
ACADEMICIA                  Volume 2, Issue 3 (March, 2012)             ISSN 2249-7137 
 

South Asian Academic Research Journals 
http://www.saarj.com  

  244  

Published  by: South  As ian Academic Research Journals  

ACADEMICIA: 
 

A n  I n t e r n a t i o n a l                         

M u l t i d i s c i p l i n a r y      

R e s e a r c h  J o u r n a l  

COMMUNITISATION OF HEALTH SECTOR:   

A REVIEW OF NAGALAND STATE 

 

SOUVITHO NYUSOU*; B. KOMOW** 
 

*Research Scholar, Department of Public Administration, 

Panjab University, Chandigarh, India. 

**Research Scholar, Department of Public Administration, 

Panjab University, Chandigarh, India. 

 

ABSTRACT 

 

Communitisation is a joint venture between the government and the community 

involving shift of ownership of public resources and assets, control over service 

delivery, empowerment, decentralization, delegation and building capacity all with 

the aim of improving the delivery of public utility systems. Communitisation 

therefore involves transfer of government assets to the community, empowerment of 

community through delegation of governmental powers of management and 

supervision of day-to-day functioning of employees to village committees. It demands 

ensuring accountability of government employees posted at the service delivery level 

to local communities and control of government assets by village committees 

including the responsibility for maintenance, amelioration and augmentation of 

assets. As such communitisation is based on triple approach, trust the user 

community, train them to discharge their newfound responsibilities and transfer 

governmental powers and resources in respect of management. 

______________________________________________________________________________ 

 

INTRODUCTION 

“So the Communitisation of public institutions are services would mean delegating powers to the 

community and empowering them”  

   R.S. Pandey 

POLITICAL AND HEALTH PROFILE OF NAGALAND 

Physically the state of Nagaland is roughly triangular in shape, having an area of 16,579 kms. It 

is one of the North-eastern states of India. Nagaland is bounded by the states of Arunachal 

Pradesh on the North, Manipur on the South, Myanmar (Burma) on the East and Assam on the 
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West. Geopolitically, Nagaland is a sensitive state as China lies close to it in the north, 

Bangladesh on the west with Myanmar and Thailand on the east, where the valley of 

Bangladesh, Myanmar and Thailand merge together forming a common valley known as the 

„Golden Triangle‟ which is located on the heels of Nagaland. 

Nagaland, as a State was officially inaugurated on December 1, 1963 as the 16
th

 State of 

India. The State lies between 25
0
 6‟N and 27

0
 4‟N latitudes and between 95

0
 20 „E and 95

0
 15 „E 

longitudes.  

In Nagaland there are major health problems such as diarrhea, parasite infection and other 

water borne disease due to non-potable drinking water and bad sanitation. Anemia, respiratory 

disease, malaria, alcohol related morbidity, IV drugs abuse, HIV specifically MCH and T.B. are 

the main disease and problems faced by the people of the state. In spite of this, outreach of 

services is not very adequate due to the reason that many institutions have no doctors and other 

supportive staff in position or staff not staying at the place of posting. Moreover large number of 

institution are curative nature without out-reach of PHC component. The department of Health 

and Family Welfare is only focusing on curative aspect of health care rather than on preventive 

care. 

TABLE 1: HEALTH PROFILE: A COMPARISON OF THE STATE’S POSITION WITH 

THE NATIONAL FIGURES 

Some Key indicators Nagaland All India 

Total Fertility Rate (TFR) 3.77 2.85 

Crude Birth Rate (CBR) 30.4 24.8 

Crude Death Rate (CDR) 6.9 9.7 

Infant Mortality Rate (IMR) 42.1 67.6 

Under – five Mortality rate (children) 63.8 94.9 

Maternal Mortality Rate (MMR) 1/1000 4/1000 

Women who received Ante-natal check up 23.1 43.8 

Births assisted by Health professional 32.8 42.8 

Birth delivered in medical institution 12.1 33.6 

Birth order 3 and above 59.6 45.2 

Contraceptive Prevalence per cent 30.3 48.2 
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Unmet need of Contraceptives 30.2 15.8 

Total demand for FP 60.5 64.0 

Exposed to FP message 64.4 59.9 

Discussed FP with husband/someone 65.2 42.4 

Children who received all immunization 44.2 42.0 

Women reporting a reproductive health problem 45.6 39.2 

Women with any anemia 38.4 51.8 

Children with any anemia (6-35 months) 43.7 74.3 

Household with piped/hand pump drinking water 40.5 77.9 

Source: Government of Nagaland, Annual Administrative Report 2003-2004, Department of 

Health & Family Welfare, Nagaland: Kohima 

 The Table 1 indicates a health profile with a comparison of the State position and the 

National figures. The figure shows that the health of the State falls below the National figure. In 

the area of birth rate, infant mortality, maternal care, couple protection, immunization, Family 

Planning, etc. needed much improvement. 

