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Problem India has the world’s largest number of maternal deaths estimated at 117 000 per year. Past efforts to provide skilled birth
attendants and emergency obstetric care in rural areas have not succeeded because obstetricians are not willing to be posted in
government hospitals at subdistrict level.

Approach We have documented an innovative public—private partnership scheme between the Government of Gujarat, in India, and
private obstetricians practising in rural areas to provide delivery care to poor women.

Local setting In April 2007, the majority of poor women delivered their babies at home without skilled care.

Relevant changes More than 800 obstetricians joined the scheme and more than 176 000 poor women delivered in private facilities.
We estimate that the coverage of deliveries among poor women under the scheme increased from 27% to 53% between April and
October 2007. The programme is considered very successful and shows that these types of social health insurance programmes can
be managed by the state health department without help from any insurance company or international donor.

Lessons learned At least in some areas of India, it is possible to develop large-scale partnerships with the private sector to provide
skilled birth attendants and emergency obstetric care to poor women at a relatively small cost. Poor women will take up the benefit
of skilled delivery care rapidly, if they do not have to pay for it.
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Introduction

India has the largest number of births (27 million), maternal
deaths (estimated at about 117 000) and neonatal deaths
(1098 000) per year in the world."? There are several reasons
for the high maternal mortality rate in India including non-
availability of obstetricians and skilled birth attendants in
rural areas.>

Problem and local setting

One of the key constraints in providing comprehensive
emergency obstetric care services to rural people in India is
non-availability of obstetricians in the government hospitals.”*
India (with a population of 1.1 billion) has about 22 000 ob-
stetricians,” but less than 13007 work in government hospitals
in rural areas mainly due to inadequate infrastructure and
low fixed salaries.

Gujarat state (with a population of 55 million), on the
west coast of India, has 17 738 registered doctors (with about
2000 obstetricians) three quarters of whom work in private
health facilities."” Those working in government facilities are
largely in urban areas. In Gujarat, the availability of govern-
ment obstetricians at subdistrict level is appalling, with only
7-8 government obstetricians serving a total rural population
of 32 million.” One of the probable reasons for this situation
is that government policy does not allow government doctors

to do private practice. Gujarat has a fairly good number of
private obstetricians practising in rural areas.

Approach

In October 2005, the Gujarat government in consultation
with the Indian Institute of Management in Ahmedabad, the
Society for Education, Welfare and Action — Rural (SEWA
Rural) in Jhagadia and the German development organiza-
tion (GTZ) developed a pilot programme in five districts
(with a population of 11 million) to provide skilled birth
attendants and emergency obstetric care. It was a pioneer-
ing public—private partnership called Chiranjeevi Yojana — a
local name meaning “a scheme for long life (of mothers and
babies)”. The government selected private obstetricians using
simple criteria and contracted them to provide delivery care
to poor women in rural areas.

Payment mechanism

Under this scheme, the private obstetricians provided skilled
birth attendance and comprehensive emergency obstetric care
free of charge to poor women. In return, the government paid
the obstetricians US$ 4600 for a package of 100 deliveries
including treatment of complications, an average price of
US$ 46 per delivery. This is not a very high price considering
India’s per capita income (purchasing power parity adjusted) is
about US$ 3000." The monetary reimbursements were worked

@ Government of Gujarat, Gandhinagar, India.
® Indian Institute of Management, Vastrapur, Ahmedabad, 380 015, India.

¢ Center for Management of Health Services, Indian Institute of Management, Ahmedabad, India.

Correspondence to Dileep V Mavalankar (e-mail: dileep@iimahd.ernet.in).

(Submitted: 10 October 2008 — Revised version received.: 6 April 2009 — Accepted: 7 April 2009)

960

Bull World Health Organ 2009;87:960-964 | doi:10.2471/BL7.08.060228



Amarijit Singh et al.

out based on costs in a private setting in
rural areas by SEWA Rural, a reputable
nongovernmental organization.

