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Figure 3.9. Blocks ranked by Service Delivery Space index   Figure 3.10. Blocks ranked by Physical accessibility index 
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The block level scenario presented above is, however, inadequate to identify the service 

delivery space at the micro (sub-centre or village) level.  The “wide space” blocks are evidently 

those where supply (of quality health care) falls far short of demand, but one needs to stretch 

down to village level to identify the most vulnerable villages even within these blocks for priority 

of interventions.  It is expected that each block (irrespective of its ranks in the service delivery 

space), during the detailing process of the health plan, would identify and list the least 

accessible pockets within its service area based on a set of available information technology.  In 

this context, there is an excellent opportunity to take advantage of the technology based on 

Geographic Information System (GIS) to map out physical accessibility to health care and to 

estimate the geographic coverage (combination of availability and accessibility coverage) of the 

existing health facility network in each block of the Sundarbans.  Use of AccessMode – a 

software developed by WHO for modeling physical accessibility to health care – is highly 

recommended for this purpose.   
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4.1. Introduction  
 
Built on the findings presented in the previous chapters, this chapter proposes a broad 

plan for initiatives to improve the health care delivery system of the Sundarbans.  The 

purpose of this plan is to help build a sustainable and affordable health care delivery 

system in the Sundarbans which would address the major health care needs of the 

islanders by improving the availability, accessibility, equity, and efficiency of the system.  

In brief, it will help people take the quickest and right choice to address their health 

problems and reach a secured health status.   

 
The evidences presented in this document unequivocally justify the proposition that the 

health care delivery system in the Sundarbans need special attention and unique 

approach.  Against the backdrop of geo-climatic challenges coupled with man-nature 

conflicts and livelihood insecurity, people in this region have to depend on a fragile 

health service delivery mechanism which fails to reach most of them with a low-cost but 

good-quality service package.  The challenges are special; so should be the solutions.  

The specialty of the Sundarbans has been duly acknowledged by the Government of 

West Bengal and a separate ministry on the Sundarbans has been launched for this 

purpose.  New development initiatives are being taken to protect the region from misery 

brought about by natural adversities and consequent poverty. Time has now come to 

acknowledge the uniqueness of the health care needs of this region and focus them with 

special attention.  

                  
The plan presented here is intended to reflect the broad strategic options for 

improvement in service delivery at the Sundarbans, not an implementation for a specific 

intervention.  A logical step forward would be to discuss and debate the options with all 

key stakeholders and finalize a roadmap with necessary modifications.  A detailed 

implementation plan is the necessary next step which should be drawn up in 

consultation with the agencies (including government agencies) working at the ground 

level. 

 
The plan is guided by the proposition that, given their complex landscape and barriers, 

the Sundarbans require a multi-pronged strategy to meet the health care need of people.  

A single intervention (such as mobile health clinics), even at a large scale, is less likely 

to bring about the desired changes in health outcome if other things (for example, public 

health service delivery) remain the same.  In other words, it requires a series of 
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initiatives engaging all types of service providers and innovatively putting pieces of 

interventions together to create a big push and reach a sustainable and high level of 

delivery system.  The following sections attempt to outline the cornerstones of such a 

multi-pronged strategy.       .      

   

4.2. Goal and objectives of the proposed initiative  
 

The goal of the proposed initiative is to provide a comprehensive, low-cost, and 

accessible platform for health care for the inhabitants of the Sundarbans so as to reduce 

mortality and morbidity among them.  

 
The specific objectives are: 

1. Improve availability of and access to affordable and quality health care in the 

Sundarbans, especially in least (physically) accessible areas. 

2. Improve efficiency of the existing delivery system through reorganization of key 

institutions and applications of innovative technologies.  

3. Strengthen the primary health care and the referral system through linking the 

broken chain of transportation 

4. Broaden the delivery base of primary health care by including highly relevant but 

neglected local health problems, such as mental health problems and chronic 

diseases.   

