filling. Sample collection and transportation

will be similar to hub and spoke model.

Page 83 of 122

Technical & Operational Guidelines: Implementation of FC-XV Health Grants through Local
Governments



6.3 Objectives of the support under this component of FC-XV

™
1.

vi.

vii.

6.4

6.4.1

6.4.2

6.4.3

To ensure the availability of a minimum set of diagnostics appropriate to the level of
care as per Comprehensive Primary Health Care package for HWCs and as per IPHS
norms.

To strengthen/ fully equip laboratories at primary healthcare facilities in both rural
and urban areas

To ensure adequate availability and training of the Human Resources at HWCs in
performing laboratory functions and equipment maintenance

To facilitate early detection, prevention and containment of any chronic /infectious
disease — towards strengthening the public health surveillance, reporting and analysis
To leverage the approved technology for expeditious use of Point of Care diagnostics
To contribute towards achieving Universal Health Coverage

Reduce high Out of Pocket Expenditure (OOPE) incurred by patients on diagnostics.

Factors to be considered

The core objective of this component under FC-XV is to equip all the primary healthcare
facilities such as SHCs, PHCs and Urban PHCs with all the diagnostic infrastructure, for
effective delivery of comprehensive primary health care near to the community.
Depending on the context and requirement, additional diagnostic needs for effective
delivery and management of cases at these primary healthcare facilities may be
attended through referring the samples to the diagnostic facilities at the higher public
healthcare facilities or referring the patients wherever warranted (such as X-ray). In the
process, the diagnostic infrastructure at the higher public healthcare facilities also have
to be commensurately improved to attend these tasks. Strategically, the Block Public
Health Unit component of the FC-XV has the lab components, at the Block level to cater
to the higher-level diagnostic needs.

The funds provided under this diagnostic infrastructure component of FC-XV are
substantial and thus, allow the states to plan not only to ensure access to essential
diagnostic tests but also expand the range of tests available so that the HWCs at Sub
Health Centre & Primary Health Centres of rural and urban areas are able to provide
better quality of care based on accurate diagnosis. This will also strengthen the
credibility of the public in the public health system.

While the FC-XV funds are meant to support diagnostic infrastructure at the levels of
SHC, PHC and UPHC, the needs for the range of diagnostic tests in the community vary.
Further, not all tests can be made available at these primary healthcare facilities, given
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6.4.4

6.4.5

6.4.6

the complexity of test, need for qualified HR, space to locate such equipment and
requirement of maintenance of the diagnostic equipment. Thus, the Block Public Health
Laboratory /Laboratory at Block facility/SDH, District Public Health Laboratory/DH
Laboratory could also be strengthened based on local need and availability of qualified
HR, for provision of diagnostic services to the people accessing the primary healthcare
facilities (SHCs, PHCs and UPHCs) through sample transportation and referral of patients
especially for the tests such as Blood and Urine cultures, etc.

Based on the analysis of the funds available under this component, it is arrived that the
State is supported with substantially high financial assistance under this component of
diagnostic support. As the financial assistance is given separately for SHC, PHC and
UPHC for diagnostic infrastructure, the financials available are sufficient for catering to
the requirements of both recurring expenditure of these SHCs, PHCs and UPHCs in the
State for the next five years and further, the financials available will also cater to
improve the diagnostic infrastructure of these SHCs, PHCs and UPHCs with all the
required diagnostic equipment and upgradation (except the HR support), not only to
effectively provide all the 12 packages of CPHC services at these facilities, but also,
effectively equip these facilities with the diagnostic-care-continuum with the Block and
District level public health care facilities.

As these SHCs, PHCs and UPHCs are presently having varied level of diagnostic
infrastructure, one-size-fit-all unit costing method is not suitable for this component of FC-
XV. A detailed gap-analysis of these facilities with the required diagnostic
infrastructure, duly factoring-in the available HR and diagnostic-care-policy of the State,
is a pre-requisite to effectively utilize this component of FC-XV. A comprehensive gap
analysis is required for all the facilities to strengthen the hub and spokes for timely
testing and reporting in a time-bound approach to plan for the necessary procurement.
While undertaking the facility level gap analysis, the equipment, human resources which
are in position as per the latest IPHS need to be taken into consideration for avoiding
duplication. The facility should be reviewed comprehensively for the functions it is
required to perform and the equipment which is available. The current case load of the
facility can be considered for augmenting the existing equipment if needed based on a
sound rationale.

In this regard, it is instructed that while planning and submitting proposals under this
component of FC-XV, State is required to categorize support areas among the following:

i.  Diagnostic and Laboratory Equipment including storage
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vi.

vii.

viii.

Software/ IT Infrastructure including the option to print diagnostic reports or
send via e-mail / electronic media.

Rapid/point of care test Kits, reagents, etc. and their optimal storage conditions
State specific diagnostic kits for early detection of disease conditions like Filaria
/ Kala-Azar / Leprosy in specific endemic areas or blocks or districts

Sample Transportation (Cost and Mode of sample transportation to hub —
reducing the Turn Around Time)

Diagnostic Equipment Maintenance and time bound repairs

Monitoring of the Equipment uptime, Cost-effective utilization and replenishment
of the reagent

Capacity Building of all teams (For early identification and counselling for
testing to obtain the lab results and providing treatment / follow-up)

Misc. (other consumables for sample collection, processing and safe disposal,

disinfectants; boxes for sample transportation, internet connection).

6.4.7 The states should strive to plan and operationalize all essential diagnostic tests to cater

to the needs of the population to deliver Comprehensive Health Care services along with

the diagnostic needs for conducting active and passive public health surveillance.

a. The selected facilities (SHC, PHCs and U-PHCs) will ensure basic diagnostic facilities

with linkages for advanced testing facilities at Block Public Health Units / Block level

facilities or SDHs +/ DHs or specially, Integrated District Public Health Laboratories

at the District level. It is imperative that these linkages are established and accounted

for during the planning phase and communicating the same between the hub and

spoke facilities.

b. Since the role of SHC-HWCs and PHC-HWG:s in rural and urban areas is to ensure

seamless continuum of care, if the requirement for such a test is approved by the

treating Medical officer/Specialist via direct examination/teleconsultation, the

HWC would issue a referral slip for doing diagnostic tests at the designated centres

(higher level public health care facility or outsourced private diagnostic facilities).

i. High volume and low-cost tests not requiring highly skilled manpower
should preferably be done within the public health facilities and not
be outsourced.

ii. High cost, low volume tests requiring expensive equipment and
technologically complicated processes, could be outsourced, with

adequate checks and balances as safeguards to prevent abuse. For
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higher end, low volume tests, such as the blood and urine cultures, etc,

the following options are suggested:

e Where there is space in the CHCs/SDHs/DHs, the states could
procure the equipment directly, engage qualified HR and

offer the diagnostic service directly.

e If the facility is able to provide space, and procure /maintain
equipment, but not able to hire qualified HR, they could
contract-in private operators to manage these facilities within
the government health facility where services are offered on
a cashless basis to beneficiaries referred through the Public
health facilities.

e If there is no space within the DH/SDH, state could contract
out such high-end diagnostic tests to  private
providers/encourage private providers to set up facilities for
such tests within a district to service a cluster of districts,
thereby reducing patient hardship and OOPE.

iii. Sample transport: States/UT adopting ‘Hub & Spoke’ or Hybrid model

should ensure safe transport of the sample from all spokes to associated hubs
/ lower to higher facility. The process of collection and transport has been
described in detail in IPHL guidelines. The chain for transport collection and
testing should be established keeping in view the distances and the time
taken for transportation, availability of public transport, identification of
available runners.

iv. Test reports should be given as printed reports to the patients for all tests
done as well as sample drawn within the health facility (including rapid
tests/point-of-care tests). The intimation that the reports are ready (to collect
from the institution where the sample has been taken) will be sent through
SMS to the patient along with the link for the soft copy of the reports
wherever possible. This service will be in-addition to the right of the patients
to receive the hard copy of reports where the sample was given.

v. For the effective management of samples and associated investigation dataq,
surveillance and for timely reporting, digitalization is important. Laboratory
Information Management System (LIMS) will allow the spokes to track
samples, inventory management (consumables and reagents) and timely
communication of the test results. Hubs will be able to collect, store and
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analyze the data collected from the spokes for timely actions. This data will
be fed directly into IHIP.

vi. Given the increasing availability of digital technology, radiology
investigations, (X-Rays and USG) could be undertaken at the level of PHC-
HWGCs at rural and urban areas with establishment of systems for capturing,
transmission and reporting of tests where in house expertise is not available.
In this regard, Tele-radiology is already in use in number of States.

vii. Equipment Maintenance: In the in-house model, at the time of procurement,

the state government should ensure that the vendor provides the following as
complimentary services:

a) 3-5 years of AMC and CMC;

b)  supply of reagents for 5 years / reagent rental model

<) annual / bi-annual calibration of equipment (based on the use)

d)  monitoring of equipment uptime and downtime; this is required to
be linked with the repair and maintenance contract which is
provided to the vendor

e) initial and annual refresher training of laboratory technicians and
diagnosticians on the equipment and its upkeep, software,
reporting, imitating breakdown for repairs, disinfection / IPC
protocols and biomedical waste management.

f) Including calibration of equipment on a regular basis

g) Improve the quality of equipment for large scale screening loads.

viii. Quality Assurance: To ensure reliable and accurate testing, it is important to

adhere to quality procedures and protocols. The process of quality assurance
would be in accordance to the NQAS program of Gol.

ix. Infection Prevention Control measures: The IPC maintenance should be given

due importance keeping in view of the cross-infections / contamination from
the samples collected.

x. Grievance Redressal System: Patients can file complaints or give feedback

regarding laboratory services including sample collection, reporting etc.
using integrated grievance redressal mechanism as per the guidelines of GRS
and health helpline (104) through help desk/call centre /web portal.

