
INTRODUCTION

The healthcare system of a country reflects the
health status of its population (Institute of Medicine, 2003).
The availability of adequate infrastructure and human
resource in the health system are required to provide
essential healthcare service for a healthy lifestyle. The
availability of health facility is one of the critical
dimensions in the concept of access to healthcare (Aday
and Andersen, 1974; Penchansky and Thomas, 1981).
Here, availability refers to the physical existence of health
facilities. In previous studies, observed that the availability
of health facilities is essential in providing healthcare,
which is inadequate in rural areas of developing countries.
The healthcare facilities are becoming out of reach in
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rural areas. For poor people, on the opposite side, the hi-
tech medical facilities with luxurious facilities are
concentrated in a few urban centres (Dey et al., 2013).

In 1946, under the chairmanship of Sir Joseph Bhore,
a report was submitted to Government of India also
known as ‘Health Survey and Development Committee’.
Development of primary health centre is one of the crucial
recommendations that were by the Bhore committee for
remodelling of health services in India (Bhore, 1946; NHP
CC DC, 2015). After that, many committees have been
made to review the health system in India. To provide
accessible, affordable and quality of health care to the
majority of the Indian population, the Government of India
launched the National rural health mission (NRHM) in
April 2005. A primary focus did give to strengthen the
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health infrastructure (ASHA, Sub-centre and PHC) in
rural areas of EAG states of northern India. The rural
health system has divided into the three-tier structure; 1)
Primary health Sub-centre (PHSc), 2) Primary Health
Centre (PHC), 3) Community Health Centre (CHC)
(Chauhan, 2011; International Institute for Population
Sciences (IIPS), 2010). There has been an improvement
in health infrastructure, after launching of health
programme but it was not uniform. A task group was
constituted under the director-general of health services
and provided standard guidelines to improve the quality
of public health care delivery in India, 2007. The Indian
Public Health Standard (IPHS) guidelines have been
revised, keeping in view the changing protocols of the
existing programme in 2012. To provide a high quality of
health care and strengthening the public health care
system every state has to follow IPHS norms 2012
(Directorate General of Health Services, 2012; Ministry
of Health and Family Welfare, 2018).

In terms of physicians density per 1000 population,
India is in deprived condition with the ratio of 0.758 in
2016 than its neighbouring countries such as Sri Lanka
(0.881) and Pakistan (0.978) (World Health Organization,
2019). In 2017, the ratio was 1.34 doctors for 1000 Indian
citizens, when it includes doctors from both systems
(Morden medicine and traditional system of Indian
medicine) (Kumar and Pal, 2018). Despite this aggregate
ratio in India, there is a large variation in the distribution
of human resource from state to state and within a state.
According to the report, ‘Healthy State and Progressive
India’ by NITI Aayog, Kerala got the first rank with
highest overall performance index score of 80. In
contrast, Uttar Pradesh got lowest ranked with an index
score of 33.69, out of 21 large populous states in India,
followed by Rajasthan (The World Bank and NITI Aayog,
2018).

The density of health workforce 16.2 per 10,000
people was very low in rural areas as compared to 65.9
in urban areas, and only 38 % health workforce has been
engaged in rural areas (Motkuri, 2011). The inadequate
sex ratio of medical staff, such as shortage of lady
doctors in PHC and CHCs restricts access to health care
services for women patients in rural areas (Saikia, 2016;
World Health Organization, 2008). In previous studies
shown that there were inadequate public health facilities
in the rural areas of different states. Patel and Ladusingh
(2015) in a study found that as there is an increase in
distance to public health facility exceeding 10 Km, more

than half of institutional delivery declined. He also
suggests that the availability of essential equipment,
laboratory services and quality of services is also needed
to encourage the use of public health facilities.

