
ABSTRACT
Background. Auxiliary nurse midwives (ANMs), who

play a pivotal role in the provision of maternal health services
including family planning services, must be adequately trained
and skilled. Systematic assessment of their training needs helps
in determining this adequacy. We did a systematic assessment
of the training needs of ANMs in Jharkhand.

Methods. We designed a multi-stakeholder study including
(i) meeting with government officials and international
development partners (n=15); (ii) structured observation of
health facilities (n=17); (iii) review of health management
information system data; (iv) interviews with ANMs (n=19);
and (v) interviews with contraceptive users (n=31). The data
were thematically analysed based on gaps in technical know-
ledge, skills and practices; communication and counselling;
infrastructural gaps; uptake of contraceptives and emerging
training needs and approaches.

Results. The ANMs lacked knowledge, e.g. in natural
contraceptive methods and skills, e.g. counselling and record-
keeping. Gaps in infrastructure further hampered the provision
of uninterrupted service. The belief system of the community
about contraception was perceived as a barrier. The lacunae in
their knowledge and skills could be attributed to systemic issues
such as quality of pre-service education, absence or poor imple-
mentation of in-service trainings or individual issues such as
incompetence or apathy towards the provision of service.
Government training to ANMs in family planning was inadequate.

Conclusion. Our study found inadequacy in the training
of ANMs in family planning. We suggest the need for systemic
efforts with the life cycle approach to family planning, a mix
of theory and practical training, appropriate duration of
training, careful selection of trainers, a confidence-building
approach and supportive environment to raise competencies
of ANMs to help them manage their health facilities.
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INTRODUCTION
Jharkhand is the thirteenth most populated state in India,
witnessing a 22.3% decadal growth higher than the national
average (17%).1 The state has committed to provide contraceptives
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to 2.1 million new users by 2020.2 However, there are challenges
and problems related to non/poor use of contraception such as
opposition by men and lack of knowledge resulting in negation of
use3 or consideration of the contraceptive pill as a social taboo
even in urban pockets.4 Lack of knowledge and use of temporary
contraceptive methods is considerably lower among tribal women
compared to their non-tribal counterparts in the three states:
Jharkhand, Madhya Pradesh and Chhattisgarh.5 These studies
point towards the persistent need for systemic efforts including
enhancing counselling and communication skills of health
providers, especially the auxiliary nurse midwives (ANMs) who
play a pivotal role in the provision of family planning services in
the public health sector.

India has a total of 1 757 416 nursing personnel with 3405
registered ANMs in Jharkhand.6 The state has 10 government7 and
50 private ANM training schools.6 Despite efforts to increase the
number of seats for medical and paramedical courses, the
availability of quality trained human resource in the public health
sector, especially specialist doctors, MBBS doctors, staff nurses
and ANMs, is a problem in the state.8 There are lacunae in the
implementation of clinical practices in the pre-service training or
lack of opportunities and skill upgradation during in-service
training.6

The current curriculum of ANM training with a duration of 2
years covers community health, health promotion, primary
healthcare, child health, midwifery and health centre management.
In India, the original role of the ANM was to serve the community
through the provision of care at the time of birth (skilled birth
care) and basic curative services. Over time, the prioritization of
provision of family planning and immunization services has been
reported by some to have led to the dilution of the role of ANMs,
and concerns have been raised that the ANM can no longer be
considered ‘fit for purpose’.9 However, there is a need to assess
whether ANMs are adequately trained and skilled to perform their
role in priority areas such as family planning.

The state of Jharkhand runs several trainings on its own and in
partnership with international development partners for training
of health providers in family planning, especially about postpartum
or post-abortion contraception or natural methods of contraception.
Hence, a systematic assessment of training needs was considered
to be a prerequisite since it provides the evidence for designing
further training interventions.10

We assessed the knowledge, technical and communication
skills, infrastructure, uptake of family planning methods, and
emerging opportunities for future training.

METHODS
The Government of Jharkhand was approached for formal approval
to conduct the research. A team of three public health researchers
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from the Foundation for Research in Community Health (FRCH),
a not-for-profit research organization, collected data between
November 2014 and January 2015. Recommendations from
government and international development partners, district-
level indicators related to family planning and district
characteristics such as the presence of public–private initiative
governed the selection of districts. District X (population of
2 293 919 with 11 blocks) and district Y (population of 1 063 458
with 9 blocks) with contrasting family planning indicators were
selected. There were five components of our study, each with their
distinct tools and methods of data collection.