5. Build a health disaster management system to deal with health effects of natural 

calamities.       

 
4.3. Salient features of the plan 
 
The health plan envisions the future health initiatives in the Sundarbans as an integral 

part of the Sundarbans’ reconstruction plan especially undertaken after Aila, the cyclone. 

In other words, it is based on the presumption that improving health delivery system in 

this area should be internalized in the ongoing initiatives to provide the people with 

security against erosion in eco-livelihood and natural calamities (Figure 4.1).    

 
With the above perspective and given the lessons learnt from the past and ongoing 

interventions in the region, the proposed initiative can be described in the form of 

following unique features: 
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(NRHM) program.  In other words, the proposed initiative would have enough 

flexibility to exploit the space given by NRHM for innovative interventions.        

 

3. Powered by local resources and technology: 
 
The proposed initiative would use local resources to the optimum level.  The 

resources include (1) local community based organizations (e.g., self-help groups 

and local NGOs), (2) local health care providers (such as RMPs), (3) local 

transportations for referral (e.g., mechanized boat and rickshaw van), and (4) 

space and other support from village panchayets.  It also emphasizes on using 

new but low-cost technologies which could be adapted to the need of health care 

delivery structure.  For example, the innovations in using solar energy, which 

already touched some areas of the Sundarbans may be used for supplying 

electricity to health facilities.  The computer based GIS technology may be used 

at the block level to identify the under-served and least accessible areas.  The 

mobile communication network may also be used to improve performance of 

frontline workers, and so on. 

             

4. Integrating non-state health care providers on a large scale 
 
The non-state health care providers, i.e., ranging from the local voluntary 

agencies to the less qualified private providers play crucial roles in the health 

care landscape of the Sundarbans.  However, as FHS findings indicate, their acts 

are often uncoordinated, unregulated, and virtually parallel to the public health 

care system. It is also evident that the voluntary agencies need to substantially 

upscale their presence in health market to fill in the service delivery space 

especially in the least accessible areas.  The proposed initiative envisages a 

more pervasive role of organizational arrangements and practices that involve 

population groups and civil society organizations, particularly those working with 

socially disadvantaged and marginalized groups.  It also constructs a space for 

innovation with respect to working with the informal and less qualified providers. 

 
5. Response to and recovery from calamities-induced health shock 

 
The vulnerability of the islands to frequent natural calamities and consequent 

health disaster has been exposed by Aila, the recent cyclonic attack on the 
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Sundarbans.  The shock was too colossal for the public health care system, 

which is, traditionally, ill-equipped to deal with such massive disaster. There is, 

therefore, an urgent need to build capacity of health disaster management within 

the local public health care system. The proposed initiative would address this 

urgent need.     

 
 
4.4. Structural components of the planned initiative  
 
The initiative proposed in this plan has following five components: 
 
A. Strengthening public health facilities  
B. Providing basic health services at the village level   
C. Establishing a referral transport network  
D. Reorganizing existing and introducing new PPP initiatives at the least accessible 

areas 
E. Innovations in use of information and communication technology  
 
Below we present a brief outline of each component.  
 
 
A. Strengthening public health facilities 
 
The success of the plan depends crucially on a significantly improved and reorganized 

public health care system.  For this purpose, the primary focus will be on the PHCs 

which are currently operating at less than desirable state.  The number of PHCs is 

conspicuously low in the Sundarbans (only 47 covering about 90,000 population per 

PHC) and it is estimated that the area will need at least 80 additional PHCs to meet the 

universal standard (30,000 per PHC).  However, more serious concern is how to activate 

and enable the existing PHCs most of which are functioning at much lower than their 

potential. It is also to be noted that the latest initiative in strengthening the public health 

care system in the Sundarbans – the State Health System Development Project in late 

1990s and early 2000s - focused entirely on the BPHCs.  Hence, the PHCs, the 

backbone of the rural public health care, remained chronically weak and partially 

disabled.  The centers are further trapped by the chronic manpower shortage (especially 

the doctors who are usually reluctant to get posted in a remote PHC of the Sundrbans).    

