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MESSAGE

Ensuring access to quality healthcare is central to Haryana’s development priorities.
However, persistent shortages of doctors and specialists particularly at Community Health
Centres and secondary care facilities have constrained the effectiveness of public health
investments and limited progress on key health indicators.

The Performance-Linked Health Workforce Incentive Policy represents a strategic shift in
how the state approaches health workforce management. Instead of relying on entitlement-
based allowances, the policy links incentives to measurable clinical outcomes, patient safety,
service delivery, and quality standards. This approach aligns individual performance with
institutional goals and public health priorities.

SJHIFM has prepared this policy as an evidence-based, implementable framework that
balances reform ambition with fiscal responsibility. The emphasis on performance
measurement, transparent monitoring, and phased implementation ensures that the policy can
be operationalized without disruption while allowing room for learning and course correction.

The Institute remains committed to supporting the Government of Haryana in the rollout,
monitoring, and continuous refinement of this reform. | am confident that this initiative will
contribute meaningfully to improved health outcomes, better workforce retention, and
sustained progress toward SDG-3 and the broader vision of a resilient and inclusive health
system.

Dr. Raj Nehru
(Director General)
Swarna Jayanti Haryana Institute for
Fiscal Management
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Foreword

The preparation of this policy has been both a rigorous analytical exercise and a deeply
reflective engagement with the realities of public healthcare delivery in Haryana. While the
State has made significant investments in health infrastructure and service expansion,
persistent workforce gaps particularly in specialist availability and rural secondary care
continue to constrain outcomes and equity.

From the outset, the objective was to move beyond surface-level solutions. Rather than
treating workforce shortages solely as a recruitment problem, this work sought to examine the
structural incentives, institutional arrangements, and governance mechanisms that shape how
medical professionals choose where and how they serve. What emerged from this process
was a clear recognition that entitlement-based compensation models, though well intentioned,
have limited ability to drive performance, accountability, or rational distribution of human
resources.

Through sustained engagement with data, field realities, and comparative practices across
states, this policy identifies the need for a shift toward performance-linked, outcome-oriented
incentives that align individual motivation with public health goals. It recognizes that quality
of care, patient safety, and continuity of services cannot be strengthened without addressing
how doctors and specialists are incentivized, supported, and retained within the public
system.

At its core, this policy is not merely about financial incentives. It is about repositioning health
workforce governance as a strategic lever for system-wide improvement one that integrates
fiscal prudence, clinical quality, and equity of access. The emphasis on measurable outcomes,
differentiated incentives for difficult areas, and transparent monitoring reflects an effort to
balance reform ambition with administrative feasibility.

It is hoped that this policy will serve as a practical framework for strengthening secondary
healthcare delivery in Haryana and contribute to sustained progress toward improved health
outcomes and national development goals. More broadly, it offers a reference point for other
states grappling with similar workforce challenges, underscoring the importance of moving
from entitlement-based approaches to performance- and outcome-driven governance in the
health sector.
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EXECUTIVE SUMMARY

This comprehensive policy document outlines a strategic transition from entitlement-based
compensation to a quality-driven, performance-linked incentive framework aimed at
addressing Haryana's critical health workforce crisis.

The Current Crisis

Severe Vacancies: Haryana faces a 41.8% overall vacancy rate across health
directorates, with 17,409 positions remaining unfilled.
(SOURCE: HRMS Data, CAG Report, 2024)

Specialist Shortage: There is a near-total absence of specialists at Community Health
Centers (CHCs), with a 99% shortage in critical areas like General Surgery,
Pediatrics, and Anesthesia.
(SOURCE: Compiled from information furnished by individual Health Institutions in
April — May 2023, CAG Report, 2024)

Maldistribution: While CHCs are critically understaffed, District Hospitals (DHS)
actually maintain a 33% surplus of specialists, indicating a failure in rationalized
distribution.

(SOURCE: Compiled from information furnished by individual Health Institutions in
April - May 2023, CAG Report, 2024)

Lagging Performance: Haryana’s SDG-3 health score of 73 significantly trails
leading states like Guijarat (90) and Tamil Nadu (85).

Recruitment Lag: At the current pace of ~300 doctors per year, it would take over 57
years to fill existing vacancies.

Core Policy Objectives

Shift to Performance: Replace fixed Non-Practicing Allowances (NPA) with
incentives tied to measurable Key Performance Indicators (KPIs) such as clinical
quality, patient safety, and satisfaction.

Rationalize Distribution: Repost surplus specialists from DHs to CHCs to fill 150
200 posts without requiring large-scale new recruitment.

Improve Retention: Reverse the "specialist drain™ from rural and difficult areas
through tiered hardship allowances, housing, and fast-track career pathways.

Align with National Goals: Support Viksit Bharat 2047 and SDG-3 ambitions for
universal health coverage.




o Reverse specialist drain from rural and difficult areas through hardship allowances,
housing, and career pathways

Proposed Three-Tier Compensation System
The framework moves away from entitlements to a structured incentive model:

1. Tier 1: Base Hardship Allowance: Monthly payments indexed to location difficulty,
ranging from 8,000 to X18,000.

2. Tier 2: Performance-Based Incentives: Monthly specialty-specific payments
(approx. 310,000-%19,000) tied to 10-12 KPIs like surgery volumes, mortality rates,
and patient satisfaction.

3. Tier 3: Annual Bonuses & Support: Benefits including recruitment/joining bonuses
(up to 4, 00,000), fully funded PG sponsorship, and priority spouse job placement.




BACKGROUND

India’s commitment to Universal Health Coverage (UHC), as articulated through SDG-3,
Ayushman Bharat, National Health Mission (NHM), and the vision of Viksit Bharat
2047, places unprecedented emphasis on the availability, quality, and equitable distribution of
health human resources. While significant investments have been made in infrastructure,
insurance coverage, and service expansion, health workforce shortages and
maldistribution remain the single most binding constraint to achieving population-level
health outcomes.