xi. A system of regular monitoring and periodic review by the district /block units

will be ensured on the following indicators to assess the performance. The
District/Block Team can undertake onsite visits besides monitoring
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6.5

6.5.1

6.5.2

6.5.3

performance using online portal. The suggested Monitoring Indicators are as
given below:
a) Total number of tests being performed at the lab against the list
of essential tests (HWCs-SHC-14/ PHC-63 tests)
b) Total samples rejected / not fit for testing — along with reason
9! Repeat sampling rate — and the time taken to complete the

repeat sampling process

d) Test results outside biological reference interval

e) Average turnaround time of test reports and identification of any
outliers

f) Number of facilities reporting in LIMS as per the protocols

g)  No. of trained HR/LTs/Staff nurses
h) Tests which are being outsourced despite in-house capacity and

the reasons

Guidance for identification of facility, approvals and operationalization

The FC-XV grant is to improve substantially the diagnostic infrastructure in Sub Health
Centres (SHCs), Primary Health Centres (PHCs) and Urban Primary Health Centre (U-
PHCs) in 28 States under the vision of comprehensive primary health care. A specific
amount of Rs. 18,472 Crore has been committed to support diagnostic infrastructure in
HWC - sub centres, PHCs and urban PHCs. State-wise budget allocated for support of
diagnostic infrastructure in SHCs / SHC-HWCs, PHCs / PHC-HWCs and urban PHCs /
UPHC-HWCs are given in the Appendix 2.a, 2.b and 2.c respectively. (as per Annex
7.10 A-l, A-l1l & A-lll of XV-FC report).

The unit cost of establishing new / green field diagnostic infrastructure for SHCs and
PHCs in urban and rural areas is calculated to be Rs.3.91 lakhs and Rs.25.86 lakhs for
SHCs and PHCs respectively. The support available under this component, if divided
among the number of SHCs, PHCs and UPHCs presently functional in the States, is pretty
higher than these unit costs per facility. Hence, as re-iterated above, the financial grant
under this component has to be utilized — both for recurring expenditure for the provision
of diagnostic services at these facilities and improving the diagnostic infrastructure of
these facilities to meet the CPHC and IPHS norms.

The support under this component of FC-XV is being provided across various areas like
diagnostic equipment for Point of Care Tests, software/ IT Infrastructure, rapid test kits,
reagents, etc.,, sample transportation to hub, equipment maintenance, monitoring,
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6.5.4

6.5.5

6.5.6

6.5.7

6.5.8

6.5.9

capacity building and other miscellaneous costs (includes sample storage, test kits, etc.).
The cost is not fixed for every facility as fund required for each facility may vary as per
the gap analysis.

Allocation by the State to Districts: Based on the resource available and number of

functional SHC, PHCs and UPHGCs, the State will allocate resources to the Districts.
Criterion for prioritizing the districts as given in Chapter-1 need to be followed. States
must ensure that that the grants under this component is released to all the Districts of
the State. As the resources available under this component are substantial, efforts should
be made to saturate the diagnostic requirement of Aspirational, Tribal and backward
areas / blocks / districts of the State and accordingly, allocation is to be made.

Apportioning by the Districts: Depending on the grants available to the District, districts

have to do a detailed planning.

a.  First, districts have to arrive at the recurring expenditure towards provision of

diagnostic services at these SHCs, PHCs and UPHCs and this requirement has to be
met from the grant under this component of the FC-XV

b.  As explained above, as substantial resources are available under this component,
the remaining resources are to be proposed for improving the diagnostic

infrastructure (non-recurring expenditure) under two broad categories.

1. Basic diagnostic infrastructure mandatorily available in all SHCs, PHCs and
UPHCs
2. Improved diagnostic infrastructure to be made available depending the
availability of HR and other logistic arrangements
All the Districts have to do a detailed gap-analysis facility-wise against the standard
list of equipment warranted at the SHCs, PHCs and UPHCs and accordingly, arrive at
the list of two categories of diagnostic infrastructure / equipment as mentioned above
1. Basic diagnostic infrastructure / equipment that are immediately required
to be provided at these facilities.
2. Advanced diagnostic infrastructure / equipment
Districts have to compile these lists of equipment under two different categories and
depending on the resources available, the allocation of resources are to be made for
both recurring expenditure and non-recurring expenditure for provision of both types of
diagnostic infrastructure (basic and advanced).
The District Level Committee, as elaborated in the DoE’s Guidance Note to the States
dated 16t July 2021 and as explained in Chapter-1, will take necessary actions.

To ensure equity, facilities located in tribal / backward areas are to be saturated first.
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6.5.10 District will be having some of the facilities where due to recent sanctions and execution
of diagnostic infrastructure works no allocation may be required from the grant of this
component under FC-XV.

6.5.11 Similarly, if the district is adding new public healthcare facilities to cater to needs based
on population norms, then the grants of this component of FC-XV may be utilized for
providing diagnostic infrastructure to those facilities.

6.5.12 Accordingly, the District will finalize the number of SHCs / PHCs / UPHCs requiring
diagnostic infrastructure works (with facility wise requirement) and the strengthening of
hub level diagnostic infrastructure upgradation (for this FY 21-22, some support has
already been provided by NHM) and accordingly, arrive at the financial requirement
of the above, including for the recurring expenditure and based on the financial
allocation made by the State for this component of FC-XV, the district may plan for
sending the proposals to the State accordingly.

6.5.13 As explained above, with the resources of grant available under this component of FC-
XV, all the districts will be in a position to improve the diagnostic infrastructure of the
SHGs, PHCs and UPHGs in the districts, including those under construction presently, to
the CPHC and IPHS standards.

6.5.14 Districts would send the proposal for approval under this component of FC-XV in the
prescribed format given in the Chapter- 1 to the State.

6.5.15 Software is being planned to enable the districts to send the proposal in online-mode,
to ensure the easier operations and for effective monitoring.

6.5.16 After the State level and National level approval, the Districts may start utilizing the
resources under this component of FC-XV.

6.5.17 As stated in the DoE’s Guidance Note (Para 8 at Page 8), on the grounds of
economies of scale, standard processes, quality assurance and required technical
expertise, State level committee may decide about the procurement of the approved
components of medical equipment, diagnostics, medicines, other consumables, etc,
through a mechanism which include Central purchase at State level and for the
centrally procured items, the State level Committee may also work out a mechanism
for the payment of such centrally procurement items.

6.5.18 Procurement Cell: The RLBs / Zilla Panchayats and Urban Local Bodies would be

encouraged to establish a Procurement Cell at each District, with a nodal officer to
coordinate procurement functions with the State Health Society/Medical Service

Corporation, to ensure timely and efficient procurement. Such a strategy would
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6.5.19

6.5.20

6.5.21

6.5.22

6.5.23

eventually create capacities within the ULBs to handle these responsibilities
independently.

As per DoE’s Guidance Note dated 16" July 2021 (Para 8 at Page 8), the State may
decide the mechanism for the payment of such centrally executed activities.

Local Bodies (District and Block) should be actively involved in the monitoring of execution
of these diagnostic infrastructure works at SHCs, PHCs and UPHGCs, including at the
higher-level facilities (where improvement has been attended for referral diagnostic
tests), which are supported under this component of FC-XV. To the extent possible, the
institutional arrangements such as JAS / VHSNCs should be utilized for this purpose.
Capacity building of the local bodies for all components of the FC-XV will be improved
as per the plan in this regard (Detailed plan will be communicated separately). Since
the aim is to strengthen the ownership and accountability of the RLBs for delivery of
primary health care and essential public health functions, the state /District would work
closely with the RLBs through the Department of Panchayati Raj Institute.

District may utilize the resources under this component of FC-XV for infrastructure
upgradation / repairs / refurbishment of existing labs /diagnostic facilities including for
required furniture and electrical works.

Negative List for this component of FC-XV: The funds under this component cannot be

utilized for the following:
High End equipment such as PET SCAN / CT SCAN to the higher-level facilities.
Construction of boundary walls, entrance, pavements, footpaths etc.
Purchase of Solar panels etc.
Purchase of electronic items like TVs, cameras etc. which are not listed as part of the
guidelines.

Paying of the electricity bills of the facilities.
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Appendix 6.1: Support for diagnostic infrastructure for SHCs

S. No. |State / UTs 2021-22 |2022-23 {2023-24 (2024-25 [2025-26 (Total
1 Andhra Pradesh 5476 5476 57.5 60.37 63.39 290.78
2 Arunachal Pradesh 2.84 2.84 2.98 3.13 3.28 15.07
3 Assam 46.93| 46.93 49.28 51.74 54.33 249.21
4 Bihar 15711 157.11 164.96| 173.21 182.02 834.41
5 Chhattisgarh 39.19 39.19 41.15 43.21 45.37 208.11
6 Goa 1.61 1.61 1.69 1.78 1.92 8.61
7 Gujarat 67.49 67.49 70.87 74.41 78.13 358.39
8 Haryana 25.48 25.48 26.75 28.09 29.49 135.29
9 Himachal Pradesh 15.38 15.38 16.15 16.8 17.81 81.52
10 Jharkhand 49.83| 49.83 52.33 54.94 57.69 264.62
11 Karnataka 71.85 71.85 75.44 79.22 83.18 381.54
12 Kerala 39.61 39.61 41.6 43.68 45.86 210.36
13 Madhya Pradesh 102.61| 102.61 107.74| 113.13| 118.78 544.87
14 Maharashtra 103.91| 103.91 109.11 114.56| 120.29 551.78
15 Manipur 3.95 3.95 4.15 4.36 4.58 20.99
16 Meghalaya 6.05 6.05 6.23 6.68 7.01 32.02
17 Mizoram 2.72 2.72 2.86 3.08 3.15 14.53
18 Nagaland 3.19 3.19 3.35 3.52 3.69 16.94
19 Odisha 61.72 61.72 64.81 68.05 71.45 327.75
20 Punjab 26.23 26.23 27.54 29.11 30.36 139.47
21 Rajasthan 100.45| 100.45 105.47| 110.75| 116.28 5334
22 Sikkim 1.3 1.3 1.36 1.43 1.5 6.89
23 Tamil Nadu 64.16 64.16 67.36 70.73 74.27 340.68
24 Telangana 34.93 34.93 36.68 38.51 40.44 185.49
25 Tripura 7.16 7.16 7.61 7.89 8.28 38.1
26 Uttar Pradesh 255.7 255.7 268.48| 281.91 296| 1357.79
27 Uttarakhand 13.6 13.6 14.28 14.99 15.74 72.21
28 West Bengal 97.39 97.39 102.26 107.37 112.74 517.15
Total 1,457.15(1,457.15| 1,529.99| 1,606.65| 1,687.03| 7,737.97