 
The proposed initiative will strongly emphasize the process of strengthening the PHCs to 

utilize their full potential and even add to that.  This is extremely important also because 

the NRHM initiatives are expected to generate additional demand for local institutional 
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care and the supply environment needs to be geared up to meet this demand. The 

desired outcome is that these centers absorb a large part of the local burden of health 

care services and becomes the first point of institutional contact.  For this purpose, the 

following interventions are proposed:  

 
1. The FHS study clearly indicates that the presence of a fully operational PHC 

(under the Block PHC) makes effective difference in improving access especially 

in the least accessible regions.  At present there are only 2-3 PHCs in the whole 

Sundarbans region designated as 24 × 7 service centers.  The present plan 

proposes to designate at least one PHC as 24 × 7 center, initially at each of 

the 8 remote blocks and subsequently to rest, and make necessary supply 

arrangements within a year. 

   
2. A vigorous attempt would be made to meet the shortage of doctors and allied 

manpower at the PHCs, especially those which are deemed to serve people 

living in the least accessible region.  A special incentive scheme for these 

personnel may be worked out for this purpose. 

 
3. All the PHCs will be renovated and equipped according to their need.   

 
4. Each PHC in the most vulnerable blocks (as identified in Chapter 3) will be linked 

to the respective GP units through a referral link (see below for details).      

 
In addition, it is proposed that the BPHC/ RHs of six priority blocks (Sandeshkhali-

2, Hingalganj, Gosaba, Namkhana, Kultali, and Patharpratima)1 are upgraded to 

provide basic EMoC and neo-natal services with an aim to make them full-fledged 

FRU in the long run.  It is extremely important to reduce maternal and neonatal deaths 

in these highly difficult areas.  Simultaneously, the two SDHs – which are already 

designated as FRUs but running short of some critical inputs (see Chapter 3) – will be 

made effective FRUs. 

 
It is also proposed that each of the remote BPHCs will have one specially designed and 

equipped river ambulance (a mini launch).  This service may be operated through a PPP 

model by which a local agency will be contracted by the RKS as service provider.  The 

ambulance will be readily available 24 × 7 hours and will be used to transport patients to 

and from least accessible islands. 
                                                 
1 Note that ‘priority’ status of these six blocks was derived from the analysis presented in Chapter 3 (p-71).  
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The key interventions for the public health care system are summarized in Table 4.1.      

 
Table 4.1. Basic components of strengthening public health facilities 
 
Facilities Present scenario Plan scenario  Priority areas 
SDH (2)  Designated as FRU, but a 

few critical inputs are 
missing.  

Each of them is fully 
functional in real sense  

Kakdwip SDH 

BPHC / RH 
(19) 

  Each BPHC / RH at 
six vulnerable blocks 
enabled to provide 
basic EMoC services 

  Special focus 
(manpower, 
infrastructure, and 
critical equipment) 
particularly on 
BPHCs with low 
utilization. 

  Provide equipped 
river transport as an 
ambulance to remote 
blocks      

Six priority blocks 
 
 
 
Six priority BPHCs + 
three BPHCs with low 
utilization - Basanti,  
Canning-2, and 
Sandeshkhali-1 
 
 
All nine remote blocks 
(listed above) 

PHCs   At least one PHC is 
designated 24 × 7 in 
each remote block (9 
blocks)  

  Renovated according 
to their needs 

  Making non-
functional PHCs 
functional 

PHCs closer to least 
accessible islands / 
hamlets 
 
All 47 PHCs 
 
All six non-functional 
PHCs 

 
 
 
B. Basic health services at the village level   
 
In response to huge need for ambulatory care and accessible and safe birth delivery 

system, the plan proposes establishment and operationalization of at least one Basic 