Haryana, despite being one of India’s economically advanced states, faces a systemic health
workforce crisis. Nearly 42% of sanctioned health posts remain vacant, and the shortage
of specialists at Community Health Centres (CHCs) exceeds 95% in critical disciplines
such as Surgery, Obstetrics & Gynaecology, Anaesthesia, Paediatrics, and Internal Medicine.
This imbalance has resulted in overburdened district hospitals, delayed emergency care,
avoidable referrals, and preventable maternal, neonatal, and emergency deaths—particularly
in rural and difficult areas.

Historically, Haryana has relied on entitlement-based compensation mechanisms,
including Non-Practising Allowance (NPA), uniform rural allowances, and ad-hoc incentives,
with limited linkage to performance, outcomes, or equity. While such measures aimed to
discourage private practice and retain doctors, they have not succeeded in improving
service quality, accountability, or rational distribution of specialists across facility levels.

At the same time, national and state-level experiences—particularly under PM-JAY,
NABH/NQAS accreditation frameworks, and select state incentive models—demonstrate
that performance-linked, outcome-oriented incentives can significantly improve clinical
quality, patient satisfaction, and workforce motivation when designed transparently and
implemented with strong governance.

Against this backdrop, there is a compelling need to restructure doctor compensation in
Haryana—shifting from static, entitlement-driven payments to a performance-linked,
equity-focused incentive framework that rewards quality care, strengthens accountability,
and ensures the availability of specialists where they are needed most.




INTRODUCTION

This policy document proposes a Performance-Linked Health Workforce Incentive Policy
for Haryana, aimed at transforming the state’s public health workforce from a volume- and
entitlement-based system to one that is quality-driven, outcome-oriented, and equity-
focused.

The policy recognizes that the core challenge is not merely insufficient recruitment, but
rather:

« Inequitable distribution of specialists across facility levels

o Weak retention in rural and difficult areas

o Limited linkage between doctor compensation and health outcomes
« Inadequate accountability for quality, safety, and patient experience

Instead of relying solely on large-scale recruitment—which is time-consuming, fiscally
expensive, and uncertain—the policy emphasizes retention, rational redeployment, and
performance optimization of the existing workforce.

Key features of the proposed approach include:

e Replacement of blanket NPA with specialty-specific, performance-linked
incentives

e Introduction of hardship-indexed allowances to attract and retain doctors in
underserved areas

o Team-based incentive structures aligned with facility-level quality standards

o Differentiated Key Performance Indicators (KPIs) reflecting the clinical realities of
each specialty

« Strong alignment with IPHS 2022, NQAS, PM-JAY, and SDG-3 indicators

o Transparent digital monitoring, grievance redressal, and third-party audit mechanisms

The policy is designed to be fiscally prudent, administratively feasible, and scalable, with
a phased implementation strategy that begins with high-priority specialties and districts
before statewide rollout.

By realigning incentives with outcomes, this policy seeks to:

« Restore public trust in government health facilities

e Reduce avoidable morbidity and mortality

« Improve doctor motivation, morale, and retention

o Strengthen Haryana’s contribution to national health goals

« Position Haryana as a model state for health workforce reform in India

This document lays out the evidence, framework, implementation strategy, and expected
impact of this reform, with the objective of achieving measurable improvements in health
outcomes within 2-3 years and sustained system transformation thereafter.




PART 1: THE CRISIS - HARYANA'S HEALTH WORKFORCE LANDSCAPE

1.1 Overall Vacancy Crisis (October 2022)

Across all health directorates, Haryana has 17,409 vacant posts out of 41,628 sanctioned
positions:

Directorate Sanctioned | Working | Vacant | Vacancy %
DGHS 25,307 15,299 | 10,008 40%
DMER 10,072 5,430 4,642 46%
Family Welfare 3,384 2,213 1,171 35%
AYUSH 2,277 1,016 1,261 55%
FDA 583 257 326 56%
HMSCL 5 4 1 20%
TOTAL 41,628 24,219 17,409 41.82%

(SOURCE: HRMS Data, CAG Report, 2024)

Impact: At current recruitment pace (~300 doctors/year), it would take 57+ years to fill
existing vacancies—rendering current capacity chronically understaffed.

1.2 Doctor to Population Ratio - Below WHO Standards
(SOURCE: CAG Report, 2024)

e WHO Recommendation: 1 doctor per 1,000 persons
e Haryana Requirement (2011 Census, 2.53 crore population): 25,351 doctors
e Haryana Actual (Public sector): 6,006 public doctors across all departments
e Ratio Achieved: 1 doctor per 4,221 persons
e Gap: ~19,000 additional doctors needed for WHO compliance
1.3 Critical Specialist Misdistribution at Community Health Centres

(SOURCE: Compiled from information furnished by individual Health Institutions in
April — May 2023, CAG Report, 2024)

The core problem is not just shortage but geographic and specialty-wise non-rationalized
distribution:

District Hospitals (DHs) - SURPLUS Position

e 300-bedded DHs: +22% excess specialists
e 200-bedded DHs: +45% excess specialists
e 100-bedded DHs: +18% excess specialists




e Overall: +33% excess specialists across all DHs

Community Health Center's (CHCs) - CRITICAL SHORTAGE

Specialty Required (IPHS) | Available | Shortage %
General Surgeon 126 1 99%
Physician 126 3 98%
Obstetrician-Gynaecologist 126 4 97%
Paediatrician 126 1 99%
Anaesthetist 126 1 99%
Dental MO 126 85 33%

(SOURCE: Compiled from information furnished by individual Health Institutions in

April — May 2023, CAG Report, 2024)

Critical Implication: A pregnant woman with obstetric emergency, a trauma patient
requiring surgery, or a neonate requiring resuscitation has virtually no access to secondary
emergency care at CHC level. These cases are forced to bypass CHCs and reach

overburdened DHs, increasing mortality risk and delaying life-saving interventions.

1.4 Doctor Cadre-wise Vacancy in DGHS (October 2022)

Cadre Sanctioned | Working | Vacant | Vacancy %
Deputy Civil Surgeon 122 69 53 43%
Senior Medical Officer 367 247 120 33%
Medical Officer 4,211 2,994 1,217 29%
Senior Dental Surgeon 33 25 8 24%
Dental Surgeon 773 547 226 29%
Other Doctors 215 199 16 7%
TOTAL 5,721 4,081 1,640 29%

(SOURCE: HRMS Data, CAG Report, 2024)

Key Finding: Medical Officers have the largest absolute shortage (1,217 vacant posts), while

Deputy Civil Surgeons have the highest proportional vacancy (43%).