Governments
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Appendix 6.2: Support for diagnostic infrastructure for PHCs

S. No. |State / UTs 2021-22 |2022-23 | 2023-24 | 2024-25 | 2025-26 Total
1 Andhra Pradesh 57.61 57.61 60.49 63.55 66.92 306.18
2 Arunachal Pradesh 6.96 6.96 7.31 7.68 8.06 36.97
3 Assam 50.65 50.65 53.18 55.84 58.56 268.88
4 Bihar 172.79| 17279 181.42 190.5| 200.22 917.72
5 Chhattisgarh 41.06| 41.06 43.11 45.22 47.53 217.98
6 Goa 1.17 1.17 1.23 1.29 1.39 6.25
7 Gujarat 71.88| 71.88 75.48 79.25 83.21 381.7
8 Haryana 28.05 28.05 29.45 30.64 32.4 148.59
9 Himachal Pradesh 28.54 28.54 29.96 31.46 33.04 151.54
10 Jharkhand 52.55 52.55 55.17 57.93 60.83 279.03
11 Karnataka 103.58| 103.58| 108.76 1142 119.91 550.03
12 Kerala 49.58| 49.58 52.06 54.66 57.39 263.27
13 Madhya Pradesh 108.75| 108.75| 114.18] 119.89| 125.89 577.46
14 Maharashtra 111.96] 111.96| 117.56| 123.44| 129.61 594.53
15 Manipur 4.38 4.38 4.6 4.83 5.08 23.27
16 Meghalaya 6.04 6.04 6.34 6.46 6.99 31.87
17 Mizoram 2.87 2.87 3.02 3.22 3.22 15.2
18 Nagaland 6.14 6.14 6.44 6.76 7.1 32.58
19 Odisha 65.5 65.5 68.78 72.41 75.83 348.02
20 Punjab 28.88 28.88 30.32 31.84 33.51 153.43
21 Rajasthan 116.25| 116.25| 122.06| 128.16| 134.57 617.29
22 Sikkim 1.41 1.41 1.48 1.56 1.64 7.5
23 Tamil Nadu 69.25 69.25 7271 76.35 80.17 367.73
24 Telangana 35.6 35.6 37.49 39.48 41.21 189.38
25 Tripura 5.26 5.26 5.63 5.8 6.09 28.04
26 Uttar Pradesh 281.53| 281.53| 295.61 310.39| 325.91 1494.97
27 Uttarakhand 12.52 12.52 13.14 13.8 14.49 66.47
28 West Bengal 106.02| 106.02| 111.32| 116.88] 122.73 562.97
Total 1,626.78|1,626.78| 1,708.3| 1,793.49| 1,883.5 8,638.85

Governments
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Appendix 6.3: Support for diagnostic infrastructure for UPHCs

S. No. |State / UTs 2021-22 2022-23 | 2023-24 | 2024-25 | 2025-26 Total

1 |Andhra Pradesh 14.29 14.29 15.21 15.84 16.63 76.26
2 |Arunachal Pradesh 3.07 3.07 3.3 3.38 3.55 16.37
3 |Assam 12.66 12.66 13.3 13.96 14.66 67.24
4  |Bihar 43.2 43.2 45.36 47.63 50.01 229.4
5 |Chhattisgarh 10.23 10.23 10.74 11.27 11.84 54.31
6 |Goa 0.24 0.24 0.26 0.27 0.28 1.29
7 |Gujarat 17.63 17.63 18.51 19.44 20.41 93.62
8 |Haryana 7.01 7.01 7.36 7.73 8.12 37.23
9 |Himachal Pradesh 4.24 4.24 4.45 4.67 4.91 22.51
10 |Jharkhand 13.1 13.1 13.75 14.44 15.16 69.55
11 [Karnataka 16.02 16.02 16.82 17.66 18.55 85.07
12 |Kerala 11.05 11.05 11.61 12.19 12.8 58.7
13 |Madhya Pradesh 2717 2717 28.53 29.96 31.46 144.29
14 |Maharashtra 27.96 27.96 29.35 30.82 32.36 148.45
15 |Manipur 1.12 1.12 1.17 1.23 1.29 5.93
16 [Meghalaya 1.51 1.51 1.59 1.67 1.75 8.03
17 |Mizoram 0.44 0.44 0.46 0.48 0.51 2.33
18 ([Nagaland 1.02 1.02 1.08 1.13 1.19 5.44
19 |Odisha 18.36 18.36 19.28 20.24 21.26 97.5
20 |Punjab 7.21 7.21 7.57 7.95 8.35 38.29
21 |Rajasthan 27.81 27.81 29.2 30.66 32.19 147.67
22 |Sikkim 0.15 0.15 0.15 0.16 0.17 0.78
23  |Tamil Nadu 18.75 18.75 19.69 20.67 21.7 99.56
24 |Telangana 8.86 8.86 9.31 9.77 10.26 47.06
25 (Tripura 1.27 1.27 1.33 1.4 1.47 6.74
26 |Uttar Pradesh 70.37 70.37 73.89 77.58 81.46 373.67
27 |Uttarakhand 3.26 3.26 3.42 3.6 3.78 17.32
28 |West Bengal 26.49 26.49 27.82 29.21 30.67 140.68

Total 394.49| 394.49| 414.51 435.01 456.79| 2,095.29

Technical & Operational

Governments
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Annexure: Department of Expenditure Guidelines Dated 16th July 2021

File No.13 (2) FC-XV/FCD/2020-25
Ministry of Finance
Dept of Expenditure
Finance Commission Division
Block No. 11,5" Floor,
CGO Complex. Lodhi Road,
New Dethi-110003
Dated:-16/07/2021
fo
The Chiel Secretary,
(Al Steee Governmentsy
Subject:- Operational Guidelines for implementation of the recommendations of the
Fifteenth Finance Commission (FC-XV) on Health Sector grants contained in
Chapter 7 (Empowering Local Governments) of FC-XV Final Repont.

Sir,
The recommendation of the Fifteenth Finance Commussion (FC-X V) contained
in Chapter-7 (Empowering Local Governments) of FC-XV Final Report inter-alia,

include grant-in-aid for Health Sector 10 be channelized through Local Governmerls
durmg the award period 2021-22 to 2025-26,

2, In this regard. the undersigned is directed 10 forward herewith a copy of the
Operations) Guidelines for implemengation of the recommendations of the FC-XV oa
Health Sector grants for further necessary action

Yours faithfully,
Ench: as above

A tnng Lo

{Abhay Kuniar)
IHrecton(TCTH

Copy 1o:-

(#)The Secretary, Ministry of Health & Family Welfare, Nirman Bhawan. New Delhi.
(i1 The Secretary, Ministry of Panchayati Raj, Krishi Bhavan, New Dethi
(§ii) The Secretary, Ministry of Housing & Urban Affairs, Nirman Bhawan, New Delhi,
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No. 1S(2)FC-XV/FCDY 2020-25
Government of Indin
Ministry of Finance
Department of Expenditure
(Fmance Conunissioa Division)

Operational Guidelines for implementation of the recommendations of the Fifteenth
Finance Commission (FC-XV) on Health Sector grants contained in Chapter 7
{Empowering Local Governments) of FC-XV Final Report.
Introduction

The Fifleenth Finance Commission (FC-XV) m Chapter 7 (Empowering Local
Governments) of its Final Report has cecommended a total gruat amounting to Rs, 4, 27,
011 crore for local povernments for the award perod 2021-22 to 2025-26 out of which the
Commission has inter-alia decided (o provide grants amownting 10 Rs, 70,051 crore to
drengthen and plug the critical gaps in the bealth care system at the peimary health care
level FO-XV has also identified interventions that will directly lead to strengthening the
primary health infrastructure and facilities in both rurnl and urban areas.

hospitals, Primary Heulth Cemters & Dispensaries. Family Welfare are listed for
Panchayats;  Similacly, in the Twelfth Schedule 1o the Constitution, Public Health,
Sanitation conservancy and solid waste management ase Jisted for Municipalities. In onder
to achieve the objective of Universal Health, rural and urban local bodies <on play a ke
pole in the delivery of primary health care services especially: at the ‘cutting edge’ level.

