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Reforming health care with resources

      A range of partnerships with the non-governmental sector have also been undertaken to improve

the outreach services like diagnostics, ambulance etc.  Primary health centres have been handed over

to non-governmental organizations in remote areas and private providers have been enlisted to provide

free of cost institutional delivery services to women below poverty line in some provinces.  Availability

of drugs has improved significantly and efforts to establish transparent and strong systems of

procurement and logistics are underway in many provinces.  The addition of human resources has

improved the performance in programmes like immunization, institutional deliveries, out patient

cases, inpatient cases etc.  The gains of strengthening the Primary Health System at all levels are

translating into improved performance under all public health programmes that had hitherto been

financed in a vertical and compartmentalized manner.  The registration of patient welfare societies at

health facilities has given the mandate to local communities for managing their health services with

all the flexibility and finances needed to do so.

Convergent action for wider determinants

Given the wide determinants of health, NRHM has rightly prioritized convergent action at all

levels.  The constitution of Monthly Health and Nutrition Days in every village and the constitution

of Village Health and Sanitation Committees everywhere is being attempted to provide room for

local activity and local public health action.  All such community institutions have also been provided

resources to undertake locally relevant public health measures.  Water, sanitation, education, literacy,

nutrition, women’s empowerment have all been brought together under convergent community

institutions and Health Missions at various levels.

Catalyzing public health action through a systems approach

By crafting a platform for convergent action with adequate flexible financial resources, the NRHM

is catalyzing public health interventions as never before. Monthly Health and Nutrition Days are

organized regularly in every village. India is one sixth of humanity and any major action on the health

front in India has major consequences for the achievement of the health Millennium Development

Goals globally. We have a good story to tell and the early results are only affirming our faith in the

approach that we have taken. The journey of NRHM so far has demonstrated the possibility of

achieving the MDGs in health if we continue on the path that we have chosen.  It is only through

community led action with flexibility to public institutions that accountable health system can be

crafted.  NRHM is about partnerships – partnerships with society, partnerships with non-governmental

providers, partnerships with public institutions, partnerships with Indian Systems of Medicine and

most of all partnerships with all wider determinants of health to ensure that a public health focus

informs health action.
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The State of Public Health in India – NRHM’s baseline

  In order to assess the progress under NRHM, it is important to take note of the state of public

health in India, as reflected in a large number of independent surveys and studies. Some of the key

findings regarding important health indicators are as follows:

Indicator

1. Infant Mortality Rate

2. Maternal Mortality Ratio

3. Non Hospitalised treatment
from government sources

4. In patient treated in public
Hospitals

5. Average medical expenditure
per Hospitalization

6. State of Health Facilities

7. Anaemia among children and
women

8. Immunization

9. Institutional Births, 3 Ante
natal care visits, post natal care

10.Child Morbidity

Source and Year

Sample Registration System
RGI’s Office 2005

Sample Registration System
2001-03

National Sample Survey 60th

Round 2004

National Sample Survey 60th

Round 2004

National Sample Survey 60th

Round 2004

DLHS and Facility Survey
coordinated by  IIPS 2003

National Family Health Survey
2005-06

UNICEF’s Coverage Evaluation
Survey 2005

National Family Health Survey
2005-06

FOCUS Survey 2004   (Jean
Dreze et al) in Tamil Nadu, HP,
Maharashtra, Rajasthan,
Chhatisgarh and Uttar Pradesh

The National Picture

58 for the country with a low of 14 for Kerala and a high
of 76 for Madhya Pradesh

301 for the country with a low of 110 for Kerala and a
high of 517 for UP & Uttarakhand in the 2001-03 period.

22% for the Country,  from a low of 5% in Bihar to a
high of 68% in Himachal Pradesh

41.7% for the country, from a low of 14.4% in Bihar to
a high of 91.3% in Jammu and Kashmir

Rs. 3238 in Government Hospitals compared to Rs.
7408 in private Hospitals in rural areas.

If adequacy is defined as having at least 60 percent of the
required inputs, only 76% of FRUs, and 63 percent of
CHCs have adequate infrastructure, 61 percent of the
FRUs and 46 percent of CHCs have adequate
equipments, 32 percent of FRUs and 24 percent CHCs
have adequate supply and 37 percent of FRUs and 14
percent of CHCs have adequate staff.

During the three months preceding the survey only 58
percent of the PHCs conducted deliveries, 6 percent
conducted MTP, 22 percent provided Neo natal care,
65 percent did IUD insertion and 41 percent conducted
sterilizations.

If the percentage of PHCs having adequate staff is more
than 90 percent in Tamil Nadu, Maharashtra and Kerala,
it is less than 20 percent in Orissa, West Bengal and
Bihar.

79.1% 6-35 month children are anaemic. 56.1% Ever
married women aged 15-49 are anaemic.

Only 54.5 % children are fully immunized.

40.7% institutional births, 50.7% 3 Ante natal care visits,
36.4% post natal care visits.

32% children had fever, 21% had diarrhoea, 17% had
persistent cough, 11% had extreme weakness, 5% had
skin rashes, 2% had eye infections during the two weeks
preceding the survey. 50% children had one of the above
problems.
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Goals of the Mission
� Reduction in IMR and MMR

� Universal access to public health services such as women’s health, child health, water, sanitation & hygiene, immunization
and nutrition.

� Prevention and control of communicable and non-communicable diseases, including locally endemic diseases.

� Access to integrated comprehensive primary health care.

� Population stabilization, gender and demographic balance.

� Revitalize local health traditions & mainstream AYUSH.

� Promotion of healthy life styles.

Expected outcomes from the Mission

� IMR reduced to 30/1000 live births by 2012. Material Mortality reduced to 100/100,000 by 2012. TFR reduced to 2.1
by 2012.

� Malaria Mortality Reduction Rate - 50% up to 2010, additional 10% by 2012.

� Kala Azar Mortality Reduction Rate - 100% by 2010, sustaining elimination until 2012.

� Filaria/Microfilaria Reduction Rate - 70% by 2010, 80% by 2012 and elimination by 2015.

� Dengue Mortality Reduction Rate - 50% by 2010 and sustaining at that level until 2012.

� Cataract operations-increasing to 46 lakhs until 2012.

� Leprosy Prevalence Rate –reduce less than 1 per 10,000 thereafter.

� Tuberculosis DOTS series - maintain 85% cure rate through entire Mission Period.

� Upgrading Community Health Centers to Indian Public Health Standards.

� Increase utilization of First Referral units from less than 20% to 75%.

� Engaging 2,50,000 female Accredited Social Health Activists (ASHAs) in 10 states.

Expected outcomes at Community level

� Availability of trained community level worker at village level, with a generic drug kit.

� Health Day at Aanganwadi level on a fixed day/month for provision of immunization, ante/post natal care & services
related to MCH , including nutrition.

� Availability of generic drugs for common ailments at sub Centre and Hospital level.

� Good hospital care including maternal and child health services through assured availability of doctors, drugs and
quality services at PHC/CHC level

� Improved access to universal immunization through induction of Auto Disabled Syringes, alternate vaccine delivery and
improved mobilization services under the programme.

� Improved facilities for institutional deliveries through provision of referral transport, escort and improved hospital care
subsidized under the Janani Surakshya Yojana (JSY) for the below poverty line families.

� Availability of assured health care at reduced financial risk through pilots of Community Health Insurance under the
Mission.

� Availability of safe drinking water, Provision of household toilets.

� Improved outreach services through mobile medical unit at district level.

� Increase awareness about preventive health including nutrition.
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What is New that NRHM is Funding

Key Reforms That Have Been Initiated by States/UTs
1

2

3

4

5

6

Cadre Reforms to attract more doctors / Para
medics/Nurses in public system

Incentives, performance based systems, for difficult
areas

Transparent procurement and logistic systems to
ensure availability of quality drugs and equipment.

Rationalization of posting of doctors and
paramedics

New multi skilling courses to increase the pool of
Specialist services in emergency situation

Increase in intake of nurses, ANMs, Lab
Technicians, etc.

Bihar, Madhya Pradesh, Rajasthan, West Bengal, Orissa, Andhra
Pradesh, Haryana, Maharashtra, Himachal Pradesh.

Assam, Madhya Pradesh, Uttarakhand, Rajasthan, Chhattisgarh,
Orissa, Andaman & Nicobar Islands.

Kerala, West Bengal, Bihar, Madhya Pradesh, Gujarat, Karnataka,
Maharashtra.

Uttar Pradesh, Assam, Tamil Nadu, Jharkhand, Bihar.

In nearly all the States.

Orissa, Maharashtra, Madhya Pradesh, West Bengal, Assam.

1

2

3

4

5

6

Human Resources at all levels
based on Indian Public Health
Standards

Annual Untied funds,
maintenance grants, Rogi Kalyan
Samiti grants at all levels to
community institutions to ensure
flexibility with accountability.

Infrastructure, equipment and
drugs for up gradation to IPHS

Emergency transport, ambulance
systems, Mobile Medical Units

AYUSH doctors and Para Medics

Demand side financing for
institutional deliveries under the
Janani Suraksha Yojana

Earlier, GoI support was limited to the ANM at the Sub Centre and a few posts of
Family Welfare. NRHM support is for filling the gap as per IPHS, while ensuring that
State Government’s increase their allocation by 10 % every year and also contribute
15% to NRHM. Over 60,000 Nurses and ANMs, over 9,000 MBBS Doctors and
Specialists have been added on contract under NRHM which has never happened
before.

Never before have untied funds on this scale been provided to promote flexibility with
local level community accountability. Village Health and Sanitation Committees, Sub
Centre level joint accounts of ANM and Sarpanch, PHC/CHC/ Sub District/District
level Health facilities with their Rogi Kalyan Samitis have undertaken need based
improvements to provide service guarantees as per IPHS.

Facility survey has been the basis for allocation of funds to ensure that quality service
guarantees are provided from the facility. The effort has been to provide the physical
infrastructure, the equipment and the human resource in a coordinated manner so that
service guarantees from the institution could be provided.

Many State Governments have set up emergency ambulance systems with call centres
and cell phone number networks to facilitate referral transport and transport of the
needy to health facilities.

NRHM promotes co – location and mainstreaming of AYUSH. State Governments
have appointed AYUSH doctors on contract to provide choice to people as also to meet
the need for doctors to manage National Health Programmes in PHCs.

The Janani Suraksha Yojana, with over 1.70 crore beneficiaries in three years, is one of
the largest demand side financing programme to promote institutional deliveries.
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Reproductive & Child Health
Programme (Rch-II)

The RCH-II, a flagship programme of the Government of India on Reproductive and Child

Health, was launched in April 2005 under NRHM. This programme has been reoriented and revitalised

to give a pro-outcome and pro-poor focus. It aims at reducing the Maternal Mortality Ratio, the

Infant Mortality Rate and Total Fertility Rate.

This programme evolves a shared vision and a common programme encompassing the entire

Family Welfare Sector, lending a strong focus on results, especially improving the use of RCH services

by the poorest and the underserved populations.

