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Human Resources in Health
Timely Recommendations, Some Lacunae
and What about Implementation?

George Thomas

A close look at the major 
recommendations on human 
resources in the report of the 
High Level Expert Group on 
Universal Health Coverage for 
India shows that most of them 
are timely and have been made 
in the right spirit. Some lacunae 
do exist, especially on medical 
education and specialisation. 
But the most important issue is 
whether the recommendations 
can and will be efficiently 
implemented to give shape to a 
non-competitive, high quality 
medical system that provides  
all possible preventive and 
curative services to every citizen 
in the country. 

Healthcare is labour-intensive. It 
is appropriate that the report of 
the High Level Expert Group 

(HLEG), chaired by Srinath Reddy, on 
Universal Health Coverage (UHC) for 
I ndia has devoted an entire subsection 
to human resources in health, perhaps 
the most important component to achiev-
ing universal healthcare. As summa-
rised in the report, right from the Joseph 
Bhore Committee in 1946 to the Plan-
ning Commission task force on planning 
for human resources in the health sector 
in the Eleventh Five-Year Plan (2007-12), 
many recommendations have been made 
on the subject. Yet, by the norms of the 
World Health Organisation (WHO) and 
other institutions, the human resources 
for health are inadequate, perhaps even 
grossly so, in India and the available 
r esources are unevenly distributed with 
some areas of the country very poorly 
served. A clear understanding of the 
present situation is necessary to change 
it. The figures given in the report cap-
ture the starkness of the situation, but 
how did this state of affairs come about 
and what are the systemic factors res-
ponsible for keeping it that way? 

The HLEG report states that the exist-
ing deficits in human resources for the 
health system are lack of data, skewed 
production of human resources, uneven 
deployment of resources and discon-
nected education and training. This is a 
fair analysis. All previous expert com-
mittees have remarked on the same fac-
tors and suggested remedies, which do 
not seem to have worked very well. Why 
did the remedies not work?

The early post-independence years 
were marked by the central government 
establishing the All-India Institute of 
Medical Sciences in New Delhi, the Post-
graduate Institute of Medical Education 
and Research in Chandigarh and the 

J awaharlal Institute of Postgraduate 
Medical Education and Research in what 
was then the union territory of Pon-
dicherry to provide leadership in health-
care research and training personnel for 
the health sector. Unfortunately, in the 
absence of a supporting environment, 
the leadership role of the central institu-
tions failed to become a reality, a large 
number of students left the country and 
the institutions gradually drifted into 
being one among many other medical 
colleges and hospitals. I emphasise this 
because an attempt at piecemeal imple-
mentation of the HLEG report will lead to 
another cycle of failure. The r eport is a 
compo site piece and each component is 
an e ssential part.

State Responsibility

Healthcare being on the concurrent list, 
it was left largely to the states to expand 
the health network. This has resulted in 
huge imbalances in the distribution of 
all health resources, in general, and of 
h uman resources, in particular. At present 
more than 50% of India’s medical col-
leges, dental and nursing colleges and 
other ancillary medical educational in-
stitutions are in the southern states and 
Maharashtra. 

Up to the 1980s, most healthcare acti-
vities, both preventive and curative, were 
provided by the state. A network of pri-
mary health centres dispensed basic 
care, taluk and district hospitals deliv-
ered secondary-level care and medical 
college hospitals provided tertiary-level 
care. Curative care in the private sector 
was mostly primary. Nursing homes pro-
vided elective surgery. For all emergency 
care and tertiary-level care – the stuff of 
television dramas today – everyone had 
to go to a state-funded institution. A 
m ajor shift occurred in the 1980s. On 
the one hand, there was a rapid develop-
ment of medical technology in the 
world. On the other, there was a shift in 
economic policy in India with the em-
phasis shifting from the state to the pri-
vate sector. In the two decades since, we 
have seen a split of service provision – 
preventive care, otherwise called public 
health, has remained largely a service 
provided by the state, while curative care, 
especially expensive (and profitable) 
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tertiary care, is now provided mainly by 
large private hospitals.

