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SUSTAINABLE DEVELOPMENT GOAL3

GOOD HEALTH
& WELLBEING
(Ensuring healthy lives and promote well-being for all at all ages)

VISION

To ensure that the population is healthy and
disease-free. Improve physical and mental wellbeing among all segments of the population,
focussing on reducing inequities for vulnerable
groups.

·

·

Where
are we
now

Punjab is among the front runners tates with a
composite index score of 71 and has been
ranked ﬁfth among the states.
The state has achieved the target ( 24per 1,000
live births) for under-5mortality, which has
declined to 24 in 2016 from 49 in 2008, as
compared to the national average of 37.

·

Nearly all pregnant women give birth in
medical institutions.

·

The state is close to achieving the SDG target
for neonatal mortality, which declined from 17
in 2012 to 13.

·

Good accessibility of health services at the last
mile as per time to care approach i.e.,within
close proximity of the residential areas and the
distance can be covered within 20-30 minutes.

·

Public healthcare services are provided
through a network of 22 district hospitals, 4
sub-division hospitals, 150 CHCs (community
health centres)per 200,000population, and
427 PHCs (primary health centres) per 42,000
population.

Indicators

Outcome

Output

Process

03 66 29 30 07

Total Departments

National - 42
State - 24

What are our
Challenges
·

No further reduction in Maternal
Mortality Rate (MMR), Early
Neonatal Mortality andNeonatal
Mortality since 2015.

·

Non-communicable diseases
(52.1%) andinjuries (11.1%) have
emerged as major contributors
towards the disease burden in
the state.

·

In the ﬁeld of rural primary
healthcare, the actual number of
sub-centres is less than what
meets the requirement. There are
only 2,950 sub-centres, as
against the requirement of nearly
3,600 sub-centres.

·

Under-utilisation of primary
health centres, leading to over
burdening of secondary
healthcare institutions for minor
ailments.

·

Shortage of health workforce,
especially specialists and super
specialists.

·

Over-reliance on an unregulated
private health sector, and high
out-of-pocket expenditure.
Punjab has among the lowest
spending on health as a
percentage of Gross State
Domestic Product (GSDP).
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Where do we want
to reach?

01

Control of Non-Communicable Disease (NCDs)
Collect and validate data on incidence and
prevalence consistently. 100% population-based
screening for NCDs by 2030.

02

Control of Communicable Diseases- Targeting for
malaria elimination by 2022. Targeting for TB
elimination by 2023.

03

Maternal Mortality Rate- 60 per lakh population
by 2030, and 100 per lakh population in 2020.

04

05

Neonatal Mortality Rate(NMR)- 5 per 1,000 live
births in 2030, from 13 in 2017.

Strategic
Interventions
Proposed
Short Term Strategies for Health
Systems include thorough focus on
data that is most important for policy
making. Hence, collection and analysis
of data for infections and cures will be
crucial. Other focus areas include:
· Strengthening Integrated Disease
Surveillance Project(IDSP) network
and making itpart of AatmaNirbhar
Bharat Package (ANBP). Integrated
Public Health Labs in all districts;Public
Health Labs at block levelto manage
pandemics.
·

Design and roll out a communication campaign for COVID appropriate behaviour and vaccination.

·

Increase the testing and strict
enforcement of home quarantine
guidelines.

·

Ensure availability of vaccines and
vaccination drive to cover the entire
population, with special focus on
vulnerable and working population.

·

Strengthening the health insti
tutions for critical care-equipped
with ICUs and otherlife-saving
emergency measures.

·

Ensuring regular healthcare
services to the community through
outreach, tele-consultation and
emergency/selective OPD services,
especially to pregnant women and
chronically ill patients.

Immunisation - 100% children to be immunised as
compared to 89.1% in 2017.

06

Sexual and Reproductive Healthcare servicespercentage of currently married women (15-49
years) who use any modern family planning method
to be increased to 90% by 2030 from 66% as
reported in 2017.

07

Achieve the target of 100% institutional deliveries as
compared to 90.5% in 2017.

08

Road Traﬃc Injuries- Reduce the deaths due to road
traﬃc injuries to 8bythe year2030.

Pandemics like COVID, SARS
(Severe Acute Respiratory Synd
rome) and other such diseases have
posed serious challenges for the
health systems.
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Fully operationalise CHCs in major cities
support through National Urban Health
Mission (NUHM).

Medium/Long Term
Strategies
As non-communicable diseases are emerging, and
communicable diseases andmaternal mortality

Separate specialist cadre, especially public
health cadre, and regular recruitment.

arestill posing a challenge, the state needs to
redraft the strategies, i.e., strengthening of Primary
Health-care to decongest the Secondary Health
Institutions for treatment of minor ailments.

Restructuring and Strengthening the
Primary Health System

Strengthening the Tertiary Care and
Medical Education-State Budget and
Centrally Sponsored Scheme for
“establishment of new medical
colleges by upgrading district/
referral hospitals”
Strengthening of existing 3 medical colleges in
terms of infrastructure,human resource and
research activities, and fully operationalise
AIIMS.

Ayushman Bharat- Tandrust Punjab Sehat Kendras
-Health and Wellness Centres(HWCs) should be
strengthened to provide 12 desired primary
healthcare services including mental health

Establish 3 more medical colleges and
Diplomate of National Board (DNB)coursesin
major District Hospitals.

andpalliative care. Strong referral network with
higher institutions and feedback mechanismis
imperative.

State-of-the-art Tertiary Healthcare facilities in
medical colleges and not-for proﬁt-sector

Fully operationalise Primary Healthcare as HWC
PHC- supported under Ayushman Bharat (AB) and
National Health Mission (NHM). Ensureat least one
Medical Oﬃcer at PHC level for primary care.

Availability of Drugs & Diagnosticssupported under NHM and AB-HWC

Where an MBBS Doctor is not available, an AYUSH

·

Expanding the Essential Drugs List and robust
supply chain management system.

·

Provision of free/subsidised diagnostics in
public health institutions. Ensuring full range
of diagnostic services through in-house and
PPP (public-private partnership)mode.

Medical Oﬃcer should be made available.

Restructuring and Strengthening
Secondary Health System- Supported
under National Health Mission and
State Budget
unity Health Centres with state-of the-art

Smart Governance-National Digital
Health Mission

healthcare infrastructure; however, there is still

·

There are 214 District/Sub-District/ Comm-

anacute shortage of specialists- nearly 44%,
especially ofanaesthetistsand paediatricians.
Restructuring of the health institutions based
on time to care approach. At least one health
institution in each block equipped with
required staﬀ and amenities as per Indian
Public Health Standards (IPHS). Select the
institutions- all District Hospitals, Sub-Division
Hospitals and CHCs in the blocks where there is
no Sub-Division Hospital.

Use of information technology for strengthening healthcare- Strengthening thedata
collection system,health management
information system (HMIS),
Hospital management system (HMS),and
digital health records.

Health Financing -State and Central
Budget
·

Punjab Health Budget for 2021-22 is Rs. 4,462
crores, which is 15% more than 2020-21. Rs.
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1,060 crores have been allocated for the National
Health Mission, and Rs. 324 crores for Ayushman
Bharat - Sarbat Sehat Bima Yojana (AB-SSBY).
Most of the budget, except NHM and AB-SSBY, is
allocated to salaries. The state needs to increase
its budget for programmatic purposes.
·

Extending universal health coverage to the
population presently without a health insurance
cover.
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Governance and Regulation
Administrative structure to be realigned.
Restructuring of Directorate of Health and Family
Welfare, Department of Medical Education and
Research based on new roles and requirements.

(Ensuring healthy lives and promote
well-being for all at all ages)
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Introduction
The SDGs focus onthe inter-relatedness of

and strategies, and developing a new framework by

development and call for integrated action on

taking into considerationtheir own unique

economic development, social inclusion and

contexts. SDGs call for time-bound, multi-

environmental sustainability through sustainable

stakeholder collaborations and participatory

and judicious use of resources. While the SDG

approaches in planning and executing actions to

agenda sets out 17 goals with 169 targets, countries

achieve equity and inclusion to fulﬁl the promise of

are encouraged to 'localise' these at the national

'Leaving no one behind.1,2,3,4

and sub-national level by formulating indicators

Targets and Strategies To Achieve SDG-3 Targets
SDG 3 createsthe link between good health and

following health priorities- reproductive,

well-being of populations, and overall

maternal, newborn and child health; sexual health;

development of world population and countries.

communicable diseases, non-communicable

The goal takes into account the contribution of

diseases, road traﬃc injuries; universal health

social determinants of health, such as widening

coverage; and risk factors such as substance abuse

economic and social inequalities, and rapid

and environmental pollution. It calls for more

urbanisation, which is causing threats to the

research and development of essential drugs and

environment, as important issues to address for

vaccines, strengthening the health workforce, and

achieving good health and well-being. SDG3 calls

improved data systems for monitoring and

for multi-sectoral, rights-based and gender

management of health risks. The detailed targets

inclusive eﬀorts to address health inequities and

are listed in Box No. 1 below.5

save lives, such as ensuring eﬃcient funding of
health systems, improving sanitation and hygiene,
and increased access to healthcare.
The goal contains 13 targets which address the

1

https://sustainabledevelopment.un.org/content/documents/commitments/818_11195_commitment_ROADMAP%20LOCALIZING%20SDGS.pdf
https://www.sdgfund.org/history
https://sdg.guide/chapter-1-getting-to-know-the-sustainable-development-goals-e05b9d17801
4
https://unsdg.un.org/2030-agenda/universal-values/leave-no-one-behind
5
https://www.undp.org/content/undp/en/home/sustainable-development-goals/goal-3-good-health-and-well-being.html
2

3
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BOX NO. 1: SDG 3 TARGETS6
3.1: By 2030, reduce the global maternal
mortality ratio to less than 70 per 100,000 live
births.
3.2: B y 2 0 3 0 , e n d p r e v e n t a b l e d e a t h s o f
newborns and children under 5 years of age,
with all countries aiming to reduce neonatal
mortality to at least as low as 12 per 1,000 live
births and under-5 mortality to at least as low
as 25 per 1,000 live births.
3.3: By 2030, end the epidemics of AIDS,
tuberculosis, malaria and neglected tropical
diseases and combat hepatitis, water-borne
diseases and other communicable diseases.
3.4: By 2030, reduce by one third premature
mortality from non-communicable diseases
through prevention and treatment and
promote mental health and well-being.
3.5: Strengthen the prevention and treatment of
substance abuse, including narcotic drug
abuse and harmful use of alcohol.
3.6: By 2020, halve the number of global deaths
and injuries from road traﬃc accidents.
3.7: By 2030, ensure universal access to sexual
and reproductive healthcare services,
including for family planning, information and
education, and the integration of
reproductive health into national strategies
and programmes.
3.8: Achieve universal health coverage, including
ﬁnancial risk protection, access to quality
essential healthcare services and access to
safe, eﬀective, quality and aﬀordable

essential medicines and vaccines for all.
3.9: By 2030, substantially reduce the number of
deaths and illnesses from hazardous
chemicals and air, water and soil pollution
and contamination.
3.a: Strengthen the implementation of the World
Health Organization Framework Convention
on Tobacco Control in all countries, as
appropriate.
3.b: Support the research and development of
vaccines and medicines for the
communicable and non-communicable
diseases that primarily aﬀect developing
countries, provide access to aﬀordable
essential medicines and vaccines, in
accordance with the Doha Declaration on the
TRIPS Agreement and Public Health, which
aﬃrms the right of developing countries to
use to the full the provisions in the
Agreement on Trade-Related Aspects of
Intellectual Property Rights regarding
ﬂexibilities to protect public health, and, in
particular, provide access to medicines for all.
3.c: Substantially increase health ﬁnancing and
the recruitment, development, training and
retention of the health workforce in
developing countries, especially in least
developed countries and small island
developing States.
3.d: Strengthen the capacity of all countries, in
particular developing countries, for early
warning, risk reduction and management of
national and global health risks.

6
https://www.who.int/topics/sustainable-development-goals/targets/en/#:~:text=The%20goals%20within%20a%20goal%3A%20Health%
20targets%20for%20SDG%203&text=3.2%20By%202030%2C%20end%20preventable,25%20per%201000%20live%20births.

