
P a g e  | 110 

CHAPTER IV 

The Government’s and the Health Sector in Odisha 
(2000-2010) 

 
The Government of Odisha led by the BJD-BJP combine and later the BJD government 

alone concentrated on the Health Sector to improve access to health care for the 

under privileged segments of the population. And this has been made possible 

through two ways, one way is to consolidate and operationalize the primary, 

secondary and tertiary health care infrastructure and the second way is the effective 

implementation of national programmes to fight with the major public health 

problems. The two major problems or the diseases which have been identified by the 

Government are communicable diseases and nutrition related diseases. The state 

government has taken various steps for the improvement in health sector in the state 

(GOO, Economic Survey, 2003-04, 15/1). These are the major problems especially in the 

backward areas of the state.  All these have been discussed and analysed in this 

chapter. 

 

Objectives: The Odisha Government in the beginning of the century identified some 

basic objectives for the Health Sector and these objectives are: 

i) The people of the State are to be provided with adequate and qualitative 

preventive and curative health care; 

ii) The Government ‘s objective is to improve maternal and child health and in 

particular to reduce the maternal and infant mortality; 

iii) The Government objective was to provide equal health care to all, specially to 

the disadvantaged sections of the people i.e. Scheduled Castes, Scheduled 

Tribes, Other backward classes and women; 

iv) The Government objective was to provide affordable quality health care to the 

people of the State through allopathic, homoeopathic and ayurvedic system of 

medicine etc. 
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v) To improve the health system in the state and to develop the skill of the 

Doctors, Nurses and other paramedical staff, the Government has provided 

training to them; 

vi) The Government was committed to develop the infrastructure of the hospitals 

to provide good services at secondary and tertiary level; 

vii) The Government was committed to and had tried to improve the health care 

facilities in the KBK Districts of the State (GOO, Economic Survey, 2003-04, 15/2) 

 

Health Indicators: We will begin with a discussion on the percentage of crude birth 

rate and infant mortality rate. In 1998 the crude birth rate in the State was not so 

much higher than the all India rate of 26.4 but during 1998 crude death rate and infant 

mortality rate was very much higher than the all India levels of 90 and 72 respectively. 

The per capita expenditure on health in the State grows very slowly, it was Rs.77.91 

during 1996-97 and it increased to Rs.90.98 during 1997-98 (GOO, Economic Survey, 

1999-2000, p.15/2). 

During 2001 the crude birth rate in the State was 23.4 and it decreased to 23.2 

in 2002. Though the crude birth rate has not decreased much, it decreased very little 

during 2001-02. The percentage of infant mortality rate was 90 during 2001 but it has 

decreased to 87 during 2002. In the 2007-08 Government of Odisha Economic Survey 

it is found that the crude birth rate has decreased to 21.9 in 2006 from 23.4 during 

2001. If we see the CBR on the basis of all India level during 2006 it was 23.5. But the 

crude death rate in Odisha was higher i.e. 9.3 as against 7.5 at all India level during this 

period. In the State of Odisha, the life expectancy at birth has increased from 58.6 

years for male and 58.7 years for female in 1999-2003 to 60.3 years for male and 62.3 

years for female during 2001-05. In 2006, the infant mortality rate in Odisha was 73 

which decreased to 69 in 2008 against 53 at all India level during this time. It has been 

observed that state continues to fight with high IMR, CBR. From a survey it is found 

that 64 percent infant deaths are caused due to neo-natal mortality (Express News 

Service, 24th December, 2015).So, it is seen that it is still very high in the State (GOO, 
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Economic Survey, 2009-10, p.271). There are various reasons for the high rate of infant 

mortality. 

i) Absence of professional attendance at birth and the occurrence of pre-mature 

deliveries. 

ii) High incidence of Malaria, acute respiratory infection tetanus infections and 

anemia infants and women during the time of pregnancy; 

iii) Poor availability of professional pre and post-natal care; 

iv) Premature deliveries; 

v) Pneumonia, tetanus and diarrhea of new born; 

vi) Lack of proper nutrition etc. (GOO, Economic Survey, 2009-10, p.272). 

About 64% of infant deaths are caused due to neonatal mortality. Let us see the CBR, 

CDR, IMR of Odisha and all India level. 

 

Table: 4.1 

Birth Rate, Death Rate and Infant Mortality Rate in Odisha and All India 

Sl. No. Year 
ODISHA ALL-INDIA 

C. B. R. C. D. R. I. M. R. C. B. R. C. D. R. I. M. R. 

1 1999 24.1 10.6 97 26.1 8.7 70 

2 2000 24.3 10.5 96 25.8 8.5 68 

3 2001 23.4 10.2 90 25.4 8.4 66 

4 2002 23.1 9.8 87 25.0 8.1 64 

5 2003 23.0 9.7 83 24.8 8.0 60 

6 2004 22.7 9.6 77 24.1 7.5 58 

7 2005 22.3 9.5 75 23.8 7.6 58 

8 2006 21.9 9.3 73 23.5 7.5 57 

9 2007 21.5 9.2 71 23.1 7.4 55 

10 2008 21.4 9.0 69 22.8 7.4 53 

11 2009 21.0 8.8 65 22.5 7.3 50 

12 2010 20.5 8.6 61 22.1 7.2 47 

Source: Government of Orissa, Economic Survey, 2012-13, p.325 

 

In Odisha the maternal mortality rate was very high. It was 346 in 1997-98 

which declined to 303 in 2004-06. The Government has taken steps for the reduction 
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of maternal mortality rate. It has emphasized on ante-natal and post-natal care for 

healthy motherhood and safe child birth, institutional deliveries, trained nurse. The 

Government has also tried to make aware women through awareness programme in 

different aspect like AIDS, Dengue, National filarial control programme, Tuberculosis, 

Leprosy etc. 

Let us see the doctor-population ratio in Odisha. During 1998-99 the ratio of 

Doctor-population was 1:7440 and the ratio of Bed-population was 1:2637. So, the 

health situation in the State was not so well and the people of the State especially in 

the Tribal Districts do not get proper treatment. During the year of 1998-99 there 

were 1702 Government Medical Institutions with 13,786 Hospital Beds and 4,888 

Doctors (GOO, Economic Survey, 1999-2000, p.15/2). After 2 years i.e. during 2002, it is 

seen that there were 1701 Government Medical Institutions in the State with 13,886 

Hospital Beds. During this period the Doctor-population ratio was 1:7560 and the Bed-

population ratio was 1:2685 (GOO, Economic Survey, 2003-04, p.15/5). Economic 

Survey, 2000-01 shows that during 1999 there were 1703 Government Medical 

Institutions in the State and there were 13,786 Hospital Beds, 4,919 Doctors. During 

this year the Doctor-population ratio was 17560 and Bed population ratio was 1:2680. 