Meeting with government officials and international
development partners
FRCH, in collaboration with the Government of Jharkhand,
invited officials from the state department of family planning and
representatives of international development partners for a meeting.
It involved a brainstorming session about training needs for
ANMs and suggestions to improve the same. Fifteen stakeholders
who were involved in ANM training and/or family planning
initiatives for the state were approached for one-to-one interviews.
Participation was voluntary and not influenced by any monetary
incentives or preferences. All of them agreed and were interviewed
using a structured interview guide. The questions included factual
information about family planning use, training coverage for
ANMs and bottlenecks in the capacity-building initiatives for
ANMs. Detailed documentation of the brainstorming session as
well as one-to-one interviews helped in the selection of districts
for data collection and provided pointers regarding gaps in the
existing training and potential approaches for improving training.
Blocks, health facilities, ANMs and men and women users were
selected through systematic random sampling. Two administrative
blocks (a block covers a population of 200 000) were selected
from each district by a lottery method.

Structured observation of selected health facilities (n=17)
Three categories of health facilities were selected for structured
observations: (i) block-level community health centres (CHCs) of
the four selected blocks; (ii) one primary health centre (PHC) per
CHC using the lottery method; and (iii) all the health subcentres
(HSCs) under the selected PHC. Structured observations of health
facilities were undertaken with the help of a checklist that included
essential equipment, materials and services at the facility. The
Indian Public Health Standards (IPHS 2011)11 were used as a
reference for preparing the checklist. This dataset provided
information about gaps related to infrastructure and resources
related to family planning services.

Review of the health management information system data
Data of the health management information system (HMIS) were
accessed from the state, district and block level to understand the
training coverage, needs, gaps related to human resource,
infrastructure and services, and uptake of various family planning
methods.

Interviews with auxiliary nurse midwives (n=19)
The total number of ANMs in the selected blocks in both districts
was 208 (92 in district X and 116 in district Y). Twenty ANMs
from the identified health facilities were selected for a one-to-one
interview by a lottery method. The interviews were scheduled at
the health facilities as per mutual convenience of the respondent
and the researchers. Participation in the study was voluntary and

not influenced by any monetary gains or preferences. This dataset
provided information on issues such as needs and opportunities
related to nursing education and training, gaps in family planning
services, perspective regarding uptake of family planning services,
experiences and needs about communication and counselling for
family planning, gaps related to technical knowledge, and skills
and practices regarding provision of family planning services to
the community. Skills and practices of ANMs in the area of family
planning were assessed with the help of a questionnaire having a
list of various routine activities for ANMs as per their job
description (Indian Nursing Council, 2012) and their responses to
two questions: ‘(i) How important is this activity for your
performance?; and (ii) How well do you think you can perform
this activity?’10 The responses were graded on a 5-point scale with
‘1’ as the lowest and ‘5’ as the highest value. The roles and
responsibilities of ANMs, as per their job description, include
being a counsellor, communicate with men and relatives/family
members and counsel special populations such as tribal and
adolescents on issues of family planning.12

Interviews with users of family planning services (n=31)
This component of data highlighted users’ perspectives,
experiences and needs regarding family planning with a focus on
counselling and communication. From the list of contraceptive
users available with the selected ANMs, men and women users
were selected randomly and approached by the ANMs for seeking
consent for the interview. The researchers then approached the
respondents who agreed to participate in the interview and sought
their written consent for the same. One woman user refused to
participate in the interview. The interviews were conducted at a
place and time convenient to the respondents. The interviews
were conducted in Hindi or in Odia by an Odia-speaking researcher.
Each interview lasted 30–40 minutes. The questions primarily
focused on their demographic details, knowledge regarding
availability of family planning services, episodes of interaction
with ANMs, source of knowledge and experience of any
counselling related to family planning. The interviews with the
ANMs and users were conducted with the help of a structured
interview schedule. Additional responses from the respondents
were pre-coded and analysed quantitatively. The quantitative data
were processed with SPSS 22 (IBM Corporation and Others 1989,
2013). The data were analysed to learn from experiences and
communication and counselling needs.