1.5 Recruitment Volatility (2016-17 to 2022-23)

Implication: Inconsistent hiring with a critical drop in 2021-22 undermines workforce
planning. Simply recruiting faster is insufficient without pairing it with strong retention and

Year Doctors Recruited
2016-17 70
2017-18 353
2018-19 132
2019-20 131
2020-21 703
2021-22 47
2022-23 682
Total (7 years) 2,118
Average/Year ~302

rational distribution mechanisms.

1.6 Comparative SDG-3 Performance

(SOURCE: HRMS Data, CAG Report, 2024)

State SDG-3 Score | Status

Gujarat 90 | Highest Performer
Tamil Nadu 85 | Leading Performer
Kerala 79 | Top Performer
Punjab 75 | Above Average
Haryana 73 | Average

India (National Avg) 71 | Baseline

Gap Analysis: Haryana lags Gujarat by 17 points and Tamil Nadu by 12 points, despite
comparable infrastructure investments. The gap is largely attributable to workforce shortages,

maldistribution, and weak performance accountability mechanisms.




PART 2: LEARNING FROM BEST PRACTICES

2.1 VVolumes-to-Value Transition: PM-JAY/PMJJA Models

The PM-JAY scheme has pioneered outcome-based incentive frameworks that differentiate
performance across multiple dimensions:

Five Core Outcome Indicators (Value-Based Framework)
1. Beneficiary Satisfaction Rate - Patient contentment with healthcare experience
2. Hospital Readmission Rate - Preventable 30-day readmissions (lower is better)
3. Out-of-Pocket (OOP) Expenditure - Direct costs paid by patient (lower is better)
4. Confirmed Grievances - Patient complaints and dissatisfaction levels
5. Health-Related Quality of Life Improvement - Measured using EQ-5D-5L tool

Certification-Based Incentives (Three-Tier Model)

e Bronze Certification: +2.5% financial benefit

e NABH Entry-Level Certified: +5% financial benefit

e NABH Accredited: +7.5% incentive

e NQAS Certification (Public Hospitals): +7.5% incentive

2.2 State-Level Lessons: Private Practice Regulation & Incentive Design

Analysis across 18 states reveals critical insights:

Andhra Pradesh: Regulated Private Practice Model

e Rule: Private practice allowed but BANNED during 9am—4pm working hours

e Reality: 80% of PHC/CHC doctors don't practice (young, PG-focused); 90% of
DH/CHC specialists practice

e Issue: Many run nursing homes during official hours; referrals of public patients to
own facilities common

Delhi & Himachal Pradesh: NPA-Based Prohibition Model

e Rule: Private practice completely banned; 20-25% NPA paid to all
¢ Result: Minimal private practice; no absenteeism; no referral conflicts

¢ Risk: Recent withdrawal of NPA for new entrants leads to protests and potential exit




Tamil Nadu: Selective Allowance + Weak Enforcement

Rule: Private practice allowed for clinical doctors (except administrators); only
nominal (~Rs 3,000/month) NPA for banned cadre.

Reality: No major absenteeism; minimal adverse effects at PHC/CHC level; problems
in medical colleges due to teaching compromise

Karnataka: Outcome Incentives + Biometric Monitoring

Mechanism: Special allowance (340,000-85,000/month for specialists) + biometric
attendance + digital cross-checks

Result: Reduced referrals to private clinics; improved gate-keeping; threat of
withdrawal/transfer works

PART 3: PROPOSED PERFORMANCE-LINKED INCENTIVE FRAMEWORK

3.1 Underlying Principles

1.

Performance-Based, Not Entitlement-Based: Incentives tied to measurable KPIs,
not fixed allowances

Equity-Focused: Higher incentives for difficult areas, critical specialties, emergency
services

3. Team-Based: Individual doctor KPIs aligned with facility-level quality metrics

Differentiated by Specialty: Unique KPIs and weightages for each specialty
reflecting clinical demands

Transparent & Auditable: Digital tracking of outcomes; quarterly reviews and
public dashboards

Retention-Focused: Bonuses for tenure, promotion pathways, and PG sponsorship
for rural service

Distinct from Institutional Incentives: Doctor KPIs different from hospital
performance metrics

Aligned with National Standards: IPHS 2022, NQAS, PM-JAY guidelines
integrated throughout

3.2 Incentive Structure Overview

Three-Tier Compensation System for Specialist

Tier 1: Base Hardship Allowance (Location-Indexed)

Tier 1 (Difficult Rural): %15,000-18,000/month
Tier 2 (Rural CHC/SDH): %12,000-15,000/month
Tier 3 (Urban DH/Medical College): %8,000-10,000/month




Tier 2: Performance-Based Monthly Incentives (Specialty-Specific, Target-Linked)

e 3500-5,000/month per KPI
e Range from 10-12 KPIs per specialty
e Quarterly review and adjustment
Tier 3: Annual Bonuses (Tenure, Achievement, Quality)

Performance Bonus: 330,000-1,50,000/year
Recruitment/Joining Incentive: X1,50,000—4,00,000 for 3-year rural commitment

Fast-Track Promotion Bonus: Accelerated career progression after 4-5 years rural
tenure

e Equipment/Research Support: ¥50,000-5,00,000/year for facility development

Supporting Allowances & Benefits

e PG Sponsorship: Fully funded Masters/DNB programs at recognized institutions
e Housing Provision: Government quarters with family accommodation

e Spouse Support: Priority job placement for spouse in nearby health facility

e CME & Conference Allowance: 340,000-1,50,000/year

PART 4: SPECIALTY-WISE DETAILED INCENTIVE STRUCTURES
SECTION A: CRITICAL SHORTAGE SPECIALTIES (99% CHC Gap)

A.1 GENERAL SURGERY / SURGEONS
Current Situation: 1 surgeon per 126 CHCs; 99% shortage