In the same way if we look at the Economic Survey 2004-05, we find that there were 

1701 Government Medical Institutions in the State with 13,886 Hospital Beds during 

2003. And the Bed population ratio was 1:2685 and the Doctor-population ratio was 

1:7560. So, it is seen that the Doctor-population ratio was the same as it was in 1999, 

2002 & 2003. There was no improvement in the Recruitment of Doctors but when we 

look at the Bed-population ratio we find that number of population has increased than 

the number of Beds. During the year 2007, there were 1704 Government Allopathic 

Medical Institutions with 14,166 Hospital beds in the State and the total numbers of 

Doctors were 5,095. In 2007, the Bed-population ratio in the State was 1:2803. In the 

same way during the year 2008-09, there were 1,704 Government Medical Institutions 

which consists of Hospitals, Community Health Centres, PHCs (new), Mobile Health 

Units are functioning the State with 15,668 Beds. And in the Private Sector there were 

1,089 Medical Institutions comprising Hospitals, Nursing Homes, Diagnostic Centres, 

Pathology Centres etc. in the State with 6,589 Beds. So, it is seen that the total 

number of Medical Institutions are 2,793 which provided Medical Care in the State 
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with 22,257 Hospital Beds. In this year the Bed-population ratio was 1:1798. In Odisha 

the Private Medical Institutions are spread specially in Cities. So, we find that there 

was very little improvement of Government Medical Institutions and facilities in the 

Medical Institutions like Bed and Doctors. 

GOO, Economic Survey, 2003-04 reveals that in the KBK Districts in Odisha for 

the better Health Care Services there were 84 Mobile Health Units (MHU) which were 

functioning in 80 (eighty) Blocks of the 8 (eight) KBK Districtsduring 2002. Each MHU 

comprises of one Medical Officer, one Pharmacist, one Female Health worker and one 

Attendant. 

The Government of Odisha has provided Health Care to the people of the State 

not only through the Allopathic system of Medicine but also through the Ayurvedic 

and Homeopathic system of Medicine. It also ensures greater access to primary health 

care through Mobile Health Units. The importance of Ayurvedic, Homeopathic and 

Unani Dispensaries has increased due to low cost and minimum side effects. There are 

3 (three) Government Ayurvedic Colleges and 4 (four) Government Homeopathic 

Colleges which are providing Graduate and Post Graduate education in the State 

(GOO, Economic Survey, 1999-2000, p.15/3). 

There were 5 Ayurvedic Hospitals and 519 Ayurvedic dispensaries working in 

the State with 203 Hospital Beds and 546 Doctors during 1999. Two more Private 

Ayurvedic Hospitals are also active in the State. Further there were also 4 (four) 

number of Government Homeopathic Hospitals and 460 Homeopathic dispensaries 

which were providing services in the State during 1999 along with 125 Hospital Beds 

and 470 Doctors (GOO, Economic Survey, 2000-2001, p.15/3). During 2008-09, there 

were 5 (five) Ayurvedic Hospitals with 418 Beds and 4 (four) Homeopathic Hospitals 

with 125 Beds providing Health Services in the State. During the same period the 

number of Ayurvedic, Homeopathic and Unani dispensaries in the State were; 619, 590 

and 9 respectively. The numbers of registered Homeopathic and Ayurvedic Doctors 

have increased. And the interests in the subjects of Ayurvedic and Homeopathic have 

also increased. For this reason the Ayurvedic and Homeopathic colleges offer degree 

courses in the State with an intake capacity of 90 and 100 (GOO, Economic Survey, 

2009-10, p.274). 
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                                                                      Table: 4.2 

Government Ayurvedic & Homoeopathic, Medical Institutions & Services in Odisha 

Year 
Type of 

Institution 
Hospitals Dispensaries 

Doctors in 
position 

Bed 
Patient treated 

(in lakh 

1999 

Ayurvedic 
Homeopathic 

Unani 

5 
4 
- 

519 
460 

- 

546 
470 

-- 

203 
125 
-- 

49.7 
72.6 

-- 

2000 

Ayurvedic 

Homeopathic 

Unani 

5 
4 

- 

519 
460 

- 

583 
468 

-- 

203 
125 
-- 

71.5 
78.4 

-- 

2001 

Ayurvedic 

Homeopathic 

Unani 

5 
4 

- 

519 

460 

- 

537 
460 

-- 

203 
125 
-- 

68.2 
74.9 

-- 

2002 

Ayurvedic 

Homeopathic 

Unani 

5 
4 

- 

519 

460 

- 

515 
441 

-- 

203 
125 
-- 

61.9 
70.9 

-- 

2003 

Ayurvedic 

Homeopathic 

Unani 

5 
4 
- 

522 
480 

- 

545 
485 

-- 

203 
125 
-- 

60.5 
67.7 

-- 

2004 

Ayurvedic 

Homeopathic 

Unani 

5 
4 
- 

607 
533 

 

611 
494 

8 

203 
125 
-- 

63.1 
79.9 
0.93 

2005 

Ayurvedic 

Homeopathic 

Unani 

5 
4 

- 

607 
560 

9 

584 
512 
8 

258 
125 
-- 

68.6 
82.8 
1.04 

2006 

Ayurvedic 

Homeopathic 

Unani 

5 
4 
- 

619 
560 

9 

563 
494 

7 

418 
125 
-- 

74.50 
79.20 
1.07 

2007 

Ayurvedic 
Homeopathic 

Unani 

5 
4 
- 

619 
590 

9 

563 
468 

7 

418 
125 
-- 

73.40 
78.70 
1.09 

2008 

Ayurvedic 
Homeopathic 

Unani 

5 
4 

- 

619 
590 

9 

558 
488 

6 

418 
125 
-- 

72.35 
75.71 
1.13 

2009 

Ayurvedic 
Homoeopathic 

Unani 

5 
4 
0 

619 
560 

9 

603 
475 

6 

418 
125 
0 

69.07 
82.70 
1.02 

2010 

Ayurvedic 
Homoeopathic 

Unani 

5 
4 
0 

619 
561 
9 

603 
475 

6 

468 
125 
0 

65.99 
71.56 

1.15 

Source: Government of Orissa, Economic Survey, 20o9-10; Annexure 8.18, p.311 

 