This programme also allows states to have greater flexibility in programming and use of allocated

funds. This enhances accountability of the states. As a result larger portions of funds are targeted

towards the poor. At the same time, use of innovative approaches and enhancing the participation of

the private and the NGO sector are hallmarks of this programme.

Goals and Achievements

As per RCH-II goals, reduction of Infant Mortality Rate (IMR) to 30 per 1000 live births,

reduction of Maternal Mortality Ratio (MMR) to 100 per 100000 live births and reduction of Total

Fertility Rate to 2.1 are to be achieved by 2010. Against the above goals, IMR of 55 per 1,000 live

births (SRS-2007), MMR of 254 per 1,00,000 live births (SRS 2004-06) & TFR of 2.7 (SRS 2007)

have been achieved.

Funding of the Programme

The programme is jointly funded

by Government of India and Donor

Partners. So far the committed

Donor Assistance is (a) SDR 245

million from  World  Bank  under

IDA credit; (b) £ 252 million from

DFID and $ 38 million from

UNFPA. A Financing Agreement

with European Commission for

Sector Policy Support Programme

(SPSP) for NRHM/RCH-II for a

grant of ECU 110 million has been

signed in December 2008.
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Review Missions

The programme is monitored through Joint Review Missions (JRM) under the Chairmanship

of Additional Secretary & Mission Director (NRHM). All the donor partners participate in such

JRMs. The last (fifth) JRM was held during the month of February 2008, followed by a Mid Term

Review MTR in September – December 2008.

The 6th JRM of the RCH-II Programme is scheduled to be held during May-June 2009 and the

state visits are scheduled from 24-29, May 2009.

Maternal Health Activities under RCH-II

� Based on the official estimates of Registrar General of India (RGI-SRS), the Maternal Mortality

Ratio (MMR) for India has declined from 398 in 1997-98 to 254 per 100,000 live births in

2004-06.   About two-thirds of maternal deaths occur in a handful of states – Bihar and Jharkhand,

Orissa, Madhya Pradesh and Chattisgarh, Rajasthan, Uttar Pradesh and Uttaranchal and in Assam.

� Goals: GoI has envisioned to minimize the regional variations in reproductive health and to

provide assured, equitable and responsive service delivery by setting of national targets for reduction

of maternal mortality and improving service delivery under National Health Policy, National

Population Policy and adopting Millennium Development Goals.

Maternal Health Situation in India:

S. No.

1.

Goal

MDG-5: To improve Maternal health

NPP-2000/RCH-II  (2010)

Target

Reduce by 3/4ths the MMR, 1990-2015.

� 80% Institutional Delivery.
� 100% Safe delivery.
� MMR 100/100,000 Live Births

� About 28 million pregnancies occur every year in India.

� 24 million deliveries

� 15% of these are likely to develop complications.

� Complications cannot be predicted.

� Over 67,000 avoidable maternal deaths per year

� MMR- 254 per 100,000 live births. (RGI-SRS 2004-06). Varies from (Kerala) 95 to 440

(Uttar Pradesh/Uttarakhand).

� Target under NRHM :< 100 per 100,000 live-births

� Institutional Delivery 40.7% (NFHS III-2005-06).
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+ 3 ANC Tamil Nadu (96%) Bihar (17%)

Institutional Delivery Kerala (99.3%) Nagaland (11.2%)

PNC within 2 days of delivery Tamil Nadu (87.2%) Nagaland (10.7%)

Highest Lowest

Situation Analysis:

In a country of the size of India, levels of maternal mortality vary greatly across the regions, due to

variation in underlying access to emergency obstetrical care, prenatal care, anaemia rates among women,

education levels of women, and other factors.  As per NFHS III, even the Maternal Health Indicators

vary country wise as seen below:

It is also evident from NFHS findings that states where coverage of 3 ANC and Institutional

Delivery is high have a lower Maternal Mortality Ratio, as placed below:

RGI, SRS (2001-03) report lists major causes of maternal deaths in the country as Hemorrhage

(38%), Sepsis (11%) and “Others” including Anaemia (34%). International and national evidence

suggests that Skilled Attendance at Birth, Access to emergency obstetric care and a functional referral

system can address to most of these complications.

Key Strategies for MH under RCH II:

Under the RCH -II (2005-10) the Government of India is actively pursuing the goals of reduction

in Maternal Mortality by focusing on the 4 major strategies of essential obstetric and new born care

for all, skilled attendance at every birth including essential new born care, emergency obstetric care for

those having complications and referral services. The other major interventions are provision of Safe

Abortion Services and services for RTIs and STIs.

Some of the major policy decisions and initiatives taken at each level of health care are:

� Training of SNs/LHVs/ANMs as Skilled Birth Attendant: To manage and handle some common

obstetric emergencies at the time of birth, the Government of India has taken a policy decision to

permit Staff Nurses (SNs) and ANMs to give certain injections (eg Inj Oxytocin) and also perform

certain interventions under specific emergency situations to save the life of the mother.

State MMR (RGI, SRS 2004-06) +3 ANC Institutional Delivery

Kerala 95 93.6% 99.3%

Tamil Nadu 111 95.9% 87.8%

Uttar Pradesh 440 26.6% 20.6%

Bihar 312 17.0% 19.9%
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� Training of MBBS doctors in obstetric and anesthetic skills.

� Hiring of contractual manpower, wherever required.

� Setting up of Blood Storage Centers (BSC) at FRUs. The Drugs and Cosmetics Act has been

amended to facilitate establishment of Blood Storage Centers at such FRUs.

Strategies:

� At the village level a Village Health and Nutrition Day VHND is organized every month at the

Anganwadi Center which focuses on ANC, PNC, Immunization and Counselling on Nutrition

and Family Planning Services.

� At the Sub Center level ANMs are being trained as skilled birth attendants SBA

At Village Level (1000 population):

� Every month at Anganwadi Center a Village Health and Nutrition Day is being organized with

a focus on ANC, PNC, Immunization and Counseling on Nutrition and Family Planning Services.

� Every Village in the 18 High focus States have been given ASHA workers and other states have

also been given flexibility to choose a link/ ASHA worker to orient the women on maternal and

child health services and bring them to the health facilities for provision of services.

At the level of Sub- Centre (3000-5000 population):

� All ANMs has been given flexi-fund of Rs 10,000/- (Recoupable) for utilization to augment the

services such as ANC, PNC, Deliver and other health care services.

�  The ANMs at the sub-center are being trained as Skilled Birth Attendant(SBA).

� 50% of the PHCs under NRHM are being developed as 24X7 PHCs with inputs of 3 or more

SNs/ANMs and one Medical Officer.

� To improve the proficiency,

skills and quality of these

SNs/ANMs as skilled

provider for delivery, GOI

has launched Skilled Birth

Training. For this

Curriculum and Technical

Guidelines have been

developed, disseminated to

the States and are being

implemented by them.
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� To provide basic obstetric care services at 24x7 PHCs, re-orientation training of MOs in Normal
Delivery and Management of Common Obstetric Care is being initiated. For this Curriculum
and Technical Guidelines have been developed, disseminated to the States and are being
implemented by them.

� Training of MOs in Manual Vacuum Aspiration (MVA) Technique and RTI/STI treatment
protocols for providing safe abortion and RTI/STI services respectively.

� With quantum of workload and a large population to look after, provision of 2nd ANM at SC is
also being implemented.

At the level of Primary Health Centre (20,000-30,000 population):

� Funds have been given to the States for infrastructural development including labour rooms and
equipments as per the laid down standards under IPHS.

� All CHCs are aimed to be converted as First Referral Units (FRU) with provision of 1 ObGyn or
a Trained MBBS Doctor for EmOC, 1 Anesthetist or Trained MBBS Doctor proficient in
Anesthetic Skills, Functional OT and a Blood Storage facility.

� Skilled based training have been initiated to address the shortage of skilled human resource.

� All District Hospitals are being operationalized for EmOC Services.

� Various skilled based training are being conducted at the level of District Hospitals.

Annexure- I

 Maternal Mortality Ratio India and State wise Source: RGI, (SRS)

Major State MMR MMR MMR MMR
(1997-98) (1999-01) (2001-03) (2004-06)

India Total * 398 327 301 254

Assam 568 398 490 480

Bihar/ Jharkhand 531 400 371 312

Madhya Pradesh/ Chhattisgarh 441 407 379 335

Orissa 346 424 358 303

Rajasthan 508 501 445 388

Uttar Pradesh/ Uttarakhand 606 539 517 440

Andhra Pradesh 197 220 195 154

Karnataka 245 266 228 213

Kerala 150 149 110 95

Tamil Nadu 131 167 134 111

Gujarat 46 202 172 160

Haryana 136 176 162 186

Maharashtra 166 169 149 130

Punjab 280 177 178 192

West Bengal 303 218 194 141

Others - 276 235 206
*: Includes Others
NFHS-1(1992-93)-  MMR was 437 per 100,000 live births. The estimate was done based on the surveys conducted in preceding 2 years.
NFHS-2(1998-99) = MMR was 540 per 100,000 live births.
Officially, we consider only RGI Reports as authentic since NFHS had a very small sample size
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Janani Suraksha Yojana

Janani Suraksha Yojana (JSY) is a safe motherhood intervention under the National Rural Health

Mission (NRHM) being implemented with the objective of reducing maternal and neo-natal mortality

by promoting institutional delivery among the poor pregnant women. The Yojana,  launched on

12th April 2005 is being implemented in all states and UTs. The Yojana is being implemented in all

states and Union Territories. JSY is a 100% centrally sponsored scheme.

The Yojana has identified ASHA, the Accredited Social Health Activist as an effective link between

the Government and the poor pregnant women in 10 low performing states, namely the 8 (EAG) -

Empowered Action Group (EAG) states and Assam and J&K and the remaining NE States. Her

main role is to facilitate pregnant women to avail Services of maternal care and arrange referral transport.

The scheme focuses on the poor pregnant woman with special dispensation for states having low

institutional delivery rate namely, the states of Uttar Pradesh, Uttrakhand, Bihar, Jharkhand, Madhya

Pradesh, Chattisgarh, Assam, Orissa, Rajasthan and Jammu and Kashmir, While these states have

been classified as Low Performing Statures (LPS), the remaining states have been named as High

performing States (HPS). Besides the maternal care, the scheme provides cash assistance to all eligible

mothers for delivery care.

The Yojana subsidizes the cost of Caesarean Section or for the management of Obstetric

complications, upto to Rs. 1500/- per delivery to the Government Institutions,  where Government

specialists are not in position.

Eligibility for Cash Assistance

In LPS States

In HPS States

All women, including those from SC and ST families, delivering in Government health centres like Sub-centre,
PHC/CHC/FRU/general wards of District and state Hospitals or accredited private institutions.

BPL pregnant women, aged 19 years and above and the SC and ST permanent woman.

Limitations of Cash Assistance for Institutional Delivery

In LPS States

In HPS States

 All births, delivered in a health centre - Government     or Accredited Private Health Institutions.

