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ABSTRACT

Over a period of five years between 2009 and 2014 the Government of Odisha (GoO) undertook a
series of fundamental reforms in its management systems for human resources in health, facilitated
by technical and financial support from the UK Department for International Development (DFID)
under the Government of Odisha Health Sector Plan (OHSP) initiated in 2007/08. Based on a
strategic framework, the changes encompassed institutional reform, cadre restructuring and
rationalisation, staff capacity building and training, increased production by training institutions,
increased use of quality operational research and introduction of systems for performance
management and improved accountability. The major building block was creation in 2009 of a State
Human Resource Management Unit with comprehensive database within the Department of Health.
Also important was the creation of a Nursing Management Support Unit and Nursing Directorate (in
2013) which highlighted the importance of the nursing profession and was a first in India. The Public
Health Directorate was created in 2009, establishing a distinct administrative unit to provide
leadership and focus to public health programmes. Separation of public health from clinical services
will happen at all levels of management after the concept of a public health cadre is notified.

The enormous task of tackling the root causes of the shortage of appropriately skilled human
resources, which seriously constrained the quality and availability of health services, especially in the
poorest regions, was undertaken strategically through consultation with representatives from the
various cadres. Despite budgetary limitations, improved pay rates and promotion opportunities
were put in place with more rational posting policies, resulting in significant gains in numbers of
health staff on the ground. This was due to a combination of increased numbers of sanctioned posts
and reductions in percentage vacancies for doctors, nurses and Auxiliary Nurse Midwives (ANM),
with 1,181 more doctors, an increase of 39% compared with 2008/09 figures, 853 more nurses, an
increase of 53%, and 2,062 more ANMs, an increase of 33%.

Although it is too soon to see major changes in health indicators, and attribution is difficult in a
context of many different health related interventions, there are positive signs in terms of service
improvements. For example, in 2011/12 only 50% of the 92 first referral units in district hospitals
and community health centres were fully functional, but by 2013/14 this had risen to 72%. Progress
can also be seen in reducing the health equity gap between women and children from tribal groups
and all women and children, with access to marker services such as institutional delivery increasing
amongst the tribal populations at a faster rate than the rest of the state. Quality of care is improving
due to increased availability of staff, especially nurses, in maternity units, demonstrated through
implementation of the Quality Improvement Plan in six district headquarter hospitals. Improvements
seen in key maternal neonatal and child health indicators for the state as a whole between 2010/11
and 2012/13 can be at least partially attributed to the improvements in human resource availability.

The next phase of activities will focus on consolidating the gains achieved to ensure sustainability
and continuing progress. Completion of the database with entries for all staff by district and facility
is expected by 2015/16 and work is ongoing to ensure its use as an “intelligent” tool for planning, to
take forward the vision of a vibrant nursing profession, further develop rational posting and transfer
policies and more fully evaluate the impact of the reforms on quality and access to health services.



SECTION 1: BACKGROUND AND CONTEXT

1.1 INTRODUCTION

This paper outlines a series of significant changes in human resource management policies and
practices initiated in the Odisha health sector between 2009 and 2014. While there had been serious
consideration of the need for reform since at least 2007, one of the final triggers for action was a
major strike call by doctors in 2008 demanding improvements in pay and working conditions, which
threatened to escalate.

Meanwhile there was also a growing sense of the need for reform within the nursing profession, as
the drive to increase skilled birth attendance and improve overall Maternal Neonatal and Child
Health (MNCH) care in order to reduce maternal and newborn deaths drew attention to shortfalls in
the number of nurses and their levels of skill and motivation. Since the nursing profession lacked the
powerful voice of the doctors, implementing needed changes was an even bigger challenge.

Within this context, an opportunity to systematically improve Human Resources for Health (HRH) in
Odisha was enabled through DFID’s financial and technical support to the health sector under the
GoO Health Sector Plan (OHSP)?, initiated in 2007/08. This supported a more strategic approach to
making fundamental changes to human resource management, rather than short-term
appeasement of doctors’ complaints. A key performance indicator of OHSP is the percentage of
doctors and nurses available in difficult areas, and overall in Odisha.?

1.2 HUMAN RESOURCES IN HEALTH IN ODISHA: THE STARTING POINT

An effective and responsive health system with the capacity to achieve the Millennium Development
Goals (MDG) for health, especially MDG-4 (reduction in child mortality) and MDG-5 (improved
maternal health), and the National Rural Health Mission (NRHM)* goals for maternal and child health
depends on the availability of adequate numbers of health workers with appropriate skill mix in the
right places’. In its 2008 report the WHO and Global Health Workforce Alliance notes that “severe
shortages of health workers are one of the main health system constraints to achieving the health
related MDGs. To meet the under-five child mortality targets of MDG 4, implementation reviews
have recommended increasing the numbers of health workers and making better use of existing
workers”. The term “health workers” includes the full range of health employees, both clinical and
non-clinical, from physicians and nurses to paramedics, health managers, administrators and

! Technical support is provided by the Technical and Management Support Team (TMST). This has been led by Options and
IPE, with CARE India during 2007/8-2014/15

’ The Odisha Health Sector Plan, renamed the Odisha Health Sector and Nutrition Support Plan (OHSNP) in 2012

® OHSNP Logical Framework

* The NRHM launched in 2005 by the Government of India to address the gaps identified in healthcare across the country,
with a particular focus on improving health outcomes among mothers and children in poor rural communities

*> WHO and Global Health Workforce Alliance 2008; Scaling Up, Saving Lives, Task Force for Scaling Up Education and
Training for Health Workers



technicians, and their effective deployment requires effective strategic planning and management,
rooted in evidence based policy development.

In India as a whole there is a deficit of health workers, as demonstrated by the 2001 Census of India
and the 2005 National Sample Survey (NSS), with the density of doctors, nurses and midwives a
quarter of the World Health Organisation (WHO) benchmark of 2.3 per 1,000 population®. Studies
show that health worker densities are even worse in the poorer states such as Odisha (population 42
million), around a third of those in the better off states, with consequent higher infant mortalities
and worse health status’. Furthermore, the nurse / doctor ratio averages around 1:1, which is known
to be an inefficient skill mix —in the UK it is 5:1. The recommendation of the High Level Expert Group
on human resources in India to enable Universal Health Coverage is a ratio of three nurses and / or
midwives to one doctor.®

Ranked 23™ out of the 28 states, Odisha has a higher incidence of poverty than most Indian states,
worse than average health indicators and an acute shortage of doctors, especially in peripheral
facilities. Another important factor is the high reliance on public healthcare services compared with
private providers. In Odisha, 80% of inpatients are treated in public health facilities, with little
difference between rural and urban areas, and the proportion of outpatients using public and
private health services is around 50% (NSSO 2006). This differs markedly from the all India average,
which indicates that over two thirds of Indians use private sector medical care as a first choice (NFHS
2005/06 India). In remote underserved areas this distinction is even more marked, as virtually no
private services exist’. Public health reforms in Odisha therefore have the potential for even greater
impact on health outcomes and indicators than in most states.

Across India over 60% of health workers are in urban areas (2005 NSS), although the majority of the
population is rural. In Odisha this distinction is even more marked, leaving rural populations, which
form nearly 85% of the whole (2011 Census), seriously underserved. Figures for 2008/09 showed
that almost 30% of sanctioned posts for doctors were vacant across the state, with the situation for
specialists, especially in the critical skill areas of obstetrics/ gynaecology and paediatrics, even
worse. Similar shortages existed for nurses and paramedical staff and the picture was significantly
worse in remote, hard to reach areas, where many tribal communities live.

In 2008 eleven of the least developed, high disease burden districts in the south western part of the
state were designated Kalahandi-Bolangir-Koraput-Kandhamal (KBK+) areas, a formal recognition of
the exceptional levels of poverty and disadvantage prevailing. This was an extension of the eight KBK
districts identified by the Government in 1995 for a special area development approach with specific
inputs to promote poverty alleviation and improve quality of life, of which health interventions were
an important component.

6 Rao, Krishna D et al. So many, so few: Human Resources for Health in India. Human Resources for Health 2012, 10:19
’ Rao, Krishna D et al. So many, so few: Human Resources for Health in India. Human Resources for Health 2012, 10:19
8 HLEG report for UHC in India, Chapter 4 on HR for Health, recommendation number 3, available online at
planningcommission.nic.in/reports/genrep/rep_uhc0812.pdf

® Data from Clinical Establishment Cell of Directorate of Medical Education, Government of Odisha



1.3 WHY REFORM WAS NEEDED

Lack of planning and the absence of an efficient and evidence based human resource management
system exacerbated the problems caused by absolute staff shortages and poor accessibility. Human
resource management was mostly limited to routine administrative functions, with little attention
paid to matching supply with need, ensuring quality of services, upgrading skills to the level required
or provision of incentives to improve health worker motivation. There was no expectation that
anyone working in human resource management should have a relevant professional background or
specific skills to perform the job. In such an unsupported and unresponsive environment, health
worker morale was low, particularly among those based in rural areas who, as a result, seized upon
any excuse to absent themselves, or better still to effect a transfer to a more desirable (preferably
urban) area. No specific attempt had been made to increase the availability of skilled human
resources in hard to reach areas, even though the depth of need in KBK+ and other very poor
districts had been visible and recognised.

The complaints of doctors included the fact that on entry to the government service they were
graded as Class-Il government officers, rather than receiving the Class-1 status accorded to entry
level doctors in almost all other states. The overall pay structure was also set at lower levels than in
other states, such as Madhya Pradesh or neighbouring Chhattisgarh. This impacted negatively on the
motivation and morale of doctors already in the service and acted as a deterrent to new medical
graduates who might otherwise have entered the service but instead went into the private sector or
to other states. A further source of dissatisfaction was the limited opportunities for promotion
because (1) there were very few mid-level posts available for promotions and (2) Department
Promotion Committees were not convened regularly. A gap analysis carried out by XIMB in 2009,
confirmed the extent of the gaps in staffing compared with the India Public Health Standards (IPHS),
2008. The resulting call for strike action, which received widespread media coverage, was a major
embarrassment for the government and threatened to escalate further, paralysing an already
inadequate health service.

