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EXECUTIVE SUMMARY 

 

The scarcity of qualified health workers in rural areas is a critical challenge for health sector in 

India. Diverse interventions have been instituted by central and state governments to attract 

health workers to rural areas and to enhance the retention of qualified workers. These include 

incentives by way of higher salaries or preferential admission to postgraduate education, and 

regulatory strategies, such as, educational bonds or compulsory rural service for medical 

graduates; still retention of health personnel particularly in rural and remote areas continues to 

remain a challenge.  However the reasons for not willing to remain in rural and remote areas are 

still poorly understood.  This study explores factors influencing health workers retention in rural 

and remote Odisha. It would provide timely evidence for decision making and policy 

development and contribute to the efforts of the government in establishing efficient mechanisms 

for health workforce development in the state, particularly on retaining health staff in rural and 

remote areas.  

The study was carried out in six districts of Odisha. Data was collected using a mix method 

approach. A total of 226 semi structured interviews were conducted with different category of 

health staff (doctors, nurses, pharmacists, multipurpose health workers and lab technicians). 

The study findings reflects that excepting few districts, the ratio of MPHW (F) to population is 

around 5000 in the state which is at par with the prescribed norms. The ratio of government 

allopathic doctor, laboratory technician and staff nurses to population are: 13000, 40000 and 

15000, respectively. Majority of health staff perceive ñstrong personal will to serve peopleò, 

ñphysical infrastructureò, ñtraining opportunitiesò, ñsupport by seniorsò, ñgood schooling for 

their childrenò and ñpromotion avenues after certain years of rural serviceò  as very important for 

continuing to work in rural and remote areas.  Majority of the doctors expressed that lack of 

infrastructure at the facility and accommodation for health staff as main challenges to serve in 

rural areas. Majority of health staff at rural health facilities was not happy with the available 

infrastructure.    
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The primary motivating factors for rural service were identified as monetary incentives, good 

infrastructure both at work place and govt accommodation, and transparent transfer and 

promotion policy. The major dissatisfiers for working in rural areas included existing 

promotional avenues after rural service, physical infrastructure, and schooling facility for their 

children. Five primary reasons ranked in order of priority cited by the study participants for 

continuing at the same place were, namely, permanent govt. service, pension facility, social 

service, source of regular income and job satisfaction  

A combination of interventions like monetary incentives with enhanced career opportunities for 

professional growth (training, higher studies and promotion), scholarships and preference of 

seats in reputed (residential) schools to the children of staff working in rural and remote areas,  

would be more effective than financial incentives alone. There is a need for clearly defined 

human resource policy for health personnel across all cadres with defined parameters for 

performance appraisal, transfer and promotion. District level Human Resource Management 

Units (DHRMUôs) may be developed in similar lines of SHRMU to facilitate district specific 

implementation of human resource policies related to recruitment, retention and capacity 

building.  

Keywords: human resources for health, India, rural area shortage, retention of health workers. 

Disclaimer: The findings, interpretations and conclusions expressed in this study are entirely 

those of the authors, and do not represent the views of the funding authority or institution. 
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BACKGROUND 

A health workforce adequate in size, with good skill mix and able to reach out to all sections of 

the population is necessary for achieving a high and equitable coverage of health services. Indian 

census estimates, adjusted for educational qualifications, reveal that the health worker density 

(including doctors, nurses and midwives) is approximately 8 per 10,000 population (Rao et al, 

2009), well short of the suggested norm of 25 per 10,000 (WHO, 2006). The topographic 

distribution of Indiaôs health workforce is disturbing. Most (60%) health workers are present in 

urban areas where 28% of the population resides (Rao et al, 2009). This urban bias is consistent 

across all cadres of health workers; 40% of allopathic physicians, nurses and midwives, AYUSH 

practitioners and 20% of dentists are present in rural areas (Rao K et al, 2009). These differences 

are even more striking for female health professionals, particularly female doctors. Such skewed 

distribution of health workforce hinders the ability of rural population to access quality health 

services. 

The government of India has made considerable efforts to place doctors and a variety of other 

health workers such as Multi-purpose Health Workers (MPHWs), staff nurses, lab technicians, 

pharmacists, etc. in rural areas through its vast network of health subπcenters (SC), primary 

health centers (PHC) and community health centers (CHC) in these areas. However, high levels 

of vacancies due to non-joining, absenteeism and dual practice have compromised this effort.  