 Up to 02 live births

Scale of Cash Assistance (in Rs) for Institutional Delivery

Category                                    Rural Area                                  Urban Area
Mother's ASHA Mother's ASHA
Package Package Package Package

In LPS 1400 600 1000 200

In HPS 700 200 600 200
(w.e.f. 1/4/09) (w.e.f. 1/4/09)
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LPS and HPS States, all such BPL pregnant women, aged 19 years and above, preferring to

deliver at home is entitled to cash assistance of Rs.500/-per delivery, up to two live births.

Current status of implementation

 The Janani Suraksha Yojana (JSY) integrates cash assistance with delivery and post delivery care.
The scheme was launched with focus on demand promotion for institutional deliveries in states and
regions where these are low. It targeted lowering of MMR by ensuring that deliveries were conducted
by Skilled Birth Attendants at every birth.  The Yojana has identified ASHA, the accredited social
health activist as an effective link between the Government and the poor pregnant women.

The JSY scheme has shown phenomenal growth in the last three years. Starting with a modest
number of 7.39 Lakhs beneficiaries in 2006-07, the total number reached 73.29 Lakhs in the year
2007-08 - a Ten Fold growth. The expenditure also rose from Rs. 38 Crores in the year 2006-07 to
880 Crores in the year 2007-08. For the year 2008-09, the reported expenditure under JSY is Rs.
1207.17 Crores.

Rapid increase in the institutional deliveries, coupled with improvement in infrastructure,
manpower and training has resulted in improvement in the figures of Institutional deliveries in all
major states except Jharkhand in the DLHS III data as compared with DLHS II. The growth in the
institutional delivery figures is substantial in the five major states of U.P. Rajasthan, M.P., Orissa and
Bihar.

Child Health

Child Health Goal under RCH II

Child Health Indicator Current status RCH II/NRHM 2010/2012 MDG 2015

IMR (Infant Mortality Rate) 55 <30 27
(SRS 2007)

Neonatal Mortality rate 37 <20 <20
(SRS 2007)

Under 5 Mortality Rate 74 <36
( NHHS III 2006)
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Key Strategies under RCH II for Newborn & Child Health

1. Increase coverage of skilled care at birth for newborns in conjunction with maternal care.

2. Implement, by 2010, a newborn and child health package of preventive, promotive and curative

interventions using a comprehensive IMNCI approach.

3. Strengthen and augment existing services (care at birth/Essential new born care, ARI and diarrhoea

control) in areas where IMNCI is yet to be implemented.

4. Implement the multiyear strategic plan for the UIP (Universal Immunization Program)

Child Health Situation in India:

� Of the 9.7 million under-five (U5) deaths globally, 2.1 million are in India alone. Approx 25

million births occur every year in India out of which approx 1.57 million children die before one

year of age and approx 1 million newborns die within one month of age. 52 percent of under-

five deaths continue to occur in the first month of life.  75% of neonatal deaths occur in first

week of life, which means that the proportion of U5 deaths by neonatal causes is disproportionately

high. 37 per cent of all infant deaths in India are concentrated in two states: Uttar Pradesh and

Bihar. 70 per cent of all infant deaths in India are concentrated in eight states: Bihar, UP, Madhya

Pradesh, Orissa, Rajasthan, Andhra Pradesh,

Maharashtra and Gujarat.

� The primary causes of neonatal deaths are

sepsis, low birth weight and Asphyxia

� The primary causes of child deaths are

Pneumonia, Diarrhoea and in some states

Malaria, meningitis and measles.

Situation Analysis:

� In India 43 per cent of children under age five

are underweight. 8.3 million Infants in India

low birth weight (less than 2500 grams).

� According to SRS 2007, Infant Mortality is highest in Madhya Pradesh (72), and Orissa (71)

and the  lowest in Manipur (12) ,  Goa (13) and Kerala (13) RGI, SRS (2007).

� According to NFHS III (2005-06) Infant mortality is highest in Uttar Pradesh (73) and lowest

in Kerala and Goa (15).

� With respect to under-five mortality, Uttar Pradesh has the highest rate (96) and Kerala has the

lowest rate (16).
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Components of child health care include:

� Essential newborn care

� Immunisation

� Infant and young child feeding

� Vitamin A supplementation and Iron

and Folic Acid supplementation

� Early detection and appropriate

management of Acute Respiratory

Infections, Diarrhoea and other

infections

� Integrated management of neonatal and

childhood Illnesses (IMNCI) and Pre-

Service IMNCI

� Facility Based New Born Care.

� Home Based Newborn Care

Child Health Strategies

Essential Newborn Care

As the majority of births in India still occur at home and 66% of all deaths occur in the first

month of life, it is essential to ensure that skilled health care is provided to babies at birth. Further

appropriate referral health care must be made available and accessible at health facilities.

Infant and young child feeding

Promotion of early initiation of breast feeding (within one hour of delivery) and exclusive breast

feeding till 6 months and timely complementary feeding with continued breast feeding is emphasized

under infant and young child feeding.

Vitamin - A

The policy was recently revised with the objective of decreasing the prevalence of Vitamin A

deficiency to levels below 0.5%, the strategy being implemented is:

� 1,00,000 IU dose of Vitamin A is being given at nine months

� Vitamin A dose of 2,00,000 IU (after 9 months) at six monthly intervals up to five years of age

� All cases of severe malnutrition to be given one additional dose of Vitamin A.
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Iron and Folic Acid supplementation

To manage the widespread prevalence of anaemia in the country, the policy has recently been

revised.

� Infants from the age of 6 months onwards up to the age of five years shall receive iron supplements

in liquid formulation in doses of 20mg elemental iron and 100mcg folic acid per day per child

for 100 days in a year.

� Children 6-10 years of age shall receive iron in the dosage of 30 mg elemental iron and 250mcg

folic acid for 100 days in a year.

� Children above the age of ten years and adolescents are also to be included in the iron

supplementation programme. They shall be supplemented at the dose rates for adults.

Management of Diarrhoea

The Government of India in order to control diarheal diseases has adopted the WHO guidelines

on Diarrhoea management.

� India was the first country in the world to introduce the low osmolarity Oral Rehydration Solution

(ORS), as recommended by WHO for the management of diarrhea.

� Zinc has been approved as an adjunct to ORS for the management of diarrhoea. Addition of

Zinc is likely to result in reduction of the number and severity of episodes of diarrhoea as well as

in the duration of each episode.

� New Guidelines on Management of Diarrhoea has recently been modified.

Integrated Management of Neonatal and Childhood Illness

� Integrated Management of Neonatal and Childhood Illness (IMNCI) strategy is one of the main

interventions under the RCH. The strategy encompasses a range of interventions to prevent and

manage the commonest major

childhood illnesses which cause

death i.e. neonatal illnesses, Acute

Respiratory Infections, Diarrhoea,

Measles, Malaria and Malnutrition.

It focuses on preventive, promotive

and curative aspects, i.e. it gives a

holistic outlook to the programme.

The Child survival strategy of

IMNCI has been introduced in 219

districts of the country and 90401

health persons have been trained.
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Pre Service IMNCI

� Pre Service IMNCI has

been accepted has an

important strategy to scale

up IMNCI by GOI and has

been included in the

curriculum of 79 Medical

colleges of the country.

4000 students have been

trained. This will help in

providing the much

required trained (IMNCI)

manpower in the public and

the private sector.

Facility Based New Born Care (FBNC)

� As more and more sick children are screened and detected at the peripheries through IMNCI and

referred to the health facilities, care of sick newborn and child at health facilities (CHCs FRUs,

District Hospitals and Medical College Hospitals) assumes priority.  Building up the capacity of

the Medical Officer at these facilities to handle such cases thus becomes important.  146 SNBCU

have been set up to address sick new born care at facilities.

Home Based New Born Care

� The Government of India has approved the implementation of Home Based Newborn Care

(HBNC). In the five high focus states to be covered under the Indo Norway Initiative (NIPI),

the HBNC shall be implemented . It has been incorporated into the ASHA training and duties.

As home based care of the newborn is a skill based task, material to enhance the skills of the

ASHAs is being done by the NIPI secretariat. In addition, a course module recently developed by

WHO headquarters has been field tested in UP, found useful and shall be adapted to suit Indian

conditions and the material shared with the states.

Management of malnutrition

� To effectively tackle the huge burden of malnourished children in the country, nutrition

rehabilitation centres have been set up. Malnourished children(grades III and IV) are admitted at

these centres, nurtured back to normalcy through the provision of hot cooked high calorie dense

foods using locally available food materials. 582 Nutritional Rehabilitation Centres have been

established to address malnutrition among children. Community based guidelines for management

of malnutrition shall be developed to supplement the facility based guidelines.
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Progress

� The Under-5 Mortality Rate is the probability (expressed as a rate per 1000 live    births) of a

child born in a specified year dying before reaching the age of five if subjected to current age

specific mortality rates.  Under Five Mortality Rate (U5MR) at national level has declined during

the last decade.  It has come down from 109 per thousand (NFHS I- 1992-93) to 74 per

thousand during the period (NFHS III-2005-06).

� Infant mortality (the probability of a child dying before the first birth day) expressed as a rate per

1000 live births in a specified year has shown a continuous decline. It stood at 192 during 1971,

114 in the year 1980 and 55 in 2007. The decline in IMR has been noticed both for male and

female during the period. However, the rate of decline is more pronounced in the case of male as

compared to female. This implies that the government's child health programme is being

successfully implemented.

Policy Decisions:

� Iron and Folic Acid supplementation guidelines updated to include children from 6 months to

60 months with the inclusion of 20 mg of iron and 100 mcg of folic for 100 days. Children 6

- 10 (30 mg of Iron and 250 mcg of Folic acid) and Adolescents 11-18 yrs have been included

for IFA supplementation.

� Vitamin A supplementation guidelines updated to include children up to five years (1, 00, 00

International Units (I.U.) for below

one year old children and 2, 00, 00

I.U   for older children).

� Use of Zinc as an adjunct along

with WHO new ORS to address

high diarrhoeal morbidity and

mortality among children.

� Diarrhoea Guidelines updated to

include management of cholera

out-break and use of ciprofloxin

(antibiotic) for resistant cases.

� Acute Respiratory Infection

Guidelines updated to address high Respiratory Infection and Pneumonia morbidity and mortality

among children.

� De-worming guidelines formulated.
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IEC of NRHM issues

Information, Education & Communication (IEC) is one of the major tools through which the

healthy lifestyle and behavior change is sought in people including the beneficiaries, doctors, para-

medics, NGOs and community at large. The IEC programme is not only engaged in demand

generation, creating awareness, but also at the same time initiating a comprehensive understanding of

behavior change communication in the socio-cultural framework of our Public Health System.

A communication mix comprising of radio, television, print, exhibitions and  interactive media

like the performing arts, song , drama , street theatre, and folk forms of art are exploited to promote

the important health issues such as :

� Janani Suraksha Yojana, The Right age At Marriage, Routine Immunization, PNDT and Girl

Child, Breast Feeding, Use of Iodized Salt, Institutional Delivery, Maternal  and Child healthcare,

Adolescent Health, RCH and HIV/AIDS, Anti Tobacco Campaign

Over Rs 180 crore were allocated last year (2008-09) for IEC activities with focus on the above

mentioned issues.  This is over and above the IEC component in several disease control programmes

of the Ministry.