TABLE 2: NAGALAND: BASIC HEALTH SURVEY 2004 

Particulars Figures/status 

Average family rate 6.47 members 

Crude birth rate 15 per 1000 population 

Sex ratio 983 females/ 1000 males 

Eligible couples 12 per cent of total population 

Couple protection rate 16 per cent of eligible couple 

Pregnant women receiving 

ANC 

81 per cent of pregnant women registered 

Population 0-5 age group 12 per cent of total population 

Sex ratio among 0-5 group 1001 per 1000 males 
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Population 0-1 age group 23 per cent of 0-5 population and 2.73 per cent of total 

population 

Sex ratio among 0-1 

population 

1044 per 1000 males 

Children with no 

immunization 

2 per cent of 0-1 age group 

Health assisted deliveries 56 per cent of total births 

Infant mortality rate 46 per 1000 live births 

Maternal mortality rate 8 per 1000 live birth 

Crude death rate 3 per 1000 population 

Source: Nagaland: basic health survey 2004 

The Table 2 highlights some of the basic health data and status of Nagaland. The major 

components of health are broken down to different strata such as average family rate, crude birth 

rate, sex and population ratio of 0-5 age and 0-1 age respectively, infant mortality rate and 

maternal mortality rate and crude death rate. 

COMMUNITISATION IN NAGALAND 

The unique scheme for involving the community was conceived under the stewardship of 

the then Chief Secretary of the State Shri R.S. Pandey and was launched after the passage of an 

Act namely Nagaland Communitisation of Public Institutions and Services Act in 2002. Initially, 

the scheme focused on three very important areas: Elementary education, grass root health 

services and electricity management. However, the programme has been extended to three more 

sectors, namely, water supply, rural tourism and rural roads.  

COMMUNITISATION OF HEALTH AND ITS WORKING IN NAGALAND 

The goal of Communitisation of health institutions is to let the people take ownership of 

the health care facilities provided by the Government, through their proper management, 

participate and contribute their share to make health a reality in their own villages/communities 

through preventive action and promotive collaboration. 

Health, being a basic right of every human being the Government takes upon itself the 

conscientiousness of making available the health care services to the people. However, the 

system of function was found inadequate in many areas, particularly in terms of ownership of the 

welfare services and institutions that are provided for the good of the community. Since health 

institutions and services are owned and managed entirely by the State Government, the people do 

not feel any responsibility in either their proper functioning or their management, although they 

expect good and quality services. 
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Thus, the process of Communitisation for health service delivery was initiated in the 

State in the year 2002 under the leadership of the then Chief Secretary of Nagaland Mr. R. S. 

Pandey to rejuvenate the dysfunctional and deteriorate public institution and services. The 

concept of Communitisation was to develop a partnership between the Government and 

Community in which people‟s participation formed the backbone of partnership. Rural health 

institutions were among the first to be initially taken up for Communitisation. Under this concept 

Village Health institution (VHC), Urban Health Committees (UBC), Common Health Sub-

Centre Committee and Health Centre Management Committees (HCMC) were constituted in 

order to facilitate and strengthen the process of Communitisation. 

TABLE 3: STATUS OF COMMUNITISATION OF HEALTH UNITS: 

Sl.No Year Health units Communitised 
Proposed health units to 

be Communitised 
Number 

1 2002-2006 

Sub-Centres  334 

PHCs  10 

CHCs  1 

2 2006-2007 Sub-Centres   63 

3 2007-2008 

 Sub-Centres 398 

PHCs (functional) 63 

CHCs 21 

Source: Government of Nagaland, Annual administrative report 2009-2010, Department of 

Health and Family Welfare. 

 The Table 3 indicates the coverage of various health centres since Communitisation till 

2008. In the initial year only few health centres were selected on trial basis. However, 

Communitisation of these few health centres has yielded good responses followed by positive 

result. Thus in the subsequence years maximum health centres were proposed to communitised.    

Under Communitisation, each village has a Village Health Committee whose 

responsibility is to manage, coordinate and monitor its health services. One of the priorities was 

to improve the delivery system of government provided services at the grass roots. Expenditure 

on health is routed through these committees, which are responsible for buying medicines, 

paying salaries, maintaining accounts, planning expenses and focusing on public health issues. 

The Committee consists of members from key stakeholder groups like the village council and 

village development. The village council was the basis of grass root level administration. 