2. In the Eleventh Schedule to the Canstitution, Health and Sanitation including

Suengthening the local governments in terms of resources, bealth infrasiructure and
capacity building can enable them o play a catalytic sole in health care delivery mcluding
i crisis times, Therefore, involving Panchavati Raj institutions as supervising agencies in
these primary health care institutions would strengthen the overall primary health care
systent and involvemnent of local governments would also make the hicalth system

sccountable to the people.
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3 In the light of aforesaid, the Fifteenth Finance Commission his -decided o pravide
a part of the grants earmarked for the third tier for support to grimary healthcare, State-

wise and year-wise tolal fund allocation on health Sector sprend over ghe nward period of

five years starting from 202122 10 2025-26 is given in the Annexure (1), The companents
identified by the Fifteenth Finance Comniission for upgradition of primary health Care
infrastrueture in Ruru! and Urban areas along with the summary of the amount earmarked

year-wise are given below:

For Rural Areas
(Rs. in crore)
'S. | Total Health [ | | ] : ]
No. | Grants 2021-22 | 2022-23 | 2023-24 | 2024-25 | 2025-26 | Total
Suppart for
diagnastic
infrastruciure 1o the
primary healthcare
= I ool Mse | 084 3238 | 30 | 3T | gesn
1 () Such
iy 1 ey | wesr | wsz | s | oseer | 1es 7738
(i PHC: 1627 1627 1708 1763 64 8679
| Block level public
2 health unles 994 994 1044 1196 1s1 | 5179
| Building-less Sub == =
cemtrex, PHCY,
i CHCs 1350 | 1380 | 1417 1488 1562 | 7167
. Conversion o/‘nrml I [
PHCx and sub
centrey into health 2845 29% ;
4 and wellnesy cenre | P45 e ,,f'f | ARG
Total Health
| Grans | 8273 BT 8685 | 9120 | 9877 | 43028
- | - -
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For Urhap Areas:-

S

| Toral Health

No. | Grants

Support for
diagnostic
‘lnfnasmw_rm 0
the

PHC facilities in

Urban PHCs

Urban health and
wellness
(HWCs)

cenires

2021-22

2022-23

(Rs. In crore)

2023-24

2024-25

394

4525

P

4525

415

Total
Grants

4.

(i

Health

4919

4919

435

2025-26

457

Total

4989

Brief details abowt cach recommended component is given hereunder;

Su fo

Rural and Urbun Areas

Under the vision of comprehensive primary health care, FC-XV has provided

cture (o the prima

healtheare facilities i

support for diagnostic mfrastructure in Sub-Centers & Public Health Centres{PHCs)

rural areas und for Urban PHCs. Diagnostic services are eritical for the delivery of health

services, and these grants are intended to lully. equip the primary health care facilities so

that they can provide some necessary disgnostic services, (State-wise & Year-wise granty

allocared for diagnostie nfrastrvcnre m Sub-Cemlers amd PHCs in Ruval Arveas are
provided in Awmexyre-fl & tH ond for Urban PHCs In Annexuee-ViT).
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(i) Block level public health units :-

Block public health units ( BPHU) would integrate the functions of service delivery,
public health action. strengthen laboratory services for disease surveillance, disgnosis and
public health and serve as the bub for bealth-related reporting. The BPHUs will also
mnprove de-centrulised planning and the peeparation of block plans that feed into _distﬁct
plans, In addition, they will improve accountability for health outcomes. Given that the
block health facility 3 co-terminus with the Block Panchayat /Panchayat Samiti/Taluka
Panchayar, this. has the potentinl 10 facilitate copvergence with the panchuyati raj
institutions ansd the child development project officer of the Integrated Child Development
Scheme (HCDS) programme. The FC-XV proposes to provide support to BHPUs in all the
28 Sutes. (State-wize & Yedr-wise greanis allocated for Bloek level pubdic health wnits in
Ruoral Areas are provided i Aneesure-IV),

(i) Urban Health and Wellness Centres

Universal comprehiensive primary health care s planned to be provided through
urban Ayvushman Bharat-Health & Wellness Centres {AB-HWCs) and pelyclinics. Such
urban HWCs would enable de-centralised delivery of primary healthh care to smaller
populations, thereby increasing the reach 1o cover the volnerable and marginafised. It is-
envisaged that the urban HWCs would create a mechanism lor representatives of the
Medical Administrative  Stafl’ and  Resident  Welfare  Associations o disseminate
information on public health issues at Jeast once 4 month. FC-XV has recommended
financial support for setting up urban HWCs in ¢lose collaboration with urbin local bodies:
(State-wise & Year-wise granis allocated for Urban Health and Wellness Centers are
provided e Annexore- Vil
(iv) -less S “HCs

After assessing infrastructure gaps m the rural PHC/Sub-Centres based on Rural
Heahh  Statistics. FC-XV  has recommended financial suppont for  development of
necessary mfrastructure for 27,581 HWCs at the sub-centre level and 681 HWCs a1 the
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3.
PHC level in rural areas in glose collaborution with rurdl local bodies. (Stute-wise & Year-
wise grants allocated for Building-less Sub centres, PHCs, CHCs are provided in

Dwmessires V),

(v) % ion of Rural PHCs i We Cent

The Union Government has- eavisaged the creation of 1,530,000 HWCs by
ransformiog existing sub-centers and PHCs as-the basic pillar of Ayushmun Bhasat to
deliver comprehensive primary health care. 13" Finance Commission prapose to provide
support for necessary infrasteucture for the copversion of raral PHCs and sub-centers into
HWCs so that they are equipped and staffed by an appropriately trained primary health
care teum, comprising of multi-purpose workers fmale and female} and ASHAS and fed by
o mid-level healih provider. PHCs Tinked to n cluster of HWCs would serve as the first
point of referml for many disease conditions (State-wisé & Year-wise grants allocated for
Conversion of Rural PHCs and Sub Centers imo Health and Wellness Contre aee provided

in Annexwre-ViL

5. Institutional mech | i _ S 1s:-
i) At the national level, a Committee called National Level Comminee (NLC)

headed by the Secretary, Ministry of Health & Family Welfare (MoHFW), and
comprising Principal Secretaries of Health of all States shall be set up 1o draw a
time line of delivernhles and outcomes for each of the five vears along with a
definite mechanism for flow and utilisation of these grants: Compaosition of the
NLC and the Terms of Reference shall be devuded by the Ministey of Health and
Family Welfare (MOH&EFW) for which the nodal Ministry will issue separate
orders. NLC shall consider and if found fit. approve the State Jevel plans
received from State Level Committees. It shall also issve necessary technical
guidunce 1o the States from time w time which shall include ftems to be
procured/services 10 he provided under cach recommended ¢omponent, their
specifications, price runge, names of the standard brands avalable in the market
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85
etc. ete. along with the formats in which proposalsiinformation from State
Level Committees (SLCs)/ District Level Committees (DLCs) required 10 be
sought.

(i) Similady in cach Stae. a State Level Committee (SLC) headed by the Chief
Secretary and comprising officials of the Sue Department of Health, Panchayat
Raj (or nodal for Awtonomous District Councils) and Urban Affars and
select representatives from all three tiess of rural and urban local bodies shall be
set up. Bused on the Action Plans reccived Trom Distict Level Committee
{DLC), SLC shall prepare a State Plan for presentation’consideration‘approval
to NLC.  Composition of the SLC and the Teyms of Reference nlong with the
Role and Responsibilitics shall be as decided by the Ministry of Health and
Family Welfare (MOH&FW) for which the nodal Minisiry will issue sepanite
orclers'advisory to the States.

Gty Similarly, in cach diswict. o District Level Committee (DLC) shall be set up
andér the District CollectorDeputy Commussioner. The Committee  will
comprise of officials of Health, Panchayat Raj and Urban Affairs and select
representatives from all three tiers of rural and urban local bodies in the District.
Chiel Medical Officer of the District shall be the convener of the Commitiee.
Responsibilities of the Committee shall be as decided by the Ministry of Health
und Family Welfare (MOH&FW) and the State Govemment concerned (SLC)
for which the nodal Ministry/State Government will issue scparite
orders/ndvisory to the States. Based on the plans received from nominated focal
body entities, the DLC shall prepare a District Level Plan for submission to

State Level Committee for consideration/approval.

6 Thereafier, subsequent steps shall be taken at both the Union and State levels in
line with plans agreed upon in the National Level Committee / State Level Commitlee.
The Commitiees shall mect as frequently as required for the carly disposal and smooth
working of the proposed mechanism so that the objective of the Fifteenth Finance

).,.5;&71':
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o
Commission recommended Health Sector grants are fulfitled in o fair and transparent
manner, The persons charged with this respoasibility at cach level of the Union and Seate:

Governments will ensure strict adberence to timelings and outcomes as. set out m the

agreed policy.
T W | en kil inunce C i recom
__ﬁnmuwﬁm.h'_-

The components identified by the Fiftecath Finance Commission for strengthening
primary health care infrastructure and facilities in both rural and urban arcas are mostly
technical in nature and require cxperience as well os exposure in the relevant subject.
Since. in oIl Stutes. local bodies have not hitherto handled primary public health functions
direstly therefore, suddenty transferring the responsibility of the defivery of primary health
care services to the local bodies especially at the lower levels during these critical tmes
may not produce the desired results. Further, Fifteenth Finance Commssion has also
recommended that representatives of the urban local bodies and all three levels of
Panchayati Raj institutions (wherever applicable) should be invodved by catrusting them,

in & phased manper, with (e responsibility of supervisime and managing the delivery of

Therefore. a1 district level, Zilla Parishad’ Autonomous District Councils shall hamdle /
implement the rural component of health sector grants close coordination with the
District Health Department under the overall supervision of the Districa Collector, The
district level Rural Local Bodies! Zilla Parishait is betier equipped in texms of having a
health snd engineering resources, that could undertake the funetions entailed: However, it
is emphasized that Rural Local Bodies below 1f ict fevel(as the case may bejsuch as
Block/Taluk Level Panchayats and Gram Panchayats'Village Councils must be mvolve tved
in_planning snd monitoring of these components for the health facilities located i their
lurisdiction.