Kalyani Programmes (I & II) are the flagship programmes aired on Doordarshan which educate

people in the field of Public Health Care.  Another programme on DD, Kyonki Jeena Isi Ka Naam

Hai, is highlighting the various public health issues.  This medium is also used in emergency such as

making people aware of how to contain epidemics such as H1N1 Influenza, Avian Flu.  About 50

per cent of the IEC budget of about Rs.180 crore  is spent on IEC through television channels.

Health related programmes through radio which has 99 per cent reach.  Radio is comparatively a less

expensive medium to reach rural areas, particularly farmers, housewives, students & community

workers.

Another important IEC

medium continues to be print,

especially targeting the opinion

makers, health functionaries, also

beneficiaries of the programme.

Print is extensively used for intra-

personal communication. For the

health functionaries working at

the health centres in districts, a bi-

monthly NRHM Newsletter is

produced  in six languages

including Hindi, English, Urdu,
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Tamil, Assamese & Oriya.

NRHM newsletter has a

massive reach and readership

among the health functionaries

working in over 30000 health

centres across the country.

Apart from many other

technical publications on health

issues, Wall Calendars, Diaries,

Posters, Pamphlets etc. are also

used to reach out to the masses.

The newspapers in all major

languages are also extensively used as a media to reach out to the masses.

Exhibition is a prominent two-way communication tool and the Ministry organizes an exhibition-

cum-health mela at the India International Trade Fair from November 14-23 every year where various

programmes are showcased to the lakhs of people. In fact, last year the Ministry received Best Pavilion

Award among PSUs. Health Melas are also  organized in districts across the country to

MID TERM REVIEW: SEPT- DEC 2008

The Mid Term Review (MTR) of the Reproductive and Child Health Program, Phase II (RCHII)

assessed progress made during 2005-08 towards implementing the 'paradigm shift' envisaged in its

design and in six thematic areas i.e. program management (including financial management,

procurement and monitoring & evaluation), maternal health, child health, family planning, behaviour

change communication & demand generation, and gender & equity; evaluated corresponding strategies

including need for mid course corrections and identified key implementation bottlenecks. Agreements

on the way forward were reached within the core principles of RCH II that include a strong pro-poor

focus to reduce disparities in health, gender mainstreaming, state ownership through bottom-up

planning, promoting evidence based interventions to ensure quality of care and strengthening results

measurement.

Progress 2005-08

With a reasonably good foundation and an increasing pace of implementation, RCH II is well

poised to make significant improvements in MMR, IMR and TFR. RCH II is a complex programme,

requiring constant coordination between 10 programme divisions and several Development Partners

(DPs), besides all 35 states/ UTs and other stakeholders including civil society, NGOs, and professional

associations (such as FOGSI, IAP, NNF, etc.). The programme has seen acceleration of progress since

07-08:
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� Key elements of the "paradigm shift" envisaged under RCH II are well underway: focus on

results; decentralised planning and management; flexible financing.

� Several important policy inputs in place for facilitating interventions.

� Programme management arrangements are substantially in place.

� The impact of various interventions is already visible. Preliminary data from DLHS-3 shows

improvements in several areas, e.g. institutional deliveries, breastfeeding, and immunisation.

� RCH II/ NRHM, with its inherent flexibility provided for local need-based approaches for gaps

in service delivery, has fostered an impressive range of innovations across the states in diverse

program environments.

� It is important to recognise the interlinked nature of the three programme areas of RCH II -

improved maternal health services will support reductions in NMR and IMR, and improved FP

will also support better child and maternal health outcomes.

A Health Centre in Orissa
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Progress under NRHM
Additionalities

� Over 6.96 Lakhs trained ASHAs working actively in the field to connect households with health

facilities. 4.50 lakhs have drug kit as well.

� 4.02 lakh Village Health and Sanitation Committees constituted and untied funds made available

to them for local public health action.

� 1.45 lakh Health Sub Centres made more effective through utilization of untied funds, availability

of drugs and addition of 39633 ANMs on contract.

� 7438 PHCs made 24X7 against only 1263 before NRHM, with provision of drugs, untied

grants, maintenance grants, RKS grants.

� 6906 MBBS Doctors, 5321 AYUSH doctors, 5428 other paramedic staff, 3 Staff Nurses in

5806 PHCs. 2266 Specialists taken on contract, upgradation of physical infrastructure completed

in 722 CHCs.

� Rs. 20 Lakhs to every District Hospital and Rs. 5 lakhs to all DH level with RKS to improve

services to face up to significant jump in demand for services.

� 23,100 Rogi Kalyan Samitis established in DHs, CHCs, PHCs.

� 565 Integrated District Health Action Plans completed.

� Community monitoring initiative in partnership with NGOs in nine States.

� 304 districts have functional Mobile Medical Units.

� Full immunization in Unicef's Coverage Evaluation Survey 2006 - 62.4%.

� Innovative partnerships with the nongovernmental sector for delivery of quality health services

like institutional delivery, diagnostics, etc.

� Increase in Out Patient, in patient, institutional delivery, family planning services and immunization

reported from most States/UTs.

� Nutrition initiatives under NRHM in MP, AP, West Bengal, Gujarat, Bihar, etc.

� School Health programmes initiated in more than  20 States.

� Co location of AYUSH in 7244 PHCs/CHCs/District Hospitals and others. Nearly 13.76 million

Village health and Nutrition Days held over the last three years to provide immunization, maternal,

child and other public health related services at the Aanganwadi Centre.
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NRHM - Addition of Human Resources
Status of NRHM as on 15.05.2009

Sl. No. States/Uts Contractual Manpower
Doctors & Specialist AYUSH Doctors Staff Nurse Paramedics ANM

1 Bihar 2144 0 2906 0 5896

2 Chhattisgarh 369 225

3 Himachal Pradesh 292 0 239 421 0

4 Jammu & Kashmir 184 357 231 342 297

5 Jharkhand 707 163 1200 3204

6 Madhya Pradesh 319 0 45 0 1359

7 Orissa 9 1167 263 14 703

8 Rajasthan 0 601 3704 0 2429

9 Uttar Pradesh 189 428 2250 138 1411

10 Uttarakhand 0 1 101 0 57

11 Arunachal Pradesh 57 26 79 0 20

12 Assam 295 232 2112 661 4334

13 Manipur 106 68 79 490 427

14 Meghalaya 13 20 18 0 125

15 Mizoram 33 10 202 53 373

16 Nagaland 71 21 113 75 251

17 Sikkim 32 3 53 12 48

18 Tripura 0 60 0 0 32

19 Andhra Pradesh 0 0 121 118 9505

20 Goa 2 0 0 25

21 Gujarat 1419 773 365 270 0

22 Haryana 26 179 260 2174

23 Karnataka 1007 669 3349 98 1035

24 Kerala 876 91 1495 136 0

25 Maharashtra 407 272 50 36 5045

26 Punjab 90 98 589 589 0

27 Tamil Nadu 100 0 4128 0 0

28 West Bengal 60 0 0 51 0

29 A &N Islands 26 0 21 108 81

30 Chandigarh 12 4 15 132 61

31 Dadra & Nagar Haveli 7 7 5 34 28

32 Daman & Diu 7 1 0 0

33 Delhi 295 0 73 155 630

34 Lakshadweep 7 0 0 0 6

35 Puducherry 11 24 4 35 77

Total 9172 5321 22789 5428 39633
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Status of Some Indicators as on 15.05.2009

Sl. No. States/Uts ASHA VHSC Joint A/C 24X7 Facility FRU JSY Beneficiaries
Selection Training (Lakhs)

1 Bihar 67506 57362 0 625 76 20.04

2 Chhattisgarh 60092 60092 18603 16653 553 112 5.01

3 Himachal Pradesh 2512 9923 2071 204 51 0.3

4 Jammu & Kashmir 9764 9500 6788 5215 135 53 0.33

5 Jharkhand 39556 38764 30011 10000 226 32 7.56

6 Madhya Pradesh 42777 38499 21282 21282 408 81 27.38

7 Orissa 34252 34117 28238 17712 105 31 10.53

8 Rajasthan 42000 39569 40478 10742 928 100 20.84

9 Uttar Pradesh 134434 129076 51150 51150 990 121 26.08

10 Uttarakhand 9923 9923 0 1634 121 72 1.48

11 Arunachal Pradesh 3364 2523 2642 2642 86 10 0.18

12 Assam 26225 26225 26816 24085 410 59 8.4

13 Manipur 3225 3225 3470 2711 36 1 0.24

14 Meghalaya 6108 4521 5352 2309 8 3 0.14

15 Mizoram 978 978 817 786 49 8 0.41

16 Nagaland 1700 1700 1278 1278 54 11 0.22

17 Sikkim 636 552 637 637 28 1 0.07

18 Tripura 7076 6737 1040 1021 78 4 0.53

19 Andhra Pradesh 70700 68500 21916 21916 1026 194 8.85

20 Goa 0 0 303 303 21 2 0.01

21 Gujarat 24065 898 17751 17429 354 148 5.62

22 Haryana 13152 5000 5331 5287 207 67 0.92

23 Karnataka 27195 3378 20000 20000 1228 79 7.97

24 Kerala 22949 8346 18003 18003 337 65 3.55

25 Maharashtra 14195 8242 39392 38578 851 469 8.24

26 Punjab 16388 12001 2858 169 137 1.72

27 Tamil Nadu 0 0 15158 15158 2836 291 8.24

28 West Bengal 12765 13613 13312 6670 610 61 11.46

29 A &N Islands 49 43 49 49 23 1 0.01

30 Chandigarh 0 0 0 10 2 3 0.07

31 Dadra & Nagar Haveli 107 0 0 0 7 1 0.01

32 Daman & Diu 0 0 28 0 4 3 0

33 Delhi 2266 0 0 0 35 20 0.31

34 Lakshadweep 85 85 0 0 7 1 0.01

35 Puducherry 0 0 92 92 24 5 0.11

Total 696044 581391 401938 318281 12785 2373 186.83
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Revised National TB Control Programme (RNTCP)

The RNTCP, based on the internationally recommended Directly Observed Treatment Short-

course (DOTS) strategy, was launched in 1997 expanded across the country in a phased manner. In

March 2006 nation wide coverage of over a billion population (1114 million) in 632 districts /

reporting units. Since its inception, the Programme has initiated ~ 10 million patients on treatment,

thus saving nearly 1.8 million additional lives. In 2008 over 1.51 million patients have been initiated

on treatment. The treatment success rates have tripled from 25% to 86%. TB death rates have been

cut 7-fold from 29% to 4%. The programme has consistently maintained the treatment success rate

>85% and NSP case detection rate close to the global target of 70%. In 2008, RNTCP has once

again achieved the new sputum positive case detection rate of more than 70% (72%) and treatment

success rate of 87% which is in line with the global targets for TB control. Quality assured diagnostic

facilities are available through more than 12,500 laboratories across the country. Over 2500 NGOs,

19500 private practitioners, and 150 corporate in the provision of RNTCP services. Presently, 267

medical colleges (including private colleges) are involved in RNTCP. The media agency has been

hired to support the IEC activities at the national level. Communication facilitators have been appointed

by the states to support the IEC activities at the district level.