In summary, the key factors feeding into the movement for reform were:

Recognition of long unresolved human resource issues

A growing swell of agitation for reform among different cadres, particularly doctors
Availability of technical assistance and financial aid from development partner (DFID)
High level political commitment to change

=A =4 4 4 =9

Announcement of the Dynamic Assured Career Progression (DACP) for doctors by
Government of India, which the Government of Odisha rejected on grounds of its high cost
i Presence of change agents within the sector to help drive the process

1.4 STATE OWNERSHIP OF REFORMS

10 Supply Side Analysis of Human Resources for Long Term Availability of Health Providers, Department of Health and
Family Welfare (DoHFW), Government of Orissa (GoO), conducted by XIMB and commissioned by TMST



Although there has been considerable devolution in the management of health services and
functions to district and even block levels, constitutionally overall responsibility remains with the
state, mandating initiation of reform from this level. The major overhaul envisaged required a high
degree of political commitment, the existence of which was demonstrated by the fact that health
reform had been under discussion since at least since 2007. The government was therefore ready to
respond to the emerging environment for change and to request assistance from DFID under the
new support programme. Throughout the process successive administrative heads demonstrated
consistent support for the reforms and there was high level political support, as the committee
appointed to review the cadre restructuring proposal was headed by the Chief Secretary. Further
evidence of the government commitment to look more strategically at human resource planning and
management is the statement in the Government Order for the creation of the State Human
Resource Management Unit (SHRMU): “The said unit [SHRMU] will be an institutional mechanism
enabling Policy Planning and Research on Human Resources for Health & F.W. Dept., Govt. of
Orissa.”

In Odisha, as in other parts of India, increasing public demand for universal health coverage has
become a political issue, which acted as a driver for reform. Health inequities have long been
recognised, and in recent years the State Government has moved towards adopting a social
determinants approach to achieving universal health service coverage. The NRHM Programme
Implementation Plan 2014/15 included components to address different kinds of inequity, with
specific plans for tribal health including a sub-plan for particularly vulnerable tribal groups with
vulnerability-linked interventions, such as differential salaries. Thus although the immediate triggers
to health reform appeared to be agitation by the doctors, the real priority was to increase access to
health services, especially among poor and marginalised groups. This mandated the more extensive
process outlined in the strategy, which was informed by evidence from international literature and
national data sources.

SECTION 2: CONCEPTUAL FRAMEWORK FOR REFORM STRATEGIES

2.1. CONCEPTUAL FRAMEWORK

Based on evidence from an earlier Government of India task force study'!, a systematic approach
was developed to address the central human resource challenges for all cadres at all levels. The
study indicated that no single primary factor was responsible for low morale among doctors, but a
combination of issues such as low salaries, few opportunities for promotion, poor facility
infrastructure and weak management all contributed, confirming the need for fundamental reform.

The conceptual approach illustrated in Figure 1 was adapted from the human resources for health
literature™ and identifies key components of the reform agenda, demonstrating the relationship
between them. The process of restructuring was guided by discussion with doctors, who provided
feedback on suggestions for promotional avenues, career paths and capacity building, making the

n Planning Commission Task Force on Planning for HRH (2007)
2R, Somikho, Madhya Pradesh and Orissa State Health Programmes and Technical Assistance Support on HR, 2011



process more evidence based and reducing the number of direct challenges to the reform effort.
Figure 1 illustrates the positioning of different aspects of HRH management at different levels, with
the outer functions, such as structure, capacity building and research, dependent on the central
functions, primarily the institutional steering group, followed by the Management Information
System (MIS) and database.

Figure 1: Framework for addressing human resource reforms strategically in Odisha

Operational research and

Organisational reform . .
evidence for planning

g "
s ™,
il e e '\_
{ A7 Institutional T \
by a = a
Cadre reform and 4——{ ( Steering Group Rationalization
Rationalization of workforce \ M (SHRMU) j.-' of health Institutions
\ " L S
., #

- Creating Database -
L ;

Accountability and

Inereased HR Production performance management

Capacity Building/Training

2.2.  STRATEGIES FOR REFORM

The overall objective of the reforms was to create a robust and sustainable human resource
management system that would ensure the equitable availability of human resources in adequate
numbers and with the requisite skill mix to provide optimal health care to the people of Odisha and
thus improve key health indicators, with a focus on marginalised populations, especially mothers
and children living in rural and hard to reach areas, especially in tribal communities.

Based on the conceptual framework, the strategy was to:

l. Undertake key organisational reforms, including:
1 Creation of a Human Resource Management Unit at state level to provide stewardship
and to steer and sustain the process of reform
1 Strengthening the Human Resource Management Information System (HRMIS) to create
a database to inform cadre reform and human resource management policies
1 Facilitating establishment of independent units within the health department to
enhance productivity and efficiency; key among these were an independent Nursing
Directorate and a Public Health Directorate with separate public health cadre

12



1. Restructure the cadres (medical doctors, nurses and paramedical staff) to improve
professional satisfaction and career opportunities and improve service availability in hard to
reach areas; this included creation of additional posts for doctors, nurses and paramedics
and a clearly defined retention and transfer policy to ensure services in underserved areas

Il Promote equitable distribution of human resources by rationalising health institutions at
district level and below to ensure health worker availability is at least as good in rural and
hard to reach areas as it is in wealthier urban areas

V. Provide capacity building/ training input to:
1 Increase capacity building for healthcare staff at all levels
1 Improve the capacity of training institutions to increase human resource production

V. Increase operational research to provide evidence for planning by improving research,
monitoring, analysis and documentation of key health indicators, with a focus on maternal
and child health and KBK+ areas

VL. Improve accountability and performance management by reviewing and improving systems
to improve efficiency and quality of services

SECTION 3: REFORMS UNDERTAKEN

This section follows the structure outlined by the framework in Figure 1, which was adopted to
address Human Resources issues strategically.

3.1. ORGANISATIONAL REFORM

3.1.1. Establishment of the State Human Resource Management Unit

The SHRMU was created as the central pillar and driver for all other HRH reforms, with a mandate to
facilitate the creation of human resource databases for a Human Resource Management Information
System (HRMIS) and the required institutions, cadre restructuring, staff capacity building / multi-
skilling and research and documentation of evidence for best practices. SHRMU acted as a link and
sometimes buffer between government objectives and the expectations of health workers, using the
findings of various studies and gap analyses to underpin planning.

The Document of Proposal for the SHRMU (Government Order no. 15491/H dated 1 June 2009)
clearly highlights the strategic role of the unit in human resource management, with the directive for
a high-level Steering Committee to monitor the unit and facilitate policy decisions. In order to move
ahead quickly without the need to seek additional financing from the state exchequer, the SHRMU
and staff were initially covered under DFID financial assistance, but this will need to be transferred
to the government system to ensure sustainability after the end of the programme in 2015. Steps
have already been taken to include SHRMU under the state budget in the current supplementary
budget.



3.1.2. Development of the Database and Management Information System

Development of a database of all the doctors in the system, with details of their qualifications and
posting history entailed gathering data from every district and was accompanied by the creation of
an updated grade list (which had not been revised since 2001) showing the seniority of doctors due
for promotion. Work also began on the development of a web-based health HRMIS, which will
considerably enhance the efficiency of HRH management. The clarity provided by the database
enabled scientific and evidence based restructuring of the doctor cadre to be undertaken. Databases
for nurses and other health staff are also under development, with completion expected by the end
of the year 2015/16.

The HRMIS is a key component of the framework for acting strategically on human resource
management and while it was given priority, progress in its development and completion was
slowed by reluctance of doctors to provide information, including their registration numbers, mainly
because of their lack of understanding of how the exercise would benefit them. As an alternative,
the State Medical Register was consulted, although this did not provide complete information. The
importance given to the registration numbers at this stage was due to the design of the National
Informatics Centre (NIC) software, which required entry of this number as a unique identity for each
doctor before allowing access to complete any other data fields. This was later corrected by
changing the software design to allow creation of a new identity for each doctor and to simplify the
information required to that which could easily be obtained through phone calls to the relevant
Chief District Medical Officer. Workshops and discussions also helped the doctors to understand the
aims of the process and motivated them to support it. Monthly updating of the HRMIS through
emailed information from the districts has been institutionalised since 2011/12, led by SHRMU and
therefore sustainable under the SHRMU mandate.

3.1.3. Creation of Additional Independent Units

a. The Public Health Directorate

Creation of a separate Public Health Directorate in 2009 (Government Order no. 14994/26/05/09)
was a major step in recognising the importance of a professional public health perspective and the
particular skills and experience required for this work. Previously, senior public health posts were
filled by clinicians who often had no specific training or experience for the role and answered to the
Directorate of Health Services, which focuses on clinical services. Similarly, public health nurses
reported to different management lines depending on whether they started as General Nurse
Midwives (GNM) or Auxiliary Nurse Midwives (ANM). The new Directorate brought together
functional responsibility for all cadres working in public health positions. No additional posts were
created but efficiency and integration was improved as the doctors working in public health at
district level (District Public Health Officers [DPHO] and the various Deputy DPHOs responsible for
specific public health issues) plus their support teams and the district public health nurses and their
deputies, were now managed under an institution created with specific responsibility for their
technical area. The concept of a separate public health cadre (including doctors, nurses, laboratory
technicians, pharmacists, administrators/ managers, statisticians, epidemiologists, some AYUSH



doctors and certain village health workers) has been developed and is currently awaiting final
approval, with 663 public health posts proposed for doctors at central, district and block levels. With
dedicated clear job descriptions, they will be responsible only for public health work.

b. The Nursing Management Support Unit

In 2009 a State Task Force for Nursing was formed (Government Order 22018/04/09/09) and the
nursing cadre realigned within the Department of Health. Following this the Nursing Management
Support Unit (NMSU) was established as a sister organisation to the SHRMU, with a mandate for
cadre restructuring and reform to specifically address nursing issues and support the nursing
establishment. Nurses and paramedics were converted into district cadres for easier management.
Additional posts for nurses and paramedics (10,301 positions) were created in 2013 as the
beginning of a process to comply with the Indian Public Health Standard (IPHS), and further
additions are currently under discussion towards fully meeting IPHS requirements.

c. The Nursing Directorate

In February 2013, the Nursing Directorate was established, with a Director, Joint Director and
Deputy Director of Nursing (Government Orders 5675/18/02/13 and 5678/18/02/13). This was a
major innovation and the first in the whole of India. It brings responsibility for clinical and public
health nursing and nursing education under one directorate, and is expected to improve the status
of the nursing profession and make nursing systems more efficient, coordinated and vibrant. An
implementation plan is under development for full rollout, but already there is evidence of
improved coordination within the system, for example between different categories of nurse and
between nursing education (previously overseen by the Medical Education Directorate) and clinical
services (previously under the Directorate of Health Services), a situation that often led to
mismatches between training and clinical practice. Now there is consistency between the techniques
and procedures taught in nursing schools and the protocols that are internationally recommended
and used in hospitals. Rosters have been developed in nursing clinical practice sites, and combined
training for clinical site nurses and nursing tutors have been undertaken, resulting in more
coordinated interventions for clinical training of student nurses.