So, it is seen that the number of Ayurvedic and Homeopathic dispensaries have 

increased. The awareness of the people has increased because they have realized that 

for better treatment they need to go to hospitals. For this reason their dependence on 
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Homoeopathic and Ayurvedic treatment has increased. They have become conscious 

about their treatment. What is however noticeable is that the number of Doctors have 

decreased during 2002. There can be several reasons behind this. May be some 

Doctors have retired or left government hospitals for better private sector 

employment and/ or recruitment for the post has not taken place. 

Programmes in the Health Sector: As per the reports contained in the Annual 

Economic Surveys of the Govt. of Odisha, 2007-08the state governments have 

adopted several programme / projects in the state. The programmes may be classified 

into three kinds. 

i) Centrally sponsored in which the entire funds come from the centre for the 

implementation of the programme that is central plan schemes. 

ii) Programme / projects that are partially central sponsored and partially 

sponsored by the state government i.e. centrally, sponsored plan schemes. 

iii) Completely State government sponsored Programmes / projects  

Let us look at the Programmes in the Health Sector. First of all we will discuss some of 

the Central Schemes. 

 

The National Iodine Deficiency Disorders Control Programme 

Iodine is an important ingredient in our daily requirement. It plays an important role 

for the development of human growth. According to world Health organization a lack 

of iodine in the diet can lead to Iodine Deficiency Disorders (IDD) which can cause 

several diseases like brain disorders, miscarriages, cretinism, goiter etc. (NFHS, 1993, 

Odisha). A pregnant woman has faced considerable risk of giving birth to children due 

to lack of iodine. It also affects child rearing ability. 

The programme was introduced in the state since Dec. 1989. It is fully 

sponsored by central Government Funds. So it is a central plan scheme. The objectives 

of this programme are to control goiter, physically and mental disorders, cretinism 

and deafness in the state. To tackle the situation the Government of Odisha has 

banned the usage of common salt in the state from 18. 10. 2001.For this reason 

Surveys have been conducted in the different districts of Odisha since 1989. In these 
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districts Surveys were conducted in different years. These districts were; Puri (1989), 

Nuapada (2001), Balasore (2001), Cuttack (1998), Keonjhar (1999), Baragarh (1995-99) 

(2002), Sundargah (1987,2006), Ganjam (2003-04), Kandhamal (2003-04), Gajapati 

(2004), Bolangir (2004), Sambalpur (2005-06), Koraput (2006), Jagatsinghpur (2006), 

Rayagada (2006) etc. Government of India-UNICEF conducted a special survey on the 

use of iodized saltin the districts of Puri, Cuttack and Sundargarh where it was shown 

that nearly 35 percent of people are using iodized salt (GOO, Economic Survey, 2004-

05, p.15/10).This Survey has become very important for the protection of the people 

from different diseases due to lack of Iodized Deficiency Disorders in the state. It is 

seen that about 2 billion people are suffering for the lack of Iodine deficiency 

disorders (IDD) in the world (GOO, Economic Survey, 2007-08, 15/7). And 73 million 

people are the worst sufferers from IDD in our country. 

 

Table: 4.3 

Status of IDD survey in Orissa 

Year of Survey Name of the District IDD Prevalence rate Survey conducted by 

1987 Sundargarh 33.5 DGHS, New Delhi 

1989 Puri 19.34 -do- 

1998 Cuttack 21.81 -do- 

1999 Keonjhar 14.9  

2001 Nuapada 14.4 VSS MC, Burla, SBP 

2001 Balasore 0.83 SCB Medical College, Cuttack 

1995-99 Bargarh 10.8 RMRC, Bhubaneswar 

2002 -do-(Resurvey) 7.66 VSS Med College, Burla 

2003-04 Ganjam 15.97 MKCG MC, Berhampore 

2003-04 Kandhamal 27.79 -do- 

2004 Gajapati 21.15 -do- 

2004 Bolangir 8.57 VSS,  MC , Burla 

2005-06 Sambalpur 10.04 -do- 

2006 Koraput 22.39 MKCG MC, Berhampore 

2006 Jagatsingpur 3.08 SCB Med. Colldge, CTC 

2006 Rayagarh 19.7 MKCG, MC, Berhampore 

2006 Sundargarh (Re Survey) NR CGS Team, DGHS, New Delhi 

2007  33.6% 
Central Goitre Survey Team, DGHS, New 

Delhi 

MC: Medical College 

Source: Directorate of Health Services, Orissa, Berhampore (GOO, Economic Survey, 2009-10, p.312) 
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National Leprosy Eradication Programme (NLEP)  

It is a central scheme. It was launched on 1/11/1982. It is being implemented in the state 

since 1983. The main aim of this programme was to achieve eradication of leprosy by 

Dec. 2005 which means to bring down its prevalence rate to less than one per 10,000 

populations. It has been reported that through the Multi Drug Therapy (MDT) about 

8.93 lakh leprosy cases have been detected and 7.82 lakh patients have been declared 

cured since its inception (GOO, Economic Survey, 2003-04, p.15/10). There are different 

agencies which are associated with this programme like World Health Organization, 

World Bank and International Donor agencies i.e. Lepra India, Hoina and the German 

Leprosy Relief Association (GLRA). Through this programme the government has 

been successful in bringing down the prevalence rate of leprosy from 121.4 per 10,000 

rate population in the year 1982-83 to only 0.80 per 10,000 populations by March, 

2008 (GOO, Economic Survey, 2008-09, p.15/8). Among the 30 districts, 23 (twenty-

three) districts have achieved its elimination goal and in rest of the seven districts the 

prevalence rate of leprosy hasbeen reduced from 1.3 per 10,000 population. The 

government has taken different steps to eradicate this disease. It has extended 

different diagnosis and treatment facilities of leprosy patients to all the peripheral 

health institution including Sub- centers. In some districts of the state Re-

ConstructiveSurgeryfacilities are also available at the Leprosy home and hospitals.  