Access to public health facilities has been limited
by lack of infrastructure, improper disbursements of
incentives, lack of trained medical staff, unresponsive
behaviour of provider apart from illiteracy and lack of
awareness in rural areas of western Rajasthan (Kalla,
2015; Krishna and Ananthpur, 2013). Banerjee et al.
(2004) found that about 56 % of sub-centres were closed
during regular opening hours, about 45 % and 36 % of
the sub-centres and primary health centres had lack of
medical personnel in rural parts of Udaipur district of
Rajasthan. Similarly, Singh et al. (2016) found that the
physical infrastructure and health care personnel do not
appear to be substantial enough in public healthcare
institutions of Allahabad district.

National health policy (NHP, 2017) focuses on
improving the infrastructure of public health facilities and
providing free treatment in the public hospital. NHP 2017
focused on eliminating the belief that poor quality of care
is provided in public health facilities (Ministry of Health
and Family Welfare, 2015; National Health Policy, 2017,
2017). Requirements of the health care services for the
people are also determined social-economic and
demographic situation of the region. Many factors such
as the prevalence of illness, expenditure capability of a
person, awareness about the severity of illness, availability
of health infrastructure (physical infrastructure-beds,
drugs, medical equipment’s and medical staff-doctor,
nurture), the functioning of health facility, quality of health
care provided in the facility also influence the use of
healthcare services. There is a lack of systematic
information on the availability of public health system in
rural areas of Rajasthan. Therefore, this paper provides
insights into the availability of the primary public health
system in Rajasthan.

Study area:
Rajasthan is one of the empowered action group

(EAG) states, which is socially and economically
backward as compared to other than EAG states, and
have higher infant and maternal mortality rates. Rajasthan
is the eighth-most populated state (68548437) contributing
to 5.66 %of India’s total population and covers largest
the geographical area (3,42,239 Sq. km) in India, with
the majority of its population (75 %) living in rural areas.
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The state is divided into 33 districts and seven
administrative divisions in 2011. In Rajasthan, around 60
% of the land area covered by 12 districts notified as to
the desert in the west side of Aravali range, which divides
the state from south-west to north-east (Ministry of
Agriculture and Famers Welfare, 2019). The tehsils of
eight districts also had included in schedule area of due
to the higher concentration of tribal population in the
southern region (Ministry of Law and Justice, 2018).
These desert and tribal area in districts required extra
public health facilities than plain area districts, according
to IPHS norms.

Objective:
To analysis the variation in the availability of Primary

Health Sub-centre (PHSc) and Primary Health Centre
(PHC) in the Rajasthan using Indian Public Health
Standard Guideline 2012

METHODOLOGY
To fulfil the above objective have used data from

the secondary source given by District Census hand Books
of Census of India -2011, Rural Health statistics, 2016
and 2017, Indian Public Health Standard guideline 2012,
and District level Household and facility survey, Rajasthan,
2012-13, ministry of Health and family welfare, the
government of India. This paper used the Health facility
to population Ratio, Doctor to population Ratio, Composite
Index of available government health facilities and results
presented using map prepared by Arc GIS Software.

RESULTS AND DISCUSSION
Table 1 shows the standard norms for public health

facility by Indian Public Health Standard. Indian public
health standard (2012) provide guidelines (physical
infrastructure, human resource and essential drugs) for
health facilities to ensure delivery of quality of health
care services to all people by primary, secondary and
tertiary health systems. Table 2 shows the inter-state
variations in the average population served by PHSc, and
PHC in 2005 and 2017. In 2005 at all India level the
average population served by PHSc was 5085, by PHC
were 31954. In 2017 no improvement was seen in the
health infrastructure of PHSc and PHC as the average
population served by these two health facilities was more
or less same as 2005. In all the cases, the average
population served by these health facilities is below IPHS
norms. Inter-state variations are also observed in the
average coverage of the population by these health care
facilities in rural areas. Some states are showing signs of
improvements in the standard norms from 2005 to 2017,
while some are not.