STUDY RATIONALE 

In the context of state health systems, including that of Odisha, the problems of unequal 

distribution of health workers are receiving greater attention. Diverse interventions to enhance 

the retention of qualified workers have been planned or instituted. These include incentives by 

way of higher salaries or preferential admission to postgraduate education, and regulatory 

strategies, such as, educational bonds or compulsory rural service for medical graduates. Yet, 

less is known about the scale of the actual problem, the contexts in which these interventions are 
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put into practice, and their applicability in real world settings. Also, the outcomes of various 

interventions which have been introduced in recent times such as difficult areas incentives, 

promotion avenues and cadre restructuring have not yet been well analyzed. 

Department of Health and Family Welfare, Government of Odisha has taken a proactive step in 

strengthening their human resources by creating a dedicated State Human Resource Management 

Unit (SHRMU) under the directorate of health services with an aim to revamp human resources 

for health. The state government has also been focusing on recruitment and retention strategies 

for various health personnel; still retention of health personnel particularly in rural and remote 

areas continues to remain a challenge. Particularly the reasons for not willing to remain in rural 

and remote areas are poorly understood. Keeping this in view TMST and SHRMU had 

commissioned a study to assess factors influencing health workers retention in rural and remote 

Odisha. The results of the study would provide timely evidence for decision making and policy 

development and contribute to the efforts of the government in establishing efficient mechanisms 

for health workforce development in the state, particularly on retaining health staff in rural and 

remote areas.  

Present study was taken up to identify factors contributing and /or affecting availability and 

retention of health workforce (doctors, staff nurses, lab technician, pharmacist, health worker), in 

rural and remote areas of Odisha  

Specific Objectives  

1. To map the availability of health personnel in rural and remote areas of Odisha. 

2. To describe size, composition and distribution of health personnel working in rural and 

remote areas of Odisha. 

3. To assess factors favoring the retention of health personnel in remote and rural Odisha. 

4. To suggest context specific incentive schemes and strategies for retention of rural health 

personnel. 
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METHODOLOGY 

This cross sectional study was carried out from Novô2011 to Marchô 2012. Six districts were 

selected from three regions i.e. East, Central and Southern Odisha, two districts from each, to 

have an adequate representation from all segments of the state. More over it was also ensured 

that there is adequate representation from both KBK Plus district (two out of total 11 districts) 

and non-KBK districts (four out of total 19 districts). Randomly selected study districts were 

Nawarangpur, Gajapati from KBK Plus region while Deogarh, Baragarh, Balasore & Puri 

Districts from Non KBK region. In second stage from each district three blocks were selected 

randomly and in each block either the block PHC (Primary Health Centre) or the Community 

Health Centre (CHC) [which ever was present] was included in the study. In the next step two 

PHCs New under each block PHC/ CHC and two sub centers under each PHC New was 

randomly selected for the study. A multistage stratified sampling was used for selection of study 

participants.   

Sampling Framework 

 

 

 

 

 

 

 

 

B-Blocks CHC, P-PHC, S= Subcentres 

S
1 

S
2 

S
1 

S
2 

S
1 

S
2 

S
1 

S
2 

S
1 

S
2 

S
2 

S
1 

P1 

 

P2 P1 P2 P1 P2 

B1 B2 B3 

DISTRICT 



4 

 

Data was collected using a mixed method approach using both qualitative and quantitative 

techniques. Data collection comprised of three components ï Profiling of health personnel, desk 

review and semi-structured interviews (Annexure I) with health personnel. 

1. Profiling of health personnel: A proforma was designed to collect information of health 

personnel of all the districts. Secondary data available (as of 01.01.2012) from the SHRMU 

was compiled and analyzed. The data was tabulated showing district-wise availability and 

distribution of doctors, staff nurses, pharmacists, lab technicians and health workers. 

 

2. Desk review: All reports and documents of government of Odisha related to retention for 

health personnel were reviewed. Also related documents from other states of India were 

accessed from their official websites and reviewed. A review of literature was done of 

published papers and reports on the topic of retention of health personnel, both generic as 

well as from websites such as: Central Bureau of Health Intelligence, National Health System 

Resource Centre, Government of India, National Rural Health Mission, WHO. The search 

terms used were: human resource, retention, health personnel AND retention AND 

intervention, retention AND underserved area, financial intervention AND rural, regulatory 

intervention AND rural, retention AND intervention AND India, retention AND intervention 

AND Asia, assessment AND retention AND intervention, best AND practice AND retention. 