There was no useful treatment for Leprosy till 1981 when WHO prescribed 

Multi- Drug Therapy, National Leprosy Eradication programme has come in place of 

National Leprosy control programme after the introduction of MDT. In Odisha the 

NLEP has been successfully implemented. It has been observed that MDT has changed 

the leprosy scenario in the state. 

 

National Filarial Control Programme 

It is a centrally sponsored plan scheme on a cost sharing basis of 50:50 between the 

centre and the state. It is being implemented through a Filariasis Bureau which has a 

research unit at Puri and it has 15 (fifteen) Filarial control units covering 16 urban areas 

(GOO, Economic Survey, 2003-04, p.15/8). There is one NGO organization i.e. Lepra 

which has worked on this area. They have found that a large number of female among 
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the total people is worsely affected by filariasis. The Lepra India has organized 

different project activities and it has given treatment facilities to the affected people 

in Odisha. The national Filarial control programme was launched in Odisha in 1949. 

Lepra India has also worked in Puri and Ganjam districts. They played an active role in 

filariasis in Odisha. The Puri project in October, 2006 has succeeded. The Lepra India 

had organized an awareness programme through the people in about 320 villages and 

35 (thirty-five) schools which were conducted in October, 2006 – December, 2009. The 

main issues in these programmes are the prevention of LF, cure of LF as well as issues 

pertaining to stigma and discrimination (Lepra India health inaction, Thematic report 

on Filariasis, N.D). To remove the lymphatic filariasis (LF) from the country the Naveen 

Pattnaik led Government has implemented Mass Drug Administration (MDA) 

Programme in 20 (twenty) District since 2004 with the co-operation of the 

Government of India. During 2007 the microfilaria (MF) rate has got reduced from 0.97 

to 0.27 in 2008. The Mass Drug Administration Programme has achieved a success in 

eradicating this disease. For this reason, the Government has decided to continue this 

programme to cover the other districts. Hence, we note that the Odisha Government 

had always tried to remove this disease from the state and the Government also 

appreciated these initiatives taken up by Lepra India. Though, as a voluntary 

organization, Lepra India had committed itself to remove filariasis from the State 

(Lepra India Health Inaction, Thematic Report on Filariasis, n.d).Besides it should also 

be noted that that the Government should be serious about Filariasis through proper 

planning and geographical focus like clearing ponds and other water bodies from 

Pistoia plans under the leaves of which the vector breeds. 

 

National Programme for Control of Blindness (NPCB) 

The programme was launched by the Government of India in 1976. It is funded by the 

Central Government. The objectives of this program are: 

i) To reduce the adequacies of blindness from 1.4% to 0.3%; 

ii) To decrease the backlog of blindness by identifying and providing services to 

the affected population; 

iii) To improve eye care services in all areas;                                
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To fulfill this objective, it has tried to strengthen Central Mobile Units, up gradation of 

Medical Colleges and also to provide training of ophthalmic surgeons, to set up 

District Blindness Control Society (DBCS) all over the State. The World Bank helped the 

Government of Odisha during 1994 till 2002. The Government has given new 

infrastructural facilities for treatment of Blindness. Every year the cataract operation 

programme is being organized throughout the State. The performance of Cataract 

operation was very high in Cuttack district. We have found that to decrease the 

prevalence of Blindness the State Government has provided training equipment and 

material to improve the severe condition of the individual in the State. It is also seen 

that the School eye screening programme is also held in the State. The Government 

has also provided free spectacles to the students during the year 2004-05.1,10,716 

cataract operations were held during 2008-09 as against 95,690 in 2007-08. 

 

  Table: 4.4 

Achievement under NPCB in Orissa in numbers 

Item 2005-06 2006-07 2007-08 2008-09 

Student Screened  3,17,897 359,382 3,021,28 4,83,409 

Students detected with retroactive error  17,662 18,349 14,680 26,078 

Free Spectacles distributed 7,695 9,202 7,355 10,942 

Health worker trained 3,734 -- --  

Number of Teachers 2,222 -- -- 1,464 

Source: Directorate of Health Services, Orissa, Bhubaneswar, Economic Survey, 2008-09; p.1517 

 

National Vector Borne Disease Control Programme (NVBDCP):  It was 

launched in 2003-04 by merging National Anti-Malaria Control Programme. Not only 

that, it has also different programme legislations such as Kala-Azar Control 

Programme. National Filarial Control Programme, Dengue and Dengue Hemorrhagic 

fever etc. 

Malaria is a serious kind of disease all over the country. This communicable 

disease is affecting mankind very severely. This is caused by the bite of inflective 
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female Anopheles mosquito. Odisha is one among the states in the country which has 

high incidence of malaria. The Malaria control programme was launched in 1953 which 

aims to decrease malaria transmission to a level so that it can never be a serious public 

health problem. It is a centrally sponsored scheme with a cost sharing basis of 50:50 

between the central and state Governments. Under this programme the state 

Government has taken different initiatives like cleanliness of inhabited areas, spraying 

DDT to kill mosquitoes and to make awareness among the people about this disease 

through campaigning, information education and communication activities. This 

programme renamed as National Vector Borne Disease Control Programme was 

affected from December 2003. The activities taken by the Government of Odisha are 

Surveillance, Distribution of drugs through Drug Distribution Centre (DDC) and Fever 

Treatment Depot (FTD) and chemoprophylaxis to all pregnant women etc. The 2006-

2007 annual activities report of health and family welfare Department shows that 24% 

of malaria cases are from Odisha whereas it contributes to 30% of the deaths in the 

country’s scenario. In 2000, there were 442 deaths reported due to malaria in the 

state. And during 2005-2006 around 30 lakh malaria cases were reported and 300 

malaria deaths are reported annually. It is a very serious issue in the terrible areas 

because of their customs, beliefs, poor, health seeking behavior. In the 4 Districts of 

Odisha such as Kandhamal, Keonjhar, Sundargarh and Mayurbhanj, there is a presence 

of endemic nature of malaria. In these areas to tackle the situation an assisted project 

is being undertaken by the World Bank i.e. the Enhanced Malaria Control Project 

(EMCP) are (GOO, Economic Survey, 2004-05, p.15/11) functioned in hyper-endemic 

areas. Malaria death is very much higher among the females than males and among 

children than adults. During the year 2003-04 a sum of Rs.1477.60 lakh has been 

allotted and Rs.1417.89 lakh has been spent under this scheme. Under the Enhanced 

Malaria Control Project, the funds are provided for insecticide, medicated, mosquito 

nets, drugs for early treatment and training etc. (State Health Systems, Orissa, WP-89, 

November, 2002). 