Even though higher amounts were
notionally allocated for treatment of
complications — for example 5000 In-
dian rupees (Rs) or US$ 125 for caesar-
ean section versus Rs 800 or US$ 20 for
normal delivery — the key distinguish-
ing feature of the payment package
was that it assumed a fixed rate of cae-
sareans (7%) and other complications
based on the international epidemio-
logical estimates and local experience.
This financial arrangement removed the
monetary incentive for doing more
caesarean sections — a common prob-
lem in fee-for-service private practice in
India.'? In addition, out of the US$ 46
they received per delivery, the obstetri-
cians had to pay the women giving birth
US$ 5 for transportation to reduce the
delay in reaching the hospital. The ob-
stetricians also had to pay US$ 1 to the
person who accompanied the woman,
in a plan to reduce the tendency of
traditional birth attendants to avoid
referring women to health facilities.

The scheme is only for poor wom-
en. In India, poor people are defined as
“below the poverty line” using criteria
set for several other social welfare pro-
grammes and are issued with a card
by the government. This card entitled
them to free delivery facilities under
the Chiranjeevi scheme in a private

hospital.

Enrolment of private doctors

The scheme was promoted via meet-
ings with the community leaders, local
obstetric and gynaecological society
and district health teams. Auxiliary
nurse midwives and other peripheral
health functionaries played a key role
in promoting institutional deliveries
under this scheme. It was managed by
the district and block health officers.
No incentive was paid to government
workers to promote the scheme, nor
was any insurance company interested
due to the low prices."”

The health commissioner and
directors convinced rural obstetricians
to join the scheme using personal vis-
its and meetings in the districts. The
selection criteria for the enrolment of a
private obstetrician were post-graduate
qualifications in obstetrics and access
to a small maternity facility where
caesarean sections could be performed.
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Table 1. Number of deliveries, caesarean section, complications and obstetricians
contracted in Chiranjeevi Scheme in Gujarat, April 2007 to March 2008

District Normal Caesarean GComplicated Total Caesarean Doctors
delivery  delivery delivery delivery (%) enrolled
Gandhinagar 1648 273 152 2073 13.17 22
Mehsana 9232 796 638 10 666 7.46 40
Patan 9815 912 256 10 983 8.30 85
Ahmedabad 17 704 743 0 18 447 4.03 202
Kheda 2999 437 100 3536 12.36 31
Anand 3999 772 17 4788 16.12 85
Surendranagar 5 830 354 72 6 256 5.66 27
Vadodara 4 371 169 855 4 895 3.45 51
Bharuch 1559 226 148 1933 11.69 22
Narmada 645 41 48 734 5.59 6
Surat 1630 100 55 1785 5.60 60
Navsari 2017 318 90 2420 12.93 18
Valsad 1940 214 62 2216 9.66 19
Ahwa-Dang 172 36 ® 213 16.90 4
Rajkot 2832 139 66 3037 4.58 45
Jamnagar 954 28 6 988 2.83 21
Bhavnagar 1659 197 38 1894 10.40 11
Amreli 323 30 8 361 8.31 12
Junagadh 854 146 35 1035 14.11 15
Porbandar 644 182 15 841 21.64 9
Total for 20 70 827 6108 2 166 79101 1.72 685
districts
Total for 5 82 800 4 868 9524 97 192 5.01 180
pilot districts
Total for all 153 627 10976 11 690 176 293 6.23 865
25 districts

To allay the fears that the government
would not pay dues on time, doctors
were given advance payments of about
US$ 625 on signing the contract. As
deliveries occurred, the obstetricians
were reimbursed rapidly by the district
health office. Paper work was kept to a
minimum.' Based on the success of the
first year of the scheme, it was extended
in January 2007 to the entire poor
population of the state, approximately
12.65 million people.

Performance, scale-up and
sustainability

In the five pilot districts, 180 obstetri-
cians joined the scheme in the first year.
From January 2006 to March 2008,
around 97 192 poor women delivered
in private hospitals under the scheme.
Each obstetrician did an average of 540
deliveries and earned US$ 24 840 from
the scheme. Thus the scheme turned
out to be a win-win situation for the
poor women, the private doctors and
the district health authorities. After
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scaling up the scheme to the whole
state, 865 of around 2000 private
practising obstetricians joined. A total
of 176 293 deliveries were conducted
under the scheme by March 2008.