The Nursing Directorate is currently being supported in the development of a nursing vision and
strategies, including those for human resources for clinical, education and public health streams. The
formation of a separate public health nursing cadre has been approved, linked to promotional
avenues for Lady Health Visitors (LHV), posts for 314 block public health nurses, 61 deputy district
public health nurses and 31 district public health nurses, thus opening up an entirely new cadre of
public health nurses which will form a bridge between the ANMs at community level and the
Directorate of Nursing.

3.2. CADRE RESTRUCTURING

3.2.1. Restructuring of the Medical Cadre

Key components of the restructuring process were:



Creation of more senior management posts
Creation of more specialist posts, especially at district level
Upgrading of many mid-level posts to increase promotion opportunities

=A =4 =4 =

Creation of new posts where there were gaps (for example in new facilities) and to increase the

reserve of medical officers available to fill short term vacancies caused by training or sick leave

1 Upgrading of posts at all levels, in particular entry level was changed from class Il officer to class
| officer

1 Introduction of ad hoc recruitment to enable rapid response to needs

As a matter of urgency, restructuring of the medical cadre was carried out in parallel with
development of the HRMIS and database, although this meant working with incomplete information
on exact numbers and placements of doctors. The upgrading and promotion process started in 2009
with the senior positions at the top of the professional pyramid, on which information was more
easily available since numbers were smaller (Government Order no. 14994/26/05/09). At the same
time information was collected on doctors lower down the pyramid and work could then begin on
restructuring at these levels. Although this approach resulted in some posts not being accounted for
initially, this number was remarkably few, only 23 out of 4,258 counted. Restructuring continued
over several years, including revision of recruitment rules and service conditions®>.

To address the lack of specialists in rural areas and the effects of this on direct service provision and
limitation of career opportunities for doctors, a provisional grade list was prepared, radically
reorganising the grades to give many more higher level posts (Table 1) and later increasing the
number of sanctioned posts, from 4,258 to 4,841.

During the restructuring process, within a single year (2010), 17 Department Promotion Committee
meetings were held, resulting in large scale promotion of doctors. As a result nearly 50% more
promotional avenues were created for doctors and between 2009 and 2013 around 1,850 doctors
received promotion with pay increases. Many of these were due to their existing posts being
upgraded (Table 1). With a strong focus on improving rural health services, 585 more specialist posts
were created through re-designation of existing general posts (Table 2), mainly at Community Health
Centres (CHC) and especially for obstetrics and gynaecology and for paediatrics. CHCs were further
strengthened with the placement of more senior staff as in-charges.

Table 1: Overall changes in the Medical Cadre structure

Name of Grade Present before After Restructuring Level (Junior, Mid,
Restructuring Senior) and base

Special Secretary (Tech) Nil 1 Senior — central

Sr. Admin. Grade (1) — Level1 | 3 3 Senior — central
Selection Grade Nil 8 Senior - central

Jr. Admin. Grade — Level 1 6 120 Mid - district

Jr. Admin. Grade — Level 2 34 452 Mid - district

Class — | (Senior) 277 1,440 Mid — district/ sub-

13 Government Orders: 23982/14/11/11 (Re-designation of significant posts); 26723/15/12/11 (Restructuring of cadre II);
30992/27/11/12 (revision of recruitment rules and service conditions); 32774/28/11/13 (creation of 436 additional leave
and training reserve posts; 34617/18/12/13 (recruitment and service conditions)




district
Class — I (Junior) 483 2,234 Junior — sub-district
Class — Il 2,612 (gen) + 843 (spec) = Nil
3,455
Total 4,258 4,258

Source: GoO Resolution dated 26 May 2009; OHSP paper on ‘Productive Efficiency’

To enable rapid response to staff vacancies that arise unexpectedly, the ad hoc recruitment process

was reintroduced in 2010. This shortens the normal process for new recruitment into sanctioned

posts from around three years to a few weeks. Transparency is assured as recruitment is against

clear criteria based purely on official records of medical qualifications, grades and relevant

experience. As a result 1,247 doctors have been recruited to fill vacant sanctioned posts since the

restructuring began, in addition to regular postings through the Odisha Public Service Commission

(OPSC). At the same time a system of employing short term contract doctors to fill vacancies

immediately was introduced.

Table 2: Outcome in terms of increased availability of specialised posts

Before restructuring

After restructuring

Category Total Gen Spec Total Gen Spec Base and role

Special DoHFW: Technical

Secretary 1 1 0 advice on health

Sr. Admin. Grade Health Directors

(Directors) 3 3 0 3 3 0

Selection Grade Directorate of

(Additional Health: Prog.

Directors) 0 0 0 8 8 0 management
State: Prog.

Joint Director management

Level-I (Senior) 6 6 0 120 44 76

Joint Director Districts:

Level-ll (Mid- Specialists/ prog

level) 34 34 0 452 165 287 officers

Class-I (Sr.) (Mid- District/ sub-div

level) 277 147 130 1,440 910 530 hospitals/ CMC
CMC specialists*

Class-I (Jr) 483 235 248 2,234 1,320 914 or PHC-N

Class-Il 3455 2612 843 0 0 0

Total 4,258 3,037 1,221 4,258 2,452 1,806

*0O&G: 380; Paediatrics: 262; Medicine: 133; Surgery: 133.

Source: SHRMU




It is important to note that the new specialist posts are all at district level and below and the
majority are in the key areas of obstetrics and gynaecology and paediatrics, demonstrating a strong
focus on MNCH care. As Tables 1 and 2 show, these improvements have been achieved at relatively
modest cost through re-designation of posts, with a minimum of new posts created.

In 2010, 99 new posts were created for doctors at the 28 new Primary Health Centres (PHC-N)
established in 2009 (Government Orders 3533/13/02/09 and 22369/07/09/10). In 2013 further new
posts were created for Leave and Training Reserve Medical Officers (distributed throughout the 30
districts to reduce the gaps created when doctors were on leave or in training), specialists for
trauma and intensive care units in District Headquarter Hospitals (DHH) and medical officers for a
new sub-division hospital (Table 3), increasing the system responsiveness to need.

Table 3: Additional posts created for doctors in 2013

Category of Post Number Created Place/ Institution
Leave & Training Reserve MO | 436 District HQ hospital
MO & Specialist 7 SDH Birmaharajpur
Specialist Surgery 16 Trauma care at 4 DHH
MO ICU 20 At ICU DHH

Total 479

Source: SHRMU database

In 2013 a systematic gap analysis of health institutions and human resources against the IPHS was
produced by SHRMU in partnership with TMST. As a formal and widely accepted process this gave
validity to complaints about human resource management shortfalls and was used as a basis for
developing a proposal for increased incentives for all rural postings (not just those already in place
for KBK+ districts) and a rational transfer policy.

3.2.2. Restructuring of the Nursing Cadre

Shortfalls in the availability of nurses were identified through a systematic gap analysis based on the
IPHS, and addressed in 2013 through huge increases in the number of sanctioned posts for staff
nurses (2,934) and ANMs (5,164) (Government Order 17266/07/06/13), with a directive for
recruitment over the next four years. Nurse pay has almost doubled, signifying recognition of the
importance of their role and the need to provide a level of remuneration that is more likely to
attract high quality candidates. Evidence suggests that fair and reliable compensation are among the
key motivational conditions for retention of nurses and other health personnel **, but nurse pay has
traditionally been very poor in Odisha. Gaps in existing sanctioned posts were found across the
whole state, but there were more vacancies in the disadvantaged areas such as KBK+ because of a
constant “leakage” of nurses to more attractive areas. Re-designation of nursing posts as district
level positions was intended to address this, as nurses were recruited and managed by the districts

* WHO World Health Report 2006; Paper on Motivation and retention of health workers in developing countries: a
systematic review. Mischa Willis-Shattuck, Posy Bidwell, Steve Thomas, Laura Wyness, Duane Blaauw, Prudence Ditlopo



and could not apply for a transfer to another district, only within the district. However, this does not
fully address the problem, as it may be harder to recruit nurses for a difficult district in the first place
if they know there is no transfer option. The ultimate and longer term solution lies in recruiting local
nurses, but in underserved areas the dearth of nursing colleges and of young women with the
required level of education to qualify for training remains a constraint requiring additional inputs
within the education sector and establishment of more nursing schools in these areas.

3.2.3. Restructuring of the Pharmacist Cadre

There had been a long standing demand from the pharmacy cadre for restructuring and creation of
more promotional avenues. As a result of extensive discussions within the government, the
pharmacist cadre was restructured (Government Order 24594/24/08/13) with creation of more
senior and supervisory posts at central, district and sub-district levels (Table 4). This has increased
the promotional avenues for pharmacists, who were threatening strike action.

Table 4: Additional posts created within the pharmacist cadre

SN Category Before restructuring After restructuring

1 Assistant Director 0 2 (central level)

2 Chief Pharmacist 0 72 (district)

3 Senior Pharmacist 2 508 (sub-district)

4 Pharmacist 1,945 1,493 (sub-district)
Total 1,947 2,075

Source: SHRMU database

3.2.4. Proposal to Restructure the Vital Statistics Cadre

A proposal has been developed to restructure the Vital Statistics cadre of the department. A series
of workshops and sensitisation meetings have been held.

3.2.5. A Separate Public Health Cadre

Constitutionally, public health and sanitation are a primary responsibility of the State Government.
Although GoO has initiated a range of activities to improve health outcomes, major concerns remain
in the areas of health promotion, disease prevention and disease surveillance, which directly
contribute to higher rates of mortality and morbidity. Natural disasters due to extremes of climate,
including flooding, drought and cyclones, and the prevalence of diseases such as malaria result in
high death rates, which can only be addressed by a strengthened public health system.