Due to successful implementation of RNTCP, prevalence of all forms of TB has been brought

down from 586/lakh population (1990) to 283/lakh population in 2007 and TB mortality in the

country has reduced from over 42/lakh population in 1990 to 28/lakh population in 2007 as per the

WHO global report 2009. Repeat population surveys indicate an annual decline in prevalence of

disease by 12%.

National Vector Borne Disease Control Programme

Vector borne diseases, viz., Malaria, Filariasis, Kala-azar, Japanese Encephalitis (JE), Dengue and

Chikungunya are major public health concerns which impede socio-economic development. The

National Health Policy (2002) has

set the goals for reduction of

mortality on account of malaria

and other vector borne diseases by

50% by the year 2010; elimination

of Kala-azar by the year 2010 and

elimination of Lymphatic Filariasis

(LF) by the year 2015. The

Millennium Development Goal-6

is to combat HIV/AIDS, Malaria

and other diseases and the target

no.7 indicates to halt malaria cases

by 2015 and to reverse the spread.
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Malaria

Over the years, with the

efforts of the Govt. of India

and State Governments, the

incidence of malaria has

been brought down to

below 2 million annually

whereas reported deaths are

around 1600 annually.

During the year 2009 (upto

February, 09 updated on

25.04.09), 69919 malaria

cases including 39801

Plasmodium falciparum

and 29 deaths have been reported

Filaria

In pursuit to achieve the goal of Elimination of Lymphatic Filariasis by the year 2015, Govt. of India

in 2004, launched the campaign of Annual Mass Administration (MDA) with single dose of Diethyl

carbamazine Citrate (DEC) tablets to all individuals living at risk of filariasis excluding pregnant

women, children below 2 years of age and seriously ill persons.  The coverage of target population

was 72.6% in 2004, 72% in 2005, 62% in 2006 and 83% in 2007. Mass Drug Administration

(MDA) 2008 has been observed in 18 States. Total population targeted in all the 20 State was 599

million out of which about 516 million population is eligible for Drug Delivery

Kala Azar

Elimination of Kala-azar by 2010 has been envisaged as National Health Policy Goal. Kala-azar is

reported endemic in 4 states viz. Bihar, West Bengal, Jharkhand and Uttar Pradesh besides sporadic

occurrence in a few other areas.  During the year 2007, 44533 cases and 203 deaths whereas during

the year 2008, 32081 cases and 141 deaths were reported.  During the year 2009 (upto March, 09)

2254 cases and 5 deaths have been reported.

Japanese Encephalitis (JE/AES)

JE has been reported mainly from Andhra Pradesh, Assam, Goa, Haryana, Karnataka, Kerala,

Maharashtra, Tamil Nadu, Uttar Pradesh and West Bengal. During the year 2009 (up to 23.04.09),

259 cases and 53 deaths have been reported from states.

Govt. of India has initiated JE vaccination programme for children between 1 and 15 years of age as

an integral component of Universal Immunization Programme (UIP) with single dose live attenuated

JE vaccine (SA-14-14-2).
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Dengue/Dengue Hemorrhagic
Fever

During 2009 (up to 29.04.09), 899

cases and 4 deaths have been

reported.  As there is no specific

treatment for Dengue, the emphasis

is on avoidance of mosquito

breeding conditions in homes,

workplaces and minimizing the

man-mosquito contact.

Chikungunya

It re-emerged in the country during 2006 in epidemic form after a quiescence of about three decades.

Andhra Pradesh, Karnataka, Maharashtra, Tamil Nadu, Madhya Pradesh, Gujarat, Kerala, A&N

Islands, GNCT of Delhi, Rajasthan, Pondicherry, Goa, Orissa, West Bengal, Lakshadweep and Uttar

Pradesh were affected. During 2009 (up to 29.04.09), 2715 suspected chikungunya fever cases have

been reported.  Government of India continuously monitors the situation and emphasizes for

implementation of strategic action plan by the state Govt.  GoI has identified 13 Apex Referral

Laboratories for advanced diagnosis and regular surveillance of Dengue and Chikungunya fever cases

and 137 sentinel surveillance hospitals for pro-active surveillance.  NIV Pune has been entrusted to

supply test kits to these institutes

National Programme for Control of Blindness (NPCB)

NPCB was launched in the year 1976 as a 100% centrally sponsored scheme with the goal of

reducing the prevalence of blindness to 0.3% by 2020.  Rapid Survey on Avoidable Blindness conducted

under NPCB during 2006-07 showed reduction in the prevalence rate of blindness from 1.1%

(2001-02) to 1% (2006-07).

The scheme has been formulated with the view to achieve ultimate goal of eliminate of avoidable

blindness from the country which is in consonance with the Action Plan of WHO.

National Leprosy Eradication Programme

32 states/UTs in India have achieved leprosy elimination status. Only 3 States/UT viz. Bihar,
Chhattisgarh and Dadra & Nagar Haveli are yet to achieve elimination. At the end of March 2009,
there were 86331 leprosy cases on record. During 2008-09, total 1,34184 new leprosy cases were
detected and put under treatment as compared to 1,37,685 leprosy cases detected during corresponding
period of previous year. The Annual New Case Detection Rate was 11.19 per 100,000 population.
During the year, 2960 reconstructive surgeries were conducted on leprosy affected persons for correction
of their deformities. Out of 1,33,611 leprosy cases discharged during the year, 1,23,668 cases (92.6%)
were released as cured after completing treatment.

Msaxw
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Integrated Disease Surveillance Project (IDSP)

IDSP was launched in November 2004. It is intended to detect early warning signals of impending
outbreaks and help to initiate an effective response in a timely manner.  Total Budget for the project
from 2004-10 is Rs 408.36 crores

Objectives:

IDSP has also started a pilot project for strengthening community based disease surveillance in 3
states (Maharashtra, Orissa and Karnataka). Dashamantapur (Koraput-Orissa), Similiguda (Koraput-
Orissa), Akkalkuwa (Nandurbar-Maharashtra) and Taloda (Nandurbar-Maharashtra) have started
community based surveillance activities.

7 Infectious Disease Hospitals, one each in four metros and Bangalore, Ahmedabad and Hyderabad
have been given funds for strengthening reporting from ID Hospitals.

IDSP is supporting activities related to Avian Influenza under IDSP with total outlay of Rs.
20.85 crores for three years (2006-09) for Human Component.  A networking model has been
developed with 10 laboratories and additionally ICMR with its four branch laboratories.

New District Hospital of Bilaspur (MP)
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Progress Against Timeline
AS PER THE FRAMEWORK FOR IMPLEMENTATION

1

2.

3

4

5

6

Activity

Fully trained Accredited Social

Health Activist (ASHA) for

every 1000 population/large

isolated habitations in 18

Special Focus States

Village Health and Sanitation

Committee constituted in over

6 lakh villages and untied grants

provided to them.

2 ANM Sub Health Centres

strengthened/established to

provide service guarantees as

per IPHS, in 1,75000 places.

30,000 PHCs strengthened/

established with 3 Staff Nurses

to provide service guarantees as

per IPHS.

6500 CHCs strengthened/

established with 7 Specialists

and 9 Staff Nurses to provide

service guarantees as per IPHS.

1800 Taluka/ Sub Divisional

Hospitals strengthened to

provide quality health services.

Phasing and time line

50% by 2007

100% by 2008

30% by 2007

100% by 2010

30% by 2007

60% by 2009

100% by 2010

30% by 2007

60% by 2009

100% by 2010

30% by 2007

50% by 2009

100% by 2012

30% by 2007

50% by 2010

100% by 2012

Achievement up to March 2009

" 6.96 lakh ASHSs selected.

" 5.81 lakh have completed first module.

" 3.21 lakh have completed 4th module.

" 4.50 lakh have been given drug kit.

" Bihar and UP speeding up training of ASHAs. Rajasthan

has done one 15 day module.

" Orissa, Assam, Chhattisgarh - 4 modules are complete.

" 4.02 lakh village health and sanitation. Committees

already constituted - 60% villages.

" UP has set up at Gram Panchayat level.

" They are all under the PRI umbrella - took time as PRI

did not mandate revenue village level body.

" 1,45,272 Sub Health Centres.

" Made fully functional everywhere except Bihar - untied

grant, medicines, 2nd ANM, MPW Male.

" 39,633 ANMs appointed on contract under NRHM -

34390 2nd  ANMs (24%)

" ANM Schools have opened after years.

" 22370 PHCs in Country.

" Block PHCs getting converted to CHCs

" 7438 (Nearly 33%) PHCs are 24X7

" 3 Staff Nurses at 5806 PHCs

" Large number of PHCs reporting deliveries and basic

health services

" AYUSH doctors besides MBBS doctor

" 4045 CHCs in the country - many Block PHCs getting

converted

" 22789 Staff Nurses on contract

" 2720 CHCs working 24X7

" Increase service utilization - OPD, IPD, Institutional

Deliveries.

" Improved availability of drugs, diagnostics, emergency

transport, ambulances.

" RKS funds for service guarantee provision.

" Infrastructure funds from finance commission.

" JSY putting pressure for quality services.

" Rs. 20 lakhs to every CHC for facility improvement.

" EVIDENCE OF INCREASED UTILIZATION OF

SERVICES FROM SUB DIVISIONAL / TALUKA

HOSPITALS.
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7

8

9

10

11

12

" Rs. 20 lakhs to every District Hospital for improvement

of services.

" Increased demand for services.

" NABH & ISO accreditation of District Hospitals.

" More human resources, demand for services.

" RKS funds for improvement of services.

" Evidence of greater case load.

" 499 District Hospitals are First Referral Units (FRUs).

" DISTRICT HOSPITALS STRENGTHENED TO

PROVIDE QUALITY SERVICES.

" 566 District Hospitals have RKS

"  4194 CHCs have RKS

" 964 other than CHC at or above block level but below

district level have RKS

" 15696 PHCs have RKS

" 4297 other Health Facilities above SC but below block

Level have RKS

" Resources provided to all RKSs.

" RKSs have representation of PRIs, civil society, concerned

Departments, etc.

" 565 Districts have prepared DHAPs.

" 10/38 Districts in Bihar have prepared DHAPs.

" DHAPs, Block Plans & even Village Plans in many States.

" DHAPs from the basis of State Programme

Implementation Plans.

" All Health Sub Centre, PHCs, CHCs provided grants

for local health action.

" 60% VHSCs provided grants. Others will receive once

Bank Accounts are opened.

" Very good use of untied funds at all levels - Facilities look

much better.

" Maintenance grants to Sub Centres with own buildings,

all PHCs.

" CHCs & District Hospitals given one time Rs. 20 lakh

grant.

" Remaining support based on Facility Surveys.

" Excellent utilization of untied funds everywhere.

" State & District Societies in place.

" MBAs, Chartered Accountants, Accounts & Finance

Managers, Data Managers, Accountants provided

wherever needed.

