Wanted: Public Health Managers: A case study of the experience in Tamil Nadu
The multiple public health challenges which India faces has led to a growing awareness of the need to develop capacity in the country’s health systems to deal with existing and emerging public health issues. In particular, there is a recognition of the need to position qualified public health professionals who can execute and monitor national health policies and programmes, supervise the public health workforce, fully assess the dimensions of public health issues and devise appropriate strategies to meet emerging challenges.
The role and need for such qualified professionals has been envisioned in the National Rural Health Mission (NRHM) and under the Indian Public Health Standards guidelines which are in the process of development. It is recognized that the public health workers and managers will have to be entrusted with a range of functions ranging from disease surveillance at the level of the community, epidemiological assessments, programme planning, implementation, monitoring and evaluation and health education/advocacy.

The realization of the need for a qualified public health workforce, particularly in top health management positions, has been relatively late in coming. Although there have a series of public health programmes and development of a relatively robust workforce in some sectors, notably relating to maternal and child health, the need for public health oriented and trained personnel at the middle and top levels of the health systems has been less acknowledged. Public health has generally figured as a lower priority, both as an academic discipline in medical colleges as well as in employment opportunities which have, in any case, been almost exclusively restricted to the public sector. 

A combination of factors, particularly the initiation of the NRHM, has brought the issue of a qualified public health  workforce to the forefront of the policy debates on the health sector in the country. We are poised to see a mushrooming of ‘Schools of Public Health’ in the public and private sectors in the coming years. Existing departments of community medicine or preventive and social medicine in some medical colleges are being repositioned as Schools of Public Health. There is also a likely opening up of new jobs in the sector, although admittedly, these would appear to be mostly in the public sector.

In this background, the call for creating a dedicated cadre of public health experts and managers is finding converts and takers. The model that is now often being referred to is the public health management system which has been prevalent in the State (province) of Tamil Nadu for the past several decades. 

      The Tamil Nadu experience

Tamil Nadu (the southern most State on the east coast of India, pop: 62 million, approx) has been acknowledged as being a State which has successfully traversed many health challenges and has health indicators which are among the best in the country. A large part of the State’s success in achieving high public health standards and indicators is attributed by many to the fact that public health has for long been recognised as an area of distinct concern and has been managed by a distinctly designated workforce both, at the field level, as well as at top management level.
Vital health indicators of TN and India
	Indicator
	Tamil Nadu 
	India

	IMR (1980)

        (1990)

        (2005)
	93

59

31
	114

80

58

	MMR (2005)
	0.9
	

	Birth Rate (1980)

                 (1990)

                 (2005)
	27.3

21.6

16.5
	33.3

30.2

23.8

	LEB (M)

        (F)
	67

70
	63.9

66.9


 Historical perspective: 
Tamil Nadu has had the historical advantage of a long tradition of public health. The Directorate of Public Health and Preventive Medicine was established as a separate directorate, responsible for public health functions, as far back as 1923. The legislation which governs much of public health administration in the State is the Tamil Nadu Public Health Act of 1939, which was the first such legislation in the country and is attributed to the vision of the then Health Minister of the Madras Presidency, Dr T.S.S Rajan. The Act, originally enacted as the Madras Public Health Act, has undergone several amendments but continues to be the defining standard for public health administration in the State. 
The Act has a comprehensive definition of the term ‘Public Health’:

“Public Health is the science and the art of preventing disease, prolonging life and promoting physical health and efficiency through organized state effort, by the sanitation of the environment, the control of infections, the education of the individual in principles of personal hygiene, the organization of medical and nursing service and the early diagnosis and preventive treatment of disease and the development of the social machinery which will ensure to every individual a standard of living adequate for the maintenance of health : It is the organizing of these benefits in such a fashion as to enable every citizen to realize his birthright of health and longevity”. 

