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Normally, a PHC in rural areas is to be established for a population of 20,000 Gn hilly and tribal areas) ahd
30,000 (in plains). It should be established co-terminus with Panchayats (depending upon the population) to
establish effective convergence and linkages with citizen centric services. A Primary Health Centre (PHC) that
is linked to a cluster of Sub Health Centre - HWCs would be strengthened as HWC to deliver the expanded
range of primary care services with complete 12 package of services. in addition, it would also serve as the.
first point of referral for all the SHC-HWCs in its jurisdiction.

~ In urban areas, usually the population density is high and there are various types of health care facilities
which provide inpatient care. So, the approach in urban areas for establishing PHCs shall be different from
that in rural areas. UPHCs are established for every 50,000 population, and in close proximity to urban
slums. Multispecialty Polyclinics provide specialist healthcare services to a population of 2.5 to 3 lakhs,
encompassing the catchment population of 5-6 UPHCs, depending upon geographic location, population
density, available infrastructure, etc. :

2 UtbanPHC 50,000 -

3 B . Polyclinic - . "25lakh-3 lakh -
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Normally, a Community Health Centre in rural areas (CHC) is to be established for a population norm of
80,000 (in hilly and tribal areas) and 1,20,000 {in plains} and/or time tc care approach. To establish effective
convergence and linkages with citizen centric services, a CHC should be established at the Coammunity
Development Block/Taluka/Tehsil/Circle Level. This will also supplement the three-tier Panchayati System
(Gram Panchayat, Block Panchayat and Zila Panchayat). )

The Community Health Centre in urban areas (UCHC) is set up as a secondary care referral centre in metro
cities with a population of 5 lakh and above and population of 2.5 lakh in non-metro cities. These facilities
are in addition to existing facilities (SDH/DH) that cater to the urban population in the locality. A UCHC
should be established at the Ward/Town/ULB/Block/City/District level to establish effective convergence
and linkages with citizen centric services. it is a 50 bedded facility that provides in-patient medical, and
surgical services and facilities for institutional delivery. For the metros and million plus cities, the UCHCs are
established at 5 lakh population and are 100 bedded facilities.
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The 1946 Bhore Committee report recommended one bed for every 1000 population to be increased
incrementally (though several states are yet to achieve this). The National Health Policy, 2017
recommends two beds per 1000 population. It is therefore proposed that the provision of one bed per
1000 population is an ‘Essential’ norm for every district while two beds per 1000 is a target they
should aspire towards ‘Desirable/Advance:

For example, considering that a normative district has a population of 20 lakh {Census 2011 estimates
the ave'rage population of a district at 19 lakh) this translates to about 2000 in-patient hospital beds
(Essential) and up to 4000 beds (Desirable) across every normative district. For each district, the final
number will be influenced by its population, local epidemiology, burden of disease, community
requirements, health-seeking behaviour of the poepulation, and contribution of the private sector.

The 'Essential’ number of beds in a district should be provided through the public health system of
tertiary care (Medical Colleges), secondary care (DH, SDH and selected CHCs) and primary care {(PHCs
and remaining CHCs). '

However, while calculating the patient-bed ratio in a district, it should primarily rely on the facilities
from PHC to DH since tertiary care facilities (Medical Colleges) do not cater only to the district where it is
located, but to other districts too. Care should be taken to first saturate beds at primary and secondary
leve] public health facilities as per population norms before achieving the ‘Essential’ number of beds
through tertiary care. To achieve the 'Desirable’ number of beds, the contribution of the private sector
(based on the access to private health care in the local area), Railways, Armed Forces, Power Grid, Coal
fiefds, Employees’ State fnsurance (ESi) and other Public Sector Undertaking (PSU) hospitals may also
be considered while continuing to strengthen and increase bed provision at public health facilities. As -
a thumb rule, all such beds that are available and functional for a patient for mare than 24 haours, have
been calculated as in-patient hospital beds (including critical care beds). The remaining beds such as
Emergency, LDR, dialysis, day-care and pre & post-operative beds have not been counted as in- patient
hospital beds. However, all such beds will be counted for budgetary allocation, provision of HR, and also
clinical and other support services. :

Between 2-5 1akh | 100 beds + 25 alddl'tiona!'(Emer.genc_y and déy care beds) S 200
Between 5-10 [akh . 200 beds + 38 ad‘ditional‘(Emergency ana day c.are beds) 300
‘Between 10-20 lakh ' * 300 beds + 49 additional-(Eniergency and day care beds} 400
| BetWeeﬁ 20—30]akh 400 beds + 60 édditiqnall (Emergency and day cére beds) 500 |
More than 30 Iakh$ : 500 beds + 65 additional (Emergency and day care beds) 700




This grading is useful as it provides a systematic basis for identifying resources requwed at the DH accordmg
to.the size of the facility. For example, the number of human resources for health reqmre@}fary with
the size of the DH and this categorization will prowde guidance on the number of docto™ nurses and
allied health professionals needed. Dependmg upon the bed occupancy and local health heeds, states can
propose more beds to achieve IPHS norms. i

Districts with Iess than 5 lakh population with a functional DH do not need'a Sub District hospital. Districts
with populations between 5-10 lakh can have one SDH. Thereafter, one SDH for every 10 lakh’population-
can be considered for the provision of comprehensive secondary care health services,
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REGISTRATION OF PRIVATE MEDICAL ESTABLISHMENTS

AT N - fﬂ_
difforeat »WMémi‘. Fee for processing of reglstration or renewal application. - (1) .The non-refundsble fee payabie by

el == of private medical esuablishments for processing of registration application shall be as specifiog
S? CatEgory of Private Medlcal Establishments chistrlﬂﬂlg:;:::‘}"i“g Fee o ' -

I | Clinic/Polyclinic Only Consultation | 2500 ‘
2 | Clinic/Polyclinic with Diagnostic Support 3000
3 | Clinic/Polyclisic with Dispensary 5000
4 { Clinic/Polyclinic with Observation 5000
5 | Health Check-up Centre 5000
6 | Integrated Counseling Centre 5000

| 7 | Hospital (Level 1A) . 20000
8 Hospital (Level 1B) 30000
9 | Hospital (Level 2) 40000

' e - .
10 A g;t:tly (Lm:rul )3) (Non-Teaching with Super | 100000
11 | Specialty / Super Speciaity. Specific Hospital 100000
12 | Hospital (Level 4) (Tecaching) 200000
13 | Deantal Lab/ Clinic 5000 -
14 | Allied Heglth Professional Ceatre 5000
15 | Ayush Therapy Centre 1000
16 | Medical Diagnostic Laboratory 5000
17 | Diagnostic Imaging Centre 10000
13 | Blood Banks : 5000
Provided that the registration processing fee for the hospitals at senial numbers 7

| 0 9 shall be ] the fee
mentioned in the table above, 1o casc the hospital has more than 50 beds. two times of

Provided further that the registration processing fee for the hospitals at serial nu bcrs.m .
times of the fee mcntioﬂcdinthc_!ntglcabovc, in casc the hospital has more than 150 beds. r.m and 11 shall be

Provided also that the registration processing fee for & charitable establishment o ' .
patients shall be twenty-five percent of the fee specified sbove. Pf‘o\ndm,g free treamment 1o 2
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