Health Guard Unit (BHGU) at each GPHQ to complement, but not to substitute, the 

existing public service delivery system2. The unit will provide the population of 5-6 GPs 

(i.e., about 10000 – 15000 population) with the following services (Figure 4.2): 

 

                                                 
2 This concept is not new.  It is a modified version of the “Village Health Unit” concept proposed by the 
National Commission on Macroeconomics and Health commissioned by Government of India. [source: 
Report of the National Commission on Macroeconomics and Health, Ministry of Health & FW, GOI, 
August 2005]   
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will have adequate stocks of medicines and other supplies to prevent and to deal 

with health emergencies, especially gastro-enteric diseases.               

 

Infrastructure  
 
At present the GP-HQ building is used for weekly mobile clinics where a doctor from the 

nearest PHC is expected to make a weekly trip for a few hours and treat patients.  This 

process, notwithstanding its immensely useful additional value, meets only a small part 

of people’s need (see Chapter 3).  It is therefore proposed that the clinic will be run on a 

daily basis by a local provider under the supervision of the local PHC doctor.   

 
This facility will have one consultation room and a set-up for normal birth delivery and 

basic neo-natal care.  The consultation room, identified for mobile health clinic, is 

already available.  In case of space shortage in GPHQ, the nearest sub-center will be 

equipped as labour room.          

 
Organizational structure  
 
Each BHGU will have three trained personnel: 
 

1. A diploma holding clinical practitioner who will act as the team leader and provide 

basic curative and referral services on a daily basis.  He/she may be recruited 

from the local pool of RMPs and will be put through a rigorous short-term training 

before joining.  In future, the person will be selected from the graduates of the 

government-sponsored three-year diploma program for rural health services3.  In 

principle, he/she will act as the gate-keeper  

2. Two community health workers selected from the already available pool of health 

workers (e.g., ASHA and the second ANM) who will receive special training in 

safe delivery and basic child and neo-natal care.  In addition, they will receive 

training on disaster management and on basic non-clinical intervention in 

detection and counseling of mental health cases.         

 
 
 
 
                                                 
3 A bill introducing this diploma program has recently been introduced in the state assembly by the West 
Bengal Government.  It is expected that the course will soon start and the first batch of trained rural doctors 
will pass out within 3-4 years.    
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Management  
 
The unit will be managed by a voluntary agency or a community-based organization 

(e.g., a Self-help group or Panchayet) depending on the availability and stronger 

presence.  The management process will be guided by a PPP contract with the Block 

PHC (or, the district health office) with a set of clearly defined indicators of health 

activities and outcome.  The Block PHC will assign a medical officer (from BPHC or one 

of the PHCs) to weekly supervise the unit and provide technical support.  It will also 

organize regular training program for the unit with technical guidance from the respective 

ACMOs.     

 
Intervention blocks 
 
The BHGU intervention will be initially implemented in the six priority blocks of the core 

Sundarbans (see page 71): Sandeshkhali-2, Hingalganj, Gosaba, Namkhana, Kultali, 

and Patharpratima  These blocks account for about one-third of total population of the 

Sundarbans (about 1.3 million).  Assuming  that each unit will cover 10000-15000 

population a total of around 100 BHGUs need to be set up to cover all of these priority 

blocks.   

 
Financing 

 
A rough estimation of annual cost of operating one BHGU works out to Rs. 0.4 million4 

and that of all BHGUs to Rs. 40 million. This is an extremely cost-effective investment 

with very low operating cost.         

 
The services and required inputs required to operate the BHGU are summarized in 

Table 4.2. 