Following creation of the Public Health Directorate in 2009, the concept of a dedicated public health
cadre has been proposed, which will separate public health doctors and nurses from those in clinical
positions (Table 5) and gradually integrate existing supervisory and administrative positions in
professions such as management, accounting, paramedical services and community mobilisation to
create a network of professionals at various levels who bring a specific public health perspective to



their work and receive training on addressing and preventing public health issues arising in
communities and across the state, including planning and implementing interventions to identify,
anticipate, monitor and avert health threats.

Table 5: Proposed structure showing separation of public health from clinical positions

SN | Grade Total Clinical PH cadre | Common cadre | Base
Number cadre (clinical and PH)
Special Secretary/ 1 1 Centre
Super Time (SS)
Sr. Admin Grade (SAG) 5 0 0 6 Centre
Selection Grade 28 0 0 28 Centre
(Floating)
3 | Jr. Admin. Grade Lev-I 120 80 9 31 Centre/ district
Jr.Admin. Grade Lev-I| 431 327 103 0 District/ sub-
district
5 | Sr. Class-I 1451 946 505 0 District/ sub-
district
Total 1,354 617 65
6 | Jr.Class-I 2,769 Sub-district
Grand Total 4,805

Source: SHRMU database

3.3. INCREASING EQUITY: ENSURING FUNCTIONALITY OF PERIPHERAL
HEALTH INSTITUTIONS

In 2009, 28 new Primary Health Centres were created (PHC-N), making a total of 99 such facilities,
which sit between district hospitals and CHCs in the hierarchy and have a doctor, nurse, pharmacist
and support staff. These additional facilities were created across the state wherever gaps existed,
which mainly benefited KBK+ areas since these were in greatest need.

Reorganisation of the primary health care structure in 2010, on the basis of the gap analysis carried
out in 2009/10 by SHRMU in partnership with TMST, designated three categories of CHC based on
the availability of doctors and specialists (Government Order 28589/08/10/10). They are: (1) those
with 1 general doctor and 4 specialists (formerly area hospitals); (2) with 2 doctors and 2 specialists
(formerly Block PHCs); (3) with 1 doctor and 1 specialist (formerly CHCs). It is important to note that
the one specialist mandated for all three categories is obstetrics and gynaecology and the second
priority is paediatrics, demonstrating commitment to improved MNCH care. This is to some extent
an interim measure as it does not fully comply with the IPHS, but marks the beginning of a process to
bring services up to the standard mandated.

Of an additional 10,301 nursing and paramedic posts created in the year 2013 during the reform
process, 2,934 were for staff nurses, 5,164 for ANMs, 991 for male MPHWSs, 258 for radiographers
and 954 for lab technicians. The fact that half of these positions were for ANMs and male Multi-
Purpose Health Workers (MPHW), who work at sub-centre level and are therefore nearest to the




community, was significant in making services more accessible to the most remote and marginalised
populations, who are less likely to go to a higher level facility for services.

Financial incentives for peripheral postings (INR.8,000 per month) and district hospital doctors
(INR.4,000 per month) in KBK+ districts were put in place to motivate and retain doctors in these
hard to reach areas. Contract doctors prepared to work in peripheral institutions receive a higher
package than those in district facilities, although it is too soon to evaluate the effectiveness of this
measure in getting more doctors out to these facilities. In 2013 a scheme for posting newly
appointed doctors to KBK+ districts for a minimum of three years was introduced, which again has
not yet been evaluated. If successful the concept may be extended to other disadvantaged areas to
encourage doctors to accept such postings. Similarly a proposed rational transfer and posting policy
for doctors is intended to ensure reliable availability of doctors and specialists in underserved areas
through appropriate recruitment and promotion. These proposals are currently under consideration
by the State Government and have not yet been fully implemented.

Odisha has a policy of preferential entrance to postgraduate training for doctors who have worked in
KBK+ districts, although the effectiveness of this in actually improving care has not yet been
evaluated and without an effective performance appraisal system there is a risk that young doctors
may simply regard their time in KBK+ areas as a price to be paid for career advancement, using the
time for studying rather than providing patient care. Financial incentives and improved facilities are
also being tested to improve the performance and motivation of paramedics and frontline workers
in difficult areas, which will be scaled up if proved effective.

3.4. CAPACITY BUILDING

Although the State Institute of Health and Family Welfare (SIHFW) is the lead directorate for capacity
building, SHRMU has undertaken the capacity building needed to steer the human resource reform
process forward. To make optimal use of existing scarce health resources, multi-skilling of doctors
has been initiated in the form of short courses for MBBS doctors to enhance their skills. To date 127
doctors have received training in Life Saving Anaesthesia Skills (LSAS) and 38 in Basic and
Comprehensive Emergency Obstetric Care (B/CEmOC), both of particular importance for MNCH care.
In addition 48 doctors have undertaken the one-year Post Graduate Diploma in Public Health
Management.

Table 6: In-service training provided for doctors

Training Number Trained Remark

Life Saving and Anaesthetic Skills (LSAS) 127

PG Diploma in Public Health 48 14 in 2011; 18in 2012; 11 in
Management 2013; 11in 2014

C/BEmOC 38

Induction training for new MOs 69 New course started in 2014
Management of substance use 15 2012

disorders

ToT multi-skilling 23 2012

Source: SHRMU and SIHFW



Similarly, multi-skill training and capacity building for nurses and laboratory technicians has been
initiated to strengthen service delivery. Training has been provided to 127 AYUSH medical officers in
primary health care as a task-shifting move to enable these community based practitioners to take a
greater role in formal healthcare in remote areas, where they are often the only medical person
available (Government Order 20935/08/08/14). For example they may work at PHC-Ns when there is
no doctor. Mandatary induction training for new recruits joining institutions has been introduced, to
enable them to become efficient members of the team more quickly. Monitoring is undertaken
through State Integrated Monitoring Teams as a joint initiative of NHM Odisha, Directorates of
Health and development partners. District level health teams also undertake regular monitoring of
newly trained/ recruited personnel, and identify gaps to initiate any corrective measures needed.

Additional in-service training opportunities for nurses are being provided, both in technical areas
and management/ leadership skills. This recognises the important contribution of the profession to
quality of health services and the potential for further developing the role of nurses in supporting
doctors, enabling them to take on tasks previously restricted to doctors and thus freeing doctors to
carry out other essential work. New longer courses are also being developed, such as a one-year
Public Health Nurse training, and access to BSc nurse training is expanding, with the expectation that
BSc nurses will not be limited to teaching in training institutions (as at present), but can also aim for
senior clinical positions.

The opportunities being developed for leadership and management training are particularly
important in helping senior nurses to develop the skills to progress to higher administrative and
management levels that match those available to doctors. An illustration of this need is the fact
that the first Nursing Director is in fact a doctor as there was no senior nurse available with the
required experience. In the next few years the capacity of senior nursing officers in the directorate
will be appropriately built to enable them to take up the administrative challenges and become
eligible for promotion to the rank of director. SHRMU is mandated to undertake/ facilitate training
and capacity building of various cadres of the health department, and through the OHNSP fund, has
facilitated several trainings, which are in addition to the existing regular training/ capacity building
through SIHFW/ NHM™. There is a small risk associated with such investment, as highly trained
personnel may take advantage of options outside the government service to pursue more lucrative
career opportunities. However, the superannuation benefits for mid and senior level personnel in
the government system are substantial, acting as an incentive for trained mid and senior level
health officials to remain within the government system (except for allowable short term
deputations). The risk is slightly higher among younger professionals, however.

!> National Health Mission, formerly the National Rural Health Mission- this was changed to reflect the wider focus that
includes underserved urban populations



Table 7: Examples of in-service training facilitated by SHRMU

Staff category Training type Number Remarks
trained
Staff nurse Leadership management 12 2011 in Hyderabad
Staff nurse/ tutor Exposure visit to OSMANIA | 2 2011 in Hyderabad
Nursing College
Staff nurse/ tutor Improving quality of 15 Berhampur Nursing College by
clinical learning in nursing Nottingham University SNMP
& midwifery education
Staff nurse/ tutor Strengthening clinical 23 2013, Berhampur by
nursing education Nottingham University SNMP
Staff nurse/ tutor Strengthening clinical 31 2014, Berhampur by
nursing education Nottingham University SNMP
Lab Tech (Sr.) Multi-skilling ToT 31 2012
Lab Tech Multi skilling 168 2012

Key training institutions are being upgraded, including the SIHFW, which is responsible for all in-
service training for government health workers, and the new non-government Public Health
Institute, which now manages in-service training for public health cadres.

SHRMU has also supported and facilitated many exposure visits critical to undertaking key reforms,
some of which are mentioned below:

9 Exposure visits to Kerala and Gujarat for implementation of RSBY

1  Exposure visits to Tamil Nadu, Maharashtra and West Bengal brought in evidence to
support the creation of a separate public health directorate and the move towards a
dedicated public health cadre

Consultation workshops for creation of nursing directorate and nursing restructuring

=

Multi skilling of lab technicians

9 Exposure visits to Tamil Nadu, Bangalore to increase the intake capacity of medical
colleges led to revision of the policy on establishment of medical colleges under public
private partnership arrangements.

3.5. INCREASING THE PRODUCTIVITY OF TRAINING FACILITIES

Of particular importance is work carried out under a partnership arrangement between the
Department of Health, the State Nursing College at Berhampur and the University of Nottingham
School of Nursing Midwifery and Physiotherapy (SNMP), which began in 2011 and has been
facilitated by TMST. This focused on development of the State Nursing College as a centre of
excellence in clinical learning for nursing and midwifery, ensuring evidence based practices are used
in line with the latest globally recommended clinical practices and clinical linkages and consistency
are maintained between pre-service and in-service training. As the only institution in the State
producing BSc nurses in the public sector, it is the main source of tutors in the six public sector
general nursing schools and therefore important in setting and maintaining consistency of standards
in the nursing profession. It also influences standards within the 19 public sector AMN schools.