For implementing urban components of health sector, grunts, the Urban Local body
concerned will be entrusted with implementation of these compoenents.  The urban bodics
shall handle‘implement the urban components of health scctor grants (as per component-
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wise defails in para-3 above) in close coordination with the District Health Department
under the overall supervision of the District Collector,

8 of edical equipme nostics and o
cte. -

Procurement of medical eguipmenisitemis of stores for providing diagnostic
services ete. are essentinl part of the health services.  Like other items of stores, they are
also dependant on the econvmics of scale, standard processes, quality assurdnce and
require technical expertise in addition 10 adberence 1o the Rules. practices and procedures
on the subject, As local bodies hitherto have lusgely not handled such public health
functions. therefore. the State Level Committee (SLC) may decide about the procurement
of the approved components of medical equipment, diagnostics . ete. under *Support for
diagnostic infrastructure” component through o mechansm which may include central
purchase(at State level) with the aim to ensure purchase of guality products. at
reasonnble/competitive prices in an efficient manner after following the due processes,
procedures and practices with the prior approval by the National Level Committee. For
the centrally (a1 State, level) procured items, it must be ensured that the sciected
vendors/companics do deliver the items of store at the intended destinution {where these
are required to be installedautilized). State Level Commintee may also work out o
mechanism for the payment for centrally procured items of stores to the concemed

vendors companies.

9 ‘ony X n r Grants:- The Fifteenth
Finance Commission in Chapter 7 of its Final Report for the period 2021-22 to 2025-26
has inter-alia recomménded Health Sector Grants (HSG) 1o sirengthen and plug the critical
gaps in the health care system at the peimary health care fevel, The Fifteenth Finance
Commission hias assessed the gaps in the existing health care interventions made through
different programmes /schemes like National Health Mission and Aysubman Bharat
After assessment, the Fifteenth Finance Commission has identified interventions that will
directly Tead to strengthening the primary healih inlrastructure and facilities in both rural
and urban areas. The implementing local bodies/catities may utilise the health sector grant

Atrrals
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components in convergenee with any other scheme hided by the Linion Govenyment with
similar_outcomes or with olhg;,mg[_ﬁmﬁ;_g\'_ailnhk with themn.  While avosding
duplication, the ultimate aim for convergence should be to cover maxinum
population/arce within the jurisdiction of the concemed local baxdy or ro improve the
quality of the assets proposed to be constructed for the purpose. However, 1 5% Finance
Commission _recommended  health _sccror grant should ned_be used as a Stile
share/contribution towards any particular scheme.

10 Role of State Health Department :—
(i) State Health Department (SHD) in collaboration with the Staie Panchayas Ry

Department shall work out the District-wise distnbution of funds / respunces,
incleding physical deliverables and targets - for all the components {separately
for rural and Usban) of the Fiffeenth Finance Commission — Health Grants
theough Local Governments as per the public healthcare facilitics uvailable in
MQMMJ&Q_WWMMJD_MMM
Committes (NLC) and submit it to State Level Commitee for consideration !
approval.

(i) The district-wise allocations for bealth sector grants as u whole may be done
keeping in view the rural population factor and ensuring preferential alfocation
10 the aspirational /Tribal districts’ msurgency affected arcas/Hilll arcas with the
aim 1o make health fucilities available 10 even far flung arcas‘backward arcas.

(iil)  State Health Department shall compile the Annual Distrier Health Action
Plan-FC-XV {DHAP) received from the Distoct Level Committee (D1L.C) and
after examination will place it before State Level Committee e conssderation.
1t is the responsibility of State Health Department to ensure. before forwarding
the Fifieenth Finance Commission proposals to State Level Committes that
there is no duplication between the propesals submitted to the State Level
Committee under Fifteenth Finance Commission grants and proposals for
funding under National Health Mission or any other schemes of the Gove, of

Indin'State Government
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(iv)  The State Health Department shall forward the approved District Health
Action Plans / compiled State Action Plan to National Level Commitiee foe
concurrencespproval

(v} After approval by State Level Commitiee & National Level Commitice, State
Health Department shall communicate the approvesd District Health Action Plan
to the Panchayati Raj Department (for mural grant components) and the Urban
Development Department (for Urban  grant componznls) alongwith other
relevint details for smooth implementation of the approved plans/components
along with the petivites/'works to be exécuted by cach entity as decided by the
State Level Commitice and place the same in public domain within 2 wecks of
approval by National Level Committee.  The State Health Department shall
also inform each District Level Committee ! Zila Panchayats’ Urbaa Local
badies about the works zctivities approved for their districts alongwith the year-
wise budget for further action s their level.

(vi) The State Health Department shall get monthly progress (physical and
financial} from all District Level Committes-FC-XV and submit the progress
quarterly to the State Level Committes for review and directions,

(vii) State Health Depariment shall work in close coordination with Stte
Panchayat Raj(PR) Department / Urban Development Depanment{(UDD) in
implementation as well @ decision making for Filteenth Finance Commission
recommended Health Grants through Local Governments, On the basis of
Utilization Certificates collected  from  different  entities, State  Health
Depariment alongwith the Panchayat Raj Department shall prepare a joint
Usilization Certificate with the signstures of the Secretarics of both the
Departments and submit the same 1o the State Finance Department for onward
transmission to the Department of Expenditure, Ministry of Finance and the
Ministry of Health & Family Welfore,

{viit) With the pormission of the Chairman, State Level Commitice, State Health
Depariment shall convene State Level Commitiee meetings as frequently as
required and shall alse function as the Secreturial for State Level Commitiee.

AA.M?L
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11, Role of State Panchavat Raj(PR) Department and Urban Development
‘ Do) -

(i) State Panchayat Raj Department’Nodal Department for Autonomous Diatrict
Councils and Urban Development Department( UDD) shall release funds to the
local hodics (and to the agency decided by SLC for procurement, if any) and
work in close coordination with State Health Department, They will provide all
the assistance for mplementation of Fificenth Finance Commission
recommended Health Grants through [ocal Governments car-marked for Rural
Local BodresUrban Local Bodies.

{ii) On e basis of information received from Stte Health Depantment, State
Panichavat Raj Depanment’ Urban Development Department shall communscase
fhe resource allocation, physical deliverables and sargets on a year wise basis, to
all the concermed Rural Eocal Bodies/Urban Loeal Bodies and shall also-seex
their Annual proposals in the form of District Health Action Plan (DHAP-FC.
XV} from the District'Zila Panchayats and Urban bodies(for their concerned
components) -

(iii) State Panchayat Ra) Department’ Nodal Department for Automomons District
Councils and Urben Development Department shall pursue with all the Rural
Local Bodses'lsban Local Bodies for the proper implementation of the
approved District Henlth Action Plans.

(iv)  State Panchayat Raj Department/ Urban Development Department, in active
collsborstion with the State Health Department, shall take necessary actions for
capacity building of the Rural Local BodiesUrban Local Bodies (officials and
elected members) for effective implementation and will utilize all their aviilable
resources and institutions for the parposs.

{v) State Panchayat Raj Department’ Urban Development Departmsent shall collest
the Utilization Certificates of the amount released 10 nominatext entities (Rural
Locsl BodiesUrban Local Hodics). It has the responsibility to submit the
Utilization Certificates of Fifteenth Finance Commission -Health Grants, with
the joint signature of the State Health Department to the State Finance
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Department. which will be subsequently submitted to the Department of
Expenciture. Ministry of Finance snd the Ministry of Health & Family Welfare

12. Role of Distri wel Committee (DLC-FC-XV) i-

G) District Level Committee (D1.C) shall be responsible for providing overal
guidance to the Rural lLocal Badics'Urban Local Baodies on the
implementation of the Fifteenth Finance Commission — Health Granls
tirough Local Governments, including preparation of the propasals,
component wise as per the Guidelines on the subject and ensuring timely
completion of gach project,

(i The Distriet Level Committee would appraise the proposals received from
the Rural Local Bodies/Urban Local Bodies, as per the guidelines on the

_subject and recommend to the State Level Committee for consideration.

(i)  After receipt of final npproved Distnct Health Action Plan -FC-XV from
State Level Committee through State Health Department, the District Level
Committee shall guide the concemed Rural Local Bodies/Urban Local
Bodics and monitor the implementation of the approved activines of
varioas comporsents of District Health Action Plan -FC-XV,

{iv)  District Level Committee shall also take necessary steps W guide and
handhold the Rural Local Bodies/Urban Local Bodics meluding copacity
building of Rural Local Bodies/Urban Local Bodies (all tiers available
within their jurisdiction)

(vi  The District Level Commilies would mobilize the district huealth wean, (and
the state health Depastment f required) to support Rurat Local
Bodies/Urban Local Bodies in planning and 10 provide techaical support
required in implementation and monitoring.

(vi)  The District Level Committes would meet on a monthly basis to review
progress and identify issues coming in the way of smooth delivery of
primary bealth care to the intended population and tske appropriate

remedial measures.

Nty
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(vily  The District Level Committee shall ensure that the concemed Rural Local
Hodses/Urban Local Bodies submut the Uulization Certificates to the
Panchavat Raj Department’ Urban Development Department so that further
action on these Utilization Certilicates can be taken a1 the appropriate level,

13. Role of Rurpl & Urban Local Badies :-

7 Zila/Districl Panchayats o1 District Councils or Mumcipal Carporations {in
case of Ushan Local Bodies) shall i collaboration with the Distoict bealth
Department, ussess the existing gaps in the health care delivery system
within rural and wrban areas and prepare a programme for Gxing such gaps
after taking existing interventions through diffcrent centrally sponsored
programmes or state sponsored programmes into consideration. On the
basis of interyentions’components recommended by the Fiftcenth Finance
Commission as per details given above in para -3 above and Disurict-wise
allocations worked out by the State Level Commitice, Ziln/District
Panchayats or District Councils or Municipal Corporations shall prepare
annual programmes for a five year penod after taking required inputs-from
all tiers available in the State throngh their representatives.