 

3. Key informant interviews: A semi-structured interview schedule was prepared, piloted and 

validated for data collection. Interviews with selected health personnel were conducted to 

collect information on their views and opinions regarding working in rural and remote areas. 

For the purpose of studying óretentionô, it was decided to interview permanent government 

health staffs who have been working at their present place for more than two continuous 

years. The study participants included doctors, nurses, pharmacists and lab technicians and 

multipurpose health workers (Male and Female) working at CHC, PHC (New) and Sub-

center. Health staff working at respective district headquarter hospital were not included in 

the study. 
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Quantitative data analysis was done by using MS-Excel and SPSS Version 16.0. Descriptive 

analysis has been done through cross-tabulations and frequencies. The qualitative data was 

analyzed using ñframe workò approach (Ritchie & Spencer 1994). The approach combines both 

inductive and deductive processes. The steps involved in this approach are ï familiarization with 

data, identifying broad themes, coding, thematic charting and interpretation of data. The coding 

was done by two analysts as per the fame work approach to improve reliability of interpretations 

from the data. Stress was given to take out the original meanings and inferences which 

respondents attributed to their experiences rather than taking openly stated views. 
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REVIEW OF LITERATURE 

This section summarises findings of the literature review on factors influencing retention of 

health staff in rural and remote and areas.  

Factors determining retention of workers in rural and remote areas 

The Health personnelôs choice of location in rural and remote areas have come to be categorized 

as "pull" and "push" factors (Awases 2004; Zurn et al 2003; Padareth et al 2003; WHO 2009]. 

"Pull" factors are identified as those which attract an individual to a new destination. These 

might include improved employment opportunities and/or career prospects, higher income, better 

living conditions or a more stimulating environment. "Push" factors are those which act to repel 

the individual from a location.  

The individual level factors depend on a person's personal characteristics, such as age, gender, 

marital status, etc. However, the impact on an individual's decision-making is not constant and 

may change in a person's life and career cycle.  A Malaysian study suggests that married 

womenôs chance of mobility is substantially influenced by fertility and family considerations 

whereas economics and labor market factors are more likely to influence married menôs mobility 

(Smith and Duncan 1998). Rural upbringing increases chances of health workers returning to 

practice in rural communities (Dovlo 2004; Mullan and Frehywot 2007). 

A study in Navajo Area Health Services of India cited lack of housing, health care and schools 

for children as the reason for non-retention of health staff in in remote areas (Kim 2000).  

Remuneration has been quoted as one of the most important factors influencing retention of 

health sector staff (Kunaviktikul et al 2001; Van Lerbergheet al 2002). A Vietnamese study 

(Dieleman et al 2003) revealed that the appreciation received from managers, colleagues and the 

community was very important in determining job retention in rural areas. The desire for further 

professional training is also cited as a reason hampering retention of health workers in rural and 

remote areas (Awasis et al 2004). 

A qualitative study in Chhattisgarh (IIPHD,PHFI,NHSRC and SHRC 2011)seeking to 

understand the reason behind some doctors being retained in rural areas conclude that the reasons 
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for joining rural practice are geographic and ethnic affinities; personal values of service and 

financial compulsions. In addition to these factors, the reason for extending stay in rural facility 

are outlined as rural upbringing, availability of school in the area, professional interest, good 

relationship with colleague. The contractual doctors mentioned that they have continuing to work 

in rural location because they anticipate their jobs to be regularized in future. The opportunity to 

work in the same location where their husbands also practice was mentioned as the reason for 

rural job retention by female doctors. 

Types of interventions undertaken to retain health personnel in rural and remote locations 

The intervention for the retention of health workers in rural and remote areas can be classified 

into following broad categories: 

Compulsory Rural Service 

Compulsory rural service is a mandatory mechanism in some countries such as India, Thailand, 

South Africa and Ecuador where the medical graduates have to work at government health 

facilities in the rural and remote areas for specific period. This compulsory rural service for 

medical graduates was introduced in eleven states of India (Assam, Arunachal Pradesh, 

Chhattisgarh, Gujarat, Kerala, Manipur, Meghalaya, Nagaland, Orissa, Tamil Nadu and West 

Bengal) for a duration varying from 1 to 5 years (Rao, Gupta and Sundaram 2011). In India, a 

bond is signed at the time of admission to medical school and the student has to sign a bond to 

serve the government for a predefined period. This bond value varies from state to state for eg. it 

is Rs.100000/- in Chhattisgarh, 150000/- in Gujarat, 700000/- in Assam and in Meghalaya it is 

1000000/-. Even the service period varies between states such as in Gujarat a graduate need to do 

rural service for 3 years where as it is 5 years in Assam.  