 
 
 
 
 
 
 
 

                                                 
4 The manpower cost is about Rs. 0.12 million per year for the team leader (assuming that two community 
health workers will be selected from the existing pool and no additional cost is required for them).  It is also 
assumed that 50% of drug supplies will come from the PHCs.  Adding overhead cost of the contracted 
managing agency (0.15 million) and rest of the drug supply (0.15 million), total cost = 0.4 million (approx).  
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Table 4.2. Summary of BHGU intervention 
 
Services Description Inputs required 
Basic curative services 
(daily) 

Treatment of  
 Common respiratory ailments 
 Common digestive ailments 
 Minor injuries  
 Chronic ailments (hypertension, 
asthma, skin problems, diagnosis of 
eye problems, etc.) 
 DSH cases  

 A furnished room in GP-HQ (the 
mobile clinic) 

 Minor equipment 
 Drugs and supplies 
 Technical inputs (e.g., standard 

treatment guideline) 
 Training inputs 

Referral services  Referring complicated cases to PHC 
/ BPHCs 

 Referral transportation (see C) 
 Communication technology (e.g., 

mobile phone) 
Safe delivery services Assisting birth delivery at the unit or 

at home 
 A basic equipped labour room 

with basic neo-natal care 
 Drugs and supplies 

Counseling Surveillance of potential DSH cases 
and counseling 

 Training inputs (from qualified 
mental health care provider) 

Post calamity care Providing prompt preventive and 
curative services for the post-
calamity public health hazards 

 Drugs and supplies  
 Training inputs 

 
 
 
C. Establishing a referral transport network   
 
The BHGU intervention outlined above will be complemented by a referral transport 

network based on local transport modes.  The primary objective of this component is to 

link the broken transport chain which makes the journey to a health facility a nightmare 

for a sick person or a pregnant woman especially at night.  The basic features of this 

network are outlined below: 

 

1. A set of local transports will be leased and attached to each BHGU exclusively 

for transporting referred patients to the nearest BPHC.  This includes specially 

designed van rickshaws and a mechanized boat.   

 
2. Once a patient is referred by the BHGU, the leased rickshaw van and the boats 

(either or both, depending on required transportation) will be alerted and aligned. 

For example, if the patient requires first to travel on land, then cross a river, and 

then again travel on land to reach the nearest BPHC, a chain of van-boat-van will 

be ready at respective nodes before the patient reaches there.  The service will 

be available on call at any point of time.  The chain may also include motor 
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ambulance in case the referred person requires traveling long distance on a 

metallic road. 

 
     

3. For an emergency referral case (especially for a woman requiring emergency 

obstetric and maternal care), the destination (BPHC or SDH) will be alerted by 

the source of referral (i.e., BHGU) to minimize delay in receiving treatment after 

the patient reaches the destination.  The users of the network should get priority 

treatment in destination facility. 

 
4. The referral network may be financed by alternative ways: (1) the providers of 

transport services will be contracted by the agency managing BHGU (voluntary 

agency, SHG, or Panchayet).  The service providers will be paid through a 

voucher scheme by which the poor users will receive vouchers and the service 

providers will be reimbursed by the agency on vouchers.  The agency, in turn, 

will be reimbursed by the block or district health society (or, Rogi Kalyan Samity)  

(2) Alternatively, the service providers may be paid on capitation basis by the 

agency, i.e., on monthly or quarterly basis irrespective of number of trips they 

would make and get reimbursed by the same way.   

 
5. The whole process needs to be monitored on two indicators: (1) whether a poor 

user, when referred, receives prompt services at every node, and (2) whether the 

user, after reaching destination with prior alert, receives prompt treatment.  It is, 

hence, important that a watch mechanism at the community level is set up; or, 

alternatively, the Rogi Kalyan Samiti at the PHC level monitors the process.                

 

D. Reorganizing existing and introducing new PPP initiatives at the least 
accessible areas 

   
The plan intends to strengthen the existing two PPP initiatives – mobile launch clinic 

service and delivery points – and proposes reorganization and up-scaling of these two 

initiatives in the following ways:  

1. The mobile launch clinics, which started more than a decade ago, have proved to 

be a successful innovative model in the Sundarbans.  However, it also suffers 

from a few weaknesses which stand on the way of the utilization of its full 

potential (see Chapter 3).  The major weakness remains in it’s disconnect with 

the public health care system.  The present plan proposes alignment of these 
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services to the proposed BHGU.  For example, the mobile clinics may focus 

more on diagnostic services which can complement the BHGU services.   