(i) Annuial / five vear plan thus linalized, shall be submitted to the Disinct
Level Committee in the format as prescribed by State Level Commitiee /
‘Natiomal Leével Committee far shieir scruting’ approval and further
transmission to State Level Committes for necessary acison.

(iii) On the basis of the approval received, the Zila /Dismict Panchaysts/
Autonomaus District Councils or Urhan Local Bodies shall impiement the
activities'peojects, in close  coordination with the District  Health
Department, and ensure timely completion, submit UCs to the Distrct
Level Committee and Panchayati Raj Department/Urban  Development
Deparmment (as the case may be)
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14, Release of Grants:-

On the basis of recommendations received from the Minisiry of Health & Family
Welfare, Department of Expendiwre, Ministry of Finance. Govt, of India shall release
Fifteenth Finance Commission recommended heaith grants 1o the State Finance
Department on PEMS as per the State-wise & component-wise allocation: given in
Antexure-H & VI Subsequent installment of the these prants shall be released to the
concémed States during the award penod of five yvears on the basis of recommendation
received from the Mipistry of Health & Family Welfare, submission of Grant Lransfer
Centificates in the format prescribed at Annexure-IX. A separie Accourt may be opened
for the purpose of monitoring health sector grant transactions. This will also enable in
simplification of the processes and ensure no duplication bappeas with any other scheme
for the same subject, The same also needs o be Jinked with the PEMS

15, istribution of Sector nis b States -

State Finance Department shall transfer the grant 10 the Panchayat Ra) Depanment/
Urban Development Department or nodal Department for Autoaomous ssirict Councils
within ten working diys without any deduction.

Panchavat Raj Department’ Urban Development Department or nodal Department
for Attonemous District Councils shall transfer the grant fo the ZilaDristrict Panchayats!
District Councils or Urban Local Bodies o other tiers in the Panchayati Raj system based
on the items / projects approved by the State Level Committee for execation at their
level.

|6 Mode of payment by the executing entities.-

Payvments made 10 suppliers'vendors/compani¢s by any executing cohity shall be
transferred through PFMS or any clectronic system fully integrated with PFMS.
Therefore, every entity shall have 1o register either their existing or new bank account with
the PFMS or the system integrated with PFMS.  Grant transfer and wtilization shall be
centrally veritied through PFMS, thercfore, it must be ensured that there is no discrepancy.
Siate Leve!l Committee and Distriet Level Commitiees chall ensure that all executing

entities have linked their bank account witl the PFMS.,

A.JU-JI L
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7. Capacity Development of the Representatives of Incal bodies -
Consequent upon the enactment of the 73" & 74" Constitution Amendment Acts,
(and gs per the Legislation passed by cach State), Panchayats were primanily given the
responsibility for the delivery of basic services. lnvolvement of local bodieshind tier in
the delivery of primary health care is 2 new respoasibility proposed for transfer in a
phased manner and hitherto not managed by the rural local bodies in most of the States.
Health besng a sensitive subject and the responsibilities required in the delivery of bealth
- services require some basic knowledge on the subject. Therefore, Ministry of Health &
Family Welfare in coondination with the Ministry of Panchayati Raj / Ministry of Housing
and Urban Affairs and the concemed State Goveraments may comsider Capacity
Development of the Representatives of local bodies so as to equip them with the new
chalienges and the new responsitilities beinig assigned to them.

In order to make the new initistive a success, National Level Commitice may
consiler organizing a short duration training programme for a select growp of local body
representatives of all the States to be know as ‘Training of Trainers' which can further
train representitives upto all the available tiers i a State within their jurisdiction or
through any other mechanism that National Level Commitice may dexn fit for their
capacity development,

18, of State: com -wis Secto he award
pertod 2021-22 to 2025-26,

Allocation of State-wise, year-wise and companent-wise health Secior grant for the

award period 2021-22 to 2025-26 is provided in Annexure-| to VIIL.

19 Acconnting procedury:- A budget line at Budget Stage 2021-22 b heen provided under
major head 3601, Sub- major head(i7).  Health Sector Grant heing & new addition in the local
body granis therefore, sew Minor Head for Health Sector grant & Sub-heads is being openad for
ench Component separately. Simifarly, white booking expenditure. actual expenditure incurned
chall be booked under these newly creatcd Sub-beads under Minor head (Health Seczoe grant),

LS B S
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Kidthre]
Total Health Graats for the award period 2021-22 10 2025-26
RS g Rs corore}
SL | State 2021-22 1 2022-23  2023-24 | 2024-25 | 2025-26 ‘l‘otgl]
No.
1| Andhra Badesh 290,00 450,00 51400 | 58000 | 56700 260009
3 | Anurnctisl Fradeth 49.00 49.00 o Y 3600 25%.00
31 Assan 28000 | 280,00 20300 | 30800 | 32300 | 1484.00
4 | Bibar 113300 1133.00| 119000 | 124900 | 131200 |  6017.00
$ | Chhatisgarh 339,00 33900, 356 | 37300 | w200 |  1709.00
6| Gea 31,00 3100 33.00 35.00 17.00 167.00
7 | Geparme £29.00 629.00 66100 | 6400 | T2R00| 334100
8:Haryams | 305.00 500 2000 33500 | 35200 | 161700
g | Mimachal Pradesh 98.00 98.00 103.00 | oE 11400 S21.00
10 | Mhaskhand 15600 | 445,00 46900 | 492000 1700 |  2370.00
11 | Karnstakn S5200 $52.00 S79.00  GOS00 | 43800 | 2920.00
17 Kenala $59.00 559.00 S87.00 61600 GATO0 | 296800
13| Madion Pradesh 923.00 923.00 969.00 | 101500 | 106900 | 4902.00
14 | Mabarashera 133000 133000 | 139700 146700 | 139000 | TesT.0n
15 | Manspuar 4400 4400 46.00 4900 | - S1.00 235,00
16| Meghalaya 900 59.00 61.00 4.0 68,00 311.00
17| Mizorm 11.00 31.00 B0, 35 36100 166,00
1% | Nagaland 57.00 5700 00,00 6300 | ba00 30300
19| Odishs 462.00 26200 48500 51000 | 33500 | 245400
20 | Punjab 40100 401.00 A2000| 44300 | 46500 | 213100
20 | Rajasthan 83300 £33.00 BI5.00 | 91800 | S6400| 442300
_ 23} Sikkim 2100 2100 22. 2100 2400 11100
23 | Tamil Nadu 60| 80600 BA6.00 | 88900 | 93300 | 428000
24 | Telangasa 41900 419.00 23000 | 36300 486,00 222800
25 | Tapern ss00 8500 9100 00 G900 | 45300
26 | Utsar Pradesh 1000 | 83000 | 192100| 200700 | 201%00 | 971600
27 | Ucarskiand 150,00 150,00 15800 | 16500 | 17400 19700
2% | West Hengal 22900 £29.00 $70.00 | 91400 | 96000 | 440200
Total 1319200 | E3192.00 | 1385100 | 1454400 | 1527200 | 7005100
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Anaesure-il

Support far diagnastic infrastructure to the primary healtheare facilities- Sub centres
: - corore
S| Swte 02123 | 2022-23 | 202324 | 202425 | 202526 un%

Na.

| | Amihra Prodesh 54.76 5476 | 5750 .37 6339 29078
2 | Arunachal Pradesh 284 13 258 313 I8 1507
3 | Assam 4691 | d6m1. 28| 51740 sS4 249m
A | Bihe 157.11 IST0 ] 16496| yrsail 132 834.41
3 | Chhattisgarh 3949 | 3919 AlM3| 4321 43T 2081
b Cea 161 161 168 |78 9 8.61
T | Gujarat 6749 6749 | 1087 T IS s
& Harywna 2548 2548 | 26,78 100 949 | 13520
9 | Himechal Pradesh 1538 1538 1615 16.80 1781 5189
10 | Shackband 49.83 4983 | 5233 5494 5769 26462
11 | Karngeska 7085 78S TSM T922| BB 38154
12 Keesta 39.61 3961 | 4160 4348 2586 210.3%
13 | Mifhys Pradesh (0261 | (26| M0T7 | 11303 19878 S8t
14 | Maharashira 103,91 193.90 | 10911 114.50 120.20 55178
13 | Manipur 395 3w 15 136 458 2099 |
16 { Meghalayw 608 .05 623 .68 7.01 nm
17 | Mizoeam 172 R 286 Ins 545 1483
18 | Nogatand 3.19 119, 338 152 360 16,94
19 | Odishe 6172 6172 GARI|  6R0S  Tids| 32078
. 2G| Pungab 2623 2623 2754 900 W03 134T
21 | Rajasthan 10045 10045 | 10847 | |10T7S] 10628 |  $33.48
22 | Sikkim 1,30 1.30 136 14 150 659
25| Tamil Nodi 64.16 6il6| 6713|073 427 | 34068
24 | Telangana 34,93 3003 6% 1835) 40338 18849
25| Tirpura 7.16 7.6 7561 7.89 B2%| 310
26 | Unar Pradesh 26590 | 25570 26848 | 28191 | 29600 | 138179
27 | Uttarakhand 13.60 1360 1428 14.99 15.74 7N
28 | West Bengal 9739,  93.3%) 10226 107.37 112,74 51718
Total 148705 145705 | 1529.99 | 1606.65 | 168703 | 773797
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Asnexure-Ilf