Even though the deliveries in-
creased rapidly in the private facilities,
the caesarean section rate was under
control at about 6.23%. This is much
higher than the 2-3% rate seen in
poor quintiles of the population in
India, suggesting that the scheme has
increased their access to caesarean
section. Table 1 gives the details of de-
liveries in each district, complications
treated and caesareans done under this
scheme. There is substantial variation
in the caesarean rate between districts,
possibly due to a difference in need,
referral patterns and lack of standard
protocols in private practice.

In the whole state, there are a total
of about 282 000 deliveries to poor
women per year, about 23 500 deliver-
ies per month. The coverage of deliver-
ies done under this scheme among the
poor in the state averaged 53% despite
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some reduction between October 2007
and March 2008 (Fig. 1).

Currently the scheme is focusing
on delivery within private institutions.
There is no system yet that monitors
quality parameters such as duration of
stay after delivery, referral to higher
levels of care, who actually conducts the
delivery (obstetrician, nurse-midwife
under the supervision of obstetrician)
and maternal and perinatal mortality
following the scheme. The state govern-
ment is currently working to address
some of these issues.

If this scheme is fully used by all
poor women in the state, it will cost
about Rs 500 million (US$ 10 million),
approximately 3% of the state health
budget. The scheme is funded by money
from the state government budget.
Given the high utility of the scheme,
the state government is likely to sustain
it without any external assistance. The
scheme can be replicated by other state
governments, but will require substan-
tial facilitation and commitment of the
top management. Money alone is not
enough to replicate the scheme.

Lessons learned

This scheme provides the first practi-
cal experience of involving private
obstetricians on a large scale to deliver
skilled birth attendants and emergency
obstetric care to poor women in one
large state in India. It shows that it is
possible to contract with the private
sector, to rapidly increase availability
and utilization of skilled birth atten-
dants for the poor if governments will
pay a reasonable price to private sector
obstetricians. The parameters of success
in this scheme are: enrolment of a large
number of obstetricians at a relatively
small delivery cost, increasing usage of
institutional delivery by the poor and
access to treatment of complications
and caesareans in remote areas (Box 1).

It provides a new direction to
maternal health programming in de-
veloping countries where private sector
resources are available. This experience
also shows that such social health insur-
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Fig. 1. Number of deliveries per month under Chiranjeevi scheme, Gujarat, April 2007

to March 2008
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Box 1. Lessons learned

Factors for success were:

« Large numbers of obstetricians enrolled at a relatively small delivery cost
« Increased institutional delivery for poor women
« Access to treatment of complications and caesareans in remote areas.

ance arrangements can be developed
relatively rapidly and scaled up by exist-
ing health departments without much
support from insurance companies
or international donors. Such efforts
require dynamic leadership from top
managers and committed team work of
peripheral health staff including nurses,
health visitors, medical officers as well
as private obstetricians. In countries
where private obstetricians are not
available in rural areas, similar public-
private partnership contracts could be
made with private general practitioners
and/or midwives or nurses with referrals
to obstetricians in cities.

It may be possible to develop a
model where government obstetricians
in rural areas are paid additional incen-
tive money for providing emergency
obstetric care above a certain minimum
volume of work, although such addi-
tional payment to government doctors
is administratively not acceptable in
many bureaucracies including India.

There is a strong indication that
maternal and neonatal mortality rates

have declined due to this intervention
and we are in the process of assessing
this reduction."