Alternatively, these two units may be linked in hub and spoke relation.   

 
2. The plan also envisages extension of partnership with voluntary agencies on the 

NRHM platform.  BHGU itself is a new PPP model.  In addition, it will introduce 

innovative models which will address the geographical barriers faced by mothers 

and children on the way of accessing institutional care.  For example, every FRU 

will have a mothers’ waiting room for the pregnant women with complications 

(from the least accessible islands); the mothers would come to the FRU a few 

days before  the due delivery date and stay in a homely atmosphere. 

 
3. In addition, the Rogi Kalyan Samiti (RKS) of each facility will play an oversight 

role with active participation of local community organizations.  The annual block 

action plan prepared by the BPHC will have inputs from these organizations 

through RKS.                     

 
 
E. Innovations in use of information and communication technology (ICT) 
 
The plan is uniquely characterized by its emphasis on extensive use of low-cost and 

appropriate technology in health service delivery.  Technology will, however, be used as 

a complementary input to system reorganization as outlined above.  The applications of 

ICT will include (but not limited to) the following interventions: 

 
1. For effective surveillance and planning, a GIS-based software (such as 

Accessmode) will be used at every BPHC by which the block will be mapped by 

different accessibility indicators.  The software will be updated regularly and used 

also as a part of information system.  For example, the technology will help the 

BPHC identify the least accessible areas, plan a specially designed delivery 

system, and monitor the progress of performance in these areas. 

 
2. The second intervention will facilitate introduction of new and low-cost self-

diagnostic technology for communicable diseases which can be used at the 

BHGU level (or, community level). For example, the initiatives will strongly 

emphasis on collaborating with global innovators for using self-test kit for 
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diagnosis of malaria and cholera at this level which may be tested if and when 

the research products are available.        

  

 
4.5. Governance structure based on decentralization principle  
 
As argued elsewhere (see Section 3.3) the governance structure (of health care) at the 

district level is constrained by several factors.  More important among them are: (1) the 

virtual distance of the remote Sundarbans blocks to the district health office, and (2) the 

split of the whole region between two districts and lack of focus on the Sundarbans part 

in each district.  The special health care package for the Sundarbans, as outlined above, 

strongly requires a reorganization of the structure to bring in adequate focus on the 

Sundarbans.  It is quite obvious that this process would require an effective 

decentralization process by which the region will be able to sort out its own problems, 

make a separate health plan, and manage it with exclusive attention on the Sundarbans 

blocks.      

 
A reorganized structure is proposed below.  Since the plan wants the government to 

take stewardship role, the proposed restructuring is targeted to the offices of DoHFW at 

various levels5.   

 
State level: At the state level, a small but separate cell on the Sundarbans will be 

created within the DoHFW.  The cell will coordinate all new initiatives, as outlined above, 

exclusively undertaken for the Sundarbans.  It will collate program data and establish 

operational link between the two parts of the Sundarbans (North and South 24 

Porgonas).  It will monitor the progress of initiatives and provide the department with 

regular inputs for improving performance.   

 
District level: Similarly at the district level (South and North 24 Porgonas) a separate 

unit will be operational which would provide management support to the District CMOH 

office exclusively for the Sundarbans region of the district.  Data on Sundarbans will be 

separated and analyzed.  It will coordinate the activities related to new initiatives among 

all blocks of the Sundarbans.  Virtually it will act as a separate program wing (like 

various public health programs) within the district office and will bridge the gap between 

the zonal office and the district office. 

