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INTRODUCTION




Primary Health Centre is the initial level of communication of the folks, the personal and the
community with the public health system, which brings well-being as adjacent as
conceivable to wherever the communal individuals live and work. The knowledge and
apprehension in wellbeing expansion and primary health care in India ages back to the
Indus-valley civilization. In the modern time, the basis for primary healthcare for all was
laid by the suggestions of Bhore committee in 1946. Later, based on the tender of first
unified all round progress programme (the communal development programme) primary

health centres were established for every block of the district.

As the time passes many modifications were made in Health system of India after Alma Ata
declaration (1978), Primary health care for all and later Millennium development goals
(MDG) both Central and state government has started providing health services to the
poorest by making health accessible and affordable. Many programmes for the improvement
of Health has been launched by Ministry of health and family welfare, government of India
(GOI) under National Rural Health Mission which has been initiated in 2005 for the welfare
and betterment of the people who remain deprived of the health care related services.
Schemes like Rashtriya Swasthya Beema Yojana (RSBY), Yashashvini, Vajaaypee
Aarogyashree in Karnataka state, Bhamashah Swasthya Beema Yojana, Rajasthan provides
financial people to the people who are not able to pay for the treatment and the diagnostic
services at all the health centres both in rural and urban areas. Web based monitoring of all

the programs made it easier to evaluate and identify the areas of concern.

After successful launch of NRHM for the improvement of Health in rural areas, the GOI

came up with a new mission in 2012 i.e. National urban health mission (NUHM) with the
purpose to elevate the health status of Urban poor, vulnerable and under privileged
population of the society. Under this setup, Government plans to established PHCs in urban

areas.

Under this regard, it become crucial to validate the success of existing health centres
especially PHCs as they are the link between CHCs and Sub centres and can be termed as
first referral units. As the success of PHCs lies in the utilisation of the services by the
people, there is a need of intensive research in this field. And, as government is trying to

improve health in urban as well as rural areas via different programs, there is a need to




scrutinize is there any differences in the facilities and services provided by health centres in

both the areas.

Further, presented literature deep-rooted that several studies were done in availability and

service utilisation of health-related services at national as well as at state levels irrespective

of type of health centre. However, very rare studies tried to compare the health care facilities
and services between rural and urban areas especially in Indian framework; where inequality
between rural and urban is a serious issue in all the fields i.e., in development, infrastructure,
human resources, quality parameters, availability of drugs and equipment etc. In this
background, the present study tried to compare the facilities and services available in rural

and urban PHCs by finding substantial factors.




REVIEW OF LITERATURE




Thimmaih N. et. al (2013) The study depicts that PHCs are first place of connection between
local people and the organization. The government is trying to expand the health status of
urban as well as rural areas by various programs and schemes. Therefore, it is necessary to
determine the factors responsible for strengthening the PHCs so that the health for all is
achieve and which leads to the better utilisation of the services by local people. The paper
addresses the necessity to determine whether there is any difference in the approachability of
PHC services by Urban and rural areas through different programs. Different statistical tests
were used in the study. It was found that there is no substantial difference in the availability

of PHC services in rural and urban areas.

Anargiros Mariolis et. al. (2008) The study was conducted in Greece. Their objective was
to assess points of deviation and conjunction between urban and rural PHCs, to highlight
challenges faced by the start-up of UHCs in Greece. The study suggested the noteworthy
variances concerning PHC facilities utilisation between an urban and a rural people. Citizens

in both the areas has dissimilar fitness desires and motives for selecting a PHCs services.

Duggal (1997) concluded that it is ill-fated that the incidence and prevalence of diseases is

high in rural areas as compared to urban areas. The people living in rural areas did not get

the proper health services. The people in urban have private facilities whereas people living

in rural and tribal areas are deprived of minimum health facilities, and wherever services are
provided, they are not accessible. The health amenities in urban are provided by numerous
hospitals, dispensaries, private practitioners and voluntary organisations. Even PHCs and

CHC:s are also available at corporation level.