Support for diagnostic infrastracture to the primary healtheare facibities- PHCs
: (s cocors) |
:‘.; State 2621-22 1 202223 | 2023-24 | 202428 | 22526 | Vel
1| Andiws Pradesh _57.61 5761 | 6047 | 6355 | 6492 | 30618
2 | Arunachal Pradesh 69 6 731 7.68 205 | 3697
3| Assam $0.6%5 50.65 53.18 5884 3856 | 26REE
4 | Bihar 17279 17279 | 18142 19050 | 20022 1772
$ | Chhemtisgarh 4108 4106 4311 4522 4753 | 2798
6 Gea 117 1.17 1.23 129 1.39 625
7 | Gumre 7188 .88 7548 7938 £321 | 8L
£ Haryana 2805 2805 2545 | 1054 1240 | 14859
9 | Himachal $eadesh 1854 28.54 2496 3140 3304 | 15154
10 | Jharkband 5255 52.5% 5547 5793 &0.83 | 27903
11 Karnwaha | 10358 103.58 | (0875 | 11420 11991 | 350,03
12 | Kerals W58 |  Aoss. 5208 3166 $7.39 | 263,27
13 | Madhya Pradesh | 10875 10675 | 11418 | 11989 | 12589 | $77.46
14 | Mabarashira 11196 | 11196, 1175 | 12344 | 12061 | S594.58
15 | Manipur 438 438 4.60 4.83 5.08 2327
16 | Meghalaya — a0 ) 634 446 0.99 31.87
17 | Mizoam 2,87 287 32 322 322 1520
|18 | Nsgatand 614 614 6.44 676 700 32358
19 | Odisha 0350 | 6550 | 6sg8| 7241 7533 348
20 | Pumjod 2888 2588 032 | 3184 3351 15343
21 | Rajasthan 116:23 11625 | 122306 | 12816 13457 617.2%
22| Sikkim I.41 1.41 1.48 1.56 164 1.5
23 | Tamil Nado 6925 69.25 7271 7635 AT | 36773
24 | Yelangara 3560 35.60 37.49 39.48 4131 18938
25 | Tiepurs 5.26 5.26 5.63 5.80 609 2804
| 26 | Unar Peadesh 28153 2R1.53 | 29561 | 3039 | 32591 | 1490M9T
27 | Uttarnkhand 1252 12.52 15.14 13.30 1449 | 6647
28 | West Bengal _1DG02 10602 11132 11688 | 12273 | £6297
Total 162678 1626.78 | 170830 | 1793.49 | ESSAS0 | S&3KES

Attty
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Auntxore:fV

Financlal Requirement for establishing Block Level Public Health Unity
Y corore) |
gl.n State 22| 202223 2023-24 2024250 202526 ot
)| Andben Prackesh 1442 1M420 014 14820] 13560 7179
2 | Arunachal Pradesh 2294 29, 24w 329 2656 121.82
3| Asam 531 3. S8 586 6.05| M2
4 | Bihar 1947 A947 | SIO . S4sd 5727 26269
§ | Chhattisgarh 1386 | 1336 124 149! 15T 00
6| Goa 24 141 283 286 279 1240
7| CGujarat 31| 3031 5282 55461 S84 26704
3 | Haryam  2RSK| 2858 000 3130) 308|181
w | Himachal Pradesh 1 %5 L8| 195 208 115 085
10 | Jharkhand 46 A4 2866, 2695|2829 | 12078
1| Kansatshs 32| 3R 0I5 4IS] 4426|2030
(2 Kemls 3059|309 3202|3592 3541 1028
13 | Madhyn Pravdesh W | M9 44| 3] 3Ese| 15394
14 | Maharashira L3 | T3 1437 869  BLOG 37612
15 | Maniper 1409 M09 1478 1553 631 7441
16 | Meghalays 935 9381 972 020 1091 | - 49.43
|17 | Mz 8.2 sn, S48 sm 606 | 2778
1% | Nagaiand M8 M489 1563 1642 1724 2007
19 | Odisha 2908 | 2908 3053 3206, 3366 15441
20 | Punjab 3018 JOI8 3164|3328 3451 16027
21 | Rajasthans 2040|240 27| 3021 3172 14550
2 | Sikkim 644 644 676 710 TS 3409
23 | Tamit Nadu TIAY| T4, BE3S| 85420  A96H| 41140
24 | Tolangans 10883 | IEBS2 | 12445 (306T( 13721 | 629W
25 | Tirpura 1167 67 1226 1287 1351 | 6198
26 | Uttar Pradeshy 7653 | 683 8036,  B437|  8850| 40638
27 | Unarakhand 222 1] 23] M A5 um
28 | Wes Bengal 932 6922 269  7631) 8044 | 36750
Totul 99412 | Y9411 104385 1096.0M | 115087 | 827000

Page 115 of 122

Technical & Operational Guidelines: Implementation of FC-XV Health Grants through Local

Governments



)
Grants for Building-less sub-centres, PHCs, CHCs
- ' : : corore).
SL Suate @123 | 202223 | 202324 | 202425 202526 Total
New
1 | Andhra Pradesh [REl 1.17 .23 129 136 620
3 | Arunachal Pradesh 106 10§ 110 116 22 s
3 Assa 13.32 1332 1398 14691 1541 0.2
4| Bitar 12000 | 32020 3456 363.00| 38110 174838
5 | Chhanisgarh 1075 | 1025|1128 1485y V245 ST08
& ! Gica 154 154 161 .70 178 817
| 7| Gujann 117 117 .24 1.29 136! 623
8 | Haryana 2040 | 2951 | sor| 3253 3435| 15667
g | Himechal Pradeslh 268 | 26% ag | 29 XL
10| harkhand__ TiEsA | 1tgse] 1aadi| 130671 137191 62935
11| Karmnurtha 10061 1006, 10561 1108 | 16t 5341
12 Kemals 050 0,30 .52 035 058 | 268
13 | Madtga Pradesh 003 003 ]  3usa| 3| 3| IS4
14 | Maharwshirs wo7| s <285]  §sa1 ) 516! 26586
15 | Minipur 2.0 201 212 14 23 1977
16| Mueghalaya 331 321 387 554 372 1708
17| Mizoram .56 0.56 058 0.61 & 295
18| Negaland .03 1.03 108 143 119 S48
19 | Odisha 7a33]  Ta8dl 7643 | 8028 | 6420| 38666
20 | Punjab 026|202 Ma26| 2243| 2343[ 10956
|21 | Rajastiart 0139 19139| 20087 20098 | 22051 ] 101614
22 | Sikkim 053 253 .55 0.58 0.6 17
23 | Taowi Nadu Ti21 721 TS 785t $2.41 | 37806
24 | Telagni 281 281 296 AL 1361 1495
| 28| Tipura y3s 0.25 .26 027| 029 132
26 | Ut Pradesh Ti368 | 33068 | %022 | 36Tsd| 386.18| 17TLGY
27 | Unarakhand .43 .43 1.4% |57 65| .87
2K | West Bengal 1004 | 4904]  Sidel 5408 5695 | 26034
== Tow! 134905 | 134995 | 141676 | 148N.12| 156235 TI6T.L3
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20

Fimancial roquirement for Conversion of Rural PHCs aad SCs lnto Health and Wellness Centre

= . {Rs camre)

SLNo, | State 02122 2323 | 202324 | 202428 22826 |  Towl

1 | Andhen Pricesh 12467 | 12467 | 13055 | 13145 14432 66166

3 | Aauachal Pradesh 667 667 241 736 .72 3543

3] Assam 070 B070|  S674|  SRUR| 9342 | 4RS4

4 | Bihar 195.81 19581 | 20860 21588 22668 | 103978

5| Chluntisgaeh WO.tE . G013 9asd | 9937|1033 47881

6 | Giew 400 400 220| a4 463 pTET]

7 | Gujannt 16001 | 16001 | I6RO1 | 17643 18523 | B49.67

8 | Harysn 661 | 4661 4RSS  S1LI8|  S38S|  MT49)

o | Himachal Prasesh 44ar!  aar3] 4634 4868 SI0%| 23433

10 | Tharksand s871| 68V 724 T3F3| 1954  MASS

1 | Kesnanska ISS86 | 18886 (983 20822 2IK63 | 1062%T

12 | Kernla 10SA3 | 10543 11070 11623 | 13204 |  SS9.8%

15| Modhya Pradesh 19776 | 10776 20064 | 21803 23893 105012

14 | Mahsashira 19195 19198 | 20054 | 21L& 1222 101926

15 | Manipur 873 AT3 917 943 | 101) .37

16| Meghalaya 920 92| 875 102 10.75 40.32

17| Mizenm 730 7.36 7.33 £11 852 39.08

15 | Noglod L 9.03 949 4550

19| Odisha 125331 12533 1316 I3RI8| 14500 66553

0 | Punjabs 60| 60| 4904 |  S1L49| 5406 | 24799

21 | Regxsthan 26319 263.49| 37635 | 29017 | 30467 | 139757

23 | sikkim 2061 2o0| a0l x| 342 gxvel

23 | Tamil Nadhu 148.6) | I4BGI | )SG04 | 16385 17204 7898

24 | Telangana 33.08 85.09 89,34 6381 985 AS1RY

| 25| Tirpum 17891 1789 1878 1%72| 2071 | 9499

26 | Lt Pradesh I$73S] 38735| 40671 42005 4434 | 205687

27 | Uttarakhand 3652  3ss20 0 3129 3006 AL SR

28 | West Bengal fozgy| 1vrow! 2263 | 2127 | 22340| 102475

i Total 2BEA63 | I3[ 208649 | 513620 | 320098 | 1SIOA9
ll«w, &
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Ansexure: V|