A competency assessment carried out by SNMP in 2013 at the college and the two clinical learning
sites used (one at the medical college and one at the city hospital) shows significant improvements
over the previous year in infrastructure, leadership and morale, with the allocation of additional
tutors, better access to clinical practice opportunities for students, more regular attendance of staff
and students and improved monitoring and documentation®. At this workshop it was agreed that
further support would be provided at Berhampur in the form of workshops in: (i) understanding and
assessing clinical and professional competence; (ii) experiential learning; (iii) evidence based
practice; (iv) reflective practice; (v) clinical decision making; and (vi) leadership skills. Further
development of pre-service training will now be taken on by JHPIEGO, for both GNMs and ANMs,
and the University of Nottingham will focus on developing and improving in-service training.

Very few attempts have been made to increase the supply of doctors in the state. In a bid to address
this, the Department of Health has adopted a number of measures, with more investment in
infrastructure and human resources to upgrade existing medical colleges and increase their
undergraduate and postgraduate intake capacity. From the academic year 2013-14 SCB MCH,
Cuttack has been recognised with an annual intake of 250 undergraduates. Two other government
medical colleges are also in the process of enhancing their intake capacity from 150 to 250. The
Department has also approved establishment of five new government medical colleges, with intakes
of 100 undergraduates.

Recognising the potential importance of the private sector in providing additional medical training
capacity, private institutions operating in Odisha are being encouraged to set up medical colleges,
with MoUs already signed to establish medical colleges at Sundargarh and Talcher respectively and
permission been issued to six private promoters. New medical colleges are also planned in Rayagada
and Gajapati districts through public private partnerships. This means a total of 15 new medical
colleges (public and private) will be set up in the next few years, substantially increasing the pool of
doctors in the State.

3.6. USE OF EVIDENCE AND THE ROLE OF RESEARCH

The use of evidence illustrating the complexity of needs and potential solutions has been important
in the design of HRH reforms. The initial focus on KBK+ districts is developing into a more detailed
and disaggregated analysis of vulnerability that incorporates a wide range of demand and supply
side factors related to geographical remoteness, socio-economic factors, left wing extremist
movements and availability of health workers"’.

State level household surveys such as the National Family Health surveys (NFHS) and those led by
the National Sample Survey Office (NSSO) continue to be important sources of evidence for policy
and planning, but as they are widely spaced they need to be supplemented by effective routine
monitoring and evaluation data from health MIS and targeted studies. Concurrent Monitoring (CCM)
was introduced in 2011 and is currently providing the only independent sex, caste and tribally

16 Workshop and Visit Report by Catrin Evans and Helen Mclintyre, January 2013
Y Thomas D et al. 2014. Closing the health and nutrition gap in Odisha, India: A case study of how transforming the health
system is achieving equity. Social Science and Medicine. Submitted.



disaggregated data available down to sub-district level, helping to strengthen the evidence base for
future programme and human resource management.

As part of the reform process, it is significant that after the initial gap analysis carried out by XIMB in
2009, most of the subsequent studies have been carried out “in house” by teams from SHRMU and
TMST. This was a mutually agreed decision and signified the increasing trust and partnership
between the Department of Health and TMST, and worked to the satisfaction of both sides. Major
studies carried out to provide evidence for reforms were:

1 In 2008 assessment of the overall situation for health staff, including doctors

T In 2011 assessment of the situation of nurses and paramedics

1 In 2013 assessment of the need for additional measures (financial incentives and rational
transfer policy) to ensure sufficient doctors in rural areas

1 Assessment of enhanced remuneration of contract doctors (notified)

However, one of the major studies which greatly influenced future reforms, on assessment of factors
contributing to and affecting availability and retention of health workers in rural and remote areas
(2012), was sub-contracted out by TMST to IIPH, Bhubaneswar. This study provided the initial
evidence to develop the Transfer and Exit Policy and the Place-based Incentives Policy, as well as the
inclusion of costs of infrastructure development for staff quarters at all health institutions in the
state budget in 2014/15.

Measures to improve the quality of research and ensure adequate monitoring and evaluation of all
key areas of effort include:

a. Formation of a Research and Ethical Committee to examine research proposals which may be of
benefit to the State

b. Commitment by SHRMU to encourage various professionals and individuals to submit research
proposals that can be of benefit, reaffirming institutionalisation of the concept of wide rigorous
research to generate evidence for policy development and planning

c. A situation analysis of retention of health personnel, commissioned by GoO from the Indian
Institute of Public Health (IIPH) Bhubaneswar, in selected remote/ rural parts of the state
Assessment of district health performance and capacity building

e. Assessment of the role of optimisation and multi-skilling of lab technicians

f. A study on the burden of disease in selected parts of the state (planned)

These initiatives have, directly or indirectly, led to improved outputs and outcomes in the health
sector. For example the retention study (c) provided the evidence to take the transfer policy forward
and the place based incentives policy, and the assessment of the role of optimisation and multi-
skilling of laboratory technicians (e) supported inputs that increased the availability of laboratory
services. As the reforms become embedded in the system, continuing research to build a knowledge
bank of robust evidence on the implementation experience and outcomes of HRH reforms will be
important to inform future decisions and conceptual thinking.



3.7.  PERFORMANCE MANAGEMENT

Implementation of human resource reforms has been based on sound human resource management
principles. With TMST support, SHRMU has collected all the “Candidate’s Confidential Reports” of all
government doctors working in the state. These have been digitised and uploaded to provide a
transparent, accessible system. Linkages with the General Administration Department are being
established to ensure a seamless, integrated database. These measures have facilitated effective
tracking of performance and helped establish a transparent system that also enables faster
promotion among for mid and senior level staff, thus also acting as a motivator for improved
performance.

The human resource MIS at Odisha’s National Health Mission contains data for almost 15,000
currently employed contract staff. NHM issues 11-month contracts, which go through a renewal
committee (at state/district level) before being extended for a period of 3 to 11 months, based on
performance. There is a tiered payment system for NHM contractual staff with basic remuneration
plus performance related incentives. At state level these are paid quarterly on the basis of
performance reports, and at district level they are based on the overall performance of the district
with process/input and output indicators for staff. With TMST support, reorganisation of the
structure of the performance management system at NHM is being considered (in 2014), to make it
more objective, efficient and aligned to NHM deliverables for the period 2014 to 2017. Given that
NHM contract staff now account for an additional 75% of health personnel in the state, over and
above the nearly 20,000 providers who hold permanent government positions (see Table 11 below),
the culture of strengthened performance management introduced through NHM should percolate
throughout the health workforce over time.

SECTION 4: RESULTS

4.1. REFORM MILESTONES ACHIEVED

Table 8 shows the years in which major milestones were achieved. In practice, the process for the
reforms overlapped in time and the table shows when they were met.

Table 8: Timeline of Reform Milestones Achieved

2009 2009 2009 2009 2013 2013 2014
Establishment | Establishment | Establishment | Restructuring | Establishment | Restructuring | Separate
of SHRMU of Public of doctor of doctor of Nursing of nurse Public
Health database grades (more | Directorate grades and Health
Directorate (modified in in 2010 and revision of Cadre
2011) 2011) pay scales developed
(cabinet
approval
awaited)




4.2. VACANCIES REDUCED

Table 9 shows the percentage of sanctioned positions for health staff that were vacant in 2008/09
compared with 2013/14, indicating a substantial reduction in vacancies for doctors (down from
29.1% to 12.6%) and nurses (down from 21.8% to 14.9%), achieved as a result of the reforms.

Table 9: Changes achieved in vacancies against sanctioned posts in the health service

SN | Category of post # Sanctioned in % Vacant in # Sanctioned % Vacant in
2008/09 2008/09 in 2013/14 2013/14
1 | Doctor 4,258 29.1 4,805 12.6
2 | Staff nurse 2,046 21.8 2,882 14.9
3 | ANM 6,918 9.0 9234 9.5
4 Male Multi-Purpose Health 4,729 34.9 4,944 23.8
Worker (MPHW)
5 Lab technician 1,123 22.0 1,094 34.5

Source: SHRMU database

Figures 2 and 3 show steady declines in the number of vacancies for doctors and nurses between
2008/09 and 2012/13, although these increased again in 2013/14 following the creation of new
posts that were not immediately filled.

Figure 2: Reduction in vacancies among sanctioned posts of doctors
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Figure 3: Reduction in vacancies among sanctioned posts for nurses
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Looking particularly at the KBK+ districts (Table 10), improvements can be seen in terms of a
reduction of vacancies for doctors, down from 30.3% of sanctioned posts to 22.9%, and for nurses,
down from 20.0% to 14.5%. Again, in 2013/14 the number of posts was increased (by 135 for
doctors), making the reduction greater in real terms. For nurses, in addition to the increase of 8 base
posts, a further 253 contract posts were added, for which recruitment has just begun.

Table 10: Changes achieved in vacancies against sanctioned posts for permanent staff in KBK+ areas

SN Category of post # Sanctioned | % Vacant in # Sanctioned | % Vacant
gory ofp in2011-12 | 2011-12 in 2013/4 in 2013/14
1 Doctor 1,256 30.3 1,391 22.9
2 Staff nurse 580 20.0 588 14.5

It should be noted that in addition to the regular health staff shown in the tables above, there is also
a large pool of supplementary personnel working through NHM on a contractual basis. The numbers
of these additional staff vary year by year depending on caseloads and analysis of the requirements
of health facilities across the districts. The effects of this factor on availability of staff on the ground
are shown in the next section.

4.3. INCREASED AVAILABILITY OF PERSONNEL

Section 4.2 demonstrates the reduction in percentage health worker vacancies achieved as a result
of the reforms, and Table 11 shows how this translates to increased numbers of permanent
government staff on the ground, taking into account the reduction in vacancies and increase in the
number of sanctioned posts. This is particularly dramatic for doctors, staff nurses and ANMs, which
show increases of 39% (1,181 more doctors), 53% (853 more nurses) and 33% (2,062 more ANMs)
respectively against the number of staff on the ground in 2008/09.