PAGE 9

SUSTAINABLE DEVELOPMENT GOAL3

Global Progress
The Global Action Plan for Healthy Lives and WellBeing for All (the GAP) framework7 was launched in
2019 as a platform engaging 12 multilateral
agencies, including the United Nations
Development Programme (UNDP) and World
Health Organization (WHO) to provide support to
countries through inter-agency cooperation and
multi-sectoral coordination on health. The GAP
consists of four commitments and seven speciﬁc
themes (known as the Accelerator Themes) under
which actions are proposed. Under the GAP
framework, the agencies commit to engage with
countries to prioritise, plan and implement actions
together; accelerate progress through joint action
by working groups convened to address each of the
seven themes; alignintra and inter agency
operational and ﬁnancial strategies and
approaches to work together eﬀectively; and
develop a monitoring framework to enhance

accountability8. The seven themes under the GAP
framework are provided in Figure 1 below.
For each accelerator theme, one or more agency is
appointed as a co-lead while the others are
members of the working groups. Box No. 2 lists the
general focus of activities being undertaken or
planned by the working groups under each
accelerator theme which may provide guidance on
how inter-agency cooperation may be organised at
country or state levels to work towards achieving
SDG3. Under the GAP framework, the role of
working groups is to support global, regional and
country level actions with monthly reports being
submitted to WHO which reviews the workplans
and activities of each group. The working groups
function in collaborationby identifying
opportunities to ensure linkages with each other,
and by involving stakeholders who are not part of
the working groups.

Figure 3.1: Global Action Plan for Healthy Lives and Well-Being

WHO GAP
Framework

Primary
Healthcare

Social
Departments
of Health

7

Innovative
Programmes
in Fragile and
vulnerabble
settings

https://www.who.int/initiatives/sdg3-global-action-plan
https://www.who.int/publications/i/item/9789240010277

8

Community
and Civil
Society
Engagement

Sustainable
Financing for
Health

Research and
Development,
innovation
and access

Data and
digital
Health
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Box No. 2: Role of WHO Action Plan Gap (Accelerator Working Groups)
Accelerator Theme

Group Focus

Primary Helthcare

Review of national requests for support on PHC and engagement
with country teams.
Joint assessment of baseline PHC capacity and measurement of progress at 12 months
in PHC priority countries.

Sustainable Financing for Interventions and support to ensure value for money.
Health
Domestic resource mobilisation and eﬀective development assistance and innovation.
Capacity building and dissemination of knowledge and data for better generation,
allocation and use of funds for health.
Joint planning with countries to identify critical ﬁnancial interventions to improve
equitable access to PHC.
Align technical assistance to take forward and support thedesign and implementation
phases of ﬁnancial mechanisms.
Community and Civil
Society Engagement

Prepare a work-plan.
Initiate global mapping of signatory agencies' engagement policies and practices.
Support civil society engagement in collaboration with other working groups on
sustainable ﬁnancing for health, gender and health determinants, as well asfor inclusion,
gender and rights GAP working groups at the country level.
Maintain liaison with communities, civil society and civil society networks.

Social Determinants of
Health

Enhanced regional and country support on priority determinants of health with a joint
action plan.
Building on and strengthening strategic links across working groups, especially working
groups on community and civil society engagement, and advancing gender equality,
rights and inclusion.
Support GAP agencies to review and align good policies and practices, private sector
engagement, gender equality and leaving no one behind.
Evidence-based support and guidance to countries.

Research, Development,
Innovation and Access

Identify opportunities to use innovations.

Innovative Programming
in Fragile and Vulnerable
Settings and Disease
Outbreak Responses

Mapping of activities of agencies to identify best practices.

Data and Digital Health

Planning mapping of digital health solutions, including the environment, readiness and
constraints, architecture for interoperability and exchange among health domains.

Alignment among thematic areas and seeking synergies with other working groups.
Development of a work-plan.

Identifying overlaps and synergies with other working groups, especially the PHC
accelerator working group.

9

https://www.who.int/publications/i/item/9789240010277

9
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National Progress
At the national level, commitment for achieving the
SDGs is visibly reﬂected in the National Health
Policy, 2017 (NHP, 2017)10. The policy focuses on
the importance of Sustainable Development Goals
and provides a list of time-bound quantitative
goals broadly categorised under three headshealth status and programme impact, health

system performance, and health system
strengthening. NHP, 2017 has set the goal to attain
highest possible level of health and well-being for
all at all ages by expanding preventive, promotive,
curative, palliative and rehabilitative healthcare
services, and following a health in all policies
approach.

11

Key priority strategies laid out in NHP, 2017 :
·

Targeted programmes to improve RMNCH+A
(Reproductive, Maternal, Newborn, Child and
Adolescent Health), child and adolescent
health, nutrition and micronutrient deﬁciencies,
universal immunisation, services for
communicable and non-communicable
diseases.

·

Address gender inequities and gender based
violence.

·

Improve emergency care and disaster
preparedness.

·

Mainstreaming AYUSH through co-location in
public health facilities and introduction of yoga
in schools and workplace.

·

Expansion and strengthening of professional
and technical education in medicine and health.

·

Improve strategies for attraction and retention
of medical professionals (doctors, nurses, ASHA
workersand paramedics) and development of
mid-level service providers and a public health
management cadre.

Periodic monitoring of health service quality in
the public sector.

·

Strategic purchasing from the private sector
and incentivising private sector.

·

Financing to ﬁll infrastructure and human
resource gaps.

·

Regulation of medical devices, drugs, clinical
trials and clinical establishments.

·

Use of plural systems of medicine.

·

Increasing investment in health through public
ﬁnancing, and taxes on harmful commodities
like tobacco and alcohol.

·

Addressing social determinants of health by
institutionalising inter-sectoral coordination at
national and sub-national levels.

·

Early detection and response to infant, child and
adolescent health.

·

Screening, counselling and prevention of
chronic communicable and non communicable
diseases.

·

Extending coverage and quality of existing
services.

·

Comprehensive primary health services
provided by the public sector.

·

Strengthening secondary and tertiary health
services using strategic purchasing from the
private sector.

·

Provision of free drugs and diagnostics in the
public health sector.

·

10

https://www.nhp.gov.in/nhpﬁles/national_health_policy_2017.pdf
https://www.nhp.gov.in/nhpﬁles/national_health_policy_2017.pdf

11
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Box No. 3: Progess on SDG-312
India has made progress in improving child and maternal health, reducing mortality, raising life expectancy and battling
communicable diseases. The Voluntary National Review Report submitted to the High-Level Political Forum, United
Nations highlights various vertical programmes and initiatives that have been started by the government for moving
towards achievement of SDG 3, and special targeted interventions for improvement of child and women health,
communicable diseases, and non-communicable diseases.

Universal Health Protection and
Aﬀordable Healthcare

institutional deliveries), Dakshata and LaQshya (for
improving quality of care at childbirth) have helped in
reducing the maternal mortality ratio.

The Ayushman Bharat scheme with two components to
facilitate access to health services and ﬁnancial
protection- Health and Wellness Centres to provide
comprehensive primary healthcare; and the Pradhan

Reducing Neonatal and Under-5
Mortality
The Integrated Child Development Services (ICDS)

Mantri Jan Aarogya Yojana to provide health insurance

scheme provides an integrated package of services for

coverage of up to INR 500,000 to 100 million

development of children.

vulnerable families for secondary and tertiary care.
Mission Indradhanush for universalising immunisation.
The Pradhan Mantri Bhartiya Janaushadhi Pariyojana to
provide quality medicines at aﬀordable prices, and the
Free Drugs Service at the district and sub-district levels

Eliminating Communicable and NonCommunicable Diseases

to provide a basket of free drugs and diagnostics.

The National Vector Borne Disease Control Programme

Enhancing Medical Infrastructure

(NVBDCP) was launched to address communicable

141 new medical colleges have been sanctioned with
an increase in capacity of medical students since 2014.

Reducing Maternal Mortality Ratio
Implementation of the Reproductive, Maternal,

diseases such as polio, malaria, tuberculosis
andlymphaticﬁlariasis.
Swachh Bharat Abhiyan was launched to improve water
and sanitation to control spread of communicable
diseases.

Newborn, Child and Adolescent Health strategy
focussing onlife course approach and addressing
inequitable healthcare delivery for vulnerable groups.
Creation of a million strong workforce of frontline
workers- Accredited Social Health Activists (ASHAs)under the National Health Mission to provide
preventive and promotive healthcare and service
delivery.
Janani Suraksha Yojana(conditional cash transfer for

The National AIDS Control Programme to tackle
incidence of HIV/AIDS.
Expansion of the National Programme for Prevention
and Control of Cancer, Diabetes, Cardiovascular
Diseases and Stroke (NPCDCS) for addressing noncommunicable diseases.
The Mental Healthcare Act, 2017 was enacted to
improve delivery of mental healthcare services in India.

In each state and union territory institutional structures have been created to ensure horizontal and vertical convergence
of government agencies and departments. Planning and Finance departments at state and UT level are the nodal
agenciesfor implementation of SDGs, depending on their context. In several states nodal mechanisms have been
created in each department at the state and district level to coordinate multi-sectoral action. In some states working
groups for each of the SDGs have been constituted, headed by the seniormost oﬃcer from the nodal department. High
level committees provide guidance, oversee implementation and monitoring, and ensure coordinated action on all
SDGs13.
12
13

https://sustainabledevelopment.un.org/content/documents/26281VNR_2020_India_Report.pdf
https://sustainabledevelopment.un.org/content/documents/26281VNR_2020_India_Report.pdf
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PROGRESS

PAGE 13

SUSTAINABLE DEVELOPMENT GOAL3

Punjab is one of the most economically developed states in India.
The per capita income for the state is higher than the national
average, and Punjab is amongst the eight high income states in
India. The state has among the lowest percentage of families living
Below the Poverty Line (BPL). However, inequities among social
groups persist, with poverty being high among people belonging to
Scheduled Castes. Despite ranking high economically, the social
indicators are not in accordance with other similarly economically
developed states like Kerala and Tamil Nadu (Punjab Vision
Document 2030).
This report covers all the targets under SDG 3 (Targets 3.1-3.9) and
the policy framework (3.a- 3.d), and provides data using indicators
on the status of each target under Punjab. For each target, it provides
areas where the state has made progress and areas where
improvements are needed. Recommendations pertaining to
achieving each target under SDG 3 are provided at the end of the
report.

Health Status in the State
Punjab is one of the most economically developed
states in India. The per capita income for the state is
higher than the national average and Punjab is
amongst the eight high income states in India.
Under the Planning and Development Department,
Government of Punjab (GoP) has set up an SDG
Coordination Centre to provide technical support
to the state in terms of evidence, analysis and
perspectives to inform public policy. The
Department of Planning,GoP, published a Punjab
Vision Document 2030 covering the status of the
various SDGs and assumptions or programmes of
change.
Punjab: Disease Burden Proﬁle, 1990 to 2016 shows
that life expectancy has increased for females from
64.2 years in 1990 to 72.2 in 2016, and for males
from 62.2years in 1990 to 68.0 in 2016.Proportion
of total disease burden for communicable,
maternal, neonatal and nutritional diseases is
22.4%; for NCDs is 66.0%; and injuries is 11.6%.

Punjab has done well on some indicators- such as
reducing maternal mortality, reducing under5mortality, and reducing malaria; however, gaps
and inequities persist between social groups which
need to be addressed. Rising non-communicable
diseases, anaemia among men and women, the
double burden of malnutrition and obesity,
percentage of wasting among children, road traﬃc
injuries, substance abuse, mental health burden
and environmental pollution remain challenges
which necessitate urgent and eﬀective redressal.
Out-of-pocket expenditure in the state continues
to be high, and spending on health remains lower
compared to other similarly developed states.
There is over-reliance on the private sector in the
state,which remains largely unregulated.

https://sustainabledevelopment.un.org/content/documents/26281VNR_2020_India_Report.pdf
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SDG India Index 2019- Status Based on Indicators
As per SDG India Index 2020-21, for SDG 3, Punjab
is among the front

2019-20 There is increase in the Maternal Mortality
Ratio

runner states with a composite index score of 77. In
comparison to SDG India Index 2019-20, the
composite score for SDG 3, has improved for 6
points but ranking has declined to 7th from 5th in

As per the report, the state's performance
onIndicator HIV incidence per 1,000uninfected
population, Institutional Deliveries and availability
of human resource is among the best states.