Other forms of compulsory rural service tried in India are compulsory rural service before and 

after post graduation. Three forms of these linkages exist: compulsory rural service for admission 

to PG programs (ñPre-PG Compulsionò), giving incentives to in-service public sector doctors in 

PG admission or towards the cost of a PG degree (ñIn-service PG incentiveò), and compulsory 

rural service for all PG graduates (ñPost-PG Compulsionò).  
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Pre PG compulsion 

In India, the states like Arunachal Pradesh, Haryana, Himachal Pradesh, Jammu and Kashmir, 

Maharashtra, Manipur, Nagaland, Orissa, Sikkim, Tamil Nadu and Tripura have made two to 

three years of rural service compulsory for getting admission to PG courses. About 10-50% of 

the total PG seats are reserved for in-service candidates in states like Jammu and Kashmir, 

Nagaland, Orissa and Tamil Nadu.  

Post PG compulsion 

Compulsory rural service after PG was implemented in Tamil Nadu and Kerala states of India. In 

Tamil Nadu those specialists who are graduating from Government PG Colleges have to sign a 

bond to serve in rural areas for 5 years while specialists graduating from private colleges have to 

serve for 3 years against a bond of Rs.500000. In Kerala and Jharkhand the bond period is for 1 

year of rural service against a bond of Rs. 500000.  After post graduation if the candidates break 

the bond they will have to pay the penalty amount.  

Rotation 

Rotation is another strategy to ensure availability of health staff in rural and remote areas. The 

health staffs are transferred to identify hard to reach areas for a certain period of time on rotation 

basis. Every doctor working with the government health facility will be posted for pre-defined 

period in such locations and after serving for that specified period they will be given urban 

posting. However, in the absence of transparent transfer policies such mechanism fails to achieve 

the desired objectives. 

Rural recruitment 

In many states the health workers are selected from rural background with an assumption that 

they will serve and remain in their native rural and remote areas. One of such models is the 

SwalambanYojana that was started in Madhya Pradesh state in the year 2006-07 with the 

objective of reducing the lack of staff nurses in government health facilities.  These sponsored 

students have to sign a bond to serve in the rural areas of Madhya Pradesh for a period of 7 years 

after they pass out from the nursing school; otherwise they will have to pay an amount of 

Rs.200000 to the government.  
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The assessment of regulatory intervention has not been conclusive and has been subjected to 

criticism for alienating people from profession (Dieleman 2011). 

Incentive Motivation 

Monetary incentive 

Additional pay for Rural or Remote area practice  

Additional monetary incentives are given in the form of higher salaries (than urban), allowances 

for working in identified hard to reach and remote locations, housing loan and education support 

for children. Such incentive was given in Indonesia where the extent of incentive commensurate 

with the geographical remoteness of the posting. In Niger, these incentives included telephone 

service, transport and accommodation. 

In India, the financial incentive schemes were introduced in 18 states (Andhra Pradesh, 

Andaman & Nicobar, Chhattisgarh, Haryana, Himachal Pradesh, J& K, Kerala, Lakshadweep, 

MP, Maharashtra, Manipur, Nagaland, Orissa, Punjab, Rajasthan, Tamil Nadu, Tripura and 

Uttarakhand) to attract and retain the skilled health personnel in rural areas.  In several states 

rural postings have been classified according to their degree of remoteness. Health workers, 

typically general and specialist doctors serving in rural areas get ñdifficult area allowanceò in 

addition to their regular salaries.  

In general additional monetary incentives are given only to doctors but five states namely; 

Haryana, Maharashtra, Nagaland, Rajasthan and Tripura give similar incentives to ANMs, nurses 

and paramedics. The amount of such monetary incentive varies between states (Rs.500 per 

months in Tamil Nadu and Rs. 25,000 per month in Haryana). 

Financial interventions have received mix responses:  positive result in developed countries and 

not very encouraging results in developing countries barring few exceptions 
1
(Dieleman2011). 