Such a split is not seen in any of the 
countries (mostly in Europe) whose 
healthcare systems are considered role 
models. Unfortunately, previous commit-
tees seem to have considered this split in-
evitable due to resource constraints. From 
the A L Mudaliar Committee (1962) on-
wards, there has been no clear road map 
to establishing a high quality healthcare 
system available to all citizens. Instead it 
has been an a cceptance of two systems – 
the public health system for the poor and 
a private system for the rich. The HLEG is 
to be commended for attempting to re-
concile this split and strengthen and 
e xpand the services provided by the state, 
while co-opting the resources of the pri-
vate sector in a composite system.

Recommendations for 
Exponential Growth

On human resources, the HLEG empha-
sises increasing numbers exponentially. 
Its first proposal is adding more commu-
nity health workers (CHWs) at the village 
level so that there is one for every 500 
people in rural areas. In urban areas, the 
recommendation is one for every 1,000 
people. A major step is the guideline that 
CHWs be from the area served. This is 
important because government jobs are 
much valued at the lower levels and a 
large number apply for them. They are 
unable to meet their obligations if they 
have to travel long distances to their 
workplace. Absenteeism is one of the 
major problems of state-sponsored health-
care and brings the system into disrepute.

Moving on to health sub-centres, 
which cover 3,000 to 5,000 people, the 
HLEG report recommends that each of 
them have a mid-level bachelor of rural 
healthcare (BRHC) graduate, two auxil-
iary nurse midwives and one male health 
worker. In urban areas, the BRHC gradu-
ate is to be replaced with a trained and 
qualified nurse practitioner. There is no 
doubt that this recommendation will be 
opposed by associations of medical prac-
titioners on the ground that BRHC gradu-
ates and nurse practitioners will be under-
qualified, if not dangerous. This criticism 
is only valid if these personnel attempt to 
do what better qualified staff is supposed 

to do. This only happens when medical 
personnel compete for patients, and such 
competition should be eliminated by a 
universal healthcare system. It is impor-
tant to emphasise that all the HLEG 
r eport’s recommendations are based on 
the premise that there will be no com-
petitive market in healthcare.

Intermediate-level medical personnel 
are an essential part of many health 
s ystems. For example, in the UK, much 
obstetric care is provided by qualified 
midwives. It is hoped that the govern-
ment will implement this recommenda-
tion in the spirit in which it has been 
made; that is, as part of a comprehensive 
universal healthcare system. The HLEG 
has stated that BRHC graduates should 
be mandated to serve only in a notified 
area. If, on the other hand, these gradu-
ates are left to fend for themselves in pri-
vate practice, it will be bad for them as 
well as their patients because they will 
have to inevitably compete for the same 
pool of fee-paying patients. The HLEG 
has taken note of the human aspiration 
for advancement by suggesting means 
for their career progression. Indeed, it 
has done this for every level of worker.

The third recommendation is increas-
ing the number of health workers to 23 
per 10,000 people in line with WHO 
guidelines by 2027. This would include 
one doctor for every 1,000 people and 
three nurses and midwives for every 
doctor. These numbers are based on 
studies that have looked into working 
patterns and the requirements of pa-
tients and medical personnel. To achieve 
this goal, the HLEG has recommended 
increased financial allocations and ex-
pansion of educational centres to train 
midwives, nurses and doctors in areas of 
the country that have severe shortages.

Nurses and Midwives

The HLEG’s fourth and fifth recommen-
dations are related to the third. They 
outline the path to increase the number 
of midwives and nurses in the country 
and this is to be done in four phases 
from 2012 to 2022. The report r emarks, 
“In many states the National Rural 
Health Mission had to appoint far fewer 
nurses than required due to non-availa-
bility.” It is important to find out why 

there are so few nurses in some parts of 
the country. Is it because there are no 
nursing colleges? Or is it because nursing 
is seen as an undesirable profession 
among certain ethnic groups? The HLEG’s 
good intention should not be frustrated by 
unexpected social resistance, and research 
in this area would be helpful. 