Priority Areas: Emergency trauma, acute abdomen, obstetric surgery (LSCS), wound
management

Key Performance Indicators & Monthly Incentives:

Indicator Target Quality Requirement Incentive (%)

Major Surgeries >60/month Cap at 100/month to prevent 5,000
over-referral

Emergency Surgeries >30% of total Risk-adjusted; mortality 3,000
tracking

Obstetric Surgery >50/month Vaginal delivery rate >60% 4,000

(LSCS)

Complication Rate <5% <10% acceptable; audited 2,000

10




Mortality Rate <1% per 100 <3% threshold 2,000
cases

Patient Satisfaction >4.0/5 Mera Aspataal survey 1,500

Total Monthly — — %15,500-

Incentive Range 17,500

Annual Package for Rural CHC Surgeon:

e Hardship Allowance (monthly): *12,000-15,000 (location-tiered)

e Procedure Incentive (per case): 22,000-5,000 per emergency surgery

e Performance Bonus (annual): ¥50,000-1,00,000 for sustained excellence
e Recruitment Incentive (joining bonus): ¥4,00,000 for 3-year CHC contract

e PG Sponsorship: 2-year funded MSc General Surgery (AllMS/recognized
institution)

e Fast-Track Promotion: Accelerated to Senior Surgeon after 5 years rural tenure
e Housing: Government quarters with family accommodation

e CME Allowance: %1,00,000/year for conferences, skill development

e Equipment Research Support: 350,000/year for surgical equipment/innovations

e Facility Development Grant (if establishing new surgical unit): %5,00,000—
10,00,000

Projected 3-Year Cost per Surgeon: ~X13-14 lakh

For 20 CHCs requiring surgeons: 32.6-2.8 crore

Expected Impact: Prevents ~50-100 preventable deaths annually from surgical emergencies
and obstetric complications

A.2 OBSTETRICS & GYNAECOLOGY (OBGYNs)

Current Situation: 4 OBGYNs for 126 CHCs; 97% shortage; major contributor to maternal
mortality

Priority Areas: Institutional deliveries, emergency obstetric care (EmOC), family planning,
neonatal care

11




Key Performance Indicators & Monthly Incentives:

Indicator Target Quality Incentive
Requirement ®)

Institutional Deliveries >100/month (large | Facility-type 4,000

CHC) adjusted

Emergency Obstetric Cases >20/month Management 3,000
verified

Maternal Mortality Ratio <100/100,000 LB Tracked quarterly 3,000

Neonatal Resuscitation >30 cases/month >90% Apgar 2,000
documented

Family Planning Procedures >15/month Complete consent 3,000
forms

Patient >4.2/5 Mera Aspataal 1,500

Communication/Satisfaction survey

C-Section Rate Audit Optimal 10-20% Audited for 2,000
necessity

Total Monthly Incentive — — ¥18,500-

Range 19,500

Annual Package for Rural CHC OBGYN:

e Hardship Allowance (monthly): 12,000-15,000

e Delivery-Based Incentive: 3500-1,000 per institutional delivery (volume incentive)

e Emergency Procedure Incentive: 32,000-5,000 per complex delivery/intervention

e Family Planning Bonus: 32,000 per sterilization (quality-checked)
e Performance Bonus (annual): 350,000-%1,20,000

e Recruitment Incentive: 23,50,000 for 3-year commitment

e Spouse Support: Priority job placement as Staff Nurse in nearby facility

e PG Sponsorship: MPhil Maternal-Fetal Medicine (1IT/AIIMS after 4 years service)

e Fast-Track Promotion: Senior OBGYN post after 5 years rural tenure
e School Support: ¥50,000/year fee reimbursement for doctor's children
e Facility Grant: 3,00,000-5,00,000 for labor room/delivery suite upgrades
OBGYN:

Projected 3-Year
For 25

Cost per

CHCs:

33-3.25

~312-13

lakh
crore

Expected Impact: Prevents ~10 maternal deaths annually; increases institutional delivery by

500-750 cases/year

12




A.3ANAESTHESIOLOGY

Current Situation: 1 anaesthetist per 126 CHCs; 99% shortage; HIGHEST PRIORITY for
emergency services

Priority Areas: Perioperative anesthesia, emergency airway management, 24x7 availability,
ICU support

Key Performance Indicators & Monthly Incentives:

Indicator Target Quality Requirement Incentive ()

Perioperative Mortality <0.5% per 1,000 Mandatory 3,000
cases investigation if >1%

24x7 Emergency Coverage | 100% compliance <15 min response time 3,000

Pre-op Optimization >85% emergency Verified in case notes 2,000
cases

Difficult Airway Proper Root-cause analysis if 2,000

Management documentation adverse

Critical Care Support 24/7 availability Post-op ICU 2,500

(ICu) management

Patient Safety Protocols 100% adherence WHO Surgical Safety 1,500

Checklist

Emergency Training & Annual completion | BLS/ACLS 1,000

Recertification certification

Total Monthly Incentive — — ¥15,000-

Range 16,000

Annual Package for Rural CHC Anaesthetist (PREMIUM TIER):
e Base Hardship Allowance (monthly): 15,000 (HIGHEST—non-negotiable
minimum)
e Procedure Incentive: X800 per emergency anaesthetic (LSCS, trauma, laparotomy)

e 24x7 On-Call Allowance: 5,000/month if providing sole cover for >20
emergencies/month

e Emergency Response Bonus: 32,000/month if <15 min response maintained 100%
e Performance Bonus (annual): 260,000-%1,50,000
e Recruitment Incentive: X3,00,000 for 3-year CHC tenure

e PG Sponsorship: 2-year funded Diploma/MSc Anaesthesia or Critical Care
(AIIMS/IIT)
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e Fast-Track Promotion: Chief Anaesthetist after 5 years (vs 8-10 years normal
progression)

e Housing: Government quarters with family accommodation + utilities covered
e Conference & CME: %1,50,000/year for training, workshops, international CME
e Equipment Research: 50,000/year discretionary budget

e Special Provision: If sole anaesthetist managing >40 OT cases/month, automatic
%8,000/month hardship boost (223,000 total)