Table 3 shows a significant difference in physical
coverage of public health facilities in the different state
of India. In terms of physical coverage, larger area
severed by public health facilities in the Rajasthan than
the national average in 2016. Averaged rural area covered
by PHSc in Rajasthan 23.29 Sq. Km vs Kerala 6.83 Sq.
Km, by PHC (Rajasthan 161.35 Sq. Km vs Kerala 37.93
Sq. Km) and in 2016. This variation also observed in
average radial distance covered by PHSc and PHC in

Table 1 : Essential norms for public health facility by Indian Public Health Standard 
 PHC Sub-Centre 

In Hilly/Tribal/Desert Area 30000 3000 Population Coverage 

In Plain Area 20000 5000 

Travel Distance (KM)  3  

Medical Officer - MBBS 1  

Pharmacist 1  

Laborite Technician 1  

Nurse-Midwife 3  

Male Health Assistant 1  

Female Health Assistant 1  

Female Health Worker  1 

Male Health Worker  1 

Toilet Facility Yes Yes 

Water facility Yes Yes 
Source: Indian Public Health Standards (IPHS) guidelines for community health centres, primary health centre and sub-centre,  
Revised 2012.  
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Table 2 : Average Rural Population Coverage by Sub-Centre, Primary Health Centre in India (2005 and 2017) 
2005 2017 State Name 

Sub-Centre PHC Sub-Centre PHC 

Andaman Nicobar 2243 11998 1928 10777 

Andhra Pradesh 4424 35287 3055 19762 

Arunachal Pradesh 2296 10236 3418 7457 

Assam 4544 38059 5801 26437 

Bihar 7189 45095 9281 48626 

Chandigarh 7086 NA 1705 9664 

Chhattisgarh 4360 32201 3781 24978 

Dadra Nagar Haveli 4474 28338 2579 20346 

Daman  Diu 4803 33619 2323 15099 

Delhi 23042 118091 41904 83808 

Goa 3937 35636 2578 22989 

Gujarat 4364 29664 3820 24924 

Haryana 6177 36836 6377 45108 

Himachal Pradesh 2651 12488 2965 11480 

Jammu & Kashmir 4059 22836 3070 14298 

Jharkhand 4696 37348 6511 84361 

Karnataka 4285 20755 3994 15884 

Kerala 4628 25878 3247 20578 

Lakshadweep 2406 8421 1010 3535 

Madhya Pradesh 5001 37232 5718 44882 

Maharashtra 5336 31336 5818 33934 

Manipur 3788 22095 4802 23784 

Meghalaya 4650 18462 5439 21756 

Mizoram 1223 7852 1420 9218 

Nagaland 4181 18934 3554 11171 

Odisha 5279 24405 5229 27321 

Puducherry 4286 8352 4879 9880 

Punjab 5632 33257 5879 40149 

Rajasthan 4118 25273 3575 24772 

Sikkim 3272 20041 3109 19042 

Tamil Nadu 4022 25306 4273 27335 

Tripura 4923 36349 2748 29166 

Uttar Pradesh 6416 35972 7569 42893 

Uttarakhand 4004 28046 3810 27381 

West Bengal 5576 49232 5997 68034 

All India/ Total 5085 31954 5337 32505 
Source: Rural Health Statistics, 2017; Census of India, 2001 and 2011. NA: Not Available. 
 

Table 3 : Physical Coverage by Primary Health Facilities in Rural Areas in 2016 
Average Rural Area covered (Sq. KM) Average Radial Distance covered (KM) State/UT 

Name PHSc PHC PHSc PHC 

All India 20 122.33 2.52 6.24 

Kerala 6.83 37.93 1.47 3.47 

Rajasthan 23.29 161.35 2.72 7.17 
Source: Rural Health Statistics, 2016 
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the Rajasthan as well as in India. Larger the area served
by health facilities may be increased travel distance of
people to a health facility. That has become the reason
for the delay in health services.

Availability of human resource and physical
infrastructure in primary health facilities:

There are increased functioning public health

facilities PHSc (44 % to 70 %), PHC (69 % to 91 %), in
government building from 2005 to 2017 in India (Table
4). It is observed that the functioning of public health
facilities in a government building is not equally distributed
in all the states. A variation is more in the functioning of
SC than PHC in a government building in India.