Table 11: Increased availability of permanent government employed health staff

SN | Category of post # Sanctioned | Staff # Sanctioned | Staff Increase in #
in 2008/09 available in in 2013/14 available staff
2008/09 in 2013/14
1 | Doctor 4,258 3,019 4,805 4,200 1,181 (39%)
2 | Staff nurse 2,046 1,600 2,882 2,453 853 (53%)
3 | ANM 6,918 6,295 9,234 8,357 2,062 (33%)
4 | Male MPHW 4,729 3,079 4,944 3,767 688 (22%)
5 Lab technician** 1,123 876 1,094 717 -159
TOTAL 14,869 19,494 4,625

** Availability of lab technicians has been reduced due to court cases regarding the affiliation of AICTE in the
last 5 years.

Similarly, Table 12 shows the increased availability of staff on the ground in KBK+ districts.



Table 12: Increased availability of permanent government doctors and nurses in KBK+ districts

# Sanctioned Staff # Sanctioned Staff .
. . . . . Increase in
SN Category of post posts in available in posts in available # staff
2011/12 2011/12 2013/14 in 2013/14
197
1 Doctor 1,256 875 1,391 1,072 (22.5%)
2 Staff nurse 580 464 588 503 39 (8.4%)

Table 13 shows how NHM has further added to the availability of health personnel across the state.
Since NHM staff are contractual and based on specific demands, the recruitment process is quicker
and difference between sanctioned staff and staff in position is minimal. In particular, the NHM
contractual appointments have ensured much greater availability of staff nurses and ANMs, and also
for cadres such as AYUSH medical officers and pharmacists.

Table 13: Increased overall availability of staff including regular and NHM

Total staff available in Total staff available Percentage increase in

SN | Category of post 2008/09 in 2013/14 staff
1 Doctor 3,049 4,395 44%
2 Staff nurse 1,800 4,646 158%

ANM/ Additional
3 ANM 6,449 10,235 59%
5 Lab technician** 900 829 -8%

TOTAL 12,198 20,105 65%

** Availability of lab technicians has been reduced due to court cases regarding the affiliation of AICTE in the
last 5 years.

Table 14 shows the contribution of NHM in terms of increased numbers of positions for various
cadres across the state.

Table 14: Increase in availability of staff specifically due to NHM

Total positions -
. . . . Total positions
Designation Designation 2008/09 2013/14
Medical officer (clinical 30
1 responsibility) 195
2 AYUSH medical officer 314 2,944
3 Staff nurse 200 2,193
4 Additional ANM 154 1,878
5 Lab technician 24 112
6 Pharmacist 0 730
TOTAL 722 8,052




4.4, PROGRESS AGAINST CONCEPTUAL FRAMEWORK

Progress against the conceptual framework referred to in section 1.4 (Figure 1) is summarised in

Table 15, including recommendations for the next steps.

Table 15: Review of progress in human resource reform against the conceptual framework

Reform area

Progress to date

Recommended next steps

SHRMU

In place and functioning

Maintain strength and
institutionalise funding under
GoO

Database for various cadres

In place for doctors, nurses,
others? But incomplete

Complete data collection and
ensure regular updating

HRMIS

Partially developed

Further refine to be an
“intelligent” management tool

Structural reforms for various
cadres

Undertaken and largely complete
for doctors, nurses, pharmacists
and lab technicians, also multi-
skill training in process

Continue adjusting as needed

Increased HR placement and
production

Creation of large numbers of
additional posts, increased
recruitment, increased
productivity of medical colleges

Continue efforts to improve
recruitment and retention in hard
to reach areas. Further increase
production of HR

Capacity building/ multi-skilling

In process

Increase scale and rate as needed

Accountability and performance
management

Little done so far

Develop performance appraisal
system and link to management

Operational research and
evidence for planning (especially
for increased equity)

Research used as a base for
reforms and foundations set for
encouraging more research
proposals

Accelerate targeted research
efforts and ensure quality

SECTION 5: CONTRIBUTION TO SERVICE DELIVERY AND
STRENGTHENED MNCH RESPONSE

5.1. IMPACT OF REFORMS ON ACCESS TO SERVICES

A useful immediate process indicator is the proportion of the 94 First Referral Units (FRU) that are
fully functional. These units were established at hospitals (32) and CHCs (62) to provide
Comprehensive Emergency Obstetric and Newborn Care (CEmONC) services, but many were not
fully functional due to a number of constraints, most significantly human resource shortages, in
particular a lack of anaesthetists for provision of caesarean sections and insufficient nurses with
skilled attendance training. Often this was due to lack of rational posting, with skilled staff posted to
facilities where their specialised skills were not used, and implementation of the proposed rational
transfer and posting system is expected to improve this. As a result of a range of interventions,
including human resource development and capacity building, a steady increase in functionality has
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been seen in the FRUs over a three-year period, from only 50% fully functional in 2011/12 to 72% in
2013/14 (increasing from 47 in 2011/12 to 53 in 2012/13 and 68 in 2013/14).

Although it is too soon to attribute gains to the HRH reforms, Odisha has achieved success in
reducing the Maternal Mortality Ratio, from 358 to 235 (SRS, 2003 and 2012 respectively) and infant
mortality rate, from 75 to 53 (SRS 2005 and 2012 respectively), the highest decline in IMR in the
whole of India. This is largely due to a decline in neonatal mortality, from 53 to 39 (SMS 2005 and
2012), which is far ahead of the all India average. During the period under reference, many of the
larger states have seen a decline in IMR but without any change in NMR. Institutional deliveries in
Odisha have increased markedly, from 33% in 1990 to 70.8% (AHS 2012/13) although this still falls
well short of the target of 80% by 2016/17 (NRHM PIP 2014-17, submitted to Gol). The increased
focus on KBK+ regions has led to a greater rate of fall in MMR in the southern region (21%) than in
the State overall (17%) between 2010/11 and 2012/13 (see Figure 4, data taken from AHS 2010/11
to 2012/13, baseline, first and second updation).

Figure 4: Proportional reduction in MMR across administrative regions of Odisha
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The improvement in key indicators for the State as a whole between 2010-11 and 2012-13 is clearly
seen in Table 16.

Table 16: Improvements in MNCH indicators

Key MNCH Indicators AHS 2010-2011 | AHS 2011-2012 | AHS 2012-2013
% Mothers who received 3 or more ANC check-ups 76 78.5 81.9
% of mothers delivering at government facility 61.7 68 70.8
% Mothers who received PNC check-up within 48 hours 74.5 80 82.8
of delivery

'8 Mission Data 2013-14, National Health Mission, Odisha
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% Mothers who availed financial assistance for delivery 61.6 67.7 70.3
under JSY

% Children age -23 months fully Immunise . .
% Child d12-23 hs fully | ised 55 62.3 68.8
% Children breastfed within one hour of birth 71.5 74.3 78.7
% Children (aged 6-35 months) exclusively breastfed
for at least six months 248 266 307

CCM data also shows significant progress in reducing the equity gap between tribal women and

children and all women and children for utilisation of marker MNCH services, including institutional
delivery™. It is anticipated that increased access to services as a result of HRH reforms will translate
into accelerated progress in maternal and child health, particularly in KBK+ and other disadvantaged
areas. HMIS data for the High Priority Districts (HPD), which are 10 of the 11 KBK+ districts, indicates
an encouraging reduction in the equity gap (Table 17).

Table 17: Comparison of data for high priority districts against the State as a whole

Functional DPs
Functional FRUs
Maternal Death Review
(No. reviewed / death
reported)

Nutrition Rehabilitation
Centre

Community Based

% of VHND held versus
planned

No. of ASHAs trained in
module 6&7 (3rd round)

% of registration during
1st trimester

% of pregnant women
received 3rd ANC

% SBA Delivery (home
SBA)

% of women stayed for
48 hrs. after delivery

% age of mothers who
received post-natal
check-up within 48
hours of delivery
Children suffering from
diarrhoea who received

District
District
District

District

District

District

HMIS

HMIS

HMIS

HMIS

HMIS

AHS

Cumulative

Target (in %)

Achievement

Key Process Indicators
Facility Based (2013-14, HMIS data, NRHM Odisha)

1190 580 (49%)
95 65 (69%)
614/648

(95%)

44 43 (98%)

96 %

22735
52.22%

43530

Key Output Indicators

52%

87%

10%

30%

61%

91

Cumulative

Target (%)

394 182 (46%)
23 18 (78%)
248/260

(95%)

17 17 (100%)

94%

12968 11999

92.5%
46%
83%

9%
29%

62%

94.34

Achievement

State

1190
95

100%

80%

98%

8%

70%

80%

100%

394
23

20

100%

70%

98%

5%

70%

80%

100%

¥ Thomas D et al. 2014. Closing the health and nutrition gap in Odisha, India: A case study of how transforming the health
system is achieving equity. Social Science and Medicine. Submitted.
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HAF/ORS/ORT (%)
% of children under age = NVBDCP 43.9% 48.6% 65% 60%
5 slept under LLIN

The availability of adequate trained human resources also translates into improved quality of care
scores. In a pilot of six district hospitals undertaken by the NHM Quality Assurance Cell, supported
by TMST, quality scores across various domains of maternity services showed improvement linked to
increased availability of staff in maternity units, especially nursing staff (Figure 5).

Figure 5: Improvements in quality of care scores
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Although it is not possible to attribute gains purely to HRH reforms as there have been other
interventions during this period, comparison of figures for institutional delivery in the District level
Household and Facility Study (DLHS-3) in 2007-08 with those from CCM data in 2011 shows that
coverage has grown at a faster rate in KBK+ areas than on average across the State, considerably
narrowing the equity gap. Initial analysis of CCM 2 data (2014) from 104 blocks confirms the
narrowed equity gap for institutional delivery and ANC.

We note that OHSNP has targeted all six of the health systems building blocks defined by the World
Health Organisation (WHO)*: (a) leadership and governance, (b) health financing, (c) human
resources, (d) information, (e) medical products and technology, and (f) service delivery. The Value
for Money (VFM) report for Odisha State®’ found that work across the health system has been
important in achieving results in terms of improved coverage and health outcomes. This includes
work in the HR reforms discussed in this document and the procurement and financial reforms. In
brief the procurement reforms have led to an increase in availability of drugs and functioning

2% http://www.wpro.who.int/health_services/health_systems_framework/en
2! E_pact Consortium June 2014, draft report to DFID India
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equipment at facilities and NRHM financial data shows an increased allocation of NRHM resources to
the KBK+ districts over the years of implementation (from 25% in 2008-9 to 34% in2012-13).
Concurrent actions/reforms across all of these areas are likely to have contributed to improved
utilisation across geographic areas and social groups.

