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1. Evidence based appraisal :
Mid-term reviews should be more and more evidence based so that we can focus on “what 
and how much done”  in each area and then explore “why and why not”  It should not be 
difficult to get all the ongoing monitoring and evaluation including HMIS and other evidence 
gathering exercises on the Planning Commission or MoHFW website for expert comment 
especially in today’s  knowledge society oriented development.

2. Addressing bottlenecks through programmed responses: 
The planned documents seem to include more and more all the issues we need to tackle and 
also mentions some of the challenges which is a sign of recognizing the larger determinants 
of public health policy and program but does not address any of the bottlenecks or challenges 
on any sort of priority or focused effort. It therefore often seems more and more of the same. 

3. Public Health Systems and accreditation council :
An urgent task before the commission is to fast forward the setting up of a Public Health 
Accreditation Council  that focuses on two immediate system building and quality controlling 
initiatives  –  which  are  the  use  of  the  IPH  standards  to  accredit   existing  public  health 
infrastructure at different levels and accredit the mushrooming MPH courses in the country. 
This could be one council with two functions or two complimentary councils building on the 
large number of  senior public health professionals who have tried their best in an earlier era 
of neglected and distorted public health policy.  While MoHFW, NIHFW, NHSRC, PHFI, 
ICMR and others are all addressing this in their own way, a national council that brings all 
these efforts and builds a convergent system is probably the most urgent task to strengthen 
quality of our efforts to reach the  11th plan  goals.

4. Equity and Gender monitoring :
An Equity and Gender lens has to be evolved and introduced running through all the various 
national programs and initiatives to enhance the focus more and more on reaching those who 
cannot access, reach or effectively utilize the service. Just numbers without disagreegation by 
these lenses will continue to mask the structural challenges that prevent the health services 
from reaching or becoming meaningful to the unreached. These lenses are not philosophical 
but methodological and well documented. 

5. Partnership – Monitoring and Evaluation: 
There is a large focus in the 11th plan on partnerships with various groups. a) community b) 
private sector c) ngo and civil society. However there is no clear guideline to monitor how 
these partnerships enhance the public health and primary health care goals of the 11th plan. 
There seems to be far too much certainty bordering on  euphoria and or romanticism that 
these  new  partnerships  will  necessarily  prove  to  be  more  successful  then  the  previous 
government only approach. Where is the evidence beyond individual opinion? Should not the 
commission work on partnership guidelines and impact evaluation guidelines so that at what 
ever level PPP’s or other partnerships are scaled up the process is more closely monitored and 
evaluated on evidence. While this particularly holds good for Public Private Partnerships with 
corporates and others, it may also hold good for ngo’s if any type of  external social audit was 
done. Believe me, this is not an ideological  position but based on a concern for public health 
and primary health care goals being the centre of these partnerships. All partnerships with 
whomever must further public goals not the market and hence in principle our Public – Public 
– Partnerships  even if the public good is being supported by ngo/private sector /civil society.

6. Strengthening Communitization strategies of NRHM:
I think the NRHM has introduced some very important thrust areas of activity and serious 
evidence  based  monitoring  of  ASHA’s;  VHSC’s,  Community  Monitoring  and  other 



communitization  strategies  must  be  strengthened  and  constantly  improved  with  sets  of 
guidelines. Since there are many task forces and groups involved this can continue to be a 
ongoing process.  Simultaneously there is  a  need to  document  the growing relevance  and 
experience of community and civil society mobilization from below represented by the action 
inititatives  of  the  health  and  social  movements  in  the  country  including  Jan  Swasthya 
Abhiyan,  Right  to  Food  Campaign  and  Right  to  Information  Campaign  etc  which  are 
evolving  health  solidarity  from  below  and  mobilizing  the  community  and  civil  society 
towards demand creating and policy generating strategies. 

7. Short term moratorium on new HRD institutions and focus on CME’s and Inservice 
education of existing cadres

There should be a moratorium for atleast  five years  on any institution  – medical  college 
included and nursing etc that focuses on basic training and a very large mid course correction 
in  the  thrust  should  be on  continuing  education  /  CME /  on the  job training  /  inservice 
training/ distance learning to upgrade the knowledge and skills of  all those who are in the 
health services already starting from ANM’s and Anganwadi workers all the way upto the 
non public health oriented medico’s who direct the health services at every level. Too much 
effort on all these state of the art institutions and more and more of the same type of other 
HRD producing efforts will be wasteful while the existing categories continue to practice a 
devalued public health. There are many small experiments that can be scaled up and enough 
experience by IGNOU and other open universities to take up this challenge. 

8. HRD institution faculty training in learning facilitation and research:
Simultaneously there are enough faculty in the existing teaching/ training centers  allover the 
country  who need  an urgent update on health goals/ programs of the country and skills in 
teaching and research even if only oriented to action research / operation research.

9. Health Promotion and Healthy Public Policy Promotion: 
There is need for a massive health promotion /IEC effort that brings together all the national 
program efforts into one collaborative effort with the education system and the media which 
focuses  on  technical  and  structural  challenges  of  health  and  promotes  both  health  as  a 
responsibility  and health  as  a  right  and also mobilizes  community effort  towards  healthy 
public  policy.  Here  again  there  are  many players  doing  little  bits  or  pulling  in  different 
directions  and the more  collaborative  and interactive  effort  through the health  promotion 
network rather than a centralized council may be the way forward. 

10. Health Communications of  innovations, learning  and evidence:
Finally health communication especially focusing on websites and wikis that helps managers 
and innovators to access the positive experiences at micro and macro level and also access the 
evaluations and reviews to prevent reinventing the wheel and sharing experiences and studies 
across  sectors,  states,  and  categories  of  health  personnal  would  be  greatly  enhanced 
improving health system development at all levels. 

11. Priority policy areas for expert review and accompaniment:
Four areas from all the commitments in the 11th plan document need to be followed up very 
carefully  by  both  the  commission  and  the  MoHFW  with  the  help  of  small  groups  of 
consultants with experience in those areas and through a process in which they accompany 
the ministry and the commission from the pilot phase to the larger policy evolution. 

a) Partnerships  with  PRI’s,  local  bodies,  community  ngo’s,  voluntary  and  civil 
society organization.

b) Enhancing and monitoring PPP’s 
c) Encouraging community risk pooling and community health insurance 
d) Mainstreaming AYUSH with the public health system.

12. Focussed intersectoral collaboration on  policy priorities:
Finally intersectoral collaboration between ministries that impact on health starting with a) an 
collaborative planning exercise between the health and education ministries 



b) between the health and those responsible for water, sanitation program convergence a
c)  health and nutrition and agricultural policy focusing on nutrition security especially 

for children and BPL families is a priority policy imperative.
      This convergence exercise is urgently required.