Though the Government has taken several initiatives to decrease Malaria 

deaths from the State but it still remains a serious concern. In spite of adequate stocks 

of chloroquine, there is lack of clarity and knowledge about the current treatment 

guidelines. In the remote areas there is a lack of chloroquine tablets. There are many 
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deaths due to malaria that go unreported or are reported as ‘fever’. The State 

Government however does not accept this as a malaria related death (State Health 

Systems: Orissa, WP-89, November 2012). So, the Government should be more and 

more conscious to improve the monitoring of the malaria control programme in the 

State.    

Let us have a look at the functioning of some State Sponsored Programmes in the 

state and then come to some central sponsored programmes. 

RLTAP Programme in KBK Districts: This programme was launched in 1998-99 

for the improvement in the conditions of KBK districts in Odisha.It is a programme 

through which the State Government has taken different initiatives for the 

improvement of the conditions of the people in the KBK districts during 2003-04. To 

provide basic health care services to the people, 90 (ninety) Mobile Health Units are 

operating in 80 (eighty) blocks of 8 (eight) KBK districts. Among the 90 (ninety) MHU, 

39 (thirty-nine) are working with Government vehicles, whereas the remaining 51 

(fifty-one) Mobile Health Units is operating with hired vehicles. Each MHU consists of 

one Medical Officer, one Pharmacist, one Female Health Worker, a Driver (for 

institutional van) and one attendant. The Mobile Health Units are organizing health 

camps in the remote areas and provide medicines worth of Rs.1000/- to the people of 

these areas (GOO, Economic Survey, 2008-09, p.15/16). 

Pancha Byadhi Chikitsa: The government realized that there was no clear idea 

about the quality of medicine in the Public Health Institutions in the State and what 

medicine would be given to the patient for which disease. There was a tendency of 

overprescribe. There was no standard of distribution of drugs in any institution. They 

could not get the equivalent drugs in spite of availability of drugs at the institution. 

This affected the poor very severely. For this reason the State Government launched 

the PanchaByadhi Scheme in July, 2001 to provide facilities for those people who can 

not avail benefits. The scheme was first started in 1999 experimentally for 6 (six) 

months. A list of major diseases was prepared for what the poor people suffered a lot. 

Out of these 5 (five) diseases were detected on the basis of availability of doctors, 

medicines and infrastructures. The Government has provided 3 (three) medicine for 5 

(five) communicable diseases like malaria, leprosy, diarrhea, acute respiratory 
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infections and scabies etc. The guidelines of standard treatment are provided to all 

the doctors and institutions. The required medicines are supplied to all the hospitals 

from the sub-centres. For the publicity of this scheme there was an arrangement of 

media campaign (State Health System, Orissa). This programme helped the poor 

people a lot. Government has tried to extend this programme to other common 

diseases. T. B. also has been combined in the list. There is also a management of 

diagnostic and treatment service for tuberculosis at free of cost for all (GOO, 

Economic Survey, 2007-08, p.15/10). Through this scheme the Government has 

succeeded to control and stop the tendency of doctors to prescribe unthinkingly. 

National Rural Health Mission: The programme was introduced by the Prime 

Minister Dr. ManMohanSingh in New Delhi on 12th April, 2005. In Odisha, the National 

Rural Health Mission was set-up by the Chief Minister, Sri Naveen Patnaik and Union 

Health Minister, Dr. AnbumaniRamadoss on 17th June, 2005. Its objective is to improve 

the quality of Health Services for the Underprivileged Sections of the people like 

women and children, particularly the rural poor. The main goal of this mission is to 

reduce the child and maternal mortality, prevent and control of communicable and 

non-communicable diseases, revitalize of local health traditions and mainstream 

AYUSH, improve the healthy life styles etc. various initiatives have been taken by the 

National Rural Health Mission which are as follows: 

In every village there is a provision of female Accredited Social Health Activist 

(ASHA). It is provided by the National Rural Health Mission. They act as the interface 

between the community and the public health system. They help the poor, women 

and children by giving health care. The Accredited Social Health Activists are selected 

on the basis of eligibility criteria. They are provided training. Most of the Accredited 

Social Health Activists are middle aged, educated and married residing in the same 

village where they were working. Most of the Accredited Social Health Activists are 

coming from the Scheduled Castes/ Scheduled Tribes or other backward classes’ 

category. The members of Accredited Social Health Activist are selected by the Gram 

Sabha and Auxiliary Nurse Mid-wife. They were supported by the Anganwadi Workers 

SHGs, Sarpanch, Local political leader or Mahila Samiti. They have worked in the 

villages and are able to motivate the rural women for institutional delivery, complete 
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antenatal checkup, sterilization and mobilizing children for immunization through 

proper planning and campaigning. 

For the better management of the Health Services, there has been an 

establishment of Rogi Kalyan Samiti in the District, Hospital, PHCs (Public Health Care) 

taking cross section of the community and local representatives. It provides health 

care and solves the problems at the local level. 

Reproductive and child health programme: It is the component of NRHM. Its 

main aim is to develop the re-productivity health of men, women and children. There 

are other objectives of this programme are to decrease the maternal, child mortality 

and morbidity. RCH emphasized on rural health, gender equity, urban and tribal health 

and public private partnership. 