Further assessment of direct and tangible impacts of HRH management reforms is needed in the
form of:

1 Increased rational posting of doctors based on the use of HRMIS to match skills and experience
with the needs and services provided at facilities

1 Reduced vacancies for doctors and other cadres, especially in rural/remote areas

1 Increased posting and transfer based on transparent seniority and/or performance criteria — this
is important to ensure motivation of doctors

1 Evidence of targeted training using HRMIS

1 Improvements in facility level functionality (FRUs), outpatient attendance and institutional
deliveries following composite HRM reforms

A Value for Money study carried out for DFID by e-Pact in 2014 suggests that support for the HRH
reforms represents good value for money and is highly relevant, meeting a critical need within GoO
and aligning well with the work of GoO and development partners. This is particularly notable as
institutional strengthening (an important component of the HRH reform effort) scores as highly
relevant against all six elements of the REEEES framework used for assessing for Value for Money
(Relevance, Economy, Efficiency, Equity, Effectiveness and Sustainability). Information management,
also an important component, scores highly against the three elements for which it is applicable
(Relevance, Efficiency and Sustainability).

SECTION 6: DISCUSSION LEARNING AND POLICY DEVELOPMENT

6.1. DISCUSSION

The complexity of the relationship between human resources and overall health sector performance
is widely acknowledged and is due to factors such as the labour intensive nature of health service
provision, the existence of well-established separate professions and occupations each with their
own locus of practice and control, plus the sheer scale of operations®. This has often been a reason
for not addressing HRH reform, even when it is clearly needed. In grasping this nettle, the Odisha
Health Department has demonstrated its commitment to improving health coverage and its
understanding of the fundamental importance of HRH management, not only to ensure the
presence of appropriately skilled staff on the ground but to manage them effectively in order to
maximise motivation and performance.

Since reform was first proposed in 2008, an enormous amount has been achieved in terms of

2 Martineau, T and Buchan, J. (2000). Human Resources and the Success of Health Sector Reform. Human Resource
Development Journal, Vol 4, Issue 3, pp. 174-183.



strengthening the health service and in the comprehensiveness of the reforms. A wide range of
influential factors have been addressed to improve access to quality services, with a particular focus
on underserved areas (KBK+) and MNCH care. Of particular importance are:

1 The creation of the Nursing Directorate, a major step in recognising the importance of the
nursing profession and its particular needs and in empowering nurses

1 Designation of a separate Public Health Directorate, institutionalising the distinction between
the roles (and skills) of clinical and public health staff

1 Initiatives to increase the presence and capacity of key staff at grassroots level, especially in
underserved areas

1 Afocus on improving equity in health service coverage

1 Major changes to promote the rational deployment of health staff and improve their pay and
conditions

With foundations in place, the challenge now is to maintain the gains and momentum achieved and
to ensure these systemic reforms translate into further improvements in MNCH services in
underserved areas and reduction of health inequities. Global evidence®® suggests the availability of
doctors, nurses and midwives is positively correlated with coverage of skilled birth attendance but
too few countries appropriately plan for and support nurses, midwives and community health
workers to deliver essential MNCH interventions that could save lives.

6.2. CHALLENGES AND LEARNING

6.2.1. Initial challenges and learning

Despite many factors in favour of reform, there were a number of early challenges to be met, which
resulted in useful learning:

Government financial constraints mandated that initially no new posts were to be created
additional to the current sanctioned strength of 4,258 posts. The first reforms therefore
deliberately kept the number of posts the same, instead moving many from lower to mid-level
grades. A fortunate coincidence that worked in favour of reform was that the Finance Secretary
at the time of the first restructuring was previously Health Secretary and so understood the
need for reform. As a previous Health Minister, the Finance Minister was also more inclined to
support reforms, despite the unavoidable extra costs incurred.

Learning: Taking a strategic approach and using available support made significant reforms
possible within a limited budget.

Opposition remained from some doctors, who wanted many more senior posts. The reformers
argued that change should be implemented incrementally in order to gain approval from the

= Gupta N et al.; Human resources for maternal, newborn and child health: from measurement and planning to
performance for improved health outcomes; Human Resources for Health 2011, 9:16 doi:10.1186/1478-4491-9-16



VI.

Finance Department and Government. Making initial changes at lower levels was more cost
effective, benefiting more doctors more quickly.

Learning: Taking time to talk with the doctors helped them understand the process and gained
their support.

The absence of reliable data on existing doctors in the system was a constraint, which the
reform team endeavoured to address by seeking information from three different sources and
triangulating. The sources were: (a) the Secretariat; (b) the Directorate; and (c) the districts.

Learning: Creativity was needed to overcome the difficulties encountered in gathering data.

There were specific challenges to nursing reform caused by the lack of nurses in senior positions
within the Department of Health; these posts were all filled by doctors who naturally had less
understanding of nursing issues and the need for reform. Overall the low social status accorded
to the nursing profession, perceptions of the lack of rewards and poor conditions and
consequent low levels of appreciation among schoolgirls of the potential of nursing as a
worthwhile profession has constrained the development of the profession and its voice.

Learning: It is important to provide inputs to empower nurses and raise the status of the
profession.

Further along the process, the lack of experienced leaders among senior nurses meant it was
not possible to find a nurse with the skills and experience to fill the post of Nursing Director, so
the situation was further compounded by the appointment of a doctor to this position.

Learning: Development of leadership skills among senior nurses is essential to raise the profile of
the profession and its voice.

Maintaining momentum: Reforms that came later in the process, including those in nursing,
suffered from the waxing and waning of political energy for reform as a result of changes among
the individuals holding senior political positions. Fortunately, momentum was retained by the
efforts and understanding of bureaucratic/ administrative staff, who remained more stable and
were strongly committed.

Learning: Although high level political commitment is important in getting reforms started, the
solid support of senior bureaucrats is needed to maintain the momentum through political
changes.

6.2.2. Remaining challenges to be addressed

Access to Services: Despite encouraging progress, Odisha still has some way to go in achieving
more acceptable health indicators, especially in disadvantaged areas such as KBK+ districts, and
the state is not on track for achieving the Millennium Development Goals on several indicators.
Systemic problems remain, for example, out of 478 health facilities identified to provide 24-hour



emergency obstetric care, only 258 facilities have actually been able to do so, a shortfall of 46%.
Nearly 38% of designated FRUs are still not able to provide 24/7 emergency obstetric services
and almost 32% are unable to provide the full range of family welfare services. Although these
gaps are in part due to inadequate systems for procurement of drugs and equipment,
prescription auditing, civil construction and maintenance, there is still scope for improving
utilisation of available clinical human resources and increasing production of professionals with
key skills in the numbers needed. Human resource constraints remain a major factor in the
provision of quality services, benchmarked against IPHS or Universal Health Coverage standards,
ISO accreditation targets or even State specific targets.

Organisational Reform: The SHRMU has played a critical role in the reform process and will
continue to be an essential pillar in effective HRH management. The next challenge will be to
ensure it remains the strong institution it has proved to be after the end of the OHNSP. Chaired
by the Health Secretary, the Steering Committee has met regularly, making decisions of strategic
importance in driving the reform process. To maintain momentum, a file on the role and
structure of a Programme Management Unit for SHRMU, as a separate entity reporting to the
Secretary for Health after OHNSP closeout, is currently being moved. This proposes posts that
will need to be carried forward with terms of reference for the unit as a whole and individual
members, and reporting modalities. It will be important to continue to work with administrative
staff to empower them to maintain momentum, since they are not subject to the same rate of
turnover as those in political positions, and have demonstrated a strong sense of ownership of
the institution.

HRH management: Global experience of reforms suggests® that the root of human resource
problems often lies in the lack of management experience and skills. GoO is aware of this as an
issue but there is a need for continuing capacity development at all levels of the HRH
management system. In particular continuing development of leadership and management skills
among senior nurses will be important in maintaining and building on the reforms within the
nursing profession.

HRMIS: There is a need to differentiate between a database of information gathered to provide
a head-count of active doctors in service by facility, which has been achieved (although
uploading of the database is not quite complete at the time of writing), and a HRMIS that
provides a dynamic database which is automatically updated with changes in doctor posting
status and can be used as an “intelligent” tool and resource that will automatically update and
can be used to track and trigger recruitment (particularly for specialised skills), training,
performance appraisal and other human resource management functions, which has not yet
been fully achieved. Regular and accurate updating of the database will also be crucial and work
is ongoing to engage CDMOs in making the system sustainable by providing regular information
from their districts.

2 Martineau, T and Buchan, J. (2000). Human Resources and the Success of Health Sector Reform. Human Resource
Development Journal, Vol 4, Issue 3, pp. 174-183.



6.3. POLICY IMPLICATIONS

The next phase of activities will need to focus on consolidating the gains achieved to ensure
sustainability and continuing progress. Immediate needs requiring attention are:

I.  Completion of the database and enhancement of the HRMIS so that it functions as an intelligent
tool for human resource management
II. A more systematic gap analysis of human resources in health institutions, based on IPHS and
focusing on provision of maternal and child care, specifically RMNCH+A and development of the
non-communicable disease control programme
lll.  Taking forward the vision for development of a vibrant nursing profession, building capacity in
leadership, managerial and professional skills to ensure that future senior positions within the
Nursing Directorate (Director, Joint Directors and Deputy Directors) are held by nurses who
function confidently and competently in these roles and lead the way in developing the status
and voice of nurses in the health sector
V. Increasing overall training capacity, both pre-service (production) and in-service (capacity
enhancement and career development) for all cadres, but with a particular focus on nurses and
doctors, and continuation of the move towards greater use of multi-skilling
V. Implementation and assessment of place based incentives for doctor and other health workers
to improve retention in hard to reach and difficult areas
VI. Facilitating government approval of the Exit/Transfer Policy for doctors and its subsequent
implementation
VII. Bringing to fruition plans for establishment of a separate public health cadre and provision of
appropriate capacity building and support to ensure smooth implementation in line with the
vision outlined in the Scoping Report developed with support from the Faculty of Public Health
UK
VIIl.  Systematic research to gather evidence regarding the medium and longer term outcomes of the
reforms, in terms of improved access to and utilisation of MNCH services, particularly in KBK+
and other underserved areas, and improved health indicators.
IX.  Strengthening the human resource management system and increasing the availability of
information on contractual positions at NHM, and ensuring linkages with districts to update data
on recruitment.