Projected 3-Year Cost per Anaesthetist: ~X10-11 lakh

For 20 CHCs: 32-2.2 crore

Expected Impact: Critical for preventing maternal deaths (LSCS), surgical mortality, and
emergency trauma mortality

A.4 PAEDIATRICS

Current Situation: 1 paediatrician per 126 CHCs; 99% shortage; neonatal mortality remains
high

Priority Areas: Neonatal resuscitation, paediatric emergency management, immunization,
nutrition

Key Performance Indicators & Monthly Incentives:

Indicator Target Quality Requirement Incentive (%)
Neonatal Resuscitation >30 Proper technique 2,500
cases/month verified

Paediatric Emergency >15 Sepsis, meningitis, 2,000

Management cases/month pneumonia

Immunization Coverage >90% target Facility-level 2,000
achievement

Child Nutrition >80% screened MAM/SAM 2,000

Intervention identification

SNCU Occupancy/Bed Optimal Post-duty critical care 500/day

Days occupancy

Newborn Screening >85% Early detection rate 1,500

(APGAR) documented

Patient Satisfaction >4.0/5 Parent/caregiver survey 1,000

Total Monthly Incentive — — %12,000-

Range 13,000
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Annual Package for Rural CHC Paediatrician:

e Hardship Allowance (monthly): 12,000-15,000

e Neonatal Resuscitation Bonus: %1,500-3,000 per high-risk newborn successfully
resuscitated

e Paediatric Emergency Case Incentive: X1,000-2,000 per complex emergency
managed

e Vaccination Program Bonus: ¥10,000/month for exceeding immunization targets
e Performance Bonus (annual): ¥50,000-%1,00,000

e Recruitment Incentive: %3,50,000 for 3-year commitment

e PG Sponsorship: DNB/MSc Paediatrics or Neonatology (sponsored training)

e Fast-Track Promotion: After 4 years, Senior Paediatrician/Consultant role

e School Support: ¥50,000/year fee reimbursement (private school if public <10 km
away)

e Housing: Government accommodation with family amenities

e SNCU Development Support: %5,00,000 facility grant if CHC develops Special
Newborn Care Unit

e Nutrition Program Grant: 3,00,000/year for MAM/SAM screening and
intervention
Projected 3-Year Cost per Paediatrician: ~X11.6-12.5 lakh
For 15 CHCs: 1.74-1.9 crore
Expected Impact: Prevents ~20-30 neonatal deaths; supports nutrition transition and early
childhood development
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SECTION B: HIGH-SHORTAGE SPECIALTIES (85-95% Gap)

B.1 PSYCHIATRY / MENTAL HEALTH

Current Situation: Severe rural shortage; mental health services virtually absent in
CHCs/PHCs; suicide prevention gap

Key Performance Indicators & Monthly Incentives:

Indicator Target Quality Requirement Incentive
)

Mental Health >30/month Psychosis, depression, 1,500

Outpatient Cases substance abuse

Community Mental >2 sessions/month Schools, ASHA 1,500

Health Awareness training, panchayat

Suicide Prevention >90% at risk identified | PHC/ASHA referral 1,200

Screening protocol

Psychotropic Drug 100% records Appropriate indication 1,000

Prescription Audit reviewed documented

Patient Satisfaction >3.8/5 Stigma reduction 800

feedback

Addiction Links with De-addiction services 1,200

Rehabilitation NGOs/support groups coordinated

Coordination

Total Monthly — — %7,200-

Incentive Range 8,200

Annual Package for Rural CHC Psychiatrist:

e Hardship Allowance (monthly): 211,000-13,000
e Community Outreach Incentive: ¥500-1,000 per community mental health session

e Suicide Prevention Screening Bonus: 21,000/month for achieving 90%+ screening
e Performance Bonus (annual): 340,000-%70,000

e Recruitment Incentive: %2,50,000 for 3-year commitment

e PG Sponsorship: MD Psychiatry (sponsored training)

e Fast-Track Promotion: Senior Psychiatrist after 5 years
e CME Allowance: ¥80,000/year

e Coordination Grant: X3,00,000/year for mental health program development
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Projected 3-Year Cost per Psychiatrist: ~X5 lakh
For 10 CHCs: %50 lakh

Expected Impact: Reduces suicide mortality by 30-40%; improves mental health-seeking

behavior in rural communities

B.2 INTERNAL MEDICINE / GENERAL PHYSICIAN

Current Situation: 98% CHC shortage; critical for chronic disease management and acute

medical emergencies

Key Performance Indicators & Monthly Incentives:

Indicator Target Quality Requirement Incentive
)
Medical Emergency Cases >40/month Sepsis, acute Ml, stroke, 2,500
DKA
Chronic Disease Clinic >60/month HTN, DM, COPD, 2,000
Attendance asthma
Blood Pressure Control >140/90 mm Hg | Medication compliance 1,500
(>75% HTN) tracked
Diabetes Control (>70% Fasting <140 HbA1c documentation 1,500
DM) mg/dL
Referral Appropriateness <20% referral Retain 80% cases at 1,200
rate CHC
Patient Satisfaction >4.0/5 Waiting time, counseling 1,000
quality
Total Monthly Incentive — — %9,700-
Range 10,700

Annual Package for Rural CHC Physician:

e Hardship Allowance (monthly): 12,000-14,000

e Medical Emergency Case Incentive: %1,000-1,500 per complex medical case

managed

e Chronic Disease Clinic Bonus: 3500 per clinic session (>20 patients)

e Performance Bonus (annual): 45,000-%80,000

e Recruitment Incentive: X3,00,000 for 3-year commitment

e PG Sponsorship: MD Internal Medicine (sponsored after 3 years service)

e Fast-Track Promotion: Senior Physician after 5 years

e CME Allowance: X70,000/year
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e Equipment Grant: 22,00,000/year for diagnostic equipment (ECG, blood gas

analyzer)

Projected 3-Year Cost per Physician: ~%6.5 lakh

For 12 CHCs: 278 lakh

Expected Impact: Improves chronic disease control; reduces emergency referrals; increases