We are not suggesting that such
public-private partnerships should be
seen as the panacea for providing care
to poor women but they are a work-
able solution in settings like Gujarat
state. Governments and international
donors should study such schemes and
encourage public-private partnership
as one of the strategies to achieve the
United Nations Millennium Develop-
ment Goals through new mechanisms
of delivering services to the poor.
More research is needed to identify
the parameters of successful scaling of
such schemes. Future research should
include measuring mortality impact,
satisfaction of clients, reasons for non-
participation of some segments and the
willingness of providers to continue
and to expand their involvement. M
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Résumeé

Offre d'une assistance a la naissance par du personnel qualifié et de soins obstétricaux d'urgence aux femmes
les plus démunies par le biais d'un partenariat avec les obstétriciens du secteur privé au Gujarat en Inde

Problématique L'Inde est le pays du monde subissant la plus
forte mortalité maternelle, estimée a 117 000 déces par an. Les
efforts consentis dans le passé pour fournir une assistance a la
naissance par du personnel qualifié et des soins obstétricaux
d'urgence dans les zones rurales n'ont pas abouti car les
obstétriciens étaient peu disposés a étre affectés dans des
hopitaux publics de niveau inférieur au district.

Démarche Nous avons réuni des informations sur un partenariat
public/privé innovant entre le Gouvernement du Gujarat en Inde et
des obstétriciens privés exercant dans des zones rurales, ayant
pour objectif de proposer des soins a |'accouchement aux femmes
pauvres.

Contexte local En avril 2007, la majorité des femmes pauvres
accouchaient a domicile, sans recevoir de soins qualifiés.
Modifications pertinentes Plus de 800 obstétriciens ont accepté
de participer au schéma et plus de 176 000 femmes pauvres ont

accouché dans des établissements privés. Nous estimons que la
couverture par I'assistance a I'accouchement dans le cadre du
schéma chez les femmes pauvres est passée de 27 % a 53 %
entre avril et octobre 2007. Ce programme est considéré comme tres
fructueux et montre que les programmes sociaux d'assurance santé
de ce type peuvent étre gérés par le Ministere de la santé, sans
I'aide d'une compagnie d'assurance ou d'un donateur international.
Enseignements tirés Dans certaines zones de I'Inde au moins, il
est possible de développer des partenariats a grande échelle avec
le secteur privé pour offrir une assistance a la naissance par du
personnel qualifié et des soins obstétricaux d'urgence aux femmes
pauvres, a un codt relativement faible. Les femmes pauvres seront
rapidement demandeuses de soins a I'accouchement qualifiés si
elles n'ont pas a les payer.

Resumen

Provision de personal de parteria calificado y atencion obstétrica de urgencia para la poblacion pobre
mediante la colaboracion con obstetras del sector privado en Gujarat, India

Problema La India es el pais con mayor nimero de defunciones
maternas, estimadas en 117 000 al afio. Los esfuerzos
desplegados hasta ahora para dotar de parteras cualificadas y
atencion obstétrica de urgencia a las zonas rurales no han tenido
éxito porque los obstetras no estan dispuestos a trabajar en
hospitales publicos a nivel subdistrital.

Enfoque Hemos documentado una innovadora féormula de
colaboracion publicoprivada acordada entre el gobierno de Gujarat,
India, y obstetras privados que ejercen en zonas rurales para
proporcionar atencion obstétrica a las mujeres pobres.

Contexto local En abril de 2007, la mayoria de las mujeres pobres
dieron a luz en el hogar sin atencion cualificada.

Cambios destacables Mas de 800 obstetras participaron en
ese sistema, y mas de 176 000 mujeres pobres dieron a luz en

centros privados. Estimamos que la cobertura de partos asistidos
entre las mujeres pobres en el marco de ese sistema aumentd
del 27% al 53% entre abril y octubre de 2007. El programa, que
se considera que ha tenido gran éxito, muestra que este tipo de
iniciativas de seguro social de enfermedad pueden ser administradas
por el ministerio de salud sin ayuda de ninguin donante internacional
0 aseguradora.

Ensenanzas extraidas Al menos en algunas zonas de la India,
es posible forjar alianzas en gran escala con el sector privado al
objeto de proporcionar parteras cualificadas y atencion obstétrica
de urgencia para las mujeres pobres a un costo relativamente
bajo. Si saben que pueden obtenerla gratuitamente, las mujeres
pobres no tardan en recurrir a la atencidn obstétrica de urgencia.
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