Indicator
[NIF] 3.1.1
[NIF] 3.2.1
[NIF] 3.2.3
[NIF] 3.3.2
[NIF] 3.3.1
[NIF] 3.4.2
[NIF] 3.6.1
[NIF] 3.1.3
[UN] 3.8

[NIF] 3.c.1

Punjab- Data as per SDG
Index Report
(2019-20)
(2020-21)

Maternal Mortality Ratio (MMR)(per
100000 live births)
Under 5 mortality rates per 1000 live
births
Percentage of children in the age group
9-11 months fully immunized
Total case notiﬁcation rate of
Tuberculosis per 1 lakh population
HIV Incidence per 1000 uninfected
population
Suicide Mortality Rate (per 100,000
population)
Death Rate Due to Road Traﬃc Accidents
(per 100000 population)
Proportion of institutional deliveries out
of the total deliveries reported
Monthly per capita out-of-pocket
expenditure on health as a share of
Monthly Per capita Consumption
Expenditure (MPCE)
Total physicians, nurses and midwives per
10,000 population

https://niti.gov.in/sites/default/ﬁles/2019-12/SDG-India-Index-2.0_27-Dec.pdf

SDG Index score-NITI
Aayoug
2019-20
2020-21

122

129

67

59

33

23

85

100

89

76

182

196

64

79

0.07

0.08

95

93

62.6

7.9

90

15.41

29

98.5

40

13.5

56

56

96

47

100

100
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Target 3.1: By 2030,
reduce the global maternal mortality ratio to less than 70 per 100,000 live births.
Table 3.1: Current Status Target with Timeline
Baseline

National Indicator

Year

Target
Value

2019-20

2022-23

2030

3.1.1

Maternal Mortality Ratio per
100,000 population

SRS 17

122

100

70

60

3.1.2

: % of births attended by skilled
health personnel (period
5 years)

2013-19

95.13

97

100

100

3.1.3

% of births attended by skilled
health personnel (period 1 year)

2017-18

98.20

99

100

100

3.1.4

% of women aged 15−49 years
with a live birth, for last birth,
who received antenatal care,
four times or more (period
5 years/1 year)

NFHS 4
2015-16

68.5

75

85

100

Figure 3.2: MMR trend India vs Punjab

Maternal Mortaility Ration, India and Punjab
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Death Reviewsand focussing on groups who have
inequitable access to maternal care services.

The Maternal Mortality Ratio for Punjab has been
steadily declining from….(SRS 2004-06) to 122per
100,000 live births(SRS 2014-16) but saw an increase
to 129 (SRS 2016-18), even as the MMR at the
national level reduced from 130 (SRS 2004-06) to 113
(SRS 2016-18). Over more than a decade the decline
in MMR of Punjab has slowed down compared to the
national average. In order to achieve the stated MMR
targets of 70 by 2022-23 and 60 by 2030, the state will
have to ramp up its eﬀorts to reduce MMR by
addressing causes of death emerging in Maternal

Access to antenatalcare (ANC), postnatal care (PNC),
and delivery care are important services and
indicators that impact MMR. The assumptions made
in the Punjab Vision Document 2030 for improving
MMR call for improving access to and quality of ANC,
PNC and during delivery care. The current indicators
for ANC, PNC and delivery care stand as follows:

Table 3.2: NFHS Surveys Comparative Status Service and Indicator Impacting MMR
NFHS-3
Indicator

ANC

Delivery
Care

PNC

NFHS-4

Punjab

Punjab

Total %

Total %

Mothers who had antenatal check-up
in the ﬁrst trimester

60.4

Mothers who had at least 4 antenatal
care visits

60.2

India

Urban %

Rural %

Total %

75.6

76

75.3

58.6

68.5

69.4

67.8

51.2

Mothers who had full antenatal care

11.8

30.7

34.8

27.9

21.0

Institutional births

51.3

90.5

89.0

91.5

78.9

Births in a private health facility
delivered by caesarean section

31.5

39.7

40.4

38.9

40.9

Births in a public health facility
delivered by caesarean section

34.3

39.7

15.9

18.6

11.9

Mothers who received postnatal
care from a doctor/nurse/LHV/ANM/
midwife/other health personnel within
2 days of delivery

53.1

87.2

86.6

87.7

62.4

National Family Health Survey (NFHS-3) 2005-06 | National Family Health Survey (NFHS-4) 2015-16

Antenatal Care
The number of pregnant women receiving antenatal
care, whether complete or incomplete, has
increased;however, the number of women who
receive full antenatal check-ups declines sharply
after the ﬁrst trimester. Women belonging to Muslim

communities seem to have lower access to ANC
services compared to women of other religions
(NFHS-4).
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·

Between 95-97% of women had received all
the selected services during antenatal care,
such as being weighed, having blood pressure
measured, having urine and blood sample
taken, and having their abdomen examined.

·

85% of women received information on where
to go if they experienced pregnancy
complications.

·

The percentage of women who received
information on speciﬁc pregnancy related
complications was between 52-80%.

·

Knowledge of complications during
pregnancies is not universal. Only around
three fourths of the women knew that

prolonged labour (73.5%), severe abdominal
pain (77%) and high blood pressure (85.1%)
are complications, and less than three fourths
of the women knew that vaginal bleeding
(67.4%) and convulsions (52.2%) are
complications.
·

Women between the age of 20-49 years (69%)
were more likely to receive four or more ANC
visits. Only a little more than half the women
under 20 years of age (58.4%) received four or
more ANC visits.

·

ANC visits also showed a decline with increase
in birth order, with only about half(56.7%) of
the women receiving four or more ANC visits
for birth order of more than 4 children.

Tarn Taran, Shahid Bhagat Singh Nagarand Barnala emerged as districts where women had lower access
to ANC services. Amritsar, Jalandhar, Kapurthala, Rupnagar, SAS Nagar, Sangrur and Faridkot emerged
as districts where women had better access to ANC care compared to other districts (NFHS-4).

Delivery Care
·

The number of institutional births in Punjab
has risen from 38.7% to nearly 80% between
NFHS-3 and NFHS-4.

·

Nearly half the births take place in a public
facility, 10% take place at home, and 94% of
births are assisted by a trained health
professional. Both these indicators have seen
an increase in the past few years. However,
there are disparities between urban and rural
areas where only 78% of births in rural areas
are assisted by a trained health personnel, as
compared to 90% of births in urban areas.

·

Women delivering their fourth or more child

were less likely to receive facility based care or
care that is assisted by a trained health
provider, compared to women having their
ﬁrst child.
·

While nearly all women (94.4%) who were
having their ﬁrst child delivered in a health
facility, only three fourths of women (72.1%)
having their fourth or more child gave birth in a
health facility.

·

Similarly, only three fourths of women(77.3%)
giving birth to their fourth or more child were
assisted by a trained health provider,
compared to nearly all ﬁrst order births (97.1%)
(NFHS-4).

Women with no schooling were less likely to deliver in a health facility. Women with higher levels of
schooling were more likely to deliver in a private health facility. Muslim women were less likely to give
birth in a health facility or give birth assisted by a trained health provider compared to women
belonging to other religions (NFHS-4).
About one fourth (25%) birthswereby caesarean section, out of which 11% were emergency caesarean
sections. The number of births taking place by caesarean section in private facilities has increased by
nearly 10%, while birth by caesarean section in public -facilities has seen a drop. This raises concerns
with regard to regulation of private health facilities in the state. Sangrur and Fatehgarh Sahib districts
had the highest percentage of births in private health facilities (NFHS-4).
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Postnatal Care
Women who deliver in institutions are more likely to receive postnatal care for the mother, as compared to
women delivering at home.
·

·

·

Most (93%) of births in public health facilities and
private health facilities were followed by a
postnatal check-up for the mother within two
days of birth, compared with only 50% of home
births.
10.2% of women did not receive any postnatal
check-up, and nearly 80% of women received a
postnatal check-up within four hours of birth.
HMIS data shows that 81% of women, against
total deliveries, received PNC care within 48
hours of delivery (NHSRC, 2015-16).Nearly half
the postnatal check-ups were by doctors, and
nearly 40% by an ANM (Auxiliary Nurse
Midwifery) /nurse /mid wife /LHV (Lady Health
Visitor).

·

No signiﬁcant diﬀerences were reported
between urban and rural women, or women
belonging to diﬀerent castes or religious groups.

·

Women who received no antenatal check up
recorded lower postnatal check-ups compared to
women who had one or more ANC visits.

·

Women who had completed 12 years or more of
schooling recorded the highest percentage of
postnatal check-ups as compared to other
women (NFHS-4).

·

In all the districts of Punjab 85% or more women
received postnatal care within two days of birth,
except Shahid Bhagat Singh Nagar where 82.3%
of women received postnatal care within two
days of birth (NFHS-4).

Main Challenges/ Vulnerabilities
Address inequities in access to full antenatal, delivery and postnatal care for women belonging to Muslim
communities, pregnant women under the age of 20 years, pregnant women giving birth to their fourth or more
child, women living in rural areas, and women with lower levels of schooling.
·

Address the increasing rates of caesarean section
in private health facilities, especially in Sangrur
and Fatehgarh Sahib districts (NFHS-4).

·

Address the knowledge gap among women and
families about signs and symptoms of pregnancy
complications.

·

Address the lack of 24x7 diagnostic facilities
,especially at primary and secondary care level.

·

Address the lack of availability of blood storage at
secondary care facilities.

·

Address lack of antenatal, postnatal and
immunisation service provisioning for migratory
populations.

·

Address provision of maternal healthcare
services in Tarn Taran, Shahid Bhagat Singh Nagar
and Barnaladistricts (NFHS-4).

Strategies
·

Ensure services under Janani Shishu Suraksha
Karyakaram (JSSK)and expand scope of services.

·

Implementation of LaQshya Guidelines and
Standards to improve quality of care.

·

Pradhan Mantri Surakshit Matritva Aashwasan
(Suman Yojana)- ensure coverage of ANC checkups, especially for vulnerable groups.

·

Ensure functional MCH (Maternal and Child
Health) wings in all district/sub-division
hospitals.

·

Financial support to pregnant women under
Pradhan Mantri Matru Vandana Yojana (PMMVY)
and Janani Suraksha Yojana(JSY).

·

Ensure postnatal care/check-ups for all women
at community level.
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Target 3.2: By 2030,
end preventable deaths of newborns and children under 5 years of age, with all countries aiming to
reduce neonatal mortality to at least as low as 12 per 1,000 live births and under-5 mortality to at least as low
as 25 per 1,000 live births.

Table 3.3: Present status and targets with timeline
Baseline

National Indicator

Target

Year

Value

2019-20

2022-23

2030

3.2.1

Under-5 mortality rate

SRS 2017

24

21

16

10

3.2.2

Neonatal mortality rate

SRS 2017

13

11

7

5

3.2.3

: % of children aged 12-23
months fully immunised
(BCG, measles and three doses
of pentavalent vaccine)

NFHS-4
2015-16

89.1

100

100

95

Figure 3.3: Child Mortaility Trends India vs Punjab
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Under-5 mortality is to be reduced to 25 per 1,000
live birthsby 2030 as per SDG 3 targets. The state
has already achieved the target in 2016 by reducing
the under-5 mortality rate to 24 (SRS,2016). The
state is also close to achieving the SDG target for
neonatal mortality of 12 per 1,000 live births. The
major challenge now is further reduction of the
abovementioned indicators.
IMR (infant mortality rate), under-5 mortality,
neonatal mortality and early neonatal mortality

2015
Neo-natal

2016

2017

Early Neo-natal

rates of Punjab are lower than the national average
but are higher when compared to states that are
similarly economically developed such as Kerala or
Tamil Nadu. The indicators for Punjab have not
shown a reduction between 2016 and 2017. No
signiﬁcant diﬀerences exist in these four indicators
in urban versus rural areas, or by sex,except for the
under-5 mortality rate which is higher in rural (26)
areas when compared to urban (21) areas of Punjab
(SRS, 2017).
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Table 3.2: NFHS Surveys Comparative Status Service and Indicator Child Mortaility
NFHS-3
Indicator

NFHS-4

Punjab

Punjab

India

Total %

Total %

Urban %

Rural %

Total %

Children who received a health check-up
after birth from a doctor/nurse/LHV/ANM/
midwife/other health personnel within 2
days of birth

NA

47.2

46.7

47.6

24.3

Children aged 12-23 months fully
immunised (BCG, measles, and 3 doses
each of polio and DPT