CHC utilization

SECTION C: MODERATE-SHORTAGE SPECIALTIES (70-80% Gap)

C.1 RADIOLOGY / DIAGNOSTIC IMAGING

Current Situation: 67% shortage at CHCs/SDHSs; diagnostic delays force referrals to DHs

Key Performance Indicators & Monthly Incentives:

Indicator Target Quality Requirement Incentive (%)

Diagnostic TAT >85% within 24 Quality audit of 10% 2,500
hrs samples

Report Accuracy >95% validated Confirmatory correlation 2,000

performed

Emergency Report Time | <30 min Stat/urgent prioritized 2,000

Tele-Consultation >10/month Remote guidance to PHCs 1,500

Support

Equipment Uptime >80% Preventive maintenance 1,200
functionality done

Patient Dose ALARA Radiation safety audits 800

Optimization compliance

Continuing Education Annual Latest protocols adopted 500
completion

Total Monthly — — %10,500—

Incentive Range 11,500

Annual Package for Rural CHC/SDH Radiologist:

e Hardship Allowance (monthly): *12,000-15,000

e Tele-Consultation Fee: *500-1,000 per remote report to PHC/CHC

e Diagnostic TAT Bonus: %2,000/month if >85% reports within 24 hours
e Quality Audit Bonus: %1,500/month if accuracy >95%

e Emergency Response Bonus: %1,500/month if avg emergency time <30 min
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e Performance Bonus (annual): 350,000-%90,000

e Recruitment Incentive: %3,50,000 for 3-year commitment

e PG Sponsorship: DNB Radiology (sponsored after 3 years)

e Fast-Track Promotion: Senior Radiologist/Consultant after 5 years

e Equipment Grant: ¥5,00,000 for radiology suite upgrades (ultrasound, X-ray digital)
e CME Allowance: 280,000/year

Projected 3-Year Cost per Radiologist: ~X7.5 lakh
For 8 CHCs/SDHs: %60 lakh
Expected Impact: Reduces diagnostic delays; enables 50% reduction in referrals to DHs

C.2 PATHOLOGY / LABORATORY MEDICINE

Current Situation: 60% shortage; diagnostic delays; antimicrobial stewardship weak

Key Performance Indicators & Monthly Incentives:

Indicator Target Quality Requirement Incentive
Q)

Test TAT >85% within 24 Timely reporting for clinical 2,000
hrs decision-making

Quality Control 100% internal Equipment calibration log 1,500
QC maintained

Hemoglobin Estimation | >95% correlation | External QA samples 1,200

Accuracy

Blood Grouping 100% match Repeat testing protocol 1,500

Accuracy

Antimicrobial Culture results Inappropriate antibiotic 1,000

Stewardship with AST reduction

Patient Satisfaction >4.0/5 Needle handling, phlebotomy 800

skill
Total Monthly — — Z8,000-
Incentive Range 9,000

Annual Package for Rural CHC/SDH Pathologist:

e Hardship Allowance (monthly): 211,000-13,000
e Test Volume Incentive: 20.5-1 per test (up to 2,000 tests/month cap)
e Quality Assurance Bonus: X1,500/month if 100% QC compliance
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e Performance Bonus (annual): 340,000-X70,000
e Recruitment Incentive: 32,50,000-3,00,000 for 3-year tenure

e PG Sponsorship: MD Pathology (sponsored training)
e CME Allowance: 260,000/year
e Equipment Grant: X3,00,000 for lab equipment (hematology analyzer, biochemistry

analyzer)

Projected 3-Year
For 10

Cost

CHCs:

Pathologist:
%45-50

lakh
lakh

Expected Impact: Improved diagnosis; reduced empirical antibiotic use; better infection

control

SECTION D: SUPPORT SPECIALTIES (Critical for Service Delivery)

D.1 NURSING LEADERSHIP & ICU SPECIALIST NURSES

Current Situation: Nursing staff shortage across all levels; ICU management weak;

infection control gaps

Key Performance Indicators & Monthly Incentives (Nurses):

Indicator Target Quality Requirement Incentive
)

Patient Care Hours >6 hrs per Documentation of care 1,500

patient/day provided

Infection Control 100% Hand hygiene, PPE use, 1,200

Protocol Adherence compliance waste management

Patient Safety Incident >90% Near-miss and adverse event 1,000

Reporting transparency logged

Skill Training Annual update IV insertion, wound care, 800

Completion ACLS

Patient Satisfaction >4.0/5 Nursing care quality survey 800

Total Monthly — — %5,300—

Incentive Range 6,300

Support Staff Incentive Adjustments:

e Senior Nurse/Matron: +32,000/month hardship allowance, +3500-1,000 leadership

bonus

e ICU Specialist Nurses: +%3,000/month for ICU services, +%1,500 for 24x7 on-call




e Anesthesia Technician/OT Nurse: +32,000/month for OT support, +31,000 for
emergency response

e Vaccination/EPlI Coordinator: I500/month per 100 vaccinations (up to
%2,000/month)

e Infection Control Nurse: X1,500/month baseline + X500 per NOSO prevention
achieved

PART 5: IMPLEMENTATION FRAMEWORK & GOVERNANCE

5.1 Incentive Management Structure

State-Level:

e Director, Health Services (Haryana) - Policy oversight

e State Incentive Coordination Cell - Processing claims, KPI monitoring, quarterly
reviews

e Financial Management Unit - Budget tracking, disbursement authorization
District Level:

e Civil Surgeon (District) - KPI validation, monthly submission

e HR & Finance Officer - Incentive calculations, payroll integration

e Quality Assurance Officer - NQAS audit, patient satisfaction surveys
Facility Level:

e Hospital Manager / Chief Medical Officer - KPI data collection, monthly reporting
e Department Heads - Specialty-specific KPI monitoring

e Quality & Safety Officer - Patient safety metrics, adverse event tracking

5.2 Payment Mechanism

Integration with Salary:

e Base hardship allowance: Part of monthly salary (fixed)
e Performance incentives: Separate digital transfer on 10th of following month
e Annual bonuses: Disbursed in two tranches (June, December)

e Facility grants: Released upon submission of project proposals and utilization
certificates