The research proposal received ethics clearance from the
Institutional Research and Ethics Committee of FRCH (IREC/
2014/03/11/1). Written permission to conduct this research was
obtained from the Jharkhand state health department. Each
respondent was interviewed at the health facility after obtaining
written informed consent for conducting and audio-recording of
the interview. Privacy during the interview, and anonymity and
confidentiality of information shared were strictly maintained.

RESULTS
Nursing education and training: Needs and gaps related to
technical knowledge, skills and practices of ANMs
The state had 10 ANM training centres. However, at the time of
this study, only one ANM training centre (ANMTC) had permission
to admit new students.

‘Less number of faculties, lack of building and teach-
ing material are the main issues (ANMTC level).
Additionally, poor governance by district health office
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has resulted in loss of recognition of government
ANMTC.’

––Principal ANMTC, District X

This resulted in inadequate number of trained ANMs at health
facilities. The number of ANMs who received various in-service
trainings, especially training related to family planning, was even
lower.

The gap between sanctioned and filled posts was 50% and 22%
in districts X and Y, respectively (filled/sanctioned in district X
355/715 and in district Y 423/542). It indicated the need for a
trained workforce in the state as well as explains the reason for the
unmet need. There was poor coverage of government training of
ANMs in the study blocks of both the districts in most of the
maternal health subjects except for HMIS (Table I). Figures for
HMIS training in district Y were higher as compared to training
received in other subjects. However, the district programme
manager for district Y mentioned:

‘All ANMs are just “told” about HMIS at the block
level; however, they are not specially trained on the
subject.’

––District Programme Manager

The ANMs interviewed in the study were divided almost
equally in the age groups ‘below 40’ (63%) and ‘above 40’ (37%)
years. Sixteen per cent of them had >10 years of schooling before
joining the ANM course; 58% of ANMs had >5 years of work
experience (Table II).

Their assessment for technical knowledge through individual
interviews (Table III) pointed towards gaps in the following areas:
(i) criteria for lactational amenorrhoea method (LAM); (ii)
appropriate frequency for administration of emergency
contraceptive pills; (iii) contraindications for insertion of
intrauterine contraceptive device (IUCD); (iv) return of fertility
after abortion; and (v) requirement of husband’s consent for
medical termination of pregnancy. In addition, the ANMs lacked
knowledge regarding administration or side-effects of injectable
contraceptives since injectable contraceptives were not part of the
family planning programme in the public sector at the time of this
study. (Injectable contraceptives have been included in the
Government of India family planning programme in early 2016.)
However, the ANMs expressed the need to have knowledge on
this subject since they had to administer this method of
contraception on the demand of the community.

Clinical examination of a woman for insertion of IUCD,
insertion of IUCD and follow-up for IUCD were regarded as
important activities with a relatively poor performance by ANMs.
Although this self-assessment of ANMs suggested that IUCD was

the only concern and needed improvement, field observations
while conducting their interviews contradicted this and pointed
towards gaps in other areas such as provision of information
regarding side-effects of oral contraceptive pills and record-
keeping skills.

Communication and counselling: Experiences and needs
We attempted to learn about the communication and counselling
needs from the perspectives of programme officials, ANMs

TABLE I. Number of auxiliary nurse midwives (ANMs) from the study blocks/districts who
received government training related to various subjects under maternal health (as of
November 2014 based on the health management information system [HMIS] data available
with the district health authorities)

District Blocks Number of ANMs posted Subjects of training
SBA IUCD PPIUCD HMIS RTI/STI

X A 24 5 2 3 7 0
B 68 9 0 1 5 0

Y C 67 30 15 3 67 5
D 49 10 3 0 49 7

SBA skilled birth attendant  IUCD intrauterine contraceptive device  PPIUCD postpartum IUCD
RTI reproductive tract infection  STI sexually transmitted infection

TABLE II. Profile of auxiliary nurse midwives (ANMs) interviewed
during the study (n=19)

Characteristic ANMs (%)
Age (years)
20–40 12 (63)
>40 7 (37)
Educational qualification
Auxiliary nurse midwifery after class X 16 (84)
Auxiliary nurse midwifery after class XII 2 (11)
Auxiliary nurse midwifery after graduation 1 (5)
Years of experience
0–5 9 (46)
6–20 5 (27)
>20 5 (27)

TABLE III. Assessment of technical knowledge of auxiliary nurse
midwives (n=19)