60.1

89.1

88.7

89.3

62.0

Children under the age of 6 months
exclusively breastfed

35.7

53.0

54.8

51.7

54.9

Total children aged 6-23 months receiving
an adequate diet

NA

5.9

7.0

5.2

9.6

Children under 5 years who are stunted
(height-for-age)

36.7

25.7

27.6

24.5

28.4

Children under 5 years who are wasted
(weight-for-height)

9.2

15.6

15.0

As per NFHS-4 data, girls have higher rates of infant,
neonatal and under-5 mortality than boys during the
neonatal period. Birth spacing of less than two years
increases the risk of infant mortality, as compared to
four years or more gap between births. IMR for
Scheduled Caste population (40 deaths per 1,000 live
births) was twice as high as those belonging to other
castes.
Infant mortality, neonatal mortality and under-5
mortality wasmuch higher for women who had
completed less than 10 years of schooling than
women who had completed 10 or more years of
schooling.
Nearly half of newborns did not receive any health
check-up. Babies born at home or belonging to
Muslim or Scheduled Caste families were lesslikely to
have received any health check-up after birth.
Less than one tenth of children(5.9%)aged 6-23
months received an adequate diet, and only half the
children aged 6 months were exclusively breastfed.
While stunting of children under 5 years of age has
reduced in Punjab, rates of wasting have increased.
Only half to one third of children between the age of

16.1

21.0

0-71 months (46 to 67%)received any beneﬁts from
the ICDS scheme. Only about half to three fourths (4464%) of children aged 0-71 months received
supplementary food under the ICDS scheme. Children
in rural areas were far more likely to have received any
services from ICDS compared to their urban
counterparts. Less than 50%of all children aged 0-71
months received health check-ups from ICDS centres
(NFHS-4).
Nearly 90% of children aged 12-23 months are fully
immunised. Children of birth order above 4 were less
likely to have received a vaccination. Children of
mothers who received no schooling or belonging to
Muslim or OBC families were less likely to be
vaccinated.
Breastfeeding rates among women are low, with only
about half the children aged 6 months having been
exclusively breastfed, and only around 30% of
children breastfed within the ﬁrst hour of birth.
Mothers who gavebirth with theassistance of a
Trained Birth Attendant (TBA) reported higher rates of
breastfeeding within one hour of birth.
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Main Challenges/ Vulnerabilities
belonging to Muslim or Scheduled Caste
families.

Communities and population groups which
face inequities in indicators relating to infant,
neonatal and under-5mortality are- women
who had completed less than 10 years of
schooling, babies born at home, babies

Limited coverage of ICDS scheme especially
inrural areas.

Strategies
·

·

Operationalise the sick neonatal care units at
all district hospitals,100-bedded sub division
hospitals, newbornstabilisation units at all
FRUs (ﬁrst referral units), and newborn care
corners at all delivery points.

·

Mobile phones/tablets to ASHA workers for
recording and monitoring vitals of newborns
and infants.

·

Implementation of NIPI (National Iron Plus
Initiative) and POSHAN (Prime Minister's
Overarching Scheme for Holistic Nutrition)
Abhiyaan.

Ensure implementation of ICDS scheme to
provide coverage, especially to vulnerable
groups.

Target 3.3: By 2030,
end the epidemics of AIDS, tuberculosis, malaria and neglected tropical diseases and combat hepatitis, waterborne diseases and other communicable diseases.

Table 3.5: Present status and targets with timeline
National Indicator

Baseline

Target

Year

Value

2019-20

2022-23

2030

3.3.1

Number of new HIV infections
per 1,000 uninfected population

2010

Data not
available

75%
reduction

75%
reduction

-

3.3.2

Tuberculosis incidence per
100,000 population

2017

153

237

77

Eliminate

3.3.3

Malaria incidence per 1,000
population

2017

0.027

<0.02

<0.005

Eliminate

3.3.4

Viral hepatitis (including
A & B) incidence per 100,000
population

2017

Data not
available

Reduce to
1/3rd of
the base
line value

Reduce
by 2/3rd
of the
base line
value

-

3.3.5

Dengue: Case Fatality Ratio
(CFR)

2014

1.7

<0.5

<0.5

<0.5
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Baseline

Target

Year

Value

2016

2,054

3.3.6

Number of chikungunya cases

3.3.7

Number of new cases of
kala-azar/V Leishmaniasis

3.3.8

Number of new cases of
lymphatic ﬁlariasis (LF)

3.3.9

The proportion of grade-2 cases
amongst new cases of leprosy

2017

3.3.10

HIV prevalence rate

2010

2019-20

2022-23

2030

1,800

1,000

-

0.67

<0.63

<0.63

Eliminate

0.17

-

-

-

NA

Situational Analysis
Malaria shows a declining trend in Punjab which
indicatesthat the existing malaria prevention and
control measures are working well and must be
continued. The challenge, however, is the existence of
P. vivax in a few districts. Dengue remains a problem
with increasing incidence rate every year.
Punjab saw the highest number of dengue cases
reported in 2020 among all states (8,240). Karnataka
(3,384) which had the second highest number of
reported cases, recorded less than half of the total
number of cases reported in Punjab14.
The state of Punjab has seen a 42% decline in malaria
cases since 2014 across all districts, particularly in rural

areas. SAS Nagar (109), Bathinda (90), Ludhiana (83)
and Mansa (81) districts have the highest reported
cases of malaria, while the rest have reported 50 or
less cases. As per the National Framework for Malaria
Elimination (NFME), the Annual Parasite Incidence
(API) is a yardstick for measuring progress towards
malaria elimination. Only one district has API>0.1
while the rest have API
between 0-0.1 signifying a decline in malaria cases
and qualiﬁes for malaria elimination. Among the
population, malaria in paediatric and infant age group
is negligible, and the majority of cases are reported
among people above 14 years of age15.

HIV Incidence and Prevalence in Punjab
The HIV incidence per 1,000 uninfected population of
Punjab is higher than the national average. HIV
incidence (per 1,000 uninfected population) among
high-risk groups such as female sex workers (0.16),
men who have sex with men (0.14), and injecting drug
users (1.30) was comparatively lower among all the
Indian states. Adult (15-49 years) HIV prevalence rate
in Punjab is higher among males (0.31) as compared
to females (0.23). AIDS mortality per 100,000

14

population and HIV prevalence has seen a decline by
more than 50% from 2010 to 2019 in Punjab16.
The number of Integrated Counselling and Testing
Centres(ICTCs) in Punjab has increased from 148 to
725 from 2009-10 to 2018-19. The number of cases
tested during a year have increased manifold from
about 2.3 lakhs in 2009-10 to 12 lakhs in 2018-19, but
the HIV positivity rate has decreased from 2.34 in
2009-10 to 0.67 in 2018-1917.

https://nvbdcp.gov.in/index4.php?lang=1&level=0&linkid=431&lid=3715
https://nvbdcp.punjab.gov.in/Download/Punjab%20Malaria%20Elimination%20Campaign%202017-2021.pdf
http://naco.gov.in/sites/default/ﬁles/INDIA%20HIV%20ESTIMATES.pdf
17
https://punjabsacs.punjab.gov.in/sites/default/ﬁles/Overview%20of%20HIV-AIDS%20in%20Punjab%20%20%28Till%20July%202019%29.pdf

15

16
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Malaria, Dengue and Chikungunya Prevalence in Punjab
Punjab has high prevalence of P. vivax (98.15%) as
compared to P. falciparum (1.8%). Prevalence of
malaria (61%) and dengue (63%) was found to be
higher in males from 2012-2018.
Mansa reported signiﬁcantly higher cases of
malaria from 2012-2018 suggesting it to be an
endemic district for malaria. Presence of malaria
was found to be higher in rural areas of Punjab as
compared to urban areas. June to August is the
peak malaria transmission period with the highest
number of cases being reported in September.

18

Patiala, Ludhiana and SAS Nagar reported the
maximum number of dengue cases from 20142018. A highernumber of cases were found in urban
areas as opposed to rural areas of Punjab. July to
November saw a signiﬁcant increase in reporting of
dengue cases.
Patiala, Sangrur and Hoshiarpur reported the
maximum number of chikungunya cases in 2017.
Prevalence was higher in urban areas as compared
to rural areas of Punjab. August to October are the
peak months of chikungunya prevalence.

Main Challenges/ Vulnerabilities
Lack of authentic data on incidence and
prevalence of communicable diseases.

Districts where cases of malaria are among the
highest - SAS Nagar, Bathinda, Ludhiana and
Mansa.

Lack of reporting from private health sector.

Districts where cases of dengue are highestPatiala, Ludhiana and SAS Nagar.

Maintaining uninterrupted supplies of drugs
and diagnostic facilities in the public health
sector to prevent stockouts.

Rates of malaria are higher in men and
population above the age of 14 years. People
living in rural areas are more susceptible to
malaria.

Lack of coordination between diﬀerent
departments.

Strategies
·

Screening and awareness drive for all
communicable diseases.

·

Ensure availability of diagnostic facilities
and medicines.

·

Multi-sectoral plan to ensure water,
sanitation and hygiene.

18
Grover GS, Takkar J, Kaura T, Devi S, Pervaiz N, Kaur U, Sehgal R. (2020) Trend Analysis of Three Major Mosquito Borne Diseases in
Punjab, India. Journal of Biosciences and Medicines, 8, 1-11.
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Target 3.4: By 2030,
reduce by one third premature mortality from non-communicable diseases through prevention and treatment and
promote mental health and well-being.

Table 3.6: Present status and targets with timeline
National Indicator

Baseline

Target

Year

Value

2019-20

2022-23

2030

3.4.1

Number of deaths due to
cancer

2017

2,824

1.52%

1.15%

1.15

3.4.2

Suicide mortality rate

2018

1,049

-

-

-

3.4.3

% distribution of deaths by
major cause-groups

2017

14.07%
(Heart
disease)

11.58%

8.66%

6%

Situational Analysis
In Punjab, the rates of NCD related mortality have
been growing rapidly. Losses due to premature
deaths related to heart diseases, stroke and diabetes
are also projected to increase over the years.
NCDsandinjuries contribute to 66% of causes of death
anddisability in Punjab. Ischemic heart disease,
COPD(chronic obstructive pulmonary disease),

diabetes, sense organ diseases and stroke have
emerged as leading causes of death and disability in
Punjab. High blood pressure, dietary risks, air
pollution, high fasting plasma glucose and
malnutrition have emerged as major risk factors in the
state19.

Table 3.7: NFHS Surveys Comparative Status of Service and Indicators of NCDS
NFHS-3
Indicator

Punjab
Total %

19

NFHS-4
Punjab

India

Total %

Urban %

Rural %

Total %

Women who are overweight or obese
(BMI ≥ 25.0 kg/m2)14

29.9

31.3

32.4

30.6

20.6

Men who are overweight or obese
(BMI ≥ 25.0 kg/m2)

22.2

27.8

32.1

25.0

18.9

All women aged 15-49 years who are
anaemic

38.0

53.5

52.3

54.4

53.1

Men aged 15-49 years who are anaemic

13.6

25.9

24.1

27.1

22.7

Women: Blood sugar level-high

NA

6.1

5.7

6.3

5.8

Men: Blood sugar level- high

NA

6.7

6.8

6.6

8.0

http://www.healthdata.org/sites/default/ﬁles/ﬁles/Punjab_-_Disease_Burden_Proﬁle%5B1%5D.pdf
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NFHS-3
Indicator

NFHS-4

Punjab
Total %

Punjab

India

Total %

Urban %

Rural %

Total %

Women: Hypertension slightly above normal

NA

10.5

9.7

11.1

6.7

Men: Hypertension slightly above normal

NA

17.4

15.2

18.9

10.4

Women aged 14-49 years who have ever
undergone examination ofCervix

NA

38.0

37.4

38.4

22.3

Breast

NA

21.1

22.5

20.2

9.8

Oral cavity

NA

37.6

42.3

34.5

12.4

Obesity among men and women in Punjab has
shown an increase since NFHS-3, and is higher than
the national average. People living in urban areas
reported higher levels of obesity than their rural
counterparts. Only 58% of women and 61% of men
are at a healthy weight for their height, the rest are
either underweight or overweight. Obesity is more
prevalent in older adults, well-educated men, and
less-educated women.
Anaemia can be caused by iron deﬁciency,
hookworm, nutritional deﬁcienciesand chronic
infections, and puts people at greater risk of
morbidity and mortality. The rates of anaemia
among men and women aged 15-49 years
haveincreased, with over half of the women being
found anaemic, especially in the age group of 15-19

years. The percentage of men who are anemic has
nearly doubled in the state, and is higher than the
national average. Undernutrition is common in the
younger age groups, in rural areas, and among the
never-married population group.
Percentage of women and men who are
hypertensive in Punjab is higher than the national
average. Within the state, men and women in rural
areas were found to have higher levels of
hypertension, as compared to their urban
counterparts.
The rates of examination of cervix, breast and oral
cavity for women in Punjab aremuch higher than
the national average, andcan go up even more.
Only 22-42% of women had ever undergone
examination of cervix, breast and oral cavity.