In government hospitals, many tasks 
considered as a part of nursing in other 
countries, such as helping patients with 
bedpans and urinals or sponging them, are 
delegated to sanitary workers. A mere in-
crease in numbers will not improve nurs-
ing care in India. A change in attitude 
among nurses and the way society views 
nursing will have to be brought about. The 
example of Florence Nightingale – a rich, 
upper class woman caring for thousands 
of wounded and infected soldiers during 
the Crimean War – did much to elevate the 
status of nursing as a profession in Europe.

The sixth recommendation is raising 
the number of allopathic doctors to one 
per 1,000 people. This is to be done by 
increasing the number of medical colleges 
in underserved areas, increasing the 
number of seats in government medical 
colleges and reserving 50% of the seats 
in private medical colleges for local can-
didates. I must confess that this recom-
mendation causes me much unease. The 
existence of private medical colleges that 
admit students for large sums of money 
will always be detrimental to creating 
an equitable healthcare system. Where 
will the doctors who have paid a fortune 
for medical education recoup their in-
vestment? It seems a foregone conclu-
sion that these powerful people will  
ensure the existence of an expensive 
and profitable private sector. This will 
have a very bad effect on the psyche of 
health workers as this high-reward sec-
tor will be seen as the acme of success, 
the goal to be aspired for. The universal 
healthcare at the primary and secondary 
levels will be for less-powerful doctors, 
the tertiary level for the tie-wearing elite 
(unhygienic or not, a tie is still the mark 
of a corporate doctor). 

Public and Private Facilities

It is also commonly believed, though 
not proved, that various castes have  
established their hegemony in medical 
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education through unfair means. That 
the prime minister and the queen in the 
UK and the president in the US utilise 
the services of public hospitals has had 
enormous value in creating public trust 
in the state health system in these coun-
tries. In India, the rich and powerful  
in both the private and public sector  
use private corporate hospitals or go 
abroad for treatment. This conveys the 
message that public-sector hospitals,  
including the so-called centres of excel-
lence such as the All-India Institute of 
Medical Sciences and the postgraduate 
institutes in Chandigarh and Puducherry, 
are not r eally excellent. The HLEG should 
have tried to ensure that this sad history 
is not repeated. In an otherwise path-
breaking report, it is strange that the 
recommendations for the education of 
doctors, who are right at the top of the 
pyramid, should be out of line with the 
rest of the document. The power of a 
small but powerful group among doctors 
to protect their own high incomes should 
not be underestimated.

Specialisation

Another lacuna in this recommendation 
is the absence of a plan for specialist 
doctors. At present, the number of places 
available for training at the postgraduate 
level in India is not based on any scien-
tific analysis of the need for services. With 
increasing sophistication of technology, 
it has become impossible for a doctor to 
be skilful in all possible medical tech-
niques. The perception that super-spe-
cialisation dehumanises medical prac-
tice and “atomises” the human body is 
more an opinion among medical profes-
sionals than a real argument against 
s pecialisation. Many medical procedures 
are so complex that they take years of 
practice to master. Super-specialisation 
will continue to grow and doctors’ atti-
tudes can be changed so that their skill 
level does not make them arrogant. It is 
very important to have an idea of how 
many specialists are needed in each area 
and make plans to train them so that the 
universal healthcare system does not 
end up as a substandard one.