" 552 DPMs, 535 DAMs, 532 MIS/MCAs, 2443 Block

Managers, 3362 Accountants added.

" Tamil Nadu working through Directorate of Public

Health.

" TARGET FULL ACHIEVE.

30% by 2007

60% by 2009

100% by 2012

50% by 2007

100% by 2009

50% by 2007

100% by 2008

50% by 2007

100% by 2008

50% by 2007

100% by 2008

50% by 2007

100% by 2008

600 District Hospitals

strengthened to provide quality

health services.

Rogi Kalyan Samitis/Hospital

Development Committees

established in all CHCs/Sub

Divisional Hospitals/ District

Hospitals.

District Health Action Plan

2005-2012 prepared by each

district of the country.

Untied grants provided to each

Village Health and Sanitation

Committee, Sub Centre, PHC,

CHC to promote local health

action.

Annual maintenance grant

provided to every Sub Centre,

PHC, CHC and one time

support to RKSs at Sub

Divisional/ District Hospitals.

State and District Health

Society established and fully

functional with requisite

management skills.
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" State Health Mission under Chief Minister with civil

society members.

" District Health Mission under ZP Adhyakshas.

" Community monitoring through NGOs in 9 States

through AGCA.

" Panchayats actively involved in monitoring.

" Mother NGOs, Field NGOs in monitoring services.

" Independent Review by NGOs - JSA, VHAI.

" Common Review Missions of NRHM.

" COMMUNITIZATION IS A PROCESS. NEEDS

CONSTANT SUPPORT.

" TNMSC model advocated to States.

" Generic Drugs & Essential Drug list being promoted.

" Orissa, Bihar, Assam, Gujarat, MP, Rajasthan taking up

reforms for streamline.

" NHSRC is completing procurement audit in 6 States.

" Mr. Poornalingam - facilitating TNMSC like system.

" PROCESSES INITIATED FOR STREAMLINING.

" All programmes except HIV/AIDS, Cancer and Mental

health being approved as part of NRHM PIPs.

" Improved facility level convergence.

" Efforts at convergent training efforts.

" Efforts at converging IEC, administrative and financial

Dept.

" All HIV positive women's deliveries under NRHM in

Karnataka.

" Convergence with water, sanitation, nutrition, health &

education.

" School Health Programmes in nearly 25 States/UTs.

" Nutrition efforts in M.P., Orissa, Bihar, Jharkhand,

Andhra Pradesh, Rajasthan and West Bengal.

" VHNDs at Aanganwadi Centre - Actively for convergence.

" 13.76 million VHNDs under NRHM.

" Indian Public Health Standards developed for Health

Sub Centres, PHCs, CHCs and 5 different bed strengths.

" Facility Survey formats designed to identify infrastructure,

human resource, equipment and service guarantee gaps.

" Household survey formats for ASHAs.

" Many States have completed Facility Surveys.

" Household survey in progress.

" Concurrent Evaluation taken up in 200 districts (30%).

" Performance Audit by CAG in all States/UTs.

50% by 2007

100% by 2008.

50% by 2007

100% by 2008.

30% by 2007

50% by 2008

70% by 2009

100% by 2012.

30% by 2007

60% by 2008

100% by 2009

50% by 2007

100% by 2008

30% by 2008

60% by 2009

100% by 2010.

Systems of community

monitoring put in place.

Procurement and logistics

streamlined to ensure

availability of drugs and

medicines at Sub Centres/

PHCs/ CHCs.

S H C s / P H C s / C H C s / S u b

Divisional Hospitals/ District

Hospitals fully equipped to

develop intra health sector

convergence, coordination and

service guarantees for Family

Welfare, Vector Borne Disease

Programmes, TB, HIV/AIDS,

etc.

District Health Plan reflects the

convergence with wider

determinants of health like

drinking water, sanitation,

women's empowerment, child

development, adolescents,

school education, female

literacy, etc.

Facility and household surveys

carried out in each and every

district of the country.

Annual State and District

specific Public Report on

Health published

13

14

15

16

17

18
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19

20

Institution-wise assessment of

performance against assured

service guarantees carried out.

Mobile Medical Units provided

to each district of the country.

30% by 2008

60% by 2009

100% by 2010.

30% by 2007

60% by 2008

100% by 2009.

" New HMIS format finalized.

" Data being received from 600+ Districts.

" States taking up Institution-wise assessment.

" Hospital MIS also being taken up.

" 304 Districts (Nearly 50%) have operational Mobile

Medical Units.

" Boat clinics in Assam & West Bengal.

" Emergency Transport System in Andhra Pradesh,

Gujarat, Karnataka, Goa, Uttarakhand, Assam, Rajasthan.

" GPS enabled MMUs in Gujarat.

" Tribal Area MMUs in M.P., Jharkhand.
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Evidence of Early Gains
Evidence from external assessment

Early external evidence confirms some of the gains that NRHM has been claiming. NRHM is actually making a difference
everywhere. The recently released SRS data from the RGI's office and to be released DLHS - III data (2007), based on surveys by
research institutions under the supervision of IIPS Mumbai (the agency that supervises the NFHS survey as well), confirm some of
the early gains. The DLHS-III (2007) findings have been compared with the DLHS - II findings (2004), preceding the launch of
NRHM. Maternal Mortality Ratio in 2004-06 is down to 254 compared to 301 in 2001-03. A few key indicators on which the SRS
and DLHS has reported is summed up in the Table below:-

Few Key DLHS-III (2007-08) FINDINGS

State Villages having Villages with Village with PHCs PHCs CHCs having
JSY* Sub Centers PHC with in functioning conducted 10 or normal

Beneficiaries within 3 kms 10 kms on 24 hours more deliveries in delivery
basis last months  services

Andhra Pradesh 92.6 62.5 67.9 51.1 41.2 93.8

Bihar 73.6 74.2 70.6 64.5 31.1 90.9

Chhattisgarh 79.6 62.4 60.4 58.6 22.4 99.3

Goa 49.0 67.3 73.5 62.5 10.0 100.0

Jharkhand 52.2 60.8 52.9 79.3 45.2

Karnataka 85.3 66.1 77.9 47.0 47.8 94.1

Kerala 96.8 99.8 94.9 11.7 0.0 19.61

Madhya Pradesh 91.3 57.0 55.6 73.1 71.5 99.6

Orissa 51.0 80.7 83.6 49.1 24.7 79.0

Puducherry 95.5 90.9 100.0 73.3 9.1 75.01

Rajasthan 95.7 72.4 66.2 56.9 42.1 98.01

Sikkim 87.7 77.1 55.3 95.6 18.2

Tamilnadu 74.5 83.7 78.5 50.6 50.9 100

Uttar Pradesh 63.6 75.9 77.8 45.5 42.6 92.1

West Bengal 94.3 85.5 86.3 25.9 30.7 96.1

(* JSY stands for Janani Suraksha Yojana)

Early Evidence of Gains

1.

2.

3.

4.

Indicator

Infant Mortality Rate

Institutional Delivery

Immunization

Maternal Mortality

The Gain under NRHM

IMR down to 55. Down by 2 points in 2007 as compared to a point a year in earlier
years (2003-2006). Possible to achieve the required reduction of 4-5 points a year to
reach 30 by 2012, if neonatal mortality is effectively addressed through 48 hour stay
after institutional delivery.

Increased by 66.4% in MP, 50.2% in Rajasthan, 47.3% in Bihar, 43.8% in Orissa,
20.9% in Andhra Pradesh and 12.4% in Uttar Pradesh between DLHS - II (2004)
and DLHS - III (2007). Significant gains in hitherto low performing States with high
Maternal Mortality.

Full immunization increased from 20.7% to 41.4% in Bihar, 25.7% to 54.1% in
Jharkhand, 30.1% to 36.1% in MP, 53.5% to 62.4% in Orisaa, 23.9% to 48.8% in
Rajasthan and 25.8% to 30.3% in UP between DLHS - II and DLHS-III. As per
UNICEF's Coverage Evaluation survey 2006, full immunization increased from 54.5%
to 62.4%.

Down from 301 in 2001-03 to 254 2004-06.
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Findings of the Second Common Review
Mission–Nov - Dec 2008

The second Common Review Mission of the National Rural Health Mission was held in

November-December of 2008.  Eighteen officials of the central and state government, 20 public

health professionals from academic and technical intuitions and 17 public health activists from civil

society and 20 representatives of development partners, a total of 67 persons, participated in the

mission.  The Mission interacted extensively with community representatives, service providers &

officials and then after discussion with state officials submitted their state reports.  The Mission

findings on different themes are as follows:

Theme - I - Assessment of the case load being handled by the system at all levels

1.

2

3.

4.

5.

6.

7.

State

Assam

Bihar

Chhatisgarh

Jharkhand

Karnataka

Kerala

Madhya Pradesh

Key Findings

NRHM a revolution in access to health services. It has made a huge difference. Significant increase in

institutional births and outpatient visits. Significant increase in IPD cases as well. Evening OPD

started in many places.

The increased utilization of services is reflected in increased number of persons provided every type

of service that is available - be it outpatient care, be it in patient care, be it institutional delivery

services, be it emergency services, or surgical services, lab services, etc. Every Block has a 24X7 facility

with at least 6 doctors and nurses. Close monitoring facilitates service guarantees. High case load in

Block PHCs and District/Sub District Hospitals. Additional PHCs still to be made operational.

OPD services and normal deliveries show increasing trend in Health Sub Centres and CHCs. No

increase in PHCs due to shortage of doctors and nurses. Well functioning CHCs with regular

attendance of doctors has increasing indoor patients as well. District Hospitals have increasing case

load. Uneven performance in family planning services.

Evidence of increased case load at the Block PHCs in spite of unsatisfactory basic infrastructure and

hospital beds at that level. Increase in patient load in District Hopsitals. Slight fall in OPD in one

District Hospital perhaps due to better functioning of Block PHCs and Sub Centres.  Sahiyyas very

active. Institutional deliveries yet to pick up on a very large scale. In patient care also picking up with

more functional facilities.

Institutional deliveries have increased from 60% in 2005 to 79% in the current year - perhaps on

account of JSY and State Government initiatives like Madilu ( post natal care kits for BPL), Prasuthi

Ariake ( ANC benefits for BPL), etc. Many NRHM initiatives are recent. OPD load suggests

substantial increase in case load at PHCs. District and Taluka Hospitals have high case load. FRUs

under utilized.

Outpatient case load is good in all hospitals, CHCs and PHCs. State wise data suggests that OP cases

have shown increase in 2007-08. Inpatient cases are variable. Inpatient cases can increase if full range

of services is provided. Not all CHCs providing 24X7 services. Wide variation among facilities and

their load. Need to focus on life style diseases (diabetes, hypertension).

NRHM represents a revolution. There is a significant increase in IPD and OPD case load at health

facilities. JSY has increased the credibility and confidence of the people on the government health

institutions.  There are trained and skilled manpower to support health facilities at many institutions.