According to IPHS standard norms, there is a need
of basic facility (separate for male and female toilets) at

AVAILABILITY OF PRIMARY HEALTH FACILITIES IN RAJASTHAN: SPATIAL ANALYSIS

Table 4 : Functioning of Sub-Centre, Primary Health Centre and Community Health Centre in government building (%) from 
2005 to 2017 in India 

PHS PHC State/UT 
2005 2017 2005 2017 

Andhra Pradesh 33.71 23.40 81.59 100 
Arunachal Pradesh NA 100 NA 100 
Assam 51.61 79.87 100 99.90 
Bihar NA 50.81 NA 80.46 
Chhattisgarh 38.19 75.86 63.06 84.33 
Goa 23.26 21.50 94.74 91.67 
Gujarat 76.35 61.62 61.96 79.96 
Haryana 61.61 63.42 70.59 87.70 
Himachal Pradesh 61.03 71.34 71.07 76.95 
Jammu & Kashmir NA 31.14 NA 76.30 
Jharkhand NA 56.94 NA 85.86 
Karnataka 54.77 80.87 85.60 96.65 
Kerala 58.62 79.18 91.88 91.87 
Madhya Pradesh 45.03 89.71 62.58 98.72 
Maharashtra 62.44 81.08 79.61 90.90 
Manipur 51.43 85.04 NA 100 
Meghalaya 97.51 98.17 100 100 
Mizoram 100 100 100 100 
Nagaland NA 84.34 100 93.65 
Odisha 42.89 64.55 100 97.89 
Punjab 50.49 63.39 84.50 89.12 
Rajasthan 78.11 71.01 84.41 74.12 
Sikkim 73.47 96.60 100 100 
Tamil Nadu 74.98 76.19 97.10 92.22 
Telangana NA 26.54 NA 100 
Tripura 51.58 80.75 100 100 
Uttarakhand 35.66 69.52 80.89 88.33 
Uttar Pradesh 31.65 86.20 50.14 97.10 
West Bengal 18.57 73.89 100 100 
A& N Islands 100 100 100 100 
Chandigarh 61.54 35.29 NA 100 
D & N Haveli 100 81.69 100 100 
Daman & Diu 95.24 80.77 100 100 
Delhi NA 30.00 100 100 
Lakshadweep 57.14 57.14 100 75.00 
Puducherry 47.37 70.37 92.31 100 
All India/ Total 43.76 69.74 68.96 90.92 
Source: Rural Health Statistics, India, 2017. 
Note: Telangana came to existence in 2014 after bifurcation of Andhra Pradesh.  NA: Not Available. 
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Sub-centre (18 %) and PHC (15 %), in India 2017 (Table
5). In Kerala noticed that all Sub-centre and PHC and
have a separate facility for toilets. In case of availability
of regular water and electric supply in Sub-centre and
PHC large percentage of facilities remain without regular
supply in the Rajasthan more than India as well as Kerala
in 2017. Access to health care also influence by road
connectivity of health facility; about 10 % Sub-centre
and eight % PHC remain without connected to the all-
weather road in the Rajasthan.

In case of shortfall of human resources in Sub-
centre and PHC, the status of Rajasthan is deprived as
compared to national, also with Kerala in 2017 (Table 5).
There are almost all the Sub-centre have female health
worker in the Rajasthan. However, large percentages of
Sub-centre remain without a male health worker in the
state. In the case of doctors in PHC, Rajasthan has a

better condition (surplus) than national, but even after 8
percent of PHC remains without doctors due to poor
distribution of human resource. At PHC level, there is a
huge difference in the shortage of male health worker
(98 % vs surplus), pharmacist (73 % vs zero) in Rajasthan
and Kerala, respectively.