The laissez-faire approach to medical 
education has meant that the maximum 
degree of specialisation has occurred in 

fields where the financial rewards are 
the greatest. It is no coincidence that the 
most sought after specialisation in India 
now is r adiodiagnosis and scan centres 
are opening everywhere. It is not clear 
whether we need so many centres be-
cause we lack epidemiological data (as 
the HLEG report has pointed out). How-
ever, an indirect indicator that all is not 
well is that many of these centres offer 
bribes to doctors to refer patients to 
them. The need to attract patients has 
thus led to all kinds of dubious practices. 
In India, we have, on one side, the 
a bsence of even the most basic medical 
care for large sections of the population, 
and, on the other, medical personnel 
with all kinds of specialised skills but 
not enough patients. Human resource 
planning needs to be based on the kinds 
and numbers of personnel required and 
afford opportunities to trained person-
nel to work at centres where there are a 
sufficient number of patients. This can 
only come about if there is more organ-
ised healthcare delivery. The HLEG 
seems to have been well aware of this 
d ilemma though it has not been bold 
enough to state it upfront. 

The seventh recommendation is that 
doctors trained in ayurveda, unani, sid-
dha and homeopathy (AYUSH) undergo a 
bridge course for three to six months 
and their services then be utilised in pri-
mary health centres, community health 
centres and district hospitals. This is a 
truly innovative proposal. There is an 
unhealthy rivalry between practitioners 
of different schools of medicine in India. 
Traditional systems of medicine seem to 
have a high degree of acceptance among 
the public for certain ailments, while s o-
called “English” medicine is seen as 
good in emergencies and for surgical 
problems. It would be wise to study and 
integrate all effective therapeutic tech-
niques and finally create one system of 
medicine so as to eliminate competition 
among practitioners, which only confuses 
patients.

The eighth recommendation is stand-
ardising the training of allied health 
professionals such as radiographers, lab-
oratory technicians and pharmacists 
and the ninth is creating district health 
knowledge institutes. These are expected 

to provide continuing education to health 
personnel at regular intervals. It is ex-
tremely important that there be syste-
matic retraining of health professionals 
other than doctors. At present, a lthough 
there are a large number of continuing 
education programmes for doctors, there 
are very few for other health profes-
sionals. The 10th recommendation is 
improving human resource manage-
ment in the health sector by supporting 
postgraduate courses in public health 
and hospital management.

Strengthening the existing state and 
regional institutes of health and family 
welfare and developing regional faculty 
development centres are the focus of the 
11th recommendation. It is well known 
that obstetric services in India are unsatis-
factory and poorly dispersed across the 
country. However, it would be better 
that these services are improved as part 
of a general improvement of medical 
services. It is not clear why this sector 
alone has been singled out for special 
a ttention. It will give rise to pressures 
from other interest groups who view, for 
example, tuberculosis as a great threat, 
and so on. Years of “targeting” in India 
have led to a diversion of resources  
into one or other thrust sectors without 
much noticeable improvement in overall 
health outcomes.

The 12th recommendation is improv-
ing the quality of health education to 
produce professionals appropriate to the 
needs of the country. This has been rec-
ommended in every report on health-
care in India. It has never happened pri-
marily because the private health sector, 
in which more than 85% of health pro-
fessionals now work, can only be urban, 
specialist and high cost if it has to realise 
the profits for which it has been estab-
lished. If the Government of India is truly 
serious about providing universal, high-
quality healthcare and creating a cadre 
of health professionals for whom per-
sonal success is subservient to the wel-
fare of society, it must give shape to one 
system of healthcare for all. A private, 
for-profit health system cannot coexist 
with a state health system. The private 
system will inevitably cannibalise a 
large number, if not the majority, of the 
most effective personnel from the state 
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system, and the state system will always 
be seen as second class.

Developing human resource manage-
ment systems is the 13th recommendation’s 
concern and it deals in fair detail with 
the career paths of health professionals. 
It is important to ensure opportunities 
for career advancement so that suitable 
people will apply for jobs in the health 
sector. The 14th recommendation stresses 

developing the capacity for health sciences 
research appropriate to the country.