Khargone, a tribal district, has reached 71% institutional deliveries.  Increase in OPD and IPD has

been so significant that a decision to increase bed strength by 6000 beds has been taken in the State.
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Theme - II - Preparedness of health facilities for patient care and utilization of services

1.

2

State

Assam

Bihar

Key Findings

While human resource has increased, there is a still a long way to go in fully preparing facilities for

all kinds of morbidities. Physical infrastructure and availability of ambulances has improved. Blood

storage arrangement not functional in many First Referral Units. Family Planning services need more

attention. Basic diagnostic tests being done - need to provide for a larger range of test services. Need

for better equipped emergency rooms. Shortage of drugs. Need to expand range of services in Village

Health and Nutrition Day.

Patient satisfaction was in almost all places very positive - the recent memory of a complete lack of

services and the current changed situation being upper most in people's minds. Provider was more

qualified, but even then, on the whole, very positive. 'The workload has increased so much but there

is little improvement in staff or facilities to manage the increased workload.' The system is in danger

of stabilizing at a low level of expectations and outputs. Increase in services up to the Block PHC level.

Additional PHCs still a big challenge - very poorly functional. APHC works like a Sub Centre with

an out-patient dispensary.

Definite improvement seen in the outpatient load of Sub centres, PHCs and Rural Hospitals

(CHCs). 24X7 Block PHCs are offering outpatient, emergency and institutional services. Sub

Centres are regularly doing deliveries (labour room construction has increased numbers). Increase

in in-patient load due to JSY as also facility upgradation, clean toilets, water availability, inverter for

alternate source of electricity, free meals and also due to feel good factor generated by the beautification

of the centres with NRHM funds. Sub District Hospitals need improvement. .

IPD/OPD attendance appears to be the same over the last three years. Presence of Regular Medical

Officers has made positive impact on IPD/OPD in PHCs. Little Sub Centre delivery. ANM doing

home delivery. Increase in institutional delivery at PHC/CHC after JSY. Utilization of delivery

facility at District Hospital has gone up but up gradation is not commensurate with the increased

load.

NRHM has transformed public health service delivery in the State. The decentralization, responsiveness

to local needs, paradigm shift in health system management and availability of untied funds has

improved the facilities and their credibility among members of the public. JSY, community

mobilization by ASHAs, and proper referral transport have contributed to a large extent in increasing

the case load. However, greater patient load has been noted in the district, sub district hospitals and

CHCs as compared to PHCs and Sub Centres. Increased number of deliveries, OPDs and bed

occupancy reported from the districts visited. Sub Centres weak, limited services.

Increase in institutional deliveries. Almost all PHCs reporting institutional deliveries. Some Sub

Health Centres also conducting institutional deliveries. Well performing Health facilities attracting

increased case load, cases of malnutrition and large number of non communicable disease cases as

well.

Since the inception of NRHM, the PHC case load has increased remarkably - daily OPD by 17%

and in-patients excluding deliveries by over 100%. The average OPD attendance is 60 to 230 in the

PHC. Discharge two days after deliveries and diet is supplied through SHGs. The SDHs and DHs

are well equipped.

NRHM has infused a new life into the flagging health sector in UP. Huge upsurge in institutional

deliveries. Sub Centre has one ANM but active in most places. OPDs also show increasing trend

because of better maintained facilities. District Hospitals very well maintained. Some CHCs have

also started providing surgical services. Increase in 24X7 PHCs.

Maharashtra

Mizoram

Orissa

Rajasthan

Tamil Nadu

Uttar Pradesh

8.

9.

10.

11.

12.

13.
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Improvement has taken place in Health Sub Centres, CHCs and District Hospitals. PHCs are the

weakest link. CHCs not providing First Referral Unit services in most places. Improvement with

untied grants in infrastructure, equipments, drug supply, water supply, contractual staff etc.

Unsatisfactory utilization of ambulance services. Lab facilities functional with minimal services. Large

human resource shortages affecting preparedness, besides irrational placements.

Sahiyyas have been trained up to third module and have drug kits with them. ANMs are in place at

the Sub Centre with basic facilities like BP equipment, stethoscope, etc. Immunization through

VHNDs is a priority. Medicine availability at Block PHC and District Hospitals has improved

leading to higher case load. Doctors on contract besides the regular doctors at PHCs and Additional

PHCs. Many of them providing service 24X7 in spite of a various adverse housing facility in remote

areas. Poor infrastructure is a serious concern. While large scale new construction has started under

NRHM and the Finance Commission grants, it will take some time before they are all completed.

Concerted efforts to improve the health facilities from funds from different sources. Availability of

untied funds has made a significant difference in the preparedness of health facilities at all levels.

While facilities are well equipped, utilization services is not very high in PHC/CHC.

Uneven preparedness of facilities leading to uneven utilization rates. Assured services can reduce

congestion in higher order facilities.

Facilities do not have staff as per Indian Public Health Standards norm. District Hospitals were

adequately staffed. The Specialists at CHCs and blood storage facilities there need priority attention.

Janani Express vehicles in all FRUs help in referral transport. Lab services available in all facilities.

Keeping in view the sudden increase in patient load especially under JSY scheme, the infrastructure

in terms of staff and other facilities are under a great strain which is affecting adversely the quality of

service and has reduced attention to other programmes.  Mobile Health Units doing well.

Extremely committed health functionaries in coordination with public representatives have been able

to deliver good quality services. 30% PHCs have reached IPH Standards. Nurses, doctors and

Specialists have been appointed. Well stocked drugs and consumables, laboratory facilities for

conducting diagnostic tests. Water quality checking at Sub Centres. Blood storage facility in IPHS

PHC and CHC.

Medicos and Para medics available at all levels - except Specialists. Young doctors in position, appear

confident and capable of handling most conditions. Need to better utilize time of health workers at

Sub Centres. District Hospitals better equipped. Some equipment not fully utilized. Lack of Specialist

manpower at CHC. All PHCs well equipped in lab facilities with regular tests being done. Rapid

Diagnostic kits with ASHAs but not with health workers. All facilities well maintained with proper

cleanliness, disposal pits constructed (using RKS funds) - paramedical and Group D staff trained in

IMEP at District Hospital.

Urgent need to up grade infrastructure. Inadequate budget for drugs leading to out of pocket

expenses. Utilization of untied funds, maintenance grants and RKS grants to improve preparedness

of health facilities was very impressive in both districts.  1153 AYUSH doctors at PHCs and CHCs

to provide OPD services. Substitution rather than co location in the absence of the MBBS doctor in

new PHCs.

Sub Centres getting prepared for institutional deliveries with labour rooms. Good institutions

attracting high load. Large number of surgeries in District and Sub District Hospitals. Significant

number of non communicable diseases are being identified and treated at primary and referral levels.

PHCs and CHCs handling larger case load and prepared to do so. All PHCs have an MBBS doctor

and 40% have an AYUSH doctor as well.

Chhatisgarh

Jharkhand

Karnataka

Kerala

Madhya Pradesh

Maharashtra

Mizoram

Orissa

Rajasthan

3.

4.

5.

6.

7.

8.

9.

10.

11.
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The PHCs, Block PHCs, upgraded PHCs, Sub District Hospitals and District Hospitals are

adequately equipped for the routine works and emergency situations. All the facilities are provided

with adequate number of Specialists, Doctors, Nurses, VHNs, Pharmacists, Lab Technicians, and

other support personnel on regular, service placement or contract basis. The PHCs, SDH, and DH

are able to meet the requirements for lab investigations, x-ray, ECG, ultrasonogram, etc. All Sub

Centres and PHCs are provided with requisite drugs and other supplies. Need to improve quarters

at PHCs.

While cleanliness has improved, shortages of Nurses, Doctors, Specialists hampers preparedness to

deliver quality care. Rationalization of posting and stable tenures needed for preparedness to improve

further. Need to focus on expansion of nursing services. Sub Centes and PHCs have started using

untied grants. More than half the ASHAs are very active in the community. Village Health and

Sanitation Committees have been set up though getting the cooperation of PRIs is proving difficult

in many areas.

Tamil Nadu

Uttar Pradesh

12.

13.

Theme - III - Quality of services provided

1.

2

3.

4.

5.

6.

State

Assam

Bihar

Chhatisgarh

Jharkhand

Karnataka

Kerala

Key Findings

Substantial improvement in infrastructure. Need for further improvement of quality and range of

services. Wards were patient friendly with clean linen, sufficient lighting and clean toilets. Segregation

of waste with deep burial. Complaints about CHCs have reduced as they are functioning well.

Over 100% Bed occupancy in District Hospitals. Lack of nurses and mid wives hampers quality of

care. Mamta programme for women volunteers in hospitals is an innovation to meet the nursing

shortages in hospitals. Addition of more trained and well supported nurses into the system would be

the single most important step that could be done to improve quality. Lack of beds and nurses in

Block PHCs. Excellent outsourced ambulance service helps in shifting patients. Conversion to 30

bed PHCs is needed on a priority wherever more than 5 deliveries take place every day. Standards of

cleanliness would require substantial improvement. In all facilities visited there are efforts to improve

amenities - lighting, wiring, water supply, patient waiting halls, toilets, drainage, etc. but these are

rather sporadic. Need to use untied funds at all levels. There is a systematic effort to provide generator

support, pathology diagnostics, x-ray and soon ultrasound as well, ambulance services, laundry

services, diet services and cleanliness and sanitation services. Need to monitor outsourcing arrangements

more effectively to ensure full compliance to agreements.

Health Sub Centres are giving better services than in the past, thanks to untied funds and their

proper utilization. Functional telephones at all Health Sub Centres. Mitanin help desk in health

facilities is a good initiative in bringing poor households to facilities. CHCs and District Hospitals

provide bed nets to protect from mosquitoes. Infection control measures have started but pits are

provided only in a few places.

Block PHCs are basically six bed hospitals with very modest basic features. New buildings will take

a little time for completion. OP services have improved due to availability of medicines. Contract

doctors have improved availability of human resources. Shortages of nurses. Sub Centres are quite

well equipped though own building is a constraint. Sahiyyas are active though performance based

payments are not timely.

Staff Nurse and Medical Officer availability has increased. Drugs largely available. Quality Assurance

thrust in Tumkur leading to efficient use of untied funds. Untied funds being used imaginatively for

client convenience - TV, Plants, CD players, waiting halls, etc. More attention needed on toilets - not

very clean. School Health programme improving access.

Wide variation in the quality of services between similar types of institution. Related to the motivation,

commitment and skill of the head of the facility. PHC buildings have been renovated. TVs and DVD

facilities in many hospitals in Wynad district. Display of list of medicines. Need to monitor services

from the point of input versus services.
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NABH accreditation for District Hospitals is under way. Quality assurance is receiving attention in

the system.

Sub Centres well equipped with infrastructure and equipments and untied funds. Hospitals have

become women friendly. Clean and well equipped labour rooms. Waste management satisfactory.

Panchayat representatives involved.

PHCs and Sub Centres are well managed. Cleanliness is good. District Hospital needs improved

facilities.

Overall some improvements have been made in the services like cleanliness, waste collection,

electrification, water supply but are inadequate. While there were extra sweepers appointed from

untied funds and maintenance grants, there is still scope for improvement in the cleanliness of toilets

and availability of water supply in some hospitals.