Monitoring & Audit:

e Monthly KPI validation at facility level; district civil surgeon spot-checks
e Quarterly state-level review meetings (Dr. + HR + Finance + Quality teams)

e Annual third-party audit by independent quality auditor
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e Digital dashboard publicly accessible (anonymized) for transparency

5.3 Grievance & Appeal Mechanism

e First Appeal: To district civil surgeon (15 days)

e Second Appeal: To state director health services (30 days)

e Third Appeal: To state health authority / ombudsman (45 days)

e Ombudsman Review: If still unresolved after 60 days

PART 6: DIFFERENTIATED METRICS FOR PM-JAY / PMJJAALIGNMENT

6.1 Doctor vs Hospital Performance Parameters

DISTINCT FRAMEWORKS to prevent conflicts of interest:

Dimension Doctor KPIs (Individual) Hospital KPIs (Institutional)
Focus Clinical quality, patient Operational efficiency,

outcome, equity accessibility, financial sustainability
Beneficiary >90% positive feedback on >85% overall hospital satisfaction

Satisfaction

clinical care

score

Readmission Rate

Track as quality indicator
(lower is better)

Facility-level reporting; targets by
specialty

Out-of-Pocket
(O0P)

Doctor does not collect
unofficial fees

Hospital ensures no hidden charges;
transparent pricing

Procedure Volume

Specialty-specific targets;
quality-audited

Total facility throughput; bed
occupancy

Complication
Tracking

Individual surgeon/OBGYN
monitored

Facility-level safety culture &
incident tracking

Certification
Benefit

Doctor receives individual
bonus (2—7.5%)

Hospital receives institutional
benefit (2-7.5%)

Accountability

Directly tied to individual
doctor salary

Facility budget & resource
allocation decisions

6.2 PMJJA Parameters for Haryana

Adopt PM-JAY Five Indicators with doctor-specific weightage:

1. Beneficiary Satisfaction Rate (25% weightage): Measured via Mera Aspataal app +
PMJJA feedback portal

2. Preventable Readmission Rate (20% weightage): 30-day readmission related to
original condition
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3. Out-of-Pocket Expenditure Reduction (20% weightage): Doctor does not collect
additional fees; hospital transparent on costs

4. Confirmed Grievances (15% weightage): Patient complaints resolved within 7 days

Health Outcome Improvement (20% weightage): Measured by specialty (mortality,
complication, cure rates)

Doctor Incentive Calculation:

e Doctors scoring 80—89% on composite score: +2.5% bonus
e Doctors scoring 90-94%: +5% bonus

e Doctors scoring >95%: +7.5% bonus

PART 7: TRANSITION STRATEGY & IMPLEMENTATION TIMELINE

7.1 Phase 1: Preparation (Months 1-3)

v/ Finalize incentive structure with stakeholder consultation (IMA, medical colleges, civil
surgeons)

v Design digital tracking systems & KPI data collection templates
v/ Conduct baseline assessment of current doctor KPIs across all facilities
v Set facility-specific targets based on current performance + improvement goals
v/ Establish  grievance redressal ~mechanism & ombudsman coordination
v/ Conduct doctor briefing sessions on new policy; address concerns

7.2 Phase 2: Pilot Implementation (Months 4-9)

e Pilotin 3 districts: Rural, Semi-Urban, Difficult Geographies)

e Focus on 5 critical shortage specialties: Surgery, OBGYN, Anaesthesia, Paediatrics,
Internal Medicine

e Monthly KPI monitoring; quarterly feedback cycles; mid-course corrections
7.3 Phase 3: Full Rollout (Months 10-18)

e Scale to all districts; integrate all specialties
e Transition from current NPA to new performance-linked system
e Establish state-level incentive coordination cell

e Begin monthly KPI reporting & dashboard publication
7.4 Phase 4: Consolidation & Evaluation (Months 19-24)

e Annual review of policy effectiveness (retention rates, KPI achievement, patient
outcomes)

e Adjust incentive levels & targets based on evidence
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e Plan next phase: Expansion to healthcare workers, paramedics, ASHAs

PART 8: EXPECTED OUTCOMES & IMPACT PROJECTIONS

8.1 Specialist Distribution Rebalancing
Baseline (Current):
e DHs: +33% excess specialists (650 surplus)

e CHCs: 99% shortage in 5 critical specialties (750 posts vacant)
Target (Year 3):

Repost 200-250 surplus specialists from DHs to CHCs

Reduce DH surplus to +15% (maintain capacity for tertiary care)
Increase CHC specialist availability from 1% to 30—40% (150-200 posts filled)

Cost: %2.6 crore/year for 20 CHC surgeons alone; ¥25-30 crore total for all specialties

8.2 Retention & Motivation Improvement
Expected Outcomes:
e Year 1: 5-10% reduction in doctor turnover from rural/difficult areas

e Year 2: 15-20% improvement in retention; reduced absenteeism by 25%

e Year 3: Sustained 10-15% net improvement in retention; improvement in SDG-3
indicators

8.3 Clinical Quality & Safety Improvements

Metric Current Year 3 Method
(Baseline) Target
Maternal Mortality 100-120/100k | <80/100k 1 skilled birth attendance at
Ratio LB LB CHCs
Neonatal Mortality 25-30/1000 <20/1000 1 resuscitation, SNCU care
LB LB
Surgical Mortality <3% <1.5% 1 surgeon availability, skill
(Emergency)
Patient Satisfaction 60% >80% 1 waiting time,
(Public) communication, quality
Readmission Rate 8-10% <5% 1 quality of first-line care
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8.4 SDG-3 Health Score Improvement

Target: Haryana SDG-3 from 73 — 82 by 2027 (closing gap with Gujarat at 90)

Drivers:

e 1 Institutional delivery from 57.5% — 85%
e | Maternal mortality from 120 — 70/100k LB
e | Neonatal mortality from 28 — 18/1000 LB

e 1 Emergency surgical access at CHCs from 1% — 40%

e 1 Mental health service coverage from 5% — 50% of population

PART 9: FUNDING STRATEGY & BUDGET ESTIMATES

9.1 Estimated Annual Costs (Full Implementation)

By Specialty (Annual Recurring):