Finally, one must ask, what could pos-
sibly be an ideal health system? It would 
provide all possible preventive and cura-
tive services to every citizen by person-
nel who are seen by patients as friendly 
and helpful. In other words, the care 
would be comprehensive and caring. To 
achieve this, we not only need enough 

personnel, but also the right kind of per-
sonnel. The HLEG report has made a 
brave effort to address the issue of num-
bers. Quality, responsiveness and account-
ability, all attributes generally b elieved 
to be absent in state-sponsored health 
services, will also hopefully be given im-
portance so that India will have a high 
quality, egalitarian healthcare system, a 
basic service in every civilised country.

Gender in the HLEG Report
Missed Opportunity

T K Sundari Ravindran, Manju R Nair

Apart from referring to gender 
concerns in its chapters 
addressing critical areas of the 
healthcare system, the High 
Level Expert Group’s report on 
Universal Health Coverage for 
India has a separate chapter on 
gender and health. While the 
report as a whole and this chapter 
make several sound suggestions, 
what comes through is that much 
more could have been done. In 
the absence of a gender  
and health analysis framework, 
the report tends to address  
gender issues in an ad hoc and 
uneven fashion. 

The report of the High Level Expert 
Group (HLEG) on Universal Health 
Coverage (UHC) for India deser-

ves to be commended for putting gender 
firmly on the agenda of healthcare. In its 
definition of UHC, the report includes 
gender alongside income level, social 
status, caste and religion as attributes 
that could individually and in combina-
tion constitute barriers to equitable ac-
cess to healthcare. Gender is recognised 
as a social determinant of health, but 
also receives special emphasis because 
“gender discrimination and gender 
 insensitivity, if left unaddressed, will 
threaten the very framework and guiding 
principles of UHC for India” (HLEG 2011: 
48). Accordingly, the report dedicates an 
entire chapter to gender and health 
 besides referring to gender concerns in 
the other chapters. In addition, many of 
the report’s excellent recommendations, 
aimed at inclusiveness, have been deve-
loped within an equity and rights frame-
work and they also benefit those at a dis-
advantage because of gender.

Despite these and other strengths, 
there are crucial gaps in the gender issues 
related to UHC identified and highlighted 
in the HLEG report. In this paper, we first 
examine the recommendations made in 
the chapters addressing critical areas of 
the healthcare system from a gender 
perspective. That is, we examine whether 
and how the different roles of women 
and men and the unequal power relations 

between them will affect the extent to 
which they will benefit from the recom-
mendations towards achieving UHC.1 We 
then focus on the chapter on gender and 
health, commenting on its content and 
recommendations.

Gender Issues in Critical Areas 

The HLEG report opens with a chapter 
on the overall vision for UHC and is fol-
lowed by six chapters, each of which is 
devoted to a critical area for action to 
 enable India’s health system to deliver care 
in an equitable manner to all. Detailed 
recommendations are made for each of 
the following areas. 
• Health financing and financial pro-
tection;
• Health service norms;
• Human resources for health;
• Community participation and citizen 
engagement;
• Access to medicines, vaccines and 
technology;
• Management and institutional reforms.

The recommendations on health fi-
nancing and financial protection focus 
on reducing out-of-pocket expenses 
while relying on tax-based revenue as 
the principal source of financing. If im-
plemented, they will lower the financial 
barriers in the way of women-seeking 
healthcare. For instance, the availability 
of essential drugs free of cost will take a 
major financial burden off older women 
who suffer from chronic conditions. In 
general, such conditions affect more 
women than men. Though they have a 
higher life expectancy than men, most 
women are less likely to be covered by 
health insurance because of not having 
worked in the formal sector. Likewise, 
more investment in healthcare at the 
primary level will bring services closer 

The opinions expressed in this paper draw on 
research done by one of the authors for the 
WHO’s “Gender, Women and Primary Health 
Care Renewal: A Discussion Paper” (2010). 

T K Sundari Ravindran (ravindrans@usa.net) 
and Manju R Nair  are with the Achutha Menon 
Centre for Health Science Studies, Sree Chitra 
Tirunal Institute for Medical Sciences and 
Technology, Thiruvananthapuram. 