Availability of Health facilities in Districts of
Rajasthan:

The Fig. 1 and 2, show the district-wise a disparity
in an average rural population served by each sub-centre,
primary health centre, respectively, in the Rajasthan in
2017. Fig. 3 shows the district-wise an average population
served by a medical practitioner (with MBBS degree) in
the Rajasthan in 2011. The Special pattern has been
observed in terms of average population served by each
sub-centre, primary health centre, and is shown by Fig. 1

TEK CHAND SAINI

Table 5 : Shortage of Basic Infrastructure and Human Resource in Sub-centre, Primary Health Centre (in %) 2017 
Type of Health Facility Shortage of Infrastructure India Kerala Rajasthan 

Number of Functioning Sub – Centre 156231 5380 14406 

Without Separate Toilet for Male and Female 27.50 0 NA 

Without Toilet facility for Staff 18.48 0 NA 

Without Regular Water supply 20.47 11.28 34.90 

Without Electric Supply 23.93 2.01 36.10 

Sub-Centre 

Without All-weather road approachable 9.94 9.94 10.24 

Number of Functioning Centre 25650 849 2079 

Without Separate Toilet for Male and Female 14.90 0 NA 

Without Toilet facility for Staff 11.25 0 NA 

Without Regular Water supply 6.61 0 10.20 

Without Electric Supply 3.59 0 4.57 

PHC 

Without All-weather road approachable 5.31 6.83 7.79 

 Shortage of Human Resource    

Required 156231 5380 14406 

ANM Shortfall 3.91 14.68 0.94 

MHW Shortfall 63.73 36.78 91.95 

Without ANM 4.08 0.00 12.32 

Without MHW 50.29 0.00 83.63 

Sub - Centre 

Without Both 2.72 0.00 9.44 

Required 25650 849 2079 

FHM Shortfall 45.66 98.47 46.80 

MHW Shortfall 60.79 Surplus 98.36 

Doctors Shortfall 11.80 Surplus Surplus 

Without Doctor 7.70 0.00 8.03 

Without Lab. Technician 35.80 71.85 32.18 

Without Pharmacist 18.50 0.00 73.40 

PHC 

With Lady Doctor 25.77 54.18 9.04 
Source: Rural Health Statistics, India, 2017. 
Note: Shortage is calculated. If a health facility does not have human resource according to IPHS norm 2012. NA: Not Available.  
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and 2, respectively. A district, which shows with a darker
colour (Fig. 1, 2, 3), shows more population pressure on
health facilities and medical doctors in the Rajasthan.
Sub-centre provides service to a larger population than
standard in Kota and Rajsamand district of Rajasthan. A
majority of districts in the state (western and southern
region) observed in which such-centre served health
service to 3000-5000 people in 2017. There is only Churu,
Pratapgarh, Ajmer and Baran district, in which each sub-
centre covered population according to IPHS norms.

In the case of the population served by the primary
health centre, the districts of the north-east region and
south-east region of the state, each PHC served more
than 30000 rural people in 2017. All district of the northern
and western region of the state, each primary health
centre have population coverage 20000 – 30000 in rural
areas in 2017. In Udaipur, Dungarpur, Pratapgarh in
southern and Baran in the south-east region of the state,
population coverage under each PHC have according to
IPHS norms in 2017. Fig. 3 shows the spatial pattern of
population doctor ratio in the Rajasthan in 2011. There

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Fig. 1 : Variation in the average rural population served

by Primary Health Sub-Centre in Rahasthan 2017

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Fig. 2 : Variation in the average rural population served

by Primary Health Centre in Rahasthan 2017

are considering only the modern medical profession in a
rural area in 2011.

WHO recommended 1:1000 doctor population ratio
to provide efficient health care services to people. There
are only Hanumangarh, Jhunjhunu and Pali district have
in which each doctor served fewer than 15,000 people in
a rural area. Rajasthan has poor status in terms of
population coved by each doctor (MBBS), in districts
located in the border of state each doctor served more
than 20,000 people in a rural area in 2011. Moreover, in
the remaining 16 districts of the state, an average each
doctor (MBBS) served people 15000-20000 in a rural
area in 2011.