 

                                                             

1
With the exception of Mali, Zambia and South Africa. 
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Non- Monetary incentive 

Preferential admission to PG studies 

Preferential admission to PG studies for the óin-serviceô government candidates has been tried in 

some states of India. For eg. Andhra Pradesh, Assam, Chhattisgarh and Gujarat reserve about 

10% to 30 % of the total post graduation seats for the in-service doctors completing two to three 

years of service in rural areas. The in-service doctors take the entrance examination but compete 

for the reserved seat which increases their changes of admission. In states like Kerala, Tamil 

nadu, Mizoram and Uttarakhand, preferences to in-service doctors are given in the forms of 

additional marks which are added to the total marks attained by the candidate in the qualifying 

PG exam. The  marking are given according to the service tenure and location.  In states like 

Tamil Nadu, to be eligible for the PG exam the candidates have to put in three years of rural 

service and those serving in tribal locations need just two years plus they also get extra marks. In 

the state of Arunachal Pradesh, doctors on completion of two years of rural service are eligible to 

be sponsored by the State, which will cover all expenses of their PG training. Tripura also 

sponsors in-service doctors for PG courses after they complete five years (with 3 years rural 

service) of service. In 2008 the state of Nagaland has introduced DNBE (Course on Family 

Medicine) which is equivalent to PG for in service doctors.  

Additionally, a WHO background paper (2009) has chalked out the following conditions under 

which educational interventions are likely to be successful: 

1. The likelihood of doctorôs retention in rural practice increases if students from rural 

background with keen interest in rural practice are selected (Salafsky et al. 2005; 

Rabinowitz1999). 

2. The rotation of medical students in the rural setting may influence their decision to work 

in underserved areas. 

3. The adaptation of curriculum to include rural health issues will create interest in students 

and equip them to serve the rural population.  

4. Loan repayment schemes, direct incentives and medical-resident programs have had the 

highest success in retaining doctors for rural placement. 
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Community housing 

Community housing is a concept where all the peripheral staff are provided accommodation at 

one place. These accommodations will have the basic infrastructure like boundary wall, 

electricity, water supply and located nearby market place. States like West Bengal, Uttarakhand 

and Chhattisgarh have set up group housing colonies for the staff.  

Bundled approach:  

Thailand is one of the success stories of the bundled approach where doctors in rural areas 

received personnel and logistic support, peer recognition and award, and opportunities in career 

progression (Wibulpolprasert and Pengpaibon 2003). Ghana provides additional duty hour 

allowance, car and housing loans, postgraduate training opportunities, relaxed criteria for 

promotion and flexible contracts (Perry 2006). 

Another systematic review of intervention studies for improving retention of health personnel 

make a strong case for a bundled approach that pays attention to multiple dimensions including 

living environments, working conditions and environments and development opportunities 

(Lehman et al 2008). 

Strategies for retention of health staff in rural and remote areas by Government of 

Maharashtra 

Information was gathered from key State level officials regarding the innovations done by the 

Government of Maharashtra as listed below. 

In order to retain nurses in rural and remote areas, fresh appointment of retired nurses who are 

physically fit to join duties are conducted. To facilitate the process, the appointment powers have 

been given to Chairman of Executive Committee of RKS.  Walk in interview are conducted on 

every second and fourth Thursday. In addition, campus placement, loan facilities, scholarships 

are also offered.  

In all the doctor cadres half of all the posts are allotted for promotion based on seniority and half 

of the posts are filled directly through Maharashtra Public Service Commission based on 
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required mandatory qualification and certain years of minimum experience. 25% of all PG seats 

in medical colleges are reserved for in service candidates that have to be filled through common 

entrance examination. For every year of rural service, the allopathic doctor gets 2 marks 

maximum up to 10% of marks scored by the candidate in common entrance examination for post 

graduate courses. Also plane MBBS doctors (without any post graduate degree or diploma) get 

time bound pay scales but are not allowed to take any senior level positions.  

There are identified hard to reach areas where incentives are given to ANM, Staff Nurse and 

Doctors. ANM is paid extra Rs. 4000/- per month, staff nurse is paid extra Rs. 6000/- per month 

and doctors paid extra Rs. 12000/- to 18000/- per month. In addition doctor gets one extra pay 

grade and NPA as 50% of his/her basic pay. Any specialist doctor who joins the services at rural 

hospital get three increments if he/she has diploma and six increments if degree in clinical 

subjects of Obstetrics and Gynecology, pediatrics or anesthesia. There is flexibility of hiring 

specialist doctors on contract basis or their services on case based payment services form local 

areas. These powers are decentralized and can be taken by local bodies of the hospital. MBBS 

doctors being posted as per willingness and their choice of posting and recently services of 1499 

ad-voc MBBS MOs regularized by state cabinet. Appointment powers are decentralized to 

district and regional level and recruitment of MOs has been kept outside the purview of Public 

Service Commission. Also powers of posting of contractual specialists is given to head of the 

hospital with flexible monthly remuneration depending upon location of facility. 