The provisions of the Act covered a large gamut of powers and responsibilities, including a compulsion for local authorities to earmark a percentage of incomes for public health expenditure and the levy of a water tax to finance water supply schemes. It also provided for the statutory recognition of the Director of Public Health and the compulsory employment of Health Officers in ‘important local authorities’.  
The development of the public health machinery in the State ran concurrent to a number of other changes which were transforming the social and political milieu in the State. The social reform movement of the 1930’s resulted in the social and political empowerment of large sections of the populace which had been relatively excluded from basic and higher education and jobs. Affirmative State action in terms of opening of education opportunities in Government funded institutions and employment avenues in the public sector were critical in aiding the creating a base of educated and skilled persons who could be employed in various kinds of jobs in various sectors, including public health. The availability of a large pool of skilled human resources is in fact, a relative competitive advantage that the State enjoys vis-à-vis many other States in the country even today. This has had a beneficial impact on the delivery of public health services as well – at a time when many other States struggled to find even lone medical officers to man Primary Health Centres, Tamil Nadu adopted a manpower norm of 2 Medical Officers per PHC, including one lady MO. Admittedly, there have been the usual problems of absenteeism etc, but the point is that the required qualified manpower was available for deployment in various development sectors, including health. 
The social reform movement also created a conducive environment in which many interventions initiated by successive Governments from the mid 1950s were able to take root in terms of community acceptance. Primary schools were set up in almost every village and the noon meal scheme for children had its impact in boosting school attendance and on child health outcomes; a number of programmes were taken up to especially focus on retention of girls in schools which had some impact in raising age at marriage. Population stabilization was pursued vigorously and despite not enjoying the advantage of high literacy, especially female literacy, which enabled the neighboring State of Kerala to be the first in the country to achieve the demographic transition, Tamil Nadu was the second State in the country to reach this position, thanks largely to a double pronged State-backed strategy of utilizing a  well trained and deployed workforce to promote family planning programmes and also provide effective maternal and child services. 
Another factor that was critical to the development of the health workforce and the positive health outcomes of the State was the early investment in building infrastructure, right from roads, schools and health facilities. The role of infrastructure in supporting the role of any workforce or in boosting access to services is generally not acknowledged enough. In Tamil Nadu, the availability of an excellent network of roads and widely available public transport facilities have played an important role in facilitating the work of the workforce, especially in rural areas and has also enabled communities to easily access facilities and services.  
The Public Health Service
The Directorate of Public Health and Preventive Medicine in Tamil Nadu comprises an almost 36000 strong workforce which is a little over 42 percent of the total health workforce in the State (around 84,000). This workforce consists of all categories of personnel, including medical, paramedical, administrative and other personnel who man the 8683 Sub Centres and  1417 Primary Health Centres in the State and hold various other administrative and managerial positions. The Directorate of Public Health and Preventive Medicine is distinct from other Directorates in the health services which manage medical education and the secondary hospital sector.
What do we mean when we refer to the Tamil Nadu model for the public health workforce? For one, the health workforce in the State is largely on the same model as that prescribed under various national health policies and programmes. The three – tier structure of primary and preventive health care from the level of the Sub Centre, catering to a population of 3000 - 5000, to the Primary Health Centre for a 20,000 - 30,000 population and the Community Health Centre for populations of about 80,000 to 120,000, is a standard model for the country, although, admittedly, there are wide variations in practice, in terms of actual functioning.

In terms of workforce structures, the main difference in the Tamil Nadu scenario is the existence of a distinct cadre of public health professionals clubbed under the Tamil Nadu Public Health Service. The Service encompasses a number of distinct categories, including Health Officers, Entemologists, Water Analysts, etc. 

The significant strength of the public health service has been seen to lie in its core cadre of health administrators who are medical professionals by training – generally referred to as the Health Officer cadre. Entry into this workforce is through a competitive process and at the level of a municipal health officer. Currently, this is a process separate from that for the employment of Medical Officers, who are first placed in Primary Health Centres, where they are expected to perform a mix of clinical and public health functions and who later go on to occupy clinical jobs in hospitals or join teaching hospitals. Young medicos who join the Health Officer cadre are given four years within which they must acquire public health qualifications – either by way of a degree or a diploma in public health through one of the several institutions offering such programmes (mainly medical schools). The first job that these professionals hold is as Municipal Health Officers, dealing with public health concerns in the State’s urban areas. They go on to become District public health managers (they are called Deputy Directors of Health Services)  responsible for the entire gamut of public health functions and functionaries within a District. 

In comparison with their clinician counterparts, the public health managers in Tamil Nadu have higher pay and faster promotions – measures which were deliberately introduced in order to attract young doctors to join the public health service. A health officer can become Deputy Director of Health Services by the age of 45, whereas his clinician counterpart may need to wait until the age of 55 to reach an equivalent salary and status in the system. 

The strength of the Health Officer cadre is that they are trained public health specialists and a long tradition of having a separate service has resulted in the building of substantial institutional strength and skills in planning and implementing public health programmes, establishing relatively superior disease surveillance systems, etc.  The public health managers of Tamil Nadu are credited with steering a number of measures in the planning, implementation and monitoring of public health activities in the State, including fixed day immunization schedules, a measure which was later replicated at the national level. 
The advantage of having a separate public health managerial cadre is obvious when compared to the situation obtaining in all other States in the country, where public health related functions at the District and State level are undifferentiated from the clinical services and positions like that of the District Medical and Health Officer are rotated, mostly on the basis of seniority among clinical specialists. Mismatches between functional requirements and workforce availability at senior levels are therefore common – gynecologists could head malaria programmes and orthopaedicians find themselves steering national public health programmes without any additional training. 

Assessment of Tamil Nadu model  and can it be replicated?
One of the strongest features of the Tamil Nadu public health managerial  cadre has been that the personnel have basic medical skills with an additional public health specialization. This is not to deny the role for non medical public health specialists. However, in the hierarchy conscious systems that characterise most bureaucracies, the medical background of the public health managers has probably strengthened their position vis-à-vis the workforce they need to manage. 