STEPS SURVEY: Proﬁle of Risk Factors for NCDs in Punjab20,21
Contemporary, state-speciﬁc data is crucial for
evidence-based public health interventions and is
lacking in the state. More than half the participants
had at least one risk factor for non-communicable
diseases, and one third of the group had 3-6 risk
factors. Only 1% of the population was completely
free from the 6 established risk factors- current
cigarette smoking, harmful alcohol use, less than

ﬁve servings of fruits and vegetables per day, not
meeting WHO recommendations on physical
activity for health, overweight or obese, and raised
blood pressure or currently on medication for
raised blood pressure. This indicates a growing risk
and potential epidemic of NCDs in the state which
would be a majorchallenge forthe public health
system.

A STEPS Survey, a three-step survey to assess risk factors of NCDs, conducted in Punjab in
2014-15 showed the following:
20
Thakur JS, Jeet G, Pal A, Singh S, Singh A, Deepti SS, et al. (2016) Proﬁle of Risk Factors for Non-Communicable Diseases in Punjab,
Northern India: Results of a State-Wide STEPS Survey. PLoS ONE 11(7): e0157705. https://doi.org/10.1371/journal.pone.0157705
21
Tripathy, JP, Thakur, JS, Jeet, G. et al. Prevalence and risk factors of diabetes in a large community-based study in North India: results from
a STEPS survey in Punjab, India. Diabetol Metab Syndr 9, 8 (2017). https://doi.org/10.1186/s13098-017-0207-3
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Tobacco Use
Signiﬁcantly more men use tobacco than women.
Current tobacco smoking more prevalent than
smokeless tobacco consumption. The rate of
smoking was higher among population
belonging to the18-44 age group.

Diet

Increase in level of education was found decrease
odds of being a smoker or an alcoholic.
People belonging to Scheduled Castes had
higher odds of being a smoker.

Intake of fruits and vegetables in urban and rural areas is low.

Physical Activity
People belonging to the age group of 45–69yearshad
signiﬁcantly higher number of people who are
overweight and obese. Women were found to have
higher rates of obesity.

Increase in education levels reduced the likelihood of
being physically active.
Participants in urban areas had signiﬁcantly higher
odds of low physical activity levels.

There is low level of physical activity especially among
men, in both rural and urban areas.

Hypertension, Diabetes and Cardiovascular Diseases
40%of the study group had hypertension, and the
rates were higher among men than women.

Proportion of 40–69-year-old adults with a 10-year
risk of cardiovascular disease was substantial.

14%of participants had diabetes. In the ae group of
45-69 years, marital status, hypertension, obesity or a
family history of diabetes were found to be risk factors
associated with diabetes.

People with higher levels of education showed
increased blood glucose and cholesterol levels.

84% of hypertensive participants and 59% of diabetic
participants were on medication for treatment of their
respective medical condition.
More than one third of the population has never
previously got their blood pressure measured.
4.4% of participants had a cardiovascular disease,
while only 1.5% of participants were on preventive
medication for the same.

Only about 18% of diabeticswere known cases or
getting treated for the same, and among them only
one third had controlled glucose status. Studies have
shown higher prevalence of diabetes and prediabetes in urban areas, although prevalence in rural
areas isalso increasing.
Obesity as well as low levels of BMI were both found to
increase the risk of diabetes.
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Cancer
Utilisation of preventive services for diﬀerent
cancers was low.
Only 7.9% of participants reported to have been
screened for oral cancer.

Only 4% and 2% of women aged 30-49 years were
ever screened for cervical and breast cancer,
respectively.

Main Challenges/ Vulnerabilities
Poor diet and low level of physical activity
among men and women, especially in urban
areas.

Double burden of high levels of malnutrition
and obesity in the state.
Increasing rates of anaemia, even among men.

Stigma associated with mental health.

Maintaining uninterrupted supplies of drugs
and diagnostics in public health facilities to
prevent stockouts.

Inadequate preventive healthcare for NCDs.
Lack of comprehensive, disaggregated state
wide data on NCDs and risk factors.

Strategies
·

Implementation of National Programme for
Prevention & Control of Cardiovascular
Diseases, Cancers and Stroke.

·

Implement Mental Healthcare Act, 2017.

·

Ensure regular screening for all NCDs.

Community awareness and behaviour change
interventions targeted at the risk factors for
NCDs.
·

Ensure availability of diagnostic facilities
and medicines at government hospitals.

Target 3.5: By 2030,
Strengthen the prevention and treatment of substance abuse, including narcotic drug abuse and harmful
use of alcohol.
Table 3.8: Present status and targets with timeline
National Indicator
3.5.1

% of adults (15+years) who have
had at least 60 millilitres or
more of pure alcohol on at least
one occasion (weekly
approximately equivalent to
standard alcoholic drinks)

Baseline
Year

Target
Value

Data not available

2019-20

2022-23

To eﬀectively collect the
Data and Fix the targets

2030

Achieve

-
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National Indicator
3.5.2

3.5.3

Number of persons treated in
de-addiction centres

% of population (men
(15-54 years) and women
(15-49 years) who consume
alcohol

PAGE 28

Baseline

Target

Year

Value

2018

OPD-212,
067IPD
10,884

NFHS
(2015-16)

Men 34%
Women
01%

2019-20

2022-23

2030
-

Target not ﬁxed

Targets will be ﬁxed
based on NFHS 5 report

Table 3.9: NFHS Surveys Comparative Status Service and Indicators for Substance Abuse
NFHS-3
Indicator

NFHS-4

Punjab

Punjab

Total %

Total %

Rural %

Total %

0.8

0.1

0.1

0.1

6.8

33.8

19.2

17.1

20.7

44.5

Women who consume alcohol

0.2

0.1

0.1

0.0

1.2

Men who consume alcohol

43.4

34.0

29.7

36.9

29.2

Men who tried to stop smoking or using
tobacco in any other form (during the past
12 months)

NA

24.4

19.3

27.3

30.6

Women who use any kind of tobacco
Men who use any kind of tobacco

As per NFHS-4 data, men in the age group of15-49
years reported higher use of tobacco products as
compared to women. Bidis (9%) or cigarettes (8%)
were the most commonly used tobacco products
reported by men. Most men reported smoking less
than 10 bidis or cigarettes in the past 24 hours.
Alcohol usage among women was reportedly
negligible. 34% men reported using alcohol with over
twothirds of them reporting drinking at least once a
week, and 15% reported drinking almost every day.

Urban %

India

use, it does not capture harmful use or dependence on
substances other than alcohol and tobacco use. A
state-wide representative sample household survey
on substance use in Punjab22 revealed the following:
·

2.2 million people in the state are currently
dependent on alcohol, 1.6 million on
tobacco and 0.17 million on opioids.

·

81% of tobacco users, and 51% of alcohol
and opioid users needed intervention, but
only one in six people actually sought
professional help.

While the National Family Health Survey (NFHS) in
Punjab provides information on alcohol and tobacco

De-addiction Services in Punjab
Heroin has been the most abused drug in Punjab.
Injecting drugs was found to be the most commonly
used method of drug consumption, which increases
the risk of HIV in the state. There has been a decline in
the number of clients attending the de-addiction
centresfrom 2015-2019.Only men seek help at the
22

centre. The average age of the drug users was 27
years, which means that those in the most productive
age group are aﬀected. Highest caseload with
psychiatrists is also of drug users.28.

Avasthi A, Basu D, Subodh BN, Gupta PK, Sidhu BS, Gargi PD, Sharma A, Ghosh A, Rani P. (2018) Epidemiology of Substance Use and Dependence
in the State of Punjab, India: Results of a Household Survey on a State-wide representative sample. Asian Journal of Psychiatry. 33:18-29.
https://doi.org/10.1016/j.ajp.2018.02.017
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Findings from the National Mental Health Survey
23
Conducted in 12 States in India
persons belonging to the most productive age
group of 30-39 years, followed by those aged 60
years and above.

The prevalence of substance use disorders and
illicit substance use disorders in Punjab is much
higher as compared to other states; prevalence of
alcohol use disorders was second highest
compared to other states, while that of tobacco use
disorders was the lowest in Punjab. Illicit substances
included opioids, cannabinoids and
benzodiazepines.

People residing in urban metro areas had higher
prevalence of alcohol, tobacco and illicit substance
use disorders as compared to their rural
counterparts. However, other studies have found
drug use to be highly prevalent in rural areas24
especially among adolescents and youth25.

The prevalence of alcohol use disorders and
substance use disorders are highest among

De-addiction Services in Punjab
Heroin has been the most abused drug in Punjab.
Injecting drugs was found to be the most
commonly used method of drug consumption,
which increases the risk of HIV in the state. There
has been a decline in the number of clients
attending the de-addiction centresfrom 2015-

26

2019.Only men seek help at the centre. The average
age of the drug users was 27 years, which means
that those in the most productive age group are
aﬀected. Highest caseload with psychiatrists is also
of drug users.28

Main Challenges/ Vulnerabilities
Lack of comprehensive, disaggregated data on
harmful use or dependence on substances.

Lack of utilisation of de-addiction services
among women.

Lack of data and information on addiction
among women.

Lack of community-based screening, support
and rehabilitation services for those living with
addiction or recovering from it.

Strategies
·

Community-based follow-up care,
psychosocial support and rehabilitation
services for recovering addicts and their
families.

·

Screening of spouses and family members
for risk of addiction.

·

Ensure de-addiction services are women
friendly.

23

·

Community-based campaigns to end
stigma around addiction and against drug
abuse.

·

Gainful employment opportunities for
recovering addicts.

·

Research and data to understand the
problem of substance abuse from a public
health perspective.

Chavan BS, Garg R, Das S, Puri S, Banavaram AA. (2019) Prevalence of Substance Use Disorders in Punjab: Findings from National Mental
Health Survey. Indian Journal of Medical Research 149 (4): 489-496.
Sharma B, Arora A, Singh K, Singh H, Kaur P. (2017) Drug Abuse: Uncovering the Burden in Rural Punjab. Journal of Family Medicine and
Primary Care 6(3):558-562.
25
Verma, PS, Vaishali Mishra. Study on Drug Abuse in the Border Districts of Punjab. Institute for Development and Communication, 2010.
26
Randhawa A, Brar MS, Kumari B, Chaudhary N. (2020) Sociodemographic Proﬁle and Pattern of Substance Abusers: A Retrospective Study
to Unveil the Public Health Problem of Punjab. Journal of Family Medicine and Primary Care 9(7): 3338-3342. https://doi.org/10.4103/jfmpc.
jfmpc_499_20
24
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Target 3.6: By 2030,
halve the number of global deaths and injuries from road traﬃc accidents.

Table 3.10: Present status and targets with timeline
Baseline

National Indicator
3.61

Number of deaths due to
road traﬃc accidents
(per 100,000 population

Target

Year

Value

2018

17.03

2019-20
16

2022-23
10

2030
8

Situational Analysis
Figure 3.4: Year Wise Summary of Road Accident injuries and Deaths in Punjab
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As the data shows, there has not been much change in
the number of road accident cases reported, number
of road accident deaths and serious injuries caused by
road traﬃc accidents in Punjab. Data from the Report
on Punjab Accidents and Traﬃc (2018) by the Oﬃce of
The Director General of Police, Punjab shows the
following:
The health burden on account of traﬃc and road
fatalities per million population is higher in Punjab

(155), against the national average (111). While only
2.28% of the country's total population lives in Punjab,
its share of road accident deaths varies from 3.3% to
3.5%. Majority (74%) of the total road fatalities
occurred on National and State Highways in Punjab.
Over-speeding and drunk driving emerged as the
leading causes of road accidents. People in the age
group of 18-45 years were the most aﬀected group
likely to be involved in fatal road accidents (75%), and
the majority of the victims were males (86%). Majority

27
http://www.punjabpolice.gov.in/PDFViwer.aspx?enc=WFo5b4QDVWRHx+1tizZkVZqdasLj+hWQIb55x0U+MqkHDh3EﬂADLP8sV03ZHAKf5EgJRk4q
3cxyMZIqfM3bcF6tPaC2z6fq12FiVwQh/2qJZr+XpOE8iP/c5hkQan4Vz/qjgukJ/C4UFY/bch25ihzPHz0ThTmLmGZyzjNW88F4JygEJgkj62jArBBYB4LqH
Y9WE58OT8MN5ntQbm1weBjkzJNFI9DpmiX6HWtAAmHIB0+VRmJASrdId4+9yZU6qzfZcIwnQZUT5aONXe1JVcnld3tVPb+g879C1fm5lyw=
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of road accidents (20.3%) took place between 6pm9pm. Majority of the road accidents occurred in
rural areas of Punjab (58%) versus urban areas
(42%).