Janani Suraksha Yojona: It is an umbrella organization under the National Rural 

Health Mission and also an important component of the maternity Benefit programme 

in the state. It is being affected in the state from August 2006. Its main aim is to 

decrease overall maternal mortality ratio, infant mortality ratio etc. It lays more 

emphasis on institutional deliveries. Most of the beneficiaries of JSY are coming from 

the backward region, poor segments of the society. They are being provided antenatal 

care, delivery at hospitals and post-natal care. The Economic Survey 2007-2008 shows 

that about 2.27 lakh beneficiaries have benefited from the scheme by the end of 

March, 2007.From a newspaper report it has been observed that the scheme Janani 

Suraksha Yojana has benefitted only around 50 percent beneficiaries in villages. The 

reasons behind the low rate of beneficiaries of this scheme in Orissa is lack of 

motivation among the rural women. Besides lack of awareness among the rural 

women about JSY is another reason for the failure of this scheme. It is seen that many 

of the rural households in Orissa didn’t know the utility of institutional deliveries on 

maternal health. The village health and sanitation committees play a vital role in 

motivating women for the successful implementation of the programme in Orissa 

(Express News Service, 30th October, 2010). 
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Table: 4.5 

Achievement Level under Janani Surakshya Yojana 

Year Total Beneficiaries Financial assistance in lakh (Rs) 

2005-06 26407 253.83(961.22) 

2006-07 227204 2443.80 (1075.60) 

2007-08 354119 4320.75 (1220.14) 

N.B.: Figures in parenthesis refer to average assistance per beneficiary 
Source: Government of Orissa (2009) Economic Survey 2008-09,pp. 15/17. 

Bhubaneswar: Planning and Coordination Department in Meher & Padhi, NCDS, 2010 
 
 

The National T. B. Control Programme: There is another important projects/ 

programme which the State Government is implementing in the state and that is ‘The 

National T.B. Control Programme.’ It came into operation since1964. It is a major 

health problem in the state since there are a large number of poor people in the state. 

The main aim of this programme is to control Tuberculosis in the community by 

detecting T. B. patients and providing them with domiciliary treatment so as to cheek 

the transmission of T.B. The old programme has been replaced by the RNTBCP 

(Revised National T. B. Control Programme) adopted in the state since October, 1997 

with the assistance of Danish International Development Agency (DANIDA). Under 

this programme the 66 (sixty-six) Sub-District T. B. units, 519 Microscopy centers are 

engaged in providing diagnosis and treatment services as on March, 2004. 

As per the Economic Survey of the Government of Odisha,2007-08 in the beginning of 

Revised National T. B. Control Programme till September 07, 2,49,031 patients have 

been located and treated with DOTs (Directly Observed Treatment Short Course 

Chemotherapy). In September, 2007 the new sputum positive case detection rate was 

62% against the national norm 70%. With the help of this programme it was reported 

that 87% of the people were cured (GOO, Economic Survey, 2007-2008, p.15/5). It has 

been observed that the Government of India delivers anti T.B. drugs at a free of cost 

to the patients under DOTS (GOO, Economic Survey, 2007-08, p.15/5). Despite all the 

efforts made it has been found that half of the TB cases are not reported properly. It 

has been found that the prevalence of TB is very much higher among women.  The 

Express News Service reported that only three districts are covered under the DOTS 

Plus programme (Express News Service, 25th March, 2011). 
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Family Welfare: The family welfare programme is a part of the National Population 

Control Programme in the State. The objective of this programme is to bring down the 

population growth and to decrease the infant mortality rate in the State through 

universal Immunization programme. There are different strategies which the Family 

Welfare Department has taken for limiting the family size, such as sterilization, 

contraception and IUD etc.   

National Maternal Benefit Scheme: It is a centrally sponsored scheme and it was 

launched in 1995 as a part of the National Social Assistance Programme to give 

nutrition support to pregnant women from BPL house-holds. In Odisha it is being 

implemented since 15.08.1995. The objective of this programme is to help the 

pregnant women of 19 (nineteen) years of age by giving financial assistance and also 

to those women who belongs to the BPL category. The State Government has also 

provided each beneficiary Rs.500/-; 8-12 weeks prior to delivery per pregnancy under 

this programme. This programme is initiated by the child and Development 

Programme Officer in rural areas and Officer-in-Charge of the P. P. centre in urban 

areas. But in the Economic Survey, 2008-09, it is seen that the National Maternal 

Benefit Scheme has been replaced with another name i.e. Janani Suraksha Yojona in a 

new way. It is also a centrally sponsored scheme. It is being implemented in the State 

since August, 2006under the Umbrella of NRHM. The main aim of this programme is 

to decrease the maternal mortality rate and infant mortality rate. It also lay emphasis 

on institutional delivery by providing transport assistance. 

Immunization: It is one of the important methods for the protection of child hood 

diseases. The objective of this immunization programme is to bring down the infant 

mortality and maternal mortality rates and disabilities due to 6 (six) deadly diseases 

i.e. Diphtheria, T. B., Whooping Cough, Tetanus, Polio, Measles etc. It also aims to 

prevent the infants from these 6 (six) diseases by making free vaccinations. The ICDS 

Projects has consolidated the immunization programme. The Anganwadi Workers, 

Auxiliary Nurses and Mid-wives are involved in this programme. They are playing very 

active role in this programme. The State Government has immunized the infants and 

children of 0-5 year’s age. The State Government with the collaboration of UNICEF has 

provided to all the Children under the age group of 1 to 3 years vitamin-A 
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administration (Report on activities of Health and Family Welfare Department, 2006-

07). Under this programme, children are being provided vaccination against each 

disease. 

 

Table: 4.6 

Progress of immunization programme in Orissa 

P 2003-04 2004-05 2005-06 2006-07 2007-08(P) 

TT (PW) 7.99 8.18 8.14 8.32 8.20 

DPT 8.35 8.12 8.51 8.18 7.99 

POLIO 8.37 8.20 8.53 8.20 7.99 

BCG 8.83 8.65 9.25 8.70 8.48 

MEASISE 7.76 7.90 8.40 7.88 7.82 

DT 7.79 8.97 10.34 9.49 9.10 

TT 7.69 7.8 8.49 8.80 8.74 

TT (16 YERS) 6.51 6.82 7.59 7.87 7.87 

Source: Directorate of F& W Bhubaneswar, Orissa (GOO, Economic Survey, 2008-09, p. 15/17, P: 

Provisional 

 

Employees State Insurance Scheme: It is combined with Social Security scheme 

which came into being and implemented in the State since January, 1960. This scheme 

is made for those workers who are employed in industrial and commercial sectors. It 

provides full medical care to workers and to their family members. The expenditure is 

carried out by the State Government and it is shared between the State Government 

and Employees State Insurance (ESI) Corporation. In the ESI hospitals about 8.20 lakh 

indoor patients were treated during 2007-08. 