Specialty Posts Per-Doctor Total Cost
Targeted Cost/Year

Surgery 20 45-5L 90-100 L
OBGYN 25 R445L 3100-112.5L
Anaesthesia 20 4-45L 38090 L
Paediatrics 15 33.8-4L 35760 L
Psychiatry 10 R1.7-18L J17-18 L
Internal Medicine 12 R2.2-25L %26.4-30 L
Radiology 8 R2.5-2.7L R20-216L
Pathology 10 I1.5-1.7L I15-17L
ENT, Dermatology, Others 15 R1-15L 315-225L
Support Staff Bonuses (Nurses, 200 R0.5-08L %100-160 L
Technicians)

Administration, Monitoring, IT — — X30-50 L
Systems

TOTAL ANNUAL — — ¥548.4-770 L
RECURRING (R5.5-7.7 Cr)

One-Time Facility Development Grants (5-Year): ¥50-100 Cr
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e Surgical suite upgrades: ¥10 Cr

e Labor room/LSCS facilities: *10 Cr

e SNCU/ICU development: %15 Cr

e Laboratory & imaging equipment: 310 Cr

e Government housing construction: 30 Cr
Total 5-Year Cost: X77.7-135 Cr

PART 10: RISK MITIGATION & CONTINGENCY PLANNING

10.1 Potential Risks & Mitigation Strategies

Risk Impact Mitigation
IMA Opposition Policy blockade, agitation Engage IMA early; emphasize benefit
to doctors; pilot with sympathetic
states
Fiscal Strain Budget constraints; delayed Phased rollout; source funds from state
disbursement budget, NHM, state health insurance
revenue
Data Quality Unreliable KPI tracking; Invest in digital systems; train data
Issues disputes officers; third-party audit
Doctor Fear doctors exit upon Clear communication of benefits; no
Emigration announcement retrospective penalties; amnesty for

past issues

Equity Concerns

Some doctors feel unfairly
rated

Transparent KPI methodology; appeals
process; peer review mechanism

Private Practice

Doctors continue private

Strong monitoring; use of CEA

Temptation practice despite NPA enforcement; penalties for violations
removal
Facility Poor supporting Concurrent facility upgrades;

Bottlenecks

infrastructure prevents KPI
achievement

equipment provisioning; staffing
support
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10.2 Contingency Provisions

If Recruitment Lags: Offer increased joining incentives; consider contractual short-

term posts to fill gaps

If Inflation Erodes Incentives: Annual indexation to inflation (DA-linked); biennial
policy review

If Doctor Morale Issues: Qualitative feedback surveys; focus group discussions;
policy mid-course corrections

PART 11: MONITORING & EVALUATION FRAMEWORK

11.1 Key Performance Monitoring Indicators

Quarterly Reviews:

Doctor KPI1 achievement rate (% meeting targets)

1
2. Specialist distribution (posts filled at CHCs vs DHs)
3.

4. Adverse events & mortality trends

5.

Patient satisfaction scores (Mera Aspataal)

Grievance resolution rate & timeliness

Annual Reviews:

o ~ w D oE

Doctor retention rate (new vs attrition)

Facility-level outcome metrics (MMR, IMR, surgical volumes)
SDG-3 indicator progress (based on available data)
Cost-effectiveness ratio (incentive cost per outcome achieved)
Comparative analysis vs other states (best practice learning)

11.2 Public Dashboard & Accountability

Digital Dashboard: Quarterly publication of anonymized KPI performance by
facility

Civil Society Engagement: Public health forums; media briefings on policy progress
Institutional Reporting: Annual reports to state health authority; CAG oversight

Patient Access: QR codes linking to facility doctor profiles & patient reviews
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PART 12: RECOMMENDATIONS FOR NEIGHBORING STATES & NATIONAL
REPLICATION

12.1 Best Practice Framework for States with Similar Challenges

States matching Haryana profile (40%-+ vacancy, specialist maldistribution, SDG-3 <75):

Uttar Pradesh: ~45% vacancy; specialist shortage similar
Rajasthan: ~40% vacancy; rural specialist desert
Madhya Pradesh: ~38% vacancy; private practice conflicts

Jharkhand: ~42% vacancy; poor retention

Recommended Approach:

1.
2.

Start with 3 critical specialties (Surgery, OBGYN, Anaesthesia) in pilot districts

Adapt KPI targets based on local epidemiology (e.g., malaria/TB burden in some
regions)

3. Start rationalization of Doctors first.

Build digital systems from day one (don't rely on manual data collection)
Engage doctor unions early; address concerns transparently

12.2 Alignment with National Policies

Policy Synergies:

PM-JAY Certification Framework: Utilize existing NABH/NQAS infrastructure for
doctor incentives

National Health Mission: Integrate incentives for NHM-contracted doctors; use
existing HR databases

Viksit Bharat 2047: Position policy as contribution to skilled workforce pillar; link to
state SDG strategy

Healthcare Workforce Code (Draft): Anticipate regulatory framework; ensure
compliance early
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CONCLUSION

Haryana's 41.8% workforce vacancy and 99% specialist shortage at CHCs represent both a
crisis and an opportunity. This policy reframes the problem from recruitment (which is slow)
to retention and rational distribution (which can happen in 2-3 years).

By shifting from entitlement-based NPA to performance-linked incentives—paired with
hardship allowances, housing, and career pathways—Haryana can:

v Fill 150-200 CHC specialist posts through internal reposting (no new recruitment)
4 Prevent 50-100 maternal and neonatal deaths annually
v Reduce SDG-3 gap with Gujarat from 17 points to <10 points by 2027
v Serve as a model for 12+ states with  similar  challenges
v/ Advance Viksit Bharat 2047's universal health coverage vision

Implementation Cost: 25.5-7.7 Cr annually (recurring); ¥50-100 Cr one-time for facility
development

Break-Even Horizon: 18-24 months (as measured by improved retention & outcome
metrics)

Timeline to Full Impact: 3 years (SDG-3 score improvement, health outcome gains)
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