Mansa (467), Sangrur (271), Fatehgarh Sahib (207),
SAS Nagar (297) and TarnTaran (273) saw the
highest number of road accident deaths in 2018
compared to other districts (105-200).

Rupnagar, Fatehgarh Sahib and SAS Nagar
recorded 1.5 to 1.8 times more deaths per million
population in Punjab and contribute the most to
health burden due to traﬃc accidents. Kapurthala
(352), Rupnagar (604), Jalandhar (249), Moga (218),

Average deployment of traﬃc police personnel
against per lakh population in Punjab is 8 and at
present 62 highway patrol vehicles are deployed on
various roads of Punjab near accident black spots.

Main Challenges/ Vulnerabilities
High vehicle density especially in urban areas.

facilities like CT scan, MRI, etc.

Non-compliance oftraﬃc rules by public.

Districts where road traﬃc injury deaths are
highest- Kapurthala, Rupnagar, Jalandhar,
Moga, Mansa, Sangrur, Fatehgarh Sahib, SAS
Nagar and Tarn Taran (NFHS-4).

Lack of trauma care facilities in public health
sector including availability of diagnostic

Strategies
·

·

Awareness campaigns on road safety.

·

Strict enforcement of traﬃc rules.

·

Strengthening emergency services at all
district hospitals and sub-division hospitals.

Ensure availability of diagnostic services.
Establishment of trauma centres at high
caseload facilities and districts.

Target 3.7: By 2030,
ensure universal access to sexual and reproductive healthcare services, including for family planning,
information and education, and the integration of reproductive health into national strategies and
programmes.
Table 3.11: Present status and targets with timeline
National Indicator

Baseline

Target

Year

Value

2019-20

2022-23

2030

3.7.1

% of currently married women
(15-49 years) who use any
modern family planning
method - Repetition at 3.8.1,
5.6.1

NFHS-4
2015-16

66.3

72

80

90

3.7.2

% of women aged 15-19 years
who were already mothers or
pregnant

NFHS-4
2015-16

2.6

1.44

0.57

0

3.7.3

% of institutional births
(5 years/1 year).

NFHS-4
2015-16

90.5

94

100

100
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NFHS-3
Indicator

NFHS-4

Punjab

Punjab

Total %

Total %

Total Fertility Rate (children per woman)

2.0

1.6

Women aged 15-19 years who were already
mothers or pregnant at the time of the
survey (%)

5.5

Currently married women aged 15-49 years
using any modern method of family planning
(%)

Rural %

Total %

1.6

1.6

2.2

2.6

2.5

2.6

7.9

56.1

66.3

65.3

67.1

47.8

Total unmet need of family planning
(currently married women aged 15-49 years)
(%)

9.0

6.2

5.4

6.8

12.9

Health worker ever talked to female
non-users oﬀamily planning methods (%)

7.8

29.4

27.3

30.6

17.7

Three fourths of women in Punjab reported using any
method of contraception (75.8%) and around three
ﬁfths (66.3%) of women reported using any modern
method of contraception. However, there was wide
variance in the methods of contraception being used.
Female sterilisation was the most preferred method
(37.5%), and its usage saw an increase between NFHS
3 and NFHS 4 (from 30.8% in NFHS 3to…). More
women in rural areas (41.2%) were sterilised as
compared to their urban (32%) counterparts.
Condoms were the next most preferred method of
family planning (18.9%) and saw an increase in their
usage since NFHS-3 (15.5%). Condoms saw a higher
preference in urban areas (22.4%) as compared to
rural areas (16.5%). Figure No. 3.
…. illustrates the
various types of contraceptive methods used.
Among those who had sex in the past 12 months, the
percentage of men who had sex with someone who is
neither a spouse nor a cohabiting partner was 13%.
Out of these, only one third of men (35%) reported
usage of condoms.
The Total Fertility Rate of Muslim women (2.11) and
women who received no schooling (2.62) was higher
than the Punjab average,and highest among women

Urban %

India

who had no schooling or belonged to the Muslim
community. Women with no schooling were also
more likely to give4 or more births (22.7%).
Knowledge of any contraceptive method in Punjab is
almost universal among currently married and never
married men and women. Female and male
sterilisation, and condoms/Nirodh are the most
widely known methods adopted by married and
unmarried men and women. However, knowledge of
IUD(intrauterine device) or PPIUD (provision of
postpartum IUD), female condom, lactational
amenorrhoea method (LAM) and emergency
contraception was low among married and unmarried
men and women in rural and urban areas.
Contraceptive use in NFHS-4 increases sharply with
age from 29% for women aged 15-19 to 82-84% for
women aged 30-49. Women with less schooling were
more likely to use any method of contraception.
Women with greater number of years of schooling
were more likely to use condoms, and women with
lesser years of schooling were more likely to choose
female sterilisation as a method of contraception.
Nearly two thirds of women with no schooling
preferred female sterilisation as a contraceptive

PAGE 33

SUSTAINABLE DEVELOPMENT GOAL3

with at least one son use a method of family
planning, compared with 68% of women with two
daughters and no sons.

method, as compared to less than one third of
women with 12 or more years of schooling.
However,one third of women with 12 or more years
of schooling used condoms, while only 9% of
women with no schooling use condoms. Muslim
women (68%) are less likely to use contraception
methods than Sikh (76%) and Hindu women (75%).
Women in Punjab are much more likely to use
contraception methods if they already have a son.
For example, among women with two children, 87%

Nearly half the men aged 15-49 years in Punjab
agree that use of contraception methods is
women's business, and a man should not have to
worry about it. Over 80% of currently married
women aged 15-49 years in Amritsar, Bathinda,
Faridkot Muktsar and Tarn Taran used any method
of contraception. Shahid Bhagat Singh Nagar and

Figure 3.5: Type of Contraceptive Method used
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Sangrur saw the lowest rates of contraception
usage, with only two thirds of women aged 15-49
years using any method of contraception.
Usage of any method of contraceptionamong
married and unmarried sexually active men
increase with increase in age. For example, only one
third of men aged 20-24 years reported using any
method of contraception at the last sexual
encounter. Fewer men belonging to the Scheduled
Caste group reported using any method of
contraceptionat their last sexual encounter, as
compared to those belonging to Other Backward
Classes or other groups.

Half of the users of modern contraception methods
in urban areas sourced contraceptives from public
health sector, while one third relied on private
health sector. In rural areas over two thirds of users
of modern contraception methods sourced
contraceptives from rural areas and less than one
fourth relied on the private health sector.
The unmet need for family planning in Punjab is
low/negligible among all age groups, with 88 to
96% demand satisﬁed among age group of 25-49
years. Around 10% of women aged 15-24 years
have an unmet need for family planning, mainly for
spacing. For women in the age group of 30-49

SUSTAINABLE DEVELOPMENT GOAL3

years, above 80% demand for family planning is
satisﬁed by modern methods;whereas only 50-70%
demand for family planning for women aged 15-29
years is met by modern methods of contraception.
The met demand for family planning reduces with
increased level in schooling. Women belonging to the
Muslim community have greater unmet need for
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family planning (9.4%) as compared to women from
other religious groups (6-8.5%). Jalandhar (11.2%),
Rupnagar (10.7%), Sangrur (12.4%), Hoshiarpur
(9.0%), and Kapurthala (8.2%) have the highest unmet
need for family planning as compared to other
districts (3.4 - 6.7%).

Main Challenges/ Vulnerabilities
Vulnerable population group facing inequitiesMuslim women and women who received no
schooling.

Disproportionately high dependence on
permanent methods of contraception like female
sterilisation, especially in rural areas and among
women who received no schooling.

Districts where unmet need for family planning is
high- Jalandhar, Rupnagar, Sangrur, Hoshiarpur
and Kapurthala (NFHS-4).

Lack of utilisation of contraception methods
focussing on men.

Strategies
·

Promote usage of condoms and other modern
methods of contraception an reduce reliance on
female sterilisation, especially in rural areas and
among women with lesser years of schooling.

·

Information and education campaigns to
promote knowledge and use of contraception
especially among adolescents and young

people, men and women with lesser years of
schooling, and men and women belonging to
Muslim communities.
·

Information and education campaigns to reduce
son-preference.

·

Ensure availability of a range of contraceptive
services and methods in public health facilities.
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Target 3.8: By 2030,
Achieve universal health coverage, including ﬁnancial risk protection, access to quality essential healthcare
services and access to safe, eﬀective, quality and aﬀordable essential medicines and vaccines for all.
Table 3.12: Present status and targets with timeline

National Indicator

Baseline

Target

Year

Value

2019-20

2022-23

2030

3.8.1

% of currently married women (1549 years) who use any modern
family planning method - Repetition
at 3.7.1, 5.6.1

NFHS-4
2015-16

66.3

72

80

90

3.8.2

% of TB cases successfully treated
(cured plus treatment completed)
among TB cases notiﬁed to the
national health authorities during a
speciﬁed period

2018

74

90

90

Eliminated

3.8.3

% of people living with HIV currently
receiving ART (antiretroviral therapy)
among the detected number of
adults and children living with HIV

2010

31.50

90

90

90

3.8.4

Proportion of population who are
currently taking anti hypertensive
medication among age group of
15-49 years with systolic blood
pressure ≥140 mmHg, or with
diastolic blood pressure ≥ 90mmHg

SLDBI
2017
CVD =
44.2%
HT =
15.3%

Systolic
blood
pressure
≥140
Diastolic
blood
pressure ≥
90mmHg

14.3

11.3

10

3.8.5

Proportion of population who are
currently taking medication for
diabetes (insulin or glycaemic
control pills) among number of
adults aged 15-49 years who are
having random blood sugar level
– high (>140 mg/dl)

SLDBI
2017

Random
blood
sugar level
– high
(>140 mg/dl)

10

7.5

6

Diabetes
= 10.9%

3.8.6

Proportion of women aged 30-49
years who report they were ever
screened for cervical cancer and
the proportion of women aged 30
-49 years who report they were
screened for cervical cancer during
the last 5 years

NFHS-4
2015-16

38 Data of
15-49
years

65

85

100

3.8.7

Prevalence of current tobacco use
among men and women aged
15-49 years

2018-19

15%

12.75%

12.75%

8.90

3.8.7

Total physicians, nurses and
midwives per 10,000 population

2018

3.7

-

-

-
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Situational Analysis
Punjab has a large private healthcare sector
comprising of individual doctor run clinics and
nursing homes, charitable hospitals, and corporate
super speciality hospitals. As per National Sample
Survey Oﬃce (NSSO) data (2017-19), reliance on
private hospitals for outpatient and inpatient services
is much higher than reliance on government hospitals
and most of the people are not covered by any
scheme oﬀering health expenditure support, leading
to high rates of out-of-pocket expenditure on
healthcare ﬁnanced through household expenditure.
On average, people in Punjab spend two or three
times higher on accessing healthcare in public and
private facilities and incur nearly double the out-ofpocket expenditure as compared to the national
average. A majority of people had to pay for
medicines and diagnostic services, even when
accessing care in a government hospital.
The following ﬁgures provide a detailed picture of
health expenditure in Punjab, as per the latest NSSO
(2017-18) ﬁgures:
·

Nearly one third of the people in rural areas (56.3)
and half the people in urban areas sought
treatment for ailments (during last 15 days) from
a private doctor or clinic.

·

The second most preferred healthcare service
provider for treatment sought for ailments in the
preceding 15 days was private hospitals
(rural24.8% and urban 30.7%), followed by
government/public hospitals (rural13.2% and
urban 16.9%).