Human resource in Primary Health Facility: Sub-
Centre. PHC:

From Table 6, it is clear that around half of Sub-
centre has required human resource (ANM) in Sub-
centre, and only 10 % Sub-centre has at least one male
health worker in the state. There are around 81 % primary
health centre acquired medical officer in the state. In the
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Table 6 :  Status of Essential Human resources in Primary Health System in Rajasthan, 2012-2013 
Sub-Centre (in %) Primary Health Centre (in %) District 

Name ANM MHW Medical Officer Lady Medical officer Pharmacist 

Ganganagar 48.7 4.3 54.2 7.7 0.0 

Hanumangarh 73.9 0.0 75.0 0.0 0.0 

Bikaner 88.2 4.6 72.2 0.0 0.0 

Churu 50.0 4.0 78.3 16.7 0.0 

Jhunjhunu 23.1 2.5 73.0 3.7 2.7 

Alwar 27.3 16.7 97.1 5.9 0.0 

Bharatpur 14.3 18.6 88.6 6.5 0.0 

Dhaulpur 50.0 34.8 100 0.0 9.1 

Karauli 20.0 42.9 92.3 16.7 0.0 

SawaiMadhopur 44.4 21.1 90.0 22.2 10.0 

Dausa 25.0 9.7 90.5 26.3 9.5 

Jaipur 16.7 0.0 95.5 33.3 4.6 

Sikar 54.2 6.1 90.6 0.0 3.1 

Nagaur 80.0 10.5 74.3 7.7 2.9 

Jodhpur 50.0 6.7 73.9 5.9 0.0 

Jaisalmer 88.9 0.0 54.6 0.0 9.1 

Barmer 63.2 8.6 85.7 12.5 0.0 

Jalore 94.7 9.7 67.7 0.0 0.0 

Sirohi 66.7 31.3 100 5.6 11.1 

Pali 83.3 20.6 90.3 10.7 0.0 

Ajmer 8.3 16.0 55.6 0.0 0.0 

Tonk 50.0 3.7 56.0. 7.1 4.0 

Bundi 46.2 13.3 94.1 12.5 0.0 

Bhilwara 61.5 12.5 93.8 0.0 0.0 

Rajsamand 62.5 4.4 100 0.0 0.0 

Udaipur 23.1 0.0 80.0 6.3 5.0 

Dungarpur 19.2 2.2 85.2 4.4 0.0 

Banswara 30.0 0.0 88.2 0.0 0.0 

Chittorgarh 73.3 10.8 83.3 0.0 0.0 

Kota 83.3 9.5 73.3 45.5 0.0 

Baran 33.3 25.0 76.9 0.0 0.0 

Jhalawar 33.3 6.7 81.0 5.9 0.0 

Rajasthan 52.9 10.6 81.3 7.8 1.8 
Source: District Level Household and Facility Survey. Rajasthan, 2012-2013. 
 

case of Lady medical officer and pharmacist at the
primary health centre, the situation is poorer. There is a
large difference in availability of human resource at a
primary health system in districts of the Rajasthan, such
as at sub-centre with at least one ANM (Jalore 94 % vs
Ajmer 8 %), PHC with at least one Medical officer (Sirohi
100 % vs Ganganagar 54 %) in 2012-2013. In term of
availability of required human resources at the community
health centre, very less percentage of CHC has in the
state. There is around 20 percentage CHC, which have
at least one Obstetric and Gynaecologist and

Paediatrician in the state in 2012-2013. There is 60
percentage of the district hospital, which have at least
one radiographer in the state.

Fig. 4 shows the spatial pattern of the district of
Rajasthan with the availability of health resource in public
health facilities in 2012-2013. It is found that Jaisalmer
and Barmer district in the Western region, Alwar,
Dhaulpur, Sawai-Madhopur district in the north-east
region of the state have higher composite value, which
means lower deprived health facilities. Whereas
Ganganagar and Bikaner in northern region and Churu,
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Fig. 3 : Variation in the average population served by
Doctor (MBBS) in Rajasthan 2011

Fig. 4 : Availability of Government Health Facilities
Rajasthan (2012-13)