The Eighth Plan jagged out that not only the rural poor but in huge cities, where about 50

per cent of urban residents live in slums are deprived of services and their health status "is is




pathetic in comparison to rural areas. Further, "The setup for primary health care in urban

areas barely exists" (VHALI. 1998). The challenges of urban health are discussed below:




KEY PUBLIC HEALTH CHALLENGES IN
URBAN AREAS

Foor households not knowing where to go to
meet health need

POSSIBLE RESPONSES UNDER THE NATIONAL
URBAN HEALTH MISSION

The biggest challenge is to connect every househaold to
health facilities. The role of the shum level Community
Worker ( like the Honorary Health Worker in Kolkata
slums) is a possible intervention. The Community
Worker becomes the first point of contact for any health
need. She has the authority to connect households to
health facilities. A health facility or health personnel is
responsible for a cerfain number of households.

Weak and dysfunctional public system of
outreach

A detailed review of the exisfing arrangements to
identify the causes for dysfunctionalffunctional sys-
tems. The investments under NUHM could be to pro-
vide a respansive public system - service guarantees
well defined and well recognized by all.

Contaminated water, poor sanitation.

Work towards a possible public health bill that sets
standards for provision of basic entitlements like
water and sanitation facilities. Provide resources to
communities to ensure action at their end to prevent
contamination maintain cleanliness, Work with urban
local bodies to increase access o functional boilets,

Poor environmental health, poor housing

Work with urban local bodies to set standards for
environmental sanitation, set up systems of waste
disposal, basic housing systems, etc. Work towards
a rights and entitlement based approach though a
public health bill,

Unregistered practitioners first point of contact -
use of irrational and unethical medical practice

Develop systems of accrediting private not fully
qualified practitioners if they do basic specially
designed courses for them, which gives them some
level of acceptable competence. Make them work
under the supervision of government doctors. Special
thrust on rational drug use and ethical practice.
Making local practitioners do more of preventive and
promotive health.




Community organizations helpless in health
matters

Establish vibrant community organizations at slum
level, under the umbrella of the urban local body,
wherever feasible. Co-opt community leaders like
members of Self Help Groups, women's groups,
etc. Provide untied grants to local commumnity
organizations to carry out community led action for
public health. JNURM is providing the hardware
but in the absence of effective community action, the
hardware will be of little sustainable use. Community
led action for public health encompassing all the
wider determinants of health, is needed. (nutrition,
water, sanitation, education, housing women's
empowerment, skill development, ete. ).

Weak public health planning capacity in urban
local bodies

Fe-orient existing staff of urban local bodies to
understand public health challenges better.

1 arge private spctor buk peoor canmnt anress tham

Develop systems of accrediting private practitioners
for public health goals. These could be for a range
of services. Meed for transparency in developing
protocols, and costs. Community organizations to
exercise key role in roll-out of such partnerships.
MNon Governmental Organizations to build capacity
in community organizations to handle such
partmerships.

Problems of targeting the poor on the basis of
BPL card

Many urban poor households do not have BPL card.
How to reach every poor household and provide
special entitlements at public costs to them for
secondary and tertiary care. It will not be possible to
provide free cancer treatment for all. Natrally there
is a need for identifying the poor. NUHM to develop
criteria for such identification on the basis of a wider
understanding of poverty as not only income or
nutritional poverty.

Mo convergence among wider determinants of
health

Creating common institutional arrangements o
ensure that the same community organization, under
the umbrella of urban local body, is responsible for all
the wider determinants — water, sanitation, nutrition,
health care, education, skill development, housing,




No system of counseling and care for
adolescents

Adolescents face multiple problems in urban areas.
MNeed to mobilize local youth for community led
public health action. Need to attend to special needs of
adolescent girls to make themn cope with physiological

changes.

Ower congested secondary and tertiary facilities
and under underutilized primary care facilities.

MNeed to generate awareness  through MAS

and community workers in - every slum so that
people know clearly where the house hold has to
be sent. Meed based referrals are the only way of

decongesting.

Problem of drug abuse and alcoholism

Urban life is demanding and leads to living with stress
of all kinds. Problems of drugs and alcoholism, tobacco
use, etc. need strong public health interventions.

Many slums not having primary health care
facility

Creating new public health infrastructure using
community buildings, mobile medical units based
on fixed schedules where infrastructure cannot be
created.

High incidence of domestic violence

Need for Counselors in Bastis to help in many behavior
change and gender relation issues.

Multiplicity of urban local bodies, State
government, etc. management of health needs of
urban people

Need for clarity of responsibilities for urban health.
Setting up of an over-arching urban local body level
health mission for convergent action.

Mo normns for urban health facilities.

Need to develop clear norms for primary health care
service guarantees for urban areas.