·

More than two thirds of the people (65.9%) who
were hospitalised (for conditions excluding
childbirth) preferred private hospitals over
government hospitals (29.4%) with no signiﬁcant
diﬀerences across rural or urban settings.

·

Less than one fourth of the patients in rural
(18.9%) and urban (22.5%) Punjab availed free
treatment across public and private health
facilities for hospitalisation.

·

A negligible percentage of people in rural (1.9%)
and urban areas (1.9%) are covered by

government schemes for health expenditure
support. Even fewer people have private
insurance (rural 0.1%; urban 2.2%) or employer
sponsored health insurance (rural 0.9%; urban
3.0%).
·

More than three fourths of the population across
rural (81.6%) and urban (84.6%) relied on
household income or savings to ﬁnance
expenditure on hospitalisation.

·

The average medical expenditure incurred by
rural households for inpatient hospitalisation in
Punjab in public hospitals is nearly three times
(Rs. 15,093) higher compared to India (Rs.
27,347), and nearly double in private hospitals
(Rs. 40,303) compared to India (Rs. 27,347).

·

The average medical expenditure incurred by
urban households for inpatient hospitalisation in
public hospitals was more than double in Punjab
(Rs. 10,293), as compared to the national average
(Rs. 4,837).

Out of all the cases of hospitalisation in government
hospitals (excluding childbirth) who received
medicines, only one tenth of the people received free
medicines. Out of the remaining, majority of the
people (46.5%) had to pay for the medicines, and the
rest (44.1%) received them partly free. Out of all the
cases of hospitalisation in government hospitals
(excluding childbirth) who received diagnostic tests
such as X-ray, ECG, EEG, scan, etc., less than one ﬁfth
received the diagnostic tests free of cost (12.9 - 15.8%)
and around four ﬁfths received them on payment
basis.
Despite the private healthcare sector receiving
subsidies and beneﬁts from the government, there is
no reliable data on availability of services in the private
sector, norms to measure quality of services, or
minimum standards required to be maintained by
hospitals, nursing homes and diagnostic laboratories.
Lack of regulations for the private medical sector is
one of the major concerns in the state with the need
for a regulatory and accountability legal framework to
ensure quality of services.
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Out-of-Pocket Expenditure and Spending on Health

28

The growth of health infrastructure in Punjab has
not matched the population growth in the state.
Punjab has among the lowest spending on health
as a share of GSDP compared to the national
average, less than 1%. Healthcare in Punjab is
ﬁnanced majorly through private out-of-pocket
expenditure.

and counselling programmes. Medical goods and
ancillary services accounted for only 2.5 and 1.8% of
the public expenditure, respectively. In contrast,
majority of the private household expenditure was
on drugs and medical goods (52%), and on curative
care (30%) with inpatient curative spending
forming a major component (70%).

Of the total public expenditure, majority of
spending (60.8%) is on curative care, out of which
outpatient curative care comprised 31.4%. Around
one fourth of the budget was spent (24.2%) on
preventive care including information, education

The household expenditure on healthcare in
Punjab has seen a signiﬁcant increase over the
years leading to inequities in access to healthcare
and increasing economic vulnerability of
populations.

Health Infrastructure29
Not a single rural healthcare centre in Punjab meets
the IPHS norms set by Ministry of Health and Family
Welfare in terms of infrastructure and manpower. It
was found that more than half of the PHCs were not
even eligible forgrading by the Union Ministry of
Health.
Availability of health services at the primary level
are inadequate as compared to other similar states.
Only half of the PHCs are functioning 24/7.
Only 18% of PHCs have residential quarters for

medical oﬃcers.
Less than one fourth of sanctioned posts of
specialist doctors in the state are ﬁlled. There is an
acuteshortage of staﬀ for primary healthcare
services, and high rates of absenteeism in the state.
Performance of CHCs, compared to other similarly
developed states, has been better in Punjab but
provision of newborn care services in CHCs and
infrastructure and services in PHCs need
strengthening.

Main Challenges/ Vulnerabilities
Over-reliance on private sector for healthcare.
Lack of availability of drugs and diagnostics in
the public health sector.
Lack of comprehensive regulatory and
accountability mechanisms for private
hospitals, including price control measures.

28
29

Lack of data and information on availability of
services in the private sector.
Public health facilities do not meet
government norms and standards for
availability of medical personnel, services or
quality of care.

https://journals.plos.org/plosone/article?id=10.1371/journal.pone.0208298
https://theprint.in/india/governance/not-a-single-rural-healthcare-centre-in-15-states-meets-govts-minimum-quality-standards/186559/
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Strategies
·

Increase expenditure on health.

·

·

Upgrade and strengthen public health facilities,
especially diagnostic services.

Introduce and implement eﬀectively regulations
for the private healthcare sector.

·

Insurance schemes should be used to strengthen
the public health sector.

Target 3.9: By 2030,
substantially reduce the number of deaths and illnesses from hazardous chemicals and air, water and soil pollution
and contamination.
Table 3.13: Present status and targets with timeline
Indicator

Value
2.6530 (2018)

Mortality rate attributed to unintentional poisoning
Proportion of men and women reporting asthma in age group of 15-49 years

0.5 (M)
1.3 (F)31
(2018)

Environmental Pollution and Health Risks
The Malwa region of Punjab, which forms less than
one ﬁfth of the geographical area of Punjab,accounts
fornearly 75% of pesticide use in the state.
Pesticides, including many which are banned or
restricted by Government of India, have been
detected in groundwater, surface water, ambient air,
and soil samples. As a result, it sees a very high
caseload of cancer, and pesticide-related diseases like
mental retardation and reproductive disorders. Four
of the 11 districts (Muktsar, Mansa, Bathinda and
Faridkot) in the Malwa region are worst aﬄicted by
various forms of cancer32.

Main Challenges/
Vulnerabilities
Ensuring multi-sectoral action

30

Presence of heavy metals such as lead, barium, copper
and zinc in the e-waste dismantling sites of Ludhiana,
Punjab posed a risk to the health of the workers.
Presence of chromium in soil samples increased
carcinogenic hazards among adults working in ewaste dismantling sites33.
Higher prevalence of symptoms of angina and
cardiovascular disease was found in towns which
reported high levels of air pollution. Women were
found to be more susceptible to developing these
symptoms than men34.

Strategies
Multi-sectoral action
Generate action plan
Generate data

Department Reports | 31Department Reports
Mittal S, Kaur, G, Vishwakarma GS. (2013). Eﬀects of Environmental Pesticides on the Health of Rural Communities in the Malwa Region of Punjab,
India: A Review. Human and Ecological Risk Assessment, 20:2, 366-387.
33
Singh M, Thind PS, John S. (2018). Health risk assessment of the workers exposed to the heavy metals in e-waste recycling sites of Chandigarh and
Ludhiana, Punjab, India. Chemosphere, Vol 203, pg. 426-433.
34
Nautiyal J, Garg ML, Kumar MS, Khan AA, Thakur JS, Kumar R. (2007). Air Pollution and cardiovascular health in Mandi-Gobindgarh, Punjab, India
- a pilot study. International Journal of Environmental Research and Public Health, 4(4):268-82.
32
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Policy framework: Target 3.a
Strengthen the implementation of the World Health Organization Framework Convention on Tobacco
Control in all countries, as appropriate.

Table: 3.14: Present status and targets with timeline
National Indicator
3.a.1

Prevalence of current tobacco
use among men and women
aged 15-49 years

Baseline

Target

Year

Value

2019-20

2022-23

2030

2018-19

15%

12.75%

12.75%

8.90%

Health Infrastructure
Punjab is implementing the “Cigarettes and Other
Tobacco Products (Prohibition of Advertisement
and Regulation of Trade and Commerce,
Production, Supply and Distribution) Act, 2003”
(COTPA, 2003)and Rules. Tobacco Cessation
Centres have been established in all the districts of
the state.
Punjab was the ﬁrst state to declare Electronic
Nicotine Delivery Systems- E-Cigarettes as an
unapproved drug in 2013 under the Drugs &
Cosmetics Act.
Bill has been passed by Punjab permanently
banning hookahs/hookah bars in the state.
(Notiﬁcation dated September 18, 2018)
All government hospitals and oﬃces, media
houses, educational institutions, homes/
societies, ﬁlms and television programmes,
etc.,have been declared as tobacco-free.
Enforcement through agencies
Police oﬃcials at the rank of DSP or above have
been appointed as nodal oﬃcers for tobacco
control in the state and COTPA is discussed in
the monthly crime review meeting.
Government of Punjab has banned smoking
and spitting in public places in 2017 under
Sections 268, 269 and 278 of IPC, 1860. Action
has been taken against tobacco vendors under
the Juvenile Justice (Care and Protection of

Children) Act, 2015in three districts of Punjab
in 2017 for selling tobacco products to minors.
Food Administration - Notiﬁcation dated
October 9, 2018 has been issued by GoP
prohibiting manufacture, storage, sale or
distribution of "Gutkha", "Pan Masala",
processed/ﬂavoured/scented chewing
tobacco and any other food products,
containing tobacco or nicotine.
Legal Metrology Department, in collaboration
with Health Department, issued 610 challans
worth Rs. 167,500 against the sale of
illicit/illegal cigarettes in 2018.
Implementation of National Framework for Joint
TB-Tobacco Collaborative Activities in three
districts - Sangrur, Kapurthala and SAS Nagar, and
later scale up to all districts.
Screening for oral cancer and pre-cancerous
lesions in dental OPDs: In February 2019 (Dental
Fortnight), a total of 66,108 patients were examined
during the screening, out of which 3,515 patients
(5.31%) were the smoking/smokeless tobacco
users. Oral lesions were detected in 1,428 tobacco
users (40.6%). Total 69 (4.83%) suspected patients
were referred to higher centres for comprehensive
evaluation and treatment.

Mittal S, Kaur, G, Vishwakarma GS. (2013). Eﬀects of Environmental Pesticides on the Health of Rural Communities in the Malwa Region
of Punjab, India: A Review. Human and Ecological Risk Assessment, 20:2, 366-387.
Singh M, Thind PS, John S. (2018). Health risk assessment of the workers exposed to the heavy metals in e-waste recycling sites of
Chandigarh and Ludhiana, Punjab, India. Chemosphere, Vol 203, pg. 426-433.
Nautiyal J, Garg ML, Kumar MS, Khan AA, Thakur JS, Kumar R. (2007). Air Pollution and cardiovascular health in Mandi-Gobindgarh,
Punjab, India - a pilot study. International Journal of Environmental Research and Public Health, 4(4):268-82.

SUSTAINABLE DEVELOPMENT GOAL3

PAGE 40

Main Challenges/ Vulnerabilities
A proposal has been made by the state of Punjab
for enactment of a legislation to eﬀectively
regulate the sale of tobacco products by retailers
/wholesalers.

Licensing of tobacco vendors - Currently there is
no such mechanism to provide license/
registration to the retailers/wholesalers who are
selling tobacco products.

Policy framework: Target 3.b
Support the research and development of vaccines and medicines for the communicable and noncommunicable
diseases that primarily aﬀect developing countries, provide access to aﬀordable essential medicines and vaccines, in
accordance with the Doha Declaration on the TRIPS Agreement and Public Health, which aﬃrms the right of
developing countries to use to the full the provisions in the Agreement on trade-Related Aspects of Intellectual
Property Rights regarding ﬂexibilities to protect public health, and, in particular, provide access to icines for all.

Table: 3.15: Present status and targets with timeline
Baseline

National Indicator
Year
3.b.1

Value

Total net oﬃcial development
assistance to medical research
and basic health sectors

Strengthening of Baba Farid University of Health
Sciences for research activities.
Partnership with PGIMER Chandigarh, AIIMS and
other institutes of eminence for research.

Target
2022-23

2019-20

2030

Indicator yet to be framed

Extend support to Model Rural Health Research Unit
at Bhunga established under Department of Health
Research –ICMR, by involving in Extra Mural Research.
Extend support to Department of AYUSH for research
in Ayurveda and indigenous medicine andtechnology.

Policy framework: Target 3.c
Substantially increase health ﬁnancing and the recruitment, development, training and retention of the health
workforce in developing countries, especially in least-developed countries and small island developing States.