APPENDIX I
Risk and Sustainability of HR Reforms

Creating an additional institutional structure during a project period within a formalised structure
with buy-in from senior administrators and policy makers is difficult; even more difficult is to make it
sustainable. SHRMU has been central to most of the HR Reforms undertaken in the Department of
H&FW and its importance and contribution has been recognised by policy makers at the highest
levels of the Government of Odisha.

Continuation of SHRMU is vital given the fact that SHRMU is involved in so many other reform
processes, inter alia: implementation of HRMIS, comprehensive database of all personnel across all
cadres, restructuring of various cadres, creation of separate public health cadres, transfer and exit
policy, place-based incentives. Non-continuation of SHRMU will definitely slow down the pace of the
reform process of the Department H&FW and it will obviate the service of dedicated and
experienced HR experts. Financing such a unit, which is crucial to key reforms, is always a challenge
for the Department.

In the light of this and the completion of OHSNP, the Department has decided to absorb the Unit
within the Department itself, so that the process of HR reforms will not be stalled and achievements
to date will not go to waste. The post of Joint Director SHRMU is already created, therefore the
question of sustainability relates to the supporting posts, which have been contracted, as opposed
to staff, to date. A concept note along with a justification note for financing the supporting posts
from the state budget has been sent to the Finance Department in this regard. However, as with
other similar initiatives, a continued push from the Department and strong political will be required
to ensure that this s achieved.

Senior policy makers and officers of the Department have also been adequately sensitised to initiate
and follow through on other HR reforms after completion of the OHSNP. Accordingly, a proposal
from the Department H&FW to set a Project Management Unit for the Medical Colleges has also
been approved by the Finance Department, for a period of 5 years from 2015. This unit will oversee
and provide support to the Department in creation of more medical colleges and a post graduate
institute in Capital Hospital.

With regard to the nursing reform process, a dedicated and independent Nursing Directorate has
been made fully functional, within the project period. Positions which were earlier supported
through OHSNP FA have now been included in the NRHM PIP, in order to ensure uninterrupted
services. However, the risk for the nursing reform is it continues to require external support for
many of the interventions, and though leadership and capacity building initiatives have been
initiated, there still remains a wide gap between the required and current levels of technical,
managerial, leadership and advocacy skills. This will require further and continued support.

Handing over

The table below shows a brief snapshot of key reform processes and their current status, with an
ongoing agenda, where apporpriate:



SI No Area Status at 2007/08 Status at 2013/14 Completed/ Ongoing
work
1 Establishment | Human Resource Fully functional SHRMU | SHRMU is established as
of SHMRU reform for Health in place. a fully functional unit
was not at the core managing HR in the
agenda amongst Gradation list of DoHFW.
competing priorities doctors is in place and
of H&FW in use for promotions.
Department. HR Data monitored,
Growing need for resulting in updated
creating a structure and accurate
to spearhead HR information of vacancy
Reform process. position of doctors.
2 Development | Most of data were HRMIS for doctors have | Comprehensive
of Database not available. been complete and database with all
and Database was currently in use within | relevant information of
Management | manual and the department. doctors developed and
Information incomplete. updated by SHRMU.
System However, such
databases for other
cadres need to be
developed and updated.
This will extend well
beyond 2015 March.
3 Establishment | Need for a stronger | Separate Public Health | Completed.
of Public focus on public directorate created in
Health health activities and | 2009 with all the posts
Directorate streamlining it filled in.
owing to frequent
outbreak of
epidemics like flood,
diarrhoea, heat
stroke etc.
3 Creation of Need for taking the | Fully functional NMSU | Completed, and with
Nursing nursing reform has been set up with additional posts in
Management | process forward OHSP support. nursing approved in PIP

2014-17, the need for




Support Unit

No support
structure to carry
forward the nursing
reform process.

NMSU ceases to exist.

Establishment
of Nursing
Directorate

Lack of unified
structure, confusion
in role clarity and
multiple sources of
authority and
responsibility to
manage affairs of
nurses.

Call for a separate
Nursing Directorate
to manage all
cadres of nurses.

Separate Nursing
directorate created
with positions of
Director, Joint and
Assistant Directors.

Completed — can be
taken forward by govt.
However, role of
advocacy for nurses as Jt
Director and Director is
still required.

Nursing
Visioning

Lack of coordinated
convergent action
within the nursing

This came as a need
after creation of the
Nursing Directorate,

Since this is a new
Directorate and devoid
of any legacy, clear cut

fraternity. with the purpose of vision and strategies

streamlining need to be in place to

administrative and guide the Officers of the

technical requirements | Directorate/Department.

and aligning them with

the State’s Plan. Implementing strategies
requires considerable
amount of expertise
which present
Directorate is lacking.
Support post March
2015 will be required.

Restructuring | Large scale Doctors cadre has been | Completed.

of Doctors

resentment owing
to less promotions
and low morale in
the cadre.

restructured 3 times
with more number of
promotional posts,
entry level posts
became Jr Cl-I from CI-
1.




7 Restructuring | Confusion in role Nursing cadre Completed.
of Nursing clarity and multiple | restructured with more
Cadre sources of authority | promotional posts and

and responsibility to | nursing directorate
manage affairs of created.
nurses.
Increase in the scale of
pay.

8 Restructuring | Inadequate Pharmacist cadre has Completed.
of Pharmacist | promotional posts. been restructured with
Cadre more number of

promotional posts at
the top level (Assistant
Director, Chief
Pharmacists).

9 Restructuring | Suboptimal Concept note Decision yet to be taken
of Vital utilisation of the VS | developed and in the department.
Statics Cadre | cadre. submitted to the

department.

10 Transfer and | Irrational transfer Draft Transfer and Exit | Government is yet to
exit policy for | and posting of Policy developed after | give its on file formal
medical doctors. series of consultations | approval to the Policy.
doctors at multiple levels. Execution of the Policy

Absence of any will require technical

clear cut policy to In principle approval support primarily to

regulate and has been obtained ensure that transfer is

execute transfers. from the government. linked to promotions
and competency and
need based.

5 Place based Huge absenteeism Draft proposal on This activity is yet to get
incentive in difficult and providing place based formal approval from

remote areas.

Poor show on key
health indicators
due to shortage of
manpower in
remote, KBK areas.

incentives to doctors
developed after series
of consultations at
multiple levels.

In principle approval
has been obtained
from the government.

the department. Real
problems will be
encountered when it will
be implemented.

This activity will surely
can become a factor to
address the issues of

absenteeism in remote
and KBK areas, and has




potential for huge
impact especially at
entry and young
professional levels.

Expansion of
Medical
Colleges

Production of
doctors was only
450 from 3
government
medical colleges
which is very small
in comparison with
the doctors’
requirement of the
State as per
sanction and IPHS.

SCB MCH has been
granted with 250
intake per annum.

Agency has been hired
to create additional
infrastructure to make
other two medical
colleges of 250 UG
intake.

Completed.

Setting up of

Only 3 government

Proposal developed for

This is an area which has

new Medical | medical colleges. the department to been very recently
Colleges create 5 new initiated by the
Need for increasing government medical department.
the supply side of colleges. Department needs
doctors. technical support in this
Tendering process has area especially because
been startced for the of its time bound nature.
construction.
Creation of Public health Draft proposal on Formal approval from
Public Health | functions has been | creation of separate the government is
Cadre largely managed by | public health cadre awaited.

persons without
having professional
training on Public
health
management.

Role duplicity and
sub optimal
utilisation of scarce
Human resources.

Need for a stronger
focus on public
health activities and
streamlining it
owing to frequent
outbreak of

developed after series
of consultations,
workshops, exposure
visits at various levels
and forums.

In principle approval

from the department
and government has

been obtained in this
regard.

Draft Cabinet
Memorandum has
been prepared and
submitted.

This activity will need
huge amount of
technical support in
terms of implementing
the public health cadre
plan especially in the
area of capacity building,
designing the training
modules, developing
ToRs at each level,
performance monitoring
and assessment, building
up weaker areas such as
research and laboratory
support.




epidemics like flood,
diarrhoea, heat
stroke and others.




APPENDIX Il

Studies and analyses on human resource reform carried out or commissioned by TMST on
behalf of DFID

1. Supply Side Analysis of Human Resources for Long Term Availability of Health Providers,
Department of Health and Family Welfare (DoHFW), Government of Orissa (GoO) conducted
by Xavier Institute of Management, Bhubaneswar and commissioned by TMST.

2. R.Somikho, hr documentation and outline drafts for potential working papers - Madhya
Pradesh and Orissa State Health Programs and Technical Assistance Support on HR - May
2011

3. Assessment of factors contributing and affecting availability and retention of health
workforce in rural and remote areas of Odisha conducted by Indian Institute of Public Health
(lIPH), Bhubaneswar and Delhi, PHFI and commissioned by TMST on March 2012.

4. Capacity Building and Strengthening of Nursing Services in Orissa conducted by ANSWERS,
Hyderabad and conducted by TMST. Jan 2009

5. Report on Nursing Education in Orissa based on situational analysis in three pre-service
institutions conducted by ANSWERS, Hyderabad and commissioned by TMST.

6. Concept Note on creation of State Human Resource Management Unit (SHRMU).

7. Proposal on restructuring of allopathic doctors.

8. Vulnerability assessment of health institutions on key indicators for implementation of place
based incentive for doctors.

9. Compilation of Standard Operating Procedures for multi skilling of Lab Technicians in the
State.

10. Concept Note on restructuring of pharmacist cadre in the State.

11. Concept Note along with a comparative analysis of pay scale of staff nurses of various states
to increase the pay scale of staff nurses.

12. Gradation list of Staff Nurses

13. Gradation and disposition list of Odisha State Medical Service Cadre.

14. Gradation and disposition list of Odisha State Medical Education Cadre.

15. Draft “Transfer and Exit Policy” for allopathic doctors.

16. Concept Note on restructuring of Vital Statistics Cadre in Odisha.

17. Note on Restructuring of the Nursing Cadre.

18. Proposal on creation of Public health cadre in Odisha.

19. Proposal on development of the Human Resource Management Information System
(HRMIS)