Expenditure on Health: Public Sector expenditure on health is about 12% of the 

gross State Domestic product and about 3% of the annual budget. The allocation of 

health and family welfare expenditure has declined in general and primary health in 

particular. In Odisha the per capita expenditure on health was Rs.116.68 during 1999-

2000 as against Rs.110.51 during the previous year (GOO, Economic Survey, 2000-01, 

p.15/2).The expenditure on primary health is low than the total health and family 

welfare expenditure. Governments are not seriously concerned with primary health 

sub-sector. It is found that the health infrastructure has not improved in Odisha over 
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the period 1997-98 to 2002-03 because of less amount of allocation on health sector. 

As a result what we find is that the population served per medical institution is 13,500 

and area served per medical institution is 58 square kilometer. It has also been found 

that in accession of Public health facilities in Odisha there is a wide disparity in terms 

of social, regional and gender especially in tribal districts (Ray, 2010). 

 

Extent of Public Health Expenditure 

Year 
Health Budget as 

percentage of State Budget 

Health Budget as 
percentage of GSDP 

1991-92 4.60 1.23 

1996-97 4.59 1.02 

2001-02 4.17 1.13 

2002-03 4.49 1.19 

2003-04 4.84 1.10 

Source: HDR, 2004; Ray, 2010. 

 

Evaluation: Though the Government has tried to implement all the Health 

Programmes, in spite of these there are some problems that has arisen in the State. 

There are a number of patients who have talked about their helpless condition in the 

Government Hospitals. They complain of the unavailability of medicine, Doctors, 

negligence, non-availability of beds, corruption, non-co-operation of medical staffs 

etc. 

Furthermore when we notice the health scenario of the State we also notice that the 

improvement in health infrastructure had always been very slow. Though the crude 

birth rate and crude death rate has decreased but the infant mortality rate and 

maternal mortality rates are still high in Orissa among all the states. For this reason 

Women and Child Development Department of the Government has focused on the 

protection of girl child through the intervention of special action plan (Express News 

Service, 7th October, 2013).There are 3 (three) reasons for the higher rate of infant 

mortality rate in Odisha. They are lack of professional attendance at birth, high 

incidence of low birth weight babies and the inadequacies of profession post-natal 

care. From a survey it reveals that 64% of all infant deaths are caused due to neo-natal 
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mortality and 38.5% of infant deaths are attributed to premature deliveries. There are 

many other reasons for infant deaths such as pneumonia, respiratory infection in new 

born, Tetanus, diarrhea etc (Express News Service, 24th December, 2015).The reasons 

behind the child deaths are lack of safe drinking water and proper nutrition. For this 

reason, incidence of diarrhea in rural Odisha is still very high which also lead to infant 

and other deaths. Children and women particularly in tribal areas are the worst 

sufferers due to anemia and malnutrition.From the NFHS (National Family Health 

Survey) data it has been observed that the growth status of children is very slow due 

to deficiency of nutritional food (Meher&Padhi, 2010).It needs to be pointed out that 

the incidence of cholera is largely found in the backward region of the state i.e. 

Rayagada district. Several factors are responsible for this. The miserable condition of 

this region includes; lack of communication facilities, health services, contaminated 

water, doctors and paramedical staffs in most of the PHCs. It has also been reported 

in the newspaper that lack of staff in the administrative department at the block level 

also creates problems in tackling this situation (Express News Service, 22nd September, 

2010). 

There is another problem of the worst health situation in Odisha i.e. the health 

infrastructure is not so well especially in the southern and northern regions because of 

the distance factor to access public health services (Ray, 2010). This is much less for 

coastal Districts like Balasore, Bhadrak, Kendrapara and Puri. Though the area 

coverage of health institution has improved in the case of 14 (fourteen) non-coastal 

districts (HDR, 2004). In spite of this, in the tribal and interior regions the people 

suffer a lot due to poor connectivity. Not only that, in the primary health institutions 

and hospitals there is a lack of improved skill of staff, better equipment and non-

availability of drugs. Lack of cleanliness is another problem in Government Hospitals. 

But the Government has contracted out to a private agency i.e. Sulabh International 

for Undertaking the Cleaning Services of State’s Capital Hospital, Bhubaneswar. And 

they have done it very well. And it is said that any vacancies of cleaning staff due to 

retirement or death would not be filled up. 

The other problem is that a large number of vacancies of Doctors and 

Paramedical Staff in the rural areas particularly in the tribal areas though the 

Government had taken reform process to solve this problem. The doctors are not 
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willing to go to the remote areas in spite of having guidelines of government to serve 

the society. It is further found that the Doctor’s feel that the salary provided by the 

government is not very attractive. As a result it has been observed that the people of 

rural areas as well as tribal areas are suffering for minimum health care services 

(Gupta, November, 2002). But Government has taken initiatives to solve this problem. 

Government has introduced one year’s mandatory service in difficult areas for all 

Doctors. The Doctors are compelled to work in these institutions for one year. 

Thereafter they are allowed to take admission to the P. G. Course after obtaining 

completion certificate. This has helped to fill up a large number of vacancies in the 

remote districts (Gupta, 2002). 

Lack of Paramedical staff, such as Auxiliary Nurse Mid-wife, nurses, 

Pharmacists, Laboratory Technicians is another constraint of the health system in 

Odisha. Though they are the State Employees but they do not go to the interior places 

because most of the Paramedical staff is women. They mainly come from the more 

developed coastal districts. For this reason they were reluctant to go to the remote 

and relatively under developed District’s.  For this reason many posts remain vacant. 

To tackle this situation, the Government has decided to form District Cadres. Now the 

Districts have made all new recruitments. And they prefer those candidates who 

reside in the same District. As a result this will in the long run reduce the non-

availability of Paramedics in difficult areas. 

It is also seen that there is a shortage of Doctors in the State. To fill up this 

situation the Government is trying to fill up these posts by appointing retired Doctor’s 

on contract basis. In many of the PHCs the place of allopathic Doctors has been 

replaced by the Ayurvedic and Homeopathic Doctors. Not only that there is also a 

shortage of Doctors in specialties such as pediatrics, obstetrics and anesthetist etc. 

Government has tried to provide short course training in anesthesia administration. 