Question Correct Incorrect Don’t know/
answer answer can’t answer

Lactational amenorrhea method 1 17 1
Names of hormones in oral 9 8 2

contraceptive pills
When to take an emergency 6 13 0

contraceptive pill?
How frequently can emergency 3 14 2

contraceptive pill be taken?
Requirement of speculum examination 15 4 0

for insertion of IUCD
Contraindication for insertion of IUCD 12 7
Requirement of husband’s consent 1 17 1

for MTP
Return of fertility after abortion 6 11 2
Regimen of injectable contraceptive 0 4 15
Administration of injectable 5 4 10

contraceptive
Side-effects of injectable contraceptive 5 7 7
IUCD intrauterine contraceptive device  MTP medical termination of pregnancy
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themselves and from the community. Programme officials while
expressing their opinions regarding ANMs counselling skills and
challenges said:

‘ANMs lack skills and need training and there is no
regular hand-holding for them… During the Village
Health Nutrition Day, the ANMs are supposed to spend
time counselling on family planning as well. In reality,
their focus is only on routine immunization and there is
nothing discussed regarding family planning.’

––State health programme official (A)

The ANMs were asked to grade importance and actual
performance of counselling and communication activities using
a questionnaire. All of them graded these activities to be of
high importance (grade 5 on a scale of 1 to 5). Except two ANMs
(grade 2 on a scale of 1 to 5), the rest were confident about their
performance related to counselling (Table IV). Responses from
the community contradicted this. Community members interviewed
during the study mentioned that ANMs and ASHAs were the
primary counsellors for family planning. However, counselling
involved mere instruction in terms of ‘take this pill every night’
or ‘you can stop this pill if you have vomiting’. All the interviewed
women users mentioned not receiving any counselling or follow-
up after IUCD/post-partum IUCD insertion. No female respondent
received any counselling before or after the operation at the
venue. All women users mentioned the follow-up visit of the
ANMs on the 7th/8th day of operation for removal of stitches or
enquiry about the health of the woman.

Gaps related to infrastructure and resources for family planning
In district X only 69 of 244 and in district Y only 81 of 194 HSCs
were functional in a health department-owned building (8th
Common Review Mission Report, 2014–15).

‘Some of the upgraded CHCs have only recently
constructed buildings but do not provide necessary
services in absence of infrastructure. They are
underutilized.’

––State health programme official (B)

Resources and services, e.g. emergency contraceptive pills,
were not available in 13 of 17 health facilities visited during the
study period.

In addition to infrastructure, family planning services have to
be complemented with a regular supply of contraceptives and

equipment, workforce and other support services. No health
facility visited by us as a part of the study had a special room for
family planning services. Of all the health facilities visited, only
one HSC reported to have a designated day (Friday) for family
planning services in a week. Nevertheless, all health facilities
reported that they offer counselling and refer eligible beneficiaries
for terminal methods to the nearest CHC.

In general, compliance with IPHS was 20%–30% across HSCs
and 40%–50% across PHCs.

Emerging training needs and approaches
There were government provisions for in-service training of
ANMs in various areas such as IUCD, condom, skilled birth
attendance, HIV, integrated management of neonatal and childhood
illness, mother and child protection card and HMIS. Of the 19
ANMs interviewed, 7 did not receive in-service training in any of
these subjects and 2 had received training in one subject, either in
IUCD or condom. They were asked to report about topics covered
during their ANM curriculum. Comprehensive training in family
planning was mentioned to be the first preference (13 of 19
ANMs) for further training, followed by enhancement of
counselling skills (7 of 19) and IUCD (5 of 19) insertion. An
equally important aspect of training was the approach adapted for
training. Interactive games or simulation were preferred by 16 of
19 ANMs. Practical approach and classroom teaching were
preferred by 13 of 19 and 10 of 19 ANMs, respectively, whereas
8 of 19 ANMs expressed an interest towards in-service training
with the use of computers and mobiles.

State-level programme officials were requested to provide
their views and suggestions regarding further training of ANMs.

‘After the reproductive and child health programmes,
there have been no dedicated trainings for the ANMs.
There is a need to focus on the basket approach of family
planning methods, follow-ups, monitoring and
evaluation, etc. Mobile message can be useful for LAM
(lactational amenorrhoea method) or ECP (emergency
contraceptive pill) subjects.’