Note: Composite index calculated using different variable such as
Regular  Electricity in SC. Water availability in SC. Toilet in SC.
Labor Room SC.  Labor Room in Current Use in SC.No of SC with
Govt. Building.Residential Quarter for MO in PHC.Functioning
PHC 24 hours.  At least four beds in PHC. Regular power supply
in PHC.Having a functional vehicle at PHC.Newborn care services
in PHC. Referral services for Delivery at PHC. Conducted at least
10 Delivery in PHC. Functional OT in CHCs. Designated CHC as
First Referral Unit. Newborn care service in CHC.A blood storage
facility in CHC. Citizen’s Charter in SC. VHSC Facilitated in SC.
Citizen’s charter displayed in CHC. RKS constituted in CHC.
RKS Monitored regularly in CHC. ANM  in SC. MHW in SC.
Additional ANM in SC. Medical Officer in PHC.  Lady Medical
officer in PHC.AYUSH Doctor in PHC.Pharmacist in PHC.
Obstetrician and Gynaecologist in CHC. Paediatrician in
CHC.Anaesthetist in CHC. Public Health Manager in
CHC.Paediatrician in SDH and DH.Radiographer in SDH and
DH.2D Echo facility in SDH and DH. Critical care Area in SDH
and DH. Suggestion and Complaint Box in SDH and DH.

AVAILABILITY OF PRIMARY HEALTH FACILITIES IN RAJASTHAN: SPATIAL ANALYSIS

Nagaur, Sikar and Jaipur districts in the central part of
the state have lower composite index value, that means
to have better health facilities than other districts of the
state in 2012-2013.

Since, Nation Rural Health Mission 2005, there is
an improvement in the availability of health facilities in a
rural area, but growth in health (infrastructure and human
resource) not equally between rural and urban area. In
Rajasthan, an average each Sub-Centre are providing
health services to 3575 rural peoplein 2017, with a large
intra-state variation. The quality of care was reduced
due to overpopulation served in Kota and Rajasamand
district. People living in a rural area have to cover the
notable distance to access health facility then national
average in the Rajasthan, which is around four times more
than developed states such as Kerala. There isabout one-
third of sub-centres, and primary health centre remains
without necessary regular water, electricity supply and
connective to the all-weather road reflects deprived
physical status of primary health facilities. A shortfall
human resource of health facilities reflects through such
as male health worker in sub-centre and primary health

centre. A shortfall of the pharmacist, laboratory technician
in PHC, creates a barrier in access to health services
and functioning of the health facility. It is seen in previous
studies that rural people have to move from public health
facilities to a private or urban area due to the unavailability
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of medical drugs, and laboratory test.
There are more than half of PHC in Kerala have

lady doctor whereas in Rajasthan only nine %, which
reflects inadequate female human resource in PHC. A
lady doctor in PHC is more convenient to deliver maternal
health services during the child-bearing process. That
restricts women to consult health problem with male
doctors because female feel uncomfortable to share
health problem with male doctors in rural areas. Doctor
(MBBS) population ratio shows overburden of the
population in the majority of districts of the Rajasthan,
such as in Jaisalmer, Barmer (dessert districts), Udaipur,
Banswara Pratapgarh (tribal), Jhalawar, Baran, Karauli,
Sawai-Madhopur, Dausa, and Dhaulpur in 2011. There
is a sub-centre and primary health centre, is serving health
care services to a population more than standard IPHS
norms in the Rajasthan, also within the state, which are
located in the desert, hilly and tribal region, average rural
population coverage reflects show population pressure
on a sub-centre and PHC.

Conclusion:
The availability of primary health facility (PHSc,

PHC) has improved from 2005 to 2017 in the Rajasthan.
Although, the improvement does not ensure the distribution
of PHSc, PHC, equally across districts of the state. The
shortages of health infrastructure and medical staffs have
a major issue that impacts on the regular functioning of
health facilities. The higher average rural population
covered by Sub-centre, PHC, CHC in districts of the
desert area and tribal area of Rajasthan, indicates the
shortage of primary health facilities respect to standard
average population norms of IPHS 2012. In districts like
Jaisalmer, Barmer in the Western region (desert area),
Alwar, Dhaulpur and Sawai Madhopur in North-Eastern
region have deprived availability and functioning of public
health facilities in the Rajasthan.
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