Many Doctors and paramedics are unwilling to go to remote areas due to 

unavailability of physical and social infrastructure i.e. roads, telecommunications, 

harassing schools and leisure activities. The Government has taken several initiatives 

in this regard i.e. Pre-P.G. posting, amendment of the rules etc. (Gupta, 2002). Another 

factor responsible for the worst Scenario of the health in Odisha is that the 
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professional negligence of Doctors. There are some patients who have argued that 

they suffer a lot due to Doctors’ negligence. 

The acute problem in the health system in Odisha is that the health condition of 

women especially in tribal areas is not so well. The incidence of anemia among the 

tribal women is very much higher than any other groups.The NFHS-III survey found 

that among the 3.7 million adolescent girls about 2.3 million (61 percent) are anemic. 

In addition to that the survey also says that about 69 percent of pregnant women in 

the state are anemic against the national average of 58. The state government had 

implemented the Adolescent Anemia Control Programme in nine districts in 2009 for 

reducing anemia among the women in the state (Express News Service, 1st December, 

2011). Though the secretary of the Women and Child Development, Arti Ahuja argued 

that Iron and Folic Acid (IFA) tablets will be provided to the adolescent girls in the 

rural areas and also said that schools give iron tablets to all girls but the consumption 

level among the girls is very low. For this reason she emphasized on the monitoring 

system on the consumption of the tablets for proper implementation of this 

programme. Arti Ahuja, secretary of the WCD Department also explained that high 

incidence of anemia is not only caused due to under nutrition, but it also occurs 

because of blood loss caused by malaria and hook worm (Express News Service, 1st 

December, 2011).It is also seen that most of the women (around 37%) did not have any 

antenatal checkup. Institutional liveries are very poor about 22.7% in Odisha and it is 

much lower in case of Tribal women (8.7%) due to illiteracy, unawareness, 

unavailability of Auxiliary Nurse Mid-wife workers, PHCs etc. But, now it has changed. 

Though the institutional deliveries have not increased much but now the deliveries are 

taking place in better surroundings due to the presence of trained birth attendants, 

Anganwadi workers and auxiliary Nurse Mid-wives (Auxiliary Nurse Midwife). Inspite 

of this, the consumption of iron, calcium and vitamins during pregnancy is poor. It has 

been found that in the Tribal Districts within 2 (two) weeks of delivery about 50 

percent women are not visited by the Auxiliary Nurse Midwife (ANM) (Ray, 2010). As a 

result, mother and infant do not get any post-natal care. Besides among the tribal 

groups the vaccination and immunization of infants and children have been 

inadequate. It was about 18% Scheduled Tribes children and 9% Scheduled Castes 

children. The incidence of malaria is still high. About 40% deaths are caused due to 
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malaria, 47.6% Scheduled Tribes children and 37.4% Scheduled Castes children do not 

get proper treatment for diarrhea. But there is a significant reduction in the deaths 

due to diarrhea (Gupta, 2002). The development of Public health care system is not so 

good in remote areas. Especially the poor people cannot afford quality private health 

care because of physical isolation and lack of all-weather connectivity roads (Ray, 

2010). We have also found that the level of maternal education is very low specifically 

among the tribal women. 

The prevalence of Anaemia among women and children is a serious matter of 

concern. From NFHS II and NFHS III data it has been observed that there is no change 

in the anaemia status of women and children. Although the Secretary of the 

WCDDepartment Arti Ahuja argued that that they will be provided Iron and IFA tablets 

adolescent girls properly but from the survey it was revealed that the IFA tablets are 

not distributed among the adolescent girls and pregnant women properly in the rural 

areas of Orissa. Very few percentage of women (30 to 40 percent) in the reproductive 

age group have got IFA tablets from the Village Health Workers (Meher & Das, 2007 a 

b &c; Padhi & Meher, 2010, p.60). In addition to it has been observed that in Orissa the 

tribal’s constituted 38.66 percent of the total population in Orissa. Among these 22.13 

percent of the total accounted for Scheduled tribe population of the state and 16.53 

percent are accounted for Scheduled caste population.  As per the 2001 census 

Mayurbhanj recorded the highest tribal population in the state. In Orissa the incidence 

of poverty among the Scheduled tribes and scheduled castes population is very much 

higher than the others. They cannot access the health care facilities due to poverty, 

illiteracy, ignorance. As a result, tribals are unable to acquire calcium, vitamin A, 

Vitamin C, nutrition as per their requirement. For this reason, they face a large number 

of diseases. It is also a noticeable fact that most of the tribals still believe in their own 

traditional system of medicine such as pujas, black magic, sorcery, worship as 

suggested by their tribal priests and medicine men. The NFHS II data reveals that most 

of the tribals face some chronic diseases like malaria, tuberculosis and various types of 

water borne diseases. From an empirical study it has been noticed that the tribals very 

much suffer from numerous problems such as low life expectancy, higher infant 

mortality rate, crude death rate. 
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There are however reports particularly in newspapers i.e Oriya Dailies such as 

The Samaja, Sambad, Dharitri, Prajatantraetc and also other newspapers in other 

languages which states that improvement in the health sector is not so good because 

of lack of infrastructure, unavailability of Doctors, unwillingness to fulfill the promises, 

non-availability of beds in Government Hospitals, absence of proper drug assessment, 

lack of proper treatment, communication facilities and health awareness etc. From the 

reports it is also revealed that in the backward tribal districts there is a poor delivery 

of health care services during the early 2000s.Though the Government has 

implemented several schemes to remove the material mortality rate and infant 

mortality rate but still it remains high in Odisha. Besides the unavailability of Doctors 

and other paramedical staff in Government Hospitals leads to severe problems in the 

health Sector. They are distracted from their work for years together. For that reason 

the position of doctors and other paramedical staff remains vacant in the majority of 

the health centres. In addition, it is also found that the Doctors are leaving 

Government jobs or unwilling to join the Government Hospital. Now the State is trying 

to fill up these vacancies by providing retired Doctors on contract basis. And also the 

introduction of one year’s compulsory services from Pre-PG, so that the common 

people of rural areas can get proper health care facilities. Further it has been noticed 

that due to lack of infrastructure facilities such as metal roads, telephone service, 

electricity, housing, equipment for treatment, doctors are not interested to join 

hospitals in tribal areas or rural areas. The government however is providing ayurvedic 

doctors and homoeopathic doctors for health care services on a contractual basis. But 

this will not solve problems. 

 