                                                 
5 This is just a brief outline of the proposed process and does not include a detailed Terms of Reference for 
each level.   
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Zonal level: Three zones will be created – one in the North and two in the South 

Sundarbans.  A full-fledged office will be set up at each zone with an ACMOHs as in-

charge.  The offices will be set up at the central place of the ‘core’ Sundarbans (for 

example, Basanti and Namkhana in the South and Hingalganj in the North).  The 

ACMOH will virtually act as a CMOH within the zone and report jointly to the CMOH and 

the state cell.  He /she will coordinate all activities within the zone and be primarily 

responsible for implementing the new initiatives.        

  
Block level: The block level health office (BMOH office) will be responsible for 

coordinating and contracting referral transport mechanism as given in the plan.  In the 

six priority blocks it will also contract and supervise the local agencies for operating 

BHGU at the GP level.  The block level Health & FW Societies will ensure adequate 

participation of local stakeholders (especially the voluntary agencies) and will virtually 

act as the Governing Board of new program.  The GIS technology will be introduced at 

the BMOH office and a person will be specially trained to use it as a platform for 

surveillance and health information system. In addition, it will procure, stock, and supply 

essential drugs required in a post-calamity situation according to the advanced indent of 

the BHGUs within the block.  One of the Medical Officers will provide technical support 

to the BHGUs and act as a nodal person for all PPP initiatives within the block.      

 
Community level: The mobile health clinics and delivery points will continue to be 

operated by voluntary agencies.  However, they will report exclusively to the respective 

BMOH office which, in turn, will compile all data, use them for decision making, and send 

it to the Sundarbans wing of the district office.  The block society will also be the sole 

decision maker with respect to scheduling of service points and up-scaling of activities. 

The proposed BHGU at priority blocks will be run by community-based organizations.  In 

addition to the voluntary agencies, local self-help groups may also be contracted to 

organize this unit.  A GP level health watch group, consisting of representatives from 

local self-help groups, public health workers, local RMPs, and voluntary agencies, will 

also be formed to regularly monitor the PPP initiatives (including BHGU).            
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4.6. Resource implications 
 
A detailed budget to implement the planned initiative may be worked out only after the 

operational / action plan is designed.  It also depends on the finally decided scale of 

operations. However, by all accounts, the additional resources would not be a major 

constraint in this process since most of the the interventions are prioritized by blocks (9 

remoe blocks including 6 priority blocks).  A ball park estimate of additional resources, 

based on the unit costs derived by National Commission on Macroeconomics and Health 

(see p 148-49 of the report) works out to Rs. 830 million for the initial capital costs and 

major recurrent cost for the first year (Table 4.3).  However, the estimate gives only a 

broad indication about the additional resources for major cost components of the 

initiatives.  The action plan, if derived from the plan given above, would require coming 

up with more realistic estimates.    

  
Table 4.3. A ball-park estimate of additional resource requirement (in Rs.) 
 
Components Sub 

components 

Description Total approximate 

cost (in Rs. Million) 

Strengthening public 

health facilities 

Strengthening and 

maintaining existing 

47 PHCs 

Unit cost Rs. 3.42 million 161 

Upgrading 6 Priority 

BPHCs 

Unit cost Rs. 15 million 90 

River ambulance 

(equipped) for 9 

BPHCs 

Unit cost Rs. 50 million 450 

Setting up BHGU  All recurrent costs 

for 1 year for 100 

BHGU 

Unit cost Rs 0.4 million 40 

Referral transport All recurrent costs 

(lease costs) per 

year for 100 units 

Unit cost Rs. 0.5 million 

(assuming 50% recovery) 

50 

Innovations in ICT GIS based 

surveillance in 19 

blocks 

Unit cost Rs. 2 million 38 

Total   829 (or, approx, 830) 

*  The total estimate does not include the existing cost on mobile health clinics and delivery points.  
The amount can be estimated only after an assessment of required additional numbers. 
** Source of unit cost: Report of National Commission on Macroeconomics and Health, GOI 
(slightly modified).  
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