––State programme officer, International
development partner (1) for family planning

‘The trainings should generally have a confidence-
building approach because these are adult learners.’

––Senior Adviser International
development partner (2) for family planning

TABLE IV. Self-assessment of family planning-related skills and practices by auxiliary nurse midwives (n=19)
Name of the activity How important How well do you

is this activity? think you perform this?

1 2 3 4 5 1 2 3 4 5

Assisting doctor for undertaking family planning activities 1 – – 3 15 – – 1 15 3
Decision-making about whether the client is eligible for using a contraceptive method – – 1 1 17 – – – 6 13
Making post-natal visits – – – – 19 – – 3 3 13
Clinical examination of client of insertion of IUCD – – – 1 18 – 4 2 4 8
Insertion of IUCD* – – 1 1 16 6 2 3 2 5
Follow-up of IUCD* – – – – 18 3 – 1 6 8
Follow-up of sterilization operation for identification of side-effects – – – – 19 – – 1 4 14
Review of other family planning methods when client’s current family planning method is not – – 2 – 17 – – 5 5 9

satisfactory
Making plan of referral either for investigation/treatment of client/patient – – 1 1 16 – – 2 5 11
*One ANM did not answer these questions IUCD intrauterine contraceptive device ANM auxiliary nurse midwife
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‘Inclusion of private doctors as trainers will be a good
idea––an outsider is more respected.’

––State training official

‘An ANM is the manager of her HSC. She should have
the data and should know how to analyse the data at her
level. Enhancing her skill in this regard may help her in
planning and organizing her work more efficiently.’

––State health programme official (B)

These responses stress the need for further training with suggestions
such as use of mobile phones, inclusion of private practitioner as
a trainer and confidence-building approach of training to raise the
competencies of an ANM as a manager for her health facility.

DISCUSSION
The purpose of this systematic needs assessment was to assess the
knowledge and skills, training needs and opportunities for ANMs
in the provision of family planning services, in the backdrop of
existing pre- and in-service training programmes. The results
have indicated gaps in the knowledge and skills of ANMs, e.g. in
the area of emergency contraceptives, routine investigation before
insertion of IUCD or communication with men and other family
members for uptake of contraceptive methods. The study has
pointed towards preferences, suggestions and opportunities for
further training of ANMs. There is a need to review these issues
against the pre- as well as in-service training received by ANMs.

India faces a shortage of nursing staff with an estimated deficit
of 2 million.13 The nurse and population ratio in India is 1:2500
compared with ratios of 1:150 to 1:200 in high-income countries.14

Nursing education faces constraints related to enriching the
curriculum, strengthening faculty development and use of
innovative teaching techniques.15 Nursing and midwifery in India
face challenges in the implementation of competencies in actual
clinical practice, constraints faced by educational institutes, lack
of innovative ideas on teaching and training, and lack of supervision
and accountability.6

A mismatch between a functional health facility and fully
trained health functionaries will be detrimental to providing
quality health services. Our study has indicated the infrastructural
gaps in the provision of family planning services. Although the
Ministry of Health and National Health Mission (NHM) have
emphasized on the compliance of health facilities with standards
such as IPHS, it varies from state to state and even within facilities
in a state. A study that assessed health system competency for
maternal health services among health facilities in Odisha found
poor IPHS compliance.16 Inadequacy of quality infrastructure in
terms of physical infrastructure, transport, equipment, etc. was

identified as one of the health system challenges in another study
done in Jharkhand.17 Hence, the benefits of training healthcare
providers can only be realized with the presence of an optimal
infrastructure.

The global literature shows wide variation in the roles of
midwives. While midwives in developed countries have a strong
role to play in reproductive health, midwifery in developing
countries has been relegated to a secondary role, especially in
India where the ANM’s role is that of a multipurpose worker.9,18–