The flip side of this is that the space for other needed public health specializations within the service has been limited. Epidemiologists, data management specialists. behavioral scientists and health communication experts are lacking in the service and in their absence, the same health managers find themselves leading functional streams that they are not adequately equipped for. In informal discussions, health administrators in the State are now willing to accept this gap, which may be the first step in creating relevant positions in the system for different lines of expertise in the top health management structures. 


A significant lacuna in the Tamil Nadu system has been that the top public administrators in the system at the State and district levels who are responsible for the entire gamut of rural and urban public health functions have generally not gained field experience in rural areas in the initial years of service.  After an initial stint as Health Officers in municipalities, they come in to man public health management positions for populations of anywhere from one to three million.  There is now some thinking about bringing in public health managers at the Block level - an intermediate level between the Primary Health Centres and district level. This would not only strengthen the health services delivery systems in general and bring in decentralization of functions and authority, but would also allow young public health managers to gain more hands-on experience. 

One important reason why the public health managers have been relatively effective in Tamil Nadu is that the system they are supposed to manage is generally in place. The State has a relatively well trained workforce and relatively well equipped network of primary health service delivery points. Interventions like upgrading of large numbers of PHCs to provide 24x7 services and bringing in a modern drugs and equipment logistics system have addressed many bottlenecks in the health systems in the State and have also resulted in a streamlining of management functions. 

From the point of view of the public health workforce in general, having a clearly defined line of professionally qualified and experienced district managers is a definite improvement over a random and varied succession of clinical specialists at the helm of the system. There is a significant difference in the quality of supervision and a greater ability to address and rectify day to day issues. The continuity factor is also crucial in building a team ethos.   


The distinct advantages of the Tamil Nadu system are generally well acknowledged at the national level. Currently, with the ongoing operationalisation of the NRHM and programmes like the National Disease Surveillance Programme, the need for public health capacity at the block and district levels is sorely felt and the need to structure an organized public health service is being discussed in many States. In some States, NRHM funding is being used to recruit graduates with degrees in health administration for contractual jobs as district public health managers. In some States, senior medical officers in PHCs are being designated as Block Health Officers to manage public health related jobs in rural areas. The experiments are at nascent stages, but the underlying common factor is an acknowledged need to create public health managerial capacity. 


Admittedly, the task is a difficult one. The NRHM planning team has projected a requirement of 10,000 public health managers to be identified, trained and placed at Block, district and State level in all States of the country within the next few years. The figure may not look large given the size of the country, but it involves significant up-scaling of institutional capacity for training personnel in the required skills and competencies. Short courses in public health management are being planned to be run concurrently in multiple locations and institutions and are being designed primarily keeping in mind the need to upgrade the skills of in service personnel in the health systems of States. 
           A problem that many States in the country might face in replicating the Tamil Nadu model is the now often encountered shortage of doctors available for recruitment into the public sector. Tamil Nadu is one of the few State in the country where such shortages have not been encountered as yet and the public health managerial service has had advantages like higher pay and faster promotions, compared to equivalent levels in the clinical cadre, to offset notional professional and monetary ‘losses’ on account of doctors not being able to practice as clinicians. Even in other, equally developed States of the country where large numbers of medical graduates are trained, the growth of the private/corporate presence in the medical sector is attracting medical manpower away from the public sector. Government salaries cannot keep pace with the returns offered by large corporates or even compare with the returns from private practice. Faced with a shortage of clinicians for manning primary health centres, some States are resorting to placing qualified traditional medicine practitioners in these centres after some amount of orientation training. In such a situation, there may be problems in actually attracting doctors to join a public health management service. The problem of course also lies partly in the fact that India’s health services have traditionally been and continue to be led by doctors – the deployment of nurse practitioners is only now being talked of as a necessary alternative to deploying doctors in the primary sector, but there aren’t as yet many takers. This constraint can be overcome by opening up public health management positions for senior personnel in the other supporting workforce streams in the sector – Health Supervisors and Community Health Nurses at Block level, for instance. This is an option that is being discussed in some circles now and many feel that the option might work, if factors like entry level qualifying criteria and skills training are taken care of. 

Finally, it needs to be said that having a dedicated team of public health managers is not the final or the most critical response to the public health challenges that India, or even Tamil Nadu, face. The nature and composition of the health workforce, although important, cannot be seen as the only determinant of health. There is also the undeniable fact that any public health workforce is likely to be as good as the wider system and political and administrative universe in which it is located. As has been stated earlier, Tamil Nadu’s  public health managers function in a system shaped by a number of supporting factors including, political will, community expectations, capacity of educational institutions, administrative capacity and well developed rural and urban infrastructure – all of these advantages may not be easily available elsewhere. The lesson of the Tamil Nadu experience is simply that that having a specialized line of trained public health specialists to manage public health programmes does make for better outcomes and more effective service delivery. To generalize, having the right people for a job alone does not necessarily guarantee success, but the absence of such persons might well be an impediment to achieving that success anyway.  
Smita Nagaraj,

Advisor,

Public Health Foundation of India,

New Delhi

e-mail: smita.n@phfi.org , smitanag@gmail.com 

 

 

 

 

 

 

 

PAGE  
1