Table: 3.16: Present status and targets with timeline
Baseline

Target

National Indicator
Year

Value

3.c.1

Total physicians, nurses and midwives per
10,000 population

2018

3.70

3.c.2

% of public investment in health
as proportion to GDP

2018

0.64

3.c.2

Strengthen the capacity of all countries, in
particular developing countries, for early
warning, risk reduction and management of
national and global health risks

2019-20
Human
Resource as per
IPHS norms
0.72

National Indicator not yet evolved

2022-23
-
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As per Punjab Medical Council records, more than 48,000 doctors are registered in Punjab,hencethe state
has 1 doctor per 620 population. Rural Health Statistics 2018 show that even though there is no signiﬁcant
shortage of medical oﬃcers and paramedical staﬀ in the public health systems, still nearly 44% positions of
specialists are vacant.

Health Finances
Currently, public health spending in Punjab is
inadequate to meet the healthcare demands of the
population, which is less than 1% of the state's
GSDP.

In 2017-18 Punjab hadallocated 3.7% of its total
expenditure on health, which waslower than the
average expenditure of other states. Healthcare in
Punjab is largely ﬁnanced through private OOPE.

For achieving the target and eﬀective service delivery, thestate will focus on:
Area-based, performance-based incentives

Filling the vacancies of specialists and multi
skilling

Reduction of out-of-pocket expenditure

DNB Courses in district hospitals and
absorption of pass out in the cadre

Raising the percentageof GSDP on health

Policy framework: Target 3.d
Strengthen the capacity of all countries, in particular developing countries, for early warning, risk
reduction and management of national and global health risks.

Table: 3.17: Present status and targets with timeline
National Indicator

Baseline

Target

Year

Value

2019-20

Conﬁrmation and management of
all the outbreaks reported

2018

100%

100%

100%

100%

Average reportingof certain diseases of
public health signiﬁcance from all reporting
units during 2016–2019 for Forms-S, P & L
Rapid Response Teams

2018

92%

94%

100%

100%

Disaster Management Plans at State
andDistrict Level

2019

-

All
districts

-

-

District Microbiology Laboratories

2018

22

Strengthening and
quality accreditation

-

Testsperformed

2018

84,000

150,000

-

3.d: Strengthen the capacity of all
countries, in particular developing
countries, for early warning, risk
reduction and management of national
and global health risks

2022-23

National Indicator not yet evolved

2030
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IDSP is a decentralised, state-based surveillance
programme in the country. It is intended to identify
prevalence of communicable diseases and detect

PAGE 42

early warning signals of impending outbreaks, and
help initiate an eﬀective response in a timely manner.

State will strengthen the IDSP network- Management of all outbreaks and other emergent diseases.
Strengthening of District Public Health Labs.

Recommendations
Overall, there is a need for the state to increase investment in public health infrastructure and services,
focussing on improving the quality of care being delivered, and increasing the budgetary allocation for
health. The private sector needs to be brought under regulatory control, and public-private partnerships
must be used cautiously and only when necessary.

Target 3.1
Focus on increasing antenatal care for women in the
second and third trimester of pregnancy, women
belonging to Muslim communities, women giving
birth to their fourth or more child, and women under
the age of 20 years.
Knowledge and information campaigns on identifying
pregnancy complications and seeking help.
Focus on strengthening coverage of ANC services in
Tarn Taran, Shahid Bhagat Singh Nagar and Barnala.

Expand coverage of births assisted by a trained health
personnel in rural areas forwomen delivering their
fourth or more child, women with no schooling, and
Muslim women.
Monitor and regulatethecaesarean section births in
private facilities.
Expand coverage of postnatal care to women giving
birth at home and those with no education.

Target 3.2
Information and education campaigns to increase
spacing of births, encourage breastfeeding and
nutritional needs of babies and newborns.

born in birth order above four, and children belonging
to Muslim or OBC families.

Expand coverage and reach of ICDS scheme among
newborns and children, focussing on rural areas.

Implementation of IT Solutions, i.e., ANMOL (Auxiliary
Nurse Midwife Online) application for better service
delivery and monitoring.

Expansion of coverage of healthcare services for
newborns, with focussed attention to babies born at
home, and belonging to Muslim and Scheduled Caste
families.

Operationalise the sick neonatal care units at all
district hospitals,100-bedded sub-division
hospitals,newborn stabilisation units at all FRUs, and
newborn care corners at all delivery points.

Focussed eﬀorts to ensure vaccination of children
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Target 3.3
Health systems strengthening for prevention and
management of communicable diseases by
ensuring information and education campaigns at
community level; health system readiness and
treatment facilities; expanding and strengthening
provision of diagnostic facilities; ensure availability

of good quality drugs, as well asregular supply of
medicines at DOT centres for TB and treatment
centres for Hepatitis-C.
Increased screening of HIV for high-risk groups.

Target 3.4
No country can achieve SDG target 3.4 by
addressing a single cause of death, but would need
to address at least two causes of death for women
and three for men in order to see a decline in
mortality caused by NCDs. Rapidreduction in
deaths among men from ischemic heart disease,
and reduction in cancers, diabetes and chronic
respiratory diseases for women, is necessary in
most countries to achieve target 3.4.
Reducing the burden of NCDs requires a
combination of prevention, early detection, and
treatment to address the various social,
environmental, behavioural, nutritional and clinical
determinants of NCDs. In order to achieve SDG 3.4
targets, India needs to ensure a fast rate of
reduction for ischemic heart disease, diabetesand
chronic respiratory diseases for the entire
population; and for men particularly, India needs to
ensure a fast rate of reduction for diabetes, chronic
respiratory diseases, ischemic heart disease,
haemorrhagic strokes and cardiovascular diseases,
and lung and upper digestive tract cancers.
Tobacco and alcohol control and eﬀective health
system interventions- including hypertension and
diabetes treatment; primary and secondary
cardiovascular disease prevention in high-risk
individuals; low-dose inhaled corticosteroids and
bronchodilators for asthma and chronic obstructive
pulmonary disease; treatment of acute
cardiovascular diseases, diabetes complications,
and exacerbations of asthma and chronic
obstructive pulmonary disease; and eﬀective
cancer screening and treatment- will reduce NCD
causes of death necessary to achieve SDG target
3.4.
Tobacco and alcohol control, detection and
treatment of hypertension and diabetes, primary
and secondary prevention of cardiovascular

diseases in high-risk individuals through multidrug treatment, and low-dose inhaled
corticosteroids and bronchodilators for asthma
and selected patients with chronic obstructive
pulmonary disease. Reducing the cardiovascular
disease and respiratory disease mortality requires
high quality care at ﬁrst-level, regional and
specialist hospitals.
The state needs a public health driven alcohol
policy and better implementation of existing
legislations.
Availability and accessibility of food in the state is
not a major issue, and poor diet may be due to
people's dietary preference. There is a need to
understand the underlying reasons and design
information and education campaigns, and
behaviour change interventions to improve dietary
preferences of the population, promote physical
activity, and prevent and manage hypertension.
All individuals with an absolute CVD risk should be
targeted for comprehensive risk factor
management and bring the risk down to 15%
absolute CVD risk.
GoPrecently completed a state-wide campaign for
early detection and awareness of cancer, but needs
to focus eﬀorts on organising community-based
screening for common cancers.
Systematic screening and awareness programmes
are needed in the state to identify undiagnosed
cases of NCDs, provide early treatment and
conduct regular follow-up.
In order to ensure evidence-based planning of
interventions, contemporary data is a must. The
state needs more studies on NCD burden, risk
factors and interventions.
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Target 3.5
Establishing or appointing a main institution or
agency for coordinating with work in other relevant
sectors, including cooperation between diﬀerent
levels of government programmes and other relevant
stakeholders.

sobriety check points and random breath-testing,
suspension of driving licenses, and mandatory drivereducation and counselling, improving public
transportation to encourage alternative
transportation when under the inﬂuence of alcohol.

Preventive measures in the form of information and
eﬀective education and public awareness
programmes about the range of alcohol and
substance abuse related harm. Awareness and
education to actively discourage discrimination and
stigmatisation.

High intensity, planned, well executed mass media
awareness and information campaigns to encourage
deterrence. Targeted campaigns in schools and other
educational institutions.

Capacity building of health and social welfare systems
to deliver preventive and promotive care, including
support for families and post de-addiction and
rehabilitation patients. Providing community care and
support for aﬀected individuals and families. Frequent
follow-ups, home visits, psychosocial counselling and
support to be provided to families and those treated
at de-addiction centres to minimise relapse rates.
Socially and culturally appropriate interventions and
screening at community level for harmful drinking and
substance use at primary health centres and subcentres for early identiﬁcation and management,
especially among women.
Capacity building of local authorities to coordinate
community action by forming partnerships with
community-based groups/organisations and
institutions.
Development and eﬀective coordination of
integrated and/or linked prevention, screening,
treatment and care strategies, and services for alcohol
and maladaptive pattern of substance useby addicts
and their families for co-morbid conditions including
mental health conditions, HIV/AIDS and tuberculosis.
Community-based programmes for high-risk
population groups such as youth, migrant
populations, unemployed men, family members of
people indulging in alcohol or substance abuse.
Strengthening drunk driving policies- promoting

Regulation of sale and availability of alcohol through
licensing system, days and hours of alcohol sales,
establishing and enforcing an appropriate minimum
age for purchase or consumption of alcohol, policies
to reduce and eliminate availability of illicit
production, sale and distribution, and reviewing the
pricing policies.
Strengthening of data management systems to
monitor alcohol and substance use related morbidity
and mortality, with regular reporting.
Deﬁning and tracking a common set of indicators of
harmful alcohol use and substance use, and
designating an institution or agency for collecting,
collating, analysing and disseminating such data.
Increasing drug de-addiction centres in all districts
under supervision of civil surgeons to provide free and
better treatment. The treatment should be respectful,
digniﬁed, free from violence, rehabilitative and ensure
psychosocial support. Ensure vocational courses and
education in de-addiction centres to support
resettlement into society.
Functional helplines staﬀed with mental health
specialists and social psychologists to provide
support to recovering addicts and their families.
Capacity building of teachers and school staﬀ for early
detection of high-risk and at-risk individuals. Eﬀective
school programmes and skill development courses to
improve personal and social interactions, conﬂict
resolution and assertiveness to encourage resistance
and deterrence.

Target 3.6
Information and awareness campaigns on road safety,
particularly targeted at men between the age of 18-45
years.
Increase deployment of traﬃc police and ensure strict
enforcement of traﬃc rules.

Strengthening emergency services at all district
hospitals and sub-division hospitals, and ensure
provision of free diagnostic services like CT scan and
MRI.
Establishment of trauma centres at high case-load
facilities.
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Target 3.7
Promote usage of condoms and other modern
methods of contraception and reduce reliance on
female sterilisation, especially in rural areas and
among women with lesser years of schooling.
Information and education campaigns to promote
knowledge and use of contraception especially
among adolescents and young people, men and

women with lesser years of schooling, and men and
women belonging to Muslim communities.
Information and education campaigns to reduce
son-preference.
Ensure availability of a range of contraceptive
services and methods in public health facilities.

Target 3.8
Introduce and implement a law to regulate private
health facilities, including rate regulation.
Ensure availability of drugs as per the Essential
Medicines List and diagnostic facilities in all public
hospitals.
Strengthen provision and implementation of health
services in public institutions, and ensure facilities
are compliant with Indian Public Health Standards
(IPHS).

Generate data and evidence on availability and
provisioning of services in the private sector in the
state.
Increase percentage spending of GSDP on
strengthening and expanding public health
services in the state.
Fill vacant posts of all medical personnel.

Target 3.9
State to develop action plan.

Generate data for relevant indicators related to
environmental health.
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In Conclusion
Punjab has achieved many health indicators and targets in the past. The
administration is open to accepting changes suggested by experts as and
when needed. Culturally, people are more supportive and adaptable to
change and during the two waves of managing COVID-19 it has become
more visible. The abovementioned recommendations are adaptable, and
state with the help of experts can deliberate and develop action plans. The
infrastructure and the resources developed through the COVID-19 crisis
haveprovided a foundation for moving forward with improving public
health infrastructure and health system development. The experience of
COVID-19 pandemic has reiterated the need for multi-sectoral action,
health promotion, increased investment in public health, equity-based
policy and development of evidence-based communication material, etc.
The eﬀorts put in for staving oﬀ COVID-19 must be institutionalised and
concretised as long-term investment for health and well-being of the
population, and leaving no one behind. The state needs to gear up for
contextual and bigger changes within and across sectors.