The community is represented by a body. So, the Act provided for Boards or Committees 

to represent the user communities. The members were the representatives of real stakeholders, 
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right agents and personnel having expertise. As the conceptual of communitisation was to 

optimized social capital and social capital gets activated through strong agents. The reason is that 

strong social capital and strong agents show constructive results. On the contrary, if either the 

social capital or the agent is weak, the result is weak. If both are weak, the social capital remains 

dormant. Therefore, the committees or the boards are properly constituted. Therefore, the quality 

functioning of the committee depends on the quality of its members. Thus, certain powers of 

management were transferred to the Board or the Committee. It includes disbursement of salary 

as also the power to exercise „no work, no pay‟ in respect of the employees. The assets of the 

government were transferred to the community through a MoU. A Fund was created for each 

Committee/Board to credit salaries or grants and contributions from different sources. The 

government has undergone a paradigm change in its role. It has been playing the role of assistive, 

monitoring and regulatory role. 

Moreover, The Government of India also promoted a decentralized approach through 

changes in major programs such as the National Rural Health Mission (NRHM) and the 

Integrated Child Development Scheme (ICDS). The NRHM places significant focus on creating 

and supporting Village Health Committees (VHCs) to promote decentralization in the delivery of 

primary health care system. It provided an opportunity at each level from the village to the Sub-

Centre, the PHC, the CHC, the Sub Divisional Hospital and the District Hospital to create a 

community institution under the umbrella of Panchayati Raj local government system. The 

NRHM has successfully set up institutions for communitisation and engaged in the process of 

making them even more vibrant and effective government institutions in Nagaland. It has gone 

beyond the monopoly of PRI by also co-opting self help groups, women‟s groups or any one 

with motivation in the Village Health and Sanitation Committees constituted under the umbrella 

of PRI.  

The Nagaland State Human Development Report 2004 first observes that, the quality of 

existing infrastructure needs to be improved, that there are not enough health personnel and 

specialists which restricts the coverage of health services in rural areas, and finally, the chasm 

between reality and vision is enormous. While the report has been bighearted in praising 

Nagaland's communitisation experiment (which includes education, power, roads, forest 

management and other aspects of community development), however little has been said about 

the abysmal condition of the state's delivery mechanisms which is the government's promise in 

the communitisation partnership. 

RESPONSES AND REFORMATION    

Initially there were some difficulties in getting the programme going. However with the 

passage of time the process started taking roots and committees acted on it. Nevertheless, the 

communitisation process faced problems both from within the department as well as the 

community. The department officials resisted the move as it meant giving up some powers and 

establishing equal partnership with the community, there was also a need for change in the 

mindset in the staff towards greater commitment, professionalism, sincerity and discipline. To 

overcome this, a series of consultations had been undertaken to drive home the concept and 

benefits of communitisation to achieve overall improvement in the health system and health 

status of community, including active involvement of all workers in the planning and execution 
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of activities. On the other hand, the community felt that government was shedding its 

responsibilities and burdening them. Motivating the community to accept the new 

responsibilities without any remuneration has also been a major hurdle which was overcome 

through intensive awareness campaigns, close supervision and guidance and active involvement 

of political and socio-religious bodies in the process. 

The outcome of communitisation has been observed in terms of improved staff 

attendance, also higher proportion of them stayed in their places of posting, improved 

availability of medicines in all health centres, redeployment and posting of staff in all health 

centres, dedication and sense of job responsibilities was observed in health workers, jurisdiction 

of health centres defined and regular cleaning of health centre premises. 

An impact assessment of communitisation was undertaken in June-July 2004 which 

corroborated these outcomes with its findings: communitisation is welcomed by the village 

community, VHCs improved the conditions of health centres by voluntary contributions of 

materials, labour and community funds, improved staff attendance and attitude to work/patients, 

increased attendance of patients in health centres, medicine availability increased and its quality 

appreciated and a change in sense of ownership among VHCs/villagers.  

CONCLUSION  

It is visible that experiences of communitisation have brought forth certain issues for 

consideration by State Government. These include inadequate infrastructure (building, 

equipment, furniture, medicines), lack of resources for constant supervision/monitoring by field 

officers, need for intensive and focused training, need for functional re-deployment of district 

staff, strengthening and sustaining community involvement and dealing with VHC fatigue 

syndrome. It has provided exposure to the community through imparting training, strengthen 

governments supervisory and monitoring mechanism and augmented financial support for 

infrastructure improves.  

Over the time the State Government has undertaken measures to address these challenges 

and further the process of communitisation. It has set up a vision for communitisation of all 

health institution including hospitals and integrating all health care activities in the State 

Nagaland. 

It can outrightly say that Communitisation of health sector in Nagaland has demonstrated 

a very good example. It has demonstrated an authentic model of the decentralization and 

deputation of powers as well as responsibilities. Thus one can say here that communitisation 

depicts a true image of Democracy.  
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