25 The multiple competencies expected from an ANM during her
service should obviously be directly proportional to the pre-
service education she has received. Jharkhand similar to other
Indian states provides 2 years of pre-service training and conducts
various in-service training programmes for ANMs with support
from international development partners. However, poor presence
of government ANM training schools with poor quality of training
is clear from issues related to retention of knowledge questions.
Insufficient in-service training of ANMs further hampers the
availability of skilled workforce. An Indian study showed that
students from the diploma and degree programmes of nursing and
midwifery lacked confidence in core midwifery skills listed by the
ICM.26 Another study in India reported that a little more than half
of ANMs in the study had never received any in-service training
even though a majority of them had been in service for more than
5 years.27 Studies undertaken in Pakistan and Indonesia for the
assessment of training of frontline health workers including
nurse–midwives have endorsed the need for improvization in
clinical and non-clinical skills.28,29 The lacunae in knowledge and
skills of ANMs in our study could be attributed to systemic issues
such as quality of pre-service education, absence or poor
implementation of in-service trainings or individual issues such
as incompetence or apathy towards service provision. The pre-
and in-service trainings should ultimately result in raising
competency of an ANM to be a manager for her health facility.

Since the beginning of the National Rural Health Mission
(NRHM) in 2005, there is a distinct perception of a shift of health
programme priorities to family planning and immunization and
monitoring of most maternal and child health activities with
dominance of family planning targets.9 Despite family planning
being one of the ‘priority’ areas, there are gaps in knowledge and
skills of family planning service providers, primarily ANMs.
These gaps invite more attention towards the approach, methods,
tools and evaluation of training programmes.

ANMs in our study expressed a preference for the mixed-
methods approach of training with classroom-based theoretical
and practical training, and state-level health programme officials
have provided valuable suggestions regarding tools and approaches
for future trainings. Various studies in India and abroad have
shown effective use of mixed-methods including virtual classroom,
simulation techniques and games,30–32 for increasing the level of
competency among nurses. Other studies33–35 have pointed towards
various attributes of training programmes such as duration,
effectiveness over time period and approach and tools used,
which have ultimately impacted expected outcomes in terms of
increase in knowledge, skills and maternal and neonatal health
indicators.

Cultural beliefs seem to play a crucial role in family planning
and choice of contraceptive methods. A study from Uttar Pradesh
revealed that providers make decisions for family planning based
on clients’ education, needs and ability to understand family
planning.36 Hence, providers should be equipped with knowledge
of their community and with skills to influence it positively.

TABLE V. Community knowledge regarding availability of various
contraceptives

Name of contraceptive Number and percentage of people with
correct knowledge about availability

Men (n=17) Women (n=14)

Oral contraceptive pills 13 (76) 10 (71)
Male condoms 16 (94) 11 (79)
IUCD/postpartum IUCD 7 (41) 8 (57)
Emergency contraceptive pills 1 (6) 0 (090
Female sterilization 12 (71) 10 (71)
Male sterilization 11 (65) 3 (21)
IUCD intrauterine contraceptive device
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In general, strengthening the public health system with an
enabling environment, technical capacity, functional health
systems, etc. has to be the platform for generating trained health
workforce. The functionality of even a well-trained workforce is
likely to be reduced in a poor work environment including ill-
developed infrastructure. On the other hand, good training can
engender a demand for improvement in environment and
infrastructure and equip personnel with necessary skill sets for its
maintenance and sustainability. Specifically, training initiatives
should engender capacities for (i) undertaking advocacy for
modifying existing cultures and beliefs in the community served;
and (ii) basic management skills directed towards uninterrupted
service provision, e.g. drug supplies. Empowering ANMs through
instilling leadership qualities by promoting their communication
and managerial skills would be symbiotic with the creation of a
structure within the public health system that can address workforce
feedback and concerns. Ultimately, training must strive to go
beyond technical knowledge and skills towards motivation for
serving the needy and vulnerable population, since in many
locations, ANMs will be the only reflection of a functioning
health system. These key changes in training approaches can only
be brought about though concerted political will.

Lessons from our study of ANMs are drawn from Jharkhand
based on an exploratory study. Hence, more states and districts
would need to be studied for programme and policy
recommendations regarding ANM education. However, our
information is valuable as it provides insights into training needs,
opportunities and challenges from multiple perspectives and
hence should be the starting point for designing large-scale
research studies as well as further training initiatives. The
methodology in terms of having multi-stakeholder enquiries, use
of standardized scale to assess knowledge and skills and mixed-
method approach of observation and interviews can be adapted to
other training needs assessment studies.

Only a well-structured training programme with an in-built
mechanism for monitoring and evaluation will have the potential
to impact competencies of ANMs. The presence of proficient
ANMs will ultimately have a cascading effect on the delivery of
other health services.

Conflicts of interest. None declared
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