~ Support for diagnastic infrastructure to the primary Healtheare facilities - UPHCs
{Rs corore)
SLo Swate [3020.22 [ 202223 | 2025.24 | 2024-25 | 202526 |  Towal
No ! Il
Uy AedbmPradeh | ja29] i) dsal] 1384 1663 7626
2 Arunachal Pradesti | 307 | 340 330 338|335 163
[ 3| Assam 1266 1266 ] 1330|1396 1466 6724
4 | Bibar 4320 AZN|  4536] 4763 000 32040
S5 | Chhattisgarh 0231 1023 1094 127|  118d] sS4
o Om 0.4, 024 0260 03T 028 1.29
9 : Cujant 1763 . 1763 1881 1944 04 93.62
3| Hoyame 100] a0| 73] 7ml 82| M
g | Himachal Prsdesh | 44| 4N A48 | aaT| 491|281
10| Jharkhand 300 | 1300 075 MM 1506  69%8)
I} | Kamataks 602 1602] 1682| 1766 1855| 8507
12| Kerala S| Ies| st | 12190 1280 S
13 | Madbya Pradesh 27| 2743 2RS3| 2996| 346 | 4429
14 Mabarsshina 2706| 2191  2935| J082| 3236 14845
1S Manipur LRl L A 123 1.9 5.93
16 | Meghabiyn T 159 1.67] 1.7 803
17 | Mizaram 044 oM 046 048! 051 2.3
1§ | Nagaland 102! 10 108|113 119 544
19 | Odisha {836 | 1836 19281 2024 2126| 9750
20 | Panjud | 22 78T 9S85 3829
21 | Rajasthan MR | 2081|  3920| 4] FLI9| 4767
22 | Sikkins 0iS{ IS ois| bial  0a7 0.78
23 | Tamil Nad 75| 1835|1969 2067| 20| 9956
1 | Telangans k| as| 93| 0| 1026] 4706
25 | Tinuen 127 2T 133 140f 147 (%]
2 | Ut Pradesh 37| 7037  7T3RY|  TRSN]  Kld6| ITA6T
27 | Uttarakhand 326 32| 343 360 398 17.52
|28 West Bengal 2649, 2649| K| 20311 3067] 14068
Total 30449 | 39449 | 41451 45501 679 209529
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Ansgyure-Vill
Grants for Urban Health and Wellness Centres (UHWCs)
T . . {Rs corore} |
”.::m State 202122 | 202223 | 202324 202428 202326 Total
o

1 | Andhry Prsdesh J028%] 10288 | 10802 (1348 11907 34643

2 | Anueachl Pradesh Sl A $s0| 378 607 2783

3 | Assam = 91 93| Tar| 7Tl 098 LM

4| Bitar 195431 18543 | 19471 | 20444 | 21466 984,67

$ | Chistisgarh 13388 13388 | (405K | (4760 | 154 71093

6| Gox WAE! 2048 2SO, 22:sk: AT QRIS

7 | Gujamt 6073 26093 | 2736 | 28745 3DIEI | 138456
B | Haryam 139310 13933 | Me0 | 13362 I8L30 73958
g | Hivsschs) Bradesh ball 14| 14| asef e 1%
10| Jharkband (1921] 11921 | 12517| |342] 13800 3301
I | Kematska 12290 | 12293 | 12908 13554 | 1423) 65219
17 | Kerula 33227 32222 | 3B3a| 35525| 37301 amined)
13 | Madhya Pradesh 43783 42783 | 44922 | 47148 | 49527 | 12783
14 | Maharashirn T3] 77403 | BI284 | RSB BOGES | 41104
15 | Manipss 983 | o83 l032| 1088|1138 8230
i6 | Meghalays 23| 2330 2447 25691 2608 12374
17 | Mizoeam 1201 | 2ol 1261 1324| 1390 6477
18 | Nogaland 2260 | 2261 | 2374|3983 2608 12007 |
1% | Chtisha 8919|8949, 9365 | 9B | 1033 47862 |

0 | Punjub 24175 | 24075 25383 26651 279.85 | 128370
21 | Rejasthan 10649 | 10649 1118 11741 12338 | 56549
22 | Sikkim g9 K19 g6 L0394 .49 |
|23 Tamel Nedu 35648 | 1s64B| 37430 30301 41267 1892.94
34 | Telangana I33.60 | 13160 | 14028 | 14726 15466 709,43
35 | Tirgura 3168| 4168 4376 4595 aR3A3| 23192
26 | Ustar Pradesh 42455 | AZ4SS| 4581 | 46807 4010 2254.47
27 | Usneakhand 8187 | BES7| 8S6% . 89937 6442 43314
28 | West Beogs) 28792 | 28792| QM | 31743 33330 152838
Total 452480 | AS2AB0 | 475110 | 498866 | S2INE4 | 24027.50

Page 119 of 122

Technical & Operational Guidelines: Implementation of FC-XV Health Grants through Local

Governments



Amngxure —IX

GRANT TRANSFER CERTIFICATE FOR THE FIFTEENTH FINANCE COMMISSION
RECOMMENDED HEALTH SECTOR GRANTS (contained in Chapter 7) DURING ITS
AWARD PERIOD 2021-22- TO 2025-2026. ' '

Name of Skue:-

T Dme of S Amimnm
Amount 1anster transferred

received by SFD 10 Amsoun | by Nodal

Components of fom GO | Dateof | Local Body trameferred | Depart, to

S | Health Sector Yo/ (Rs.in Receipt  Nodah (R3, in Lol

No | Grants | Ingsallment | l6kh) (O0TON) | Deparmnent | lakh) Bodes |

Supgoit for <
diagnontic
infrasnuctere - 10
| e Sub centres in
|| ol s =
Seppret for ‘
dagiosic
infrastrocture 1o
the PHCS in nmad
Block level mblic ‘
heg®s  uniy  in |
1 4 runl e !
Boilding-bess: Sub
ceime. PHOS
CHOs  in renal
L 7 —
Comversin  oF
raal  PHOs ol
sub cenoes  imo
hears nd
- wellness oemere in ‘
5 | ound wem i
Suppoct i
dagnostic
infrastucture b
the primary
healthcare
Sacilities 10 Lrban
6 | PHUs J !
Virban heslth sad
wellness  Comtren l
T | {HWCs) 1 . 1

e

Certified that the grants iave been utilized / proposed 1o be wtilized for the parrpose for which
these have been provided and if any deviation Is observed, the same will be irvtimsated.

Signature with seal of Countersigned:
Secretary (Nodal department) Signature with seal of the Fimance Seeretury
hcsn e
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List of Contributors:

Ministry of Health and Family Welfare
Name

Mr. Rajesh Bhushan

Ms. Vandana Gurnani

Mr. Vikas Sheel

Ms. Preeti Pant

Mr. Vikas Chauhan

Dr. N.Yuvaraj

Dr. Sachin Mittal

Designation
Secretary, HFW
AS&MD, NHM
Additional Secretary
Joint Secretary, NUHM
Joint Secretary, Policy
Director — NHM
Director — NHM

Dr. Rajani R. Ved

Ms. Asmita Jyoti Singh
Dr. Rakshita Khanijou

Ms. Rajni Tomar

Ms. Seema Pati

Ms. Isha Rastogi

Ms. Ramya Ramakrishnan
Mr. Nilav Kumar Pyne

National Health Systems Resource Centre

Name
Maj Gen (Prof) Atul Kotwal, SM, VSM
Dr (Fit Lt) M A Balasubramanya
Dr. Himanshu Bhushan

Air Cmde(Dr.) Ranjan Choudhury VSM

Ms. Mona Gupta

Dr Ashoke Roy

Dr Neha Singhal

Dr. Anantha Kumar Srinivasaiyer
Dr Suman Bhardwaj
Mr Arun Srivastava

Dr Anwar Mirza

Dr Atul Rairker

Ms. Ima Chopra

Dr Vijaya Salkar

Dr Swarupa Kshirsagar
Dr. Neha Dumka

Mr. Prasanth KS

Dr. Smita Shrivastava
Mr. Ajit K Singh

Dr. Aashima Bhatnagar
Dr. Poonam

Dr. Ashutosh Kothari
Ms. Neelam Tirkey

Dr. Aditi Joshi

Ms. Diksha Rathee

Dr. Diksha Dhupar

Technical & Operational Guidelines:
Governments

Advisor

Senior Consultant, NHM
Consultant HSS,WHO
NUHM, Sr Consultant, ADB
NUHM, Sr Consultant, ADB
NUHM, Sr Consultant, ADB
Consultant, [IC/Jhpeigo
Consultant, [IC/Jhpeigo

Designation
Executive Director
Advisor, CP-CPHC Division
Advisor, PHA Division
Advisor, HCT Division
Advisor, HRH Division
Director, RRC-NE
Senior Consultant, CP-CPHC Division
Senior Consultant, CP-CPHC Division
Senior Consultant, CP-CPHC Division
Consultant, CP-CPHC Division
Consultant, CP-CPHC Division
Consultant, CP-CPHC Division
Consultant, CP-CPHC Division
Junior Consultant, CP-CPHC Division
Junior Consultant, CP-CPHC Division
Lead Consultant, Knowledge Management Division
Senior Consultant, PHA Division
Senior Consultant, PHA Division
Sr. Consultant, PHA Division
Consultant, PHA Division
Consultant, PHA Division
Consultant, PHA Division
Consultant, PHA Division
Jr. Consultant, PHA Division
Jr. Consultant, PHA Division
Senior Research Associate, PHA Division
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National Health Systems Resource Centre

Name Designation
Dr. Musarrat Siddiqui Fellow, PHA Division
Dr. Sonali Bhattacharya Fellow, PHA Division
Ms. Aashu Ranga Fellow, PHA Division
Mr Anjaney Sahi Sr Consultant, HCT Division
Ms Vertika Agarwal Sr. Consultant, HCT Division
Ms. Pumani Kalita Consultant, CP, RRC NE
Sh. Bhaswat kr. Das Sr. Consultant HCT, RRC NE
Dr. Joydeep Das Lead Consultant, RRC NE
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