No concerted campaigns for behavior change

Need for concerted campaigns for behavior change
to enforce public health thrust. Problem of malaria,
dengue, Chikanguniya in urban areas. Counseling
services for well-being of households.

Problems of unauthorized settlements

Developing health care facilities in the framework of
law for such areas.




METHODOLOGY




RESEARCH QUESTION

How different is the status of primary health centres in urban as compared to that of rural?
HYPOTHESIS

There’s no difference in the facility and services given at PHCs and UHCs.

AIM

The study aims at knowing the status of PHCs and UPHCs in terms of infrastructure, HR,
services, availability of equipment and essential drugs, quality parameters and other support

services.
OBJECTIVES

1. To compare facilities of PHCs and UPHC:s.
2. To compare services of PHCs and UPHC:s.
METHODOLOGY

Study Design

Cross sectional observational Study/Descriptive

Study Setting
The study would be conducted in Bhavnagar district of Gujarat. It is the fifth largest city of

Guijarat. It is divided into ten blocks : Bhavnagar, Shihor, Umarala, Gariyadhar, Palitana,

Mahuva, Talaja, Ghogha and Vallbhipur. There are approximately 800 villages in this
district. According to the census 2011 it has a population of 2,388,291, roughly equal to the

nation of Jamaica or the US state of Kansas.

Duration of Study
The study would be conducted for a period of 90 days (three months), from February 01,
2017, to May 05 2017, till the completion of the desired sample size.



https://en.wikipedia.org/wiki/Bhavnagar_Taluka
https://en.wikipedia.org/wiki/Sihor_Taluka
https://en.wikipedia.org/wiki/Vallbhipur_Taluka

Sample Size
Urban PHCs: All UHCs were selected Mahuva 1, Mahuva 2, Shihor, Palitana, Gariyadhar
and Talaja.

For PHCs: six PHCs will be selected from same block where urban PHCs are located.

Sampling Technique
For selection of UPHCs: All UHCs were selected.

For selection of PHCs: Purposive sampling was used.

PHC UPHC
BELAMPAR MAHUVA 1
GUNDARNA MAHUVA 2
SONGADH SHIHOR
VALUKAD PALITANA
MOTIVAVDI GARIYADHAR
MATHAVADA TALAJA

Data Collection Instrument

The data would be collected using a checklist and observations made during the field visits.

Data Collection Procedure
Data will be collected by visiting the health centers and checking the records. Also if

required interacting with health service providers.




Data Analysis Procedure

The data would be checked for partial/incompletely filled information before analysis. The

data would be coded, tabulated and analyzed using Microsoft Excel.




RESULT ANALYSIS




Fig.1 Status of PHCs in terms of Physical Infrastructure (fig in %)
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Fig.2 Status of Availability of Human Resources in PHCs and UPHCs ( fig in Average number)
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Fig.3 Status of service delivery in health centers (fig in %)
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Fig.4 Status of Availability of IEC material( fig in%)
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Fig.5 Status of Other support services available at health centers( fig in%)
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Fig.6 Status of MAMTA Sessions of Rural and Urban Slums( fig in%)
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CONCLUSION

The physical infrastructure of UHCs is inadequate as compared to PHCs as discussed
in graph. Lack of wards and Labour room in UHCs affects the service delivery

indicator IPD and Deliveries.
Average Staff at UHC is less than PHCs.

Only 50% UHCs perform OPD. And no other services are being provided at UHCs

in comparison to PHCs where all the services are provided.
Lack of display of IEC material in UHCs.

There was appropriate drug storage facility and tally software was implemented in
all the PHCs as well as UHCs.

The status of MAMTA session is inadequate in Urban as compared to Rural.

Therefore, it is evident from the result that the facilities and services at UHCs is

average as compared to rural and they are not efficient enough to Improve health of

Urban poor. Hence, there's a need to strengthen UHCs setting the benchmark of
PHCs.
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PHC/UPHC LEVEL MONITORING CHECKLIST

Name of DiStrict: .....ccoevvvveveeeeeeennnn. Name of Block: ........coooevvviviiiiiiiinnnnn, Name of PHC:

Catchment Population: ........ccccceeenneen. Total Villages: .....cccevevvveeevicnnennn,
Date of last SUPErvisory Visit: ........cccoccviiieiiiiieee e

Date of Visit: ..cocvveeveiiieiiciiieees Name & designation of monitor:

Section I: Physical Infrassructure:

SNo | Infrastrocture ThNo | Additional Remarks
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Section H: Human resous ce:
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21 | 0
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Section 11: Training Status of HR
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4.17 | Functseesal Seml autoanalyser

418 | Reapents and Testing Kits

Section V: Essential Drugs and Supplies
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Mabina (PS or RDT)
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| VDT

Others
Section VII: Service Delivery In last two quarters:
Scn(co lllslh.mnn l'uunﬂvr

TOPD
er

[x weted numlun f pregrancies

| Pe roentage of women reglstered in
the first trimester

Percentage of women reglstered
the tirst wimestee

Percentage of ANCS oot of't nal
registernd
Percentage of ANCH out of total
revistered
Do
Total de s condocis
'\'umtw ¢ obSietr complcations
sanaged, pls specty ty
\ 1 Of neonates imitiated breast
| feeding within one hour
| Number of children screened for
l'\f fects at birth usder RBSK
/ 1.‘ RTI/STI Treated

71X | No of admissions in NBSI

H | of Sxck chiddoun rvfermad
', of progant wotien refurred
L o TUCD Inesertions
3. Of Tubectomy
of Vasectomy
-..--'f Minilsg
)3 ’ No. of children _‘A\'l,ﬁjlllli:-.:('.l

7.21 Nuuh\unvu"u

[r2z | | No, o (L-hljﬂ-. e glve O
23 | Nu of ¢ hlld--‘ Rives H(..mn .\
724 | No.ofl wansn rvh uuv;: o~l parst ur.nny
FP semvicex

‘P-- of NTPs condacted

Mllrr"' deaths, if any
t ."vlv births, if any
Neonatal deachs, if




Morstaring Ohachlir or the PRICATIHE o FRU MaliFw
ANNEYURE 2

| 729 | Infant deaths, if any

Section VIl a: Service delivery in post natal wards:
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Section IX: Record Maintenance:
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aad maintain | Bable

rorrectly | od |

| Niled

ANC Repister
| PNC Resgister
| Ill‘.{.-.i Ded Read ticket

06 L

wWiHmee

w listang of severely anammic pregnant

nz Labaur roos: registes

N3

Partegraphs

99 o7 Reprster

9.10 lFl' Register

{917 | Immunisation Register
13 -

%12 '-'lpdumi '-ﬁ-u'n;llm

Drug Seock Rapister

Relwrral B :7‘: | stors |br

send Dut)

':;.'.T:i‘n!';_unht'f ‘l-:v';“
Untied funds expendizure [Check %
| expenditure]

AME expenditure [Chedk %

expenditare)

RES expenditure {Chedk %
Cmpenditure)

Section X: Referral linkages in last two quarlers:

S.no [pSSK Mode of
Transport
{Specily

Gt "A' DV!]

E Home to factity

: Inter faolity

! Facility to Homss (ldrop
| bk

No.of No, of Free/Paid
sick children
infants 1-6
transpor  years

ted

No.of
women
transpor |

ted
during |
ANC/ING |

-
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Section XI: 1EC Display:

=% =
TSR M ,
| Appreach reads have directions to the

| 111 ‘ health facility

11.2 | (;ix!zcnl.hn:b'

113 ijl-r‘ms of the Health Facility

114 | Ustolservices avallsxe
L1104 —
11.% | Essential Drug List

+ — R —
119 ISY entitlements

| 11.10 | Other relaged IEC material

Section X1I: Additional /Support Services:
| Stino | Services: 7 ety bl Yes
121 Regular sterilisation of Labour room Y

| {Check Records)

.

Functional byundry Swasheg sarioes Y
Avallabeity of dwtary services

Appropriate drug storage facdities
-+

Equipment maintenanoy sl repa
| raw ¢ hanisn
Grievaece redresa| mectanisms

Tally software implemented

Section XIIi: Previous supervisory visits: __ e e A e
’ S no Name and Designation of the | Place of posting of | Date of visit

| supervisor ‘ Supervisor ]
131 , ey ST

13.2

(133
134
135

Notee Ceparg thad pocoaowry” (i wr o lubral oo’ U posotde ocdon lohes on e §
Ve Masthlye sepsar? of sranbarng « Lhony EONTES STWST A saturavand &v A e v ipVIene aution
pebaaiing o8 Seare MoMFW urbsie

Yo be fi¥ed by monkor(s] ot the end of acrivit)

Key Fladisgs 1 Actions Taken/| T Peman|s) Tiim ehas

| Respossidle