Odisha government strategies to attract and retain doctors and other health staff  

1. The entry level of Assistant Surgeon has been upgraded from class-II rank to the 

rank of junior class-I with scale of pay of Rs. 15600 to Rs. 39100 with grade pay of 

Rs. 5400. 

2. Specialist allowance of Rs. 3000 to each specialist doctor has been sanctioned. 

3. KBK allowance of regular M.O. has been increased from Rs. 4000 PM to Rs. 8000 in 

periphery health institutions  and from Rs. 2000 PM to Rs. 4000 in SDH and DHH. 

4. Restructuring of the cadre of medical officers has been done to create more 

promotional avenues. 
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5. Legislation has been made to prevent violence against medical personnel and 

medical institutions. 

6. Retirement age of regular doctors has been enhanced from 58 to 60 years. 

7. CCR rules have been relaxed to enhance promotion. 

8. Recently it has been decided to add 10% of marks in PG entrance examination per 

year of service in tribal subplan and backward areas by in-service doctors with 

maximum marks of 30%.   

9. NRHM provides monetary incentives to health staff working in hard to reach areas 

identified based on a vulnerability scale across the state.    
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OBSERVATIONS 

This section describes the findings of analysis of data gathered from SHRMU and Key 

informants interview.  

Sourse: SHRMU   

   

There is an overall 31% functional vacancy of doctorsô post in the districts. The vacancy 

positions for doctors are higher in KBK plus districts (36%) as compared to Non-KBK districts 

(28.5%). More than 1/3
rd

 of lab techniciansô posts in the state are vacant and the vacancy 

proportions are almost similar in KBK and Non-KBK region, whereas more than 90% of posts of 

pharmacists and MPHW (F) are presently filled. 

Source: SHRMU 
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There are around 29% absolute vacancies of doctors altogether in 30 districts. However in terms 

of availability of doctors in these districts, the functional vacancy is around 31%. When we 

consider the doctors number of state headquarter, RGH and capital hospital the absolute vacancy 

for the state is around 28%. However there are additional 346 doctors either deputed to PG 

studies or working at medical colleges, municipalities and other departments that are not 

reflected by districts. When we take into account these doctors working in the state then the 

functional vacancies of doctors for the whole state comes to be around 20% (Fig2) 

Analysis of size and composition of allopathic doctors working in government health facility in 

the state of Odisha was carried out in two steps. Average number of population served by an 

allopathic doctor in the state was calculated considering the number of sanctioned posts in 

different districts and number of doctors currently in position (as of 01-01-2012). There are 1.05 

sanctioned posts of allopathic doctors for 10,000 population in the state. However, currently 

there are 0.74 allopathic doctors in position for 10,000 population (Figure 3 to 14). The analysis 

of health workforce density reveals that Laboratory techniciansô density per 10,000 population in 

the state is 0.24. Similarly the densities of staff nurse and pharmacist per 10,000 population are 

0.64 and 0.47 respectively. According to the sanctioned position of doctors in the state, one 

doctor is ought to cater to about 9500 population. But at present one doctor is catering to a 

population of near about 13000. There are 12 districts in which a doctor caters more population 

as compared to stateôs average (13,000). According to the current in-position lab technicians, 

there is one lab technician for 41,000 population in the state. However, there are 13 districts 

where one lab technician caters to more than 41,000 population. Similarly, one pharmacist is 

serving a population of 21,000 in the state; however, there are 17 districts where one pharmacist 

is serving a population of more than 21,000. One staff nurse is catering to a population of 15,000 

in the state; there are 13 districts in which a single staff nurse is serving a population of more 

than 15,000. One multipurpose health worker (female) is serving on an average a population of 

5,000 in the state. Whereas, there are 15 districts in which each MPHW (F) is serving a 

population of more than 5,000. All figures of health staff includes personnel working under 

directorate of health services only and do not include the health staff working under private 

sector, medical education, ESI, and other departments. The analysis of doctors include only 

allopathic doctors and not the AYUSH.   
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There are around 28% vacancies of doctors on managerial posts and vacancies of clinical 

specialists doctors are around 36%. This might be because of many clinical specialists doctors 

have been promoted at managerial posts recently.    
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