Most institutions have received a face lift with the untied funds of NRHM. Toilets were clean and

functional and many CHCs had functional power back ups. CHCs are still not able to provide

Caesarean section service. Blood storage is an issue. No or limited surgeries at CHCs. Waste

segregation and facility level disposal are being done at most institutions; pits were found to be

constructed and in use; bio medial waste was being brought back from outreach sessions.

Almost all facilities are well maintained and upkeep of facilities is of satisfactory levels. Family Health

Clinics in all 385 Basic Emergency Obstetric Centres thrice a week.

Nursing cadre shortages hampers quality of care. Women not staying 48 hours after delivery. While

cleanliness and basic infrastructure improvements have improved the quality of services, quality of

care requires far greater thrust on nursing services.

Madhya Pradesh

Maharashtra

Mizoram

Orissa

Rajasthan

Tamil Nadu

Uttar Pradesh

7.

8.

9.

10.

11.

12.

13.

Theme - IV - Utilization of diagnostic facilities and their effectiveness

1.

2.

3.

4.

5.

6.

7.

8.

State

Assam

Bihar

Chhatisgarh

Jharkhand

Karnataka

Kerala

Madhya Pradesh

Maharashtra

Key Findings

Range of diagnostic services available at various levels has improved substantially. Much more needs

to be done to improve the technical skills of the Lab. Technicians.

Diagnostic services through PPPs. Outsourcing by contracting in private providers. Private partner

not showing that much interest at operating it at the Block level. Non availability of regular Lab

technicians. Inadequate attention to quality and biomedical waste management.

District Hospitals and CHCs have functional laboratory facilities, not functional in PHCs due to

lack of manpower. Pregnancy testing kits and rapid diagnostic kits are available in most facilities.

Convergence of lab services of RNTCP, general health services and vector borne diseases.

TB Programme Lab Technicians at a number of Block PHCs. Integration of lab services is taking a

little time. Diagnostic centres being established in District Hospitals. Modern equipments procured

or in the process of being procured.

7 Regional diagnostic labs under the Karnataka Health System Development project. Lab Technicians

are largely in place with adequate equipments and reagents. X- ray and ultra sound at Taluk Hospital.

Water testing facilities. Lab investigations for ANC not available at PHC. No RTI/STI testing.

Utilization of diagnostic equipments by ANMs at Sub Centre is low.

State has appointed Bio Medical Engineers to ensure that the equipments are in working condition.

Overall the equipments are good.

In most of the facilities one Lab Technician is available for doing all the investigations for all the

programmes.

All 24X7 PHCs are provided with lab providing basic facilities. Semi auto analyzer, ECG, X ray

facilities. Services at reasonable user cost. 30 Public Health Lab services for water quality monitoring,

industrial waste/effluents examination, etc.
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Diagnostic facilities available but not as per Indian Public Health Standards. Need for proper

maintenance strategy for equipments. Need to build strong accountability of suppliers at purchase

stage

There was an effective pooling of Lab Technicians from malaria, TB, NIV/AIDS for efficient handling

of investigations and diagnostic workload in the DH/SDH/CHC level. Lab facilities are not available

in new PHC.

Lab services suffer from staff shortages. Rapid Diagnostic Kits for malaria, IDD kits and hemoglobin

kits available with ANMs. Pregnancy testing kits available with ANMs and ASHAs.

The essential investigations are available in all PHCs, Sub District Hospitals and District Hospitals.

The Block PHCs are provided with scan and all the 235 upgraded PHCs are provided with

ultrasonogram, x-ray, ECG and semi auto analyzer. Blood storage facility in 20 PHCs by TANSACS.

Lab Technicians are available for basic tests. Need for better coordination and convergence among all

the programmes.

Mizoram

Orissa

Rajasthan

Tamil Nadu

Uttar Pradesh

9.

10.

11.

12.

13.

Theme - V - Drugs and supplies

1.

2.

3.

4.

5.

6.

7.

State

Assam

Bihar

Chhattisgarh

Jharkhand

Karnataka

Kerala

Madhya Pradesh

Key Findings

Less than satisfactory in 2008-09. Medicine availability in 2006-07 and 07-08 was better. Supplies

expected to improve December 2008 onwards.

Improved supply of essential drugs is the most notable achievement by the State and this has

significantly contributed to the increased use of public facilities noted during the past few years. The

new rate contracting system and enforcing presence the presence of distribution depots of the

suppliers within the State through which the districts place orders, has tremendously improved the

availability of essential drugs at public facilities. At least 15 drugs were available in most PHCs. Sub

Centres without drugs. Local procurement to meet stockouts. Per capita expenditure on drugs is

Rupees 8 after steep increase. Needs to substantially increase with improved availability of drugs at

Sub Centres as well. Logistic systems need to be fully operationalized.

State level e- procurement is in place. Some delays in supplies. Proper mechanism for receipt, storage

and indenting of drugs. Need for warehouses at district level. Availability of drugs is satisfactory.

Occasional replenishment by Jeevan Deep Samiti is made. Mitanins got drugs but delays in

replenishment. Recent efforts at streamlining equipment management.

Rate contract system with funds being released to PHCs. Availability has improved considerably at

all levels. Sahiyyas have also been given medicine kits but arrangements for replenishment is not in

place. Essential drug list and standard treatment protocols has been prepared for the state.

A State Drugs, Logistics and Warehousing Society has been established that acts as an official

procurement agency to meet all requirements pf health and family welfare department. Indents

collected at the beginning of year. Rate contracts after call for tenders. 14 Drug warehouses in the

State. 14 more taken up for construction. Use of untied funds to procure drugs in case of shortage has

helped. A very sound procurement system with very few stock outs. Need for review of drug list to

make it more rational. ASHA drug kit replenishment needs attention.

Setting up of the Kerala Medical Services Corporation is a major step. Operation from April 2008.

process of procurement and distribution of medicines and supplies has been streamlined.

Computerization, pass book system and essential drug list has been established. Systematic and

regular testing of all batches of medicines. Need to standardize the indenting procedure. Need to

increase storage space.

The State has developed a drug policy. TNMSC model is being implemented in the State. Separate

drug cell has been formed and Laghu Udyog Nigam has been appointed as procurement support

agency. Procurement through e - tendering has reduced cost of supplies and improved quality.

Distribution of procured medicines and materials is done through outsourced warehouses. 21

warehouses are under construction under NRHM funds.
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Drugs and supplies are in abundance in the Sub Centres, PHCs and in CHCs. They are well

stocked in newly made racks and cupboards with proper marking for easy retrieval. Vaccines are also

available (except measles) and in proper condition stored in IPL and deep freezer.

Medicines are centrally procured and distributed based on indents. There are shortages. Need for

effective inventory management.

Most of the health facilities had drugs and pharmaceuticals available as per allocations but the budget

per facility is inadequate and needs to be enhanced. A State Drug Management Unit has been set up

for procurement of medicines and this has improved timely procurement and availability. However,

mechanism for transparency and need based distribution of drugs to districts/facilities is yet to be

put in place. Emergency drug tray was found to be adequately stocked in most facilities.

Generic drugs available in Hospitals and facilities at 30-50% lower than MRP through cooperative

stores. List and price of generic drugs displayed in all facilities. ASHAs provided drug kit.

Replenishment from Sub Centre. Indenting needs to be more timely to prevent stock out situations.

Shortage of high cost antibiotics for weeks. Injectibles and fluids show no stock out.

Role model supply system of TNMSC. It is very effective in ensuring adequate supplies of drugs and

other routine supplies of all health facilities. EC Pills and IUDs are not available.

While drugs are available, the allocation of drugs is very less compared to the need on a per capita

basis. There is a need to increase the drug budget and develop sound system of logistics, inventory

management and forecasting. Preparation of essential drug lists and use of generic drugs needs to be

encouraged alongside efforts to set up TNMSC like corporation for procurement and logistics of

drugs and equipments.

Maharashtra

Mizoram

Orissa

Rajasthan

Tamil Nadu

Uttar Pradesh

8.

9.

10.

11.

12.

13.
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Milestones in Financial Management
Milestones in Financial Management

The major improvements under financial management of the Mission are as under:

1. Electronic Fund Flow:

Electronic transfer of Funds under NRHM

to all States has led to assured receipt of funds

under the Mission to all States and UTs within

24-48 hours.

2. E-banking initiative to generate FMIS

Apart from e-transfer of funds, the Ministry

has also initiated a larger e-banking initiative

which promises to generate the Financial

Management Information System (FMIS) for

the Mission.

3. Improved reporting timelines/Compliances:

Focused attention on financial management

has led to vastly improved compliance timelines

in reporting. The chart below depicts the steadily

declining trend of average delays in receipt of

Financial Monitoring Reports from States over

the last 3 years.

4. Delegation of Administrative and Financial

Powers:

Mission, after wide consultations with States, came

up with a detailed framework of Delegation of

Administrative and Financial Powers at all levels, viz.

state, district, block, PHC, Sub-Health Centre &

Village Health & Sanitation Committee and Rogi

Kalyan Samitis in institutions.

5. Unification of Financial, Accounting, Banking

and Auditing processes under the Mission:

A framework for unification of financial,



43

accounting, banking and auditing processes was

developed which has provided the backbone for

synergizing not only these process across various

erstwhile vertical programmes of RCH and other

National Disease Control Programmes, but also

the scattered manpower engaged in these

processes.

6. Manpower positioning:

NRHM has established Programme

Management Units (PMU) at State and District

levels.

7. Concurrent Audit Mechanism

Concurrent audit, on a monthly basis to

begin with, not only audits the accounts of the District Health Societies, it also ventures out in the

field and audits the books and accounts (including vouchers) maintained  in CHCs, PHCs, Sub-

Health Centres, Rogi Kalyan Samitis, etc. The initiative has led to significantly improve book keeping

at the grassroots levels, faster settlement of outstanding advances and ultimately to faster submission

of annual statutory audit report as properly maintained and reconciled books of accounts is readily

available for audit at each level.

8. Web enabled Financial Monitoring Reporting System

To further speed up the

process of reporting of

utilization, the Ministry has

developed a web-enabled

FMR reporting system.

Realising the interconnectivity

between the physical

achievement and financial

utilization, this system has

been developed to commonly

address the physical and

financial MIS requirements.

picture of fund utilization

under the Mission in a particular State
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9. Financial performance under the Mission

All these improvements in financial processes have inter-alia helped in significantly improved

financial performance of States under the Mission. The steep trend in considerably higher utilization

levels under RCH and Mission Flexible Pool depicted in the chart below is a testimony to this fact:

 Trend of Fund Utilization since 2005-06

10. Level of fund utilization under Mission Flexible Pool

Keeping in tune with the Mission's objective of devolving maximum funds to Block and below

levels where the programme has interface with the community, the trend of last 3 years clearly shows

that almost 68% of the funds have been spent at Block and village levels. This clearly shows the

decentralized nature of programme implementation under NRHM. Noticeably, almost 25 % of

entire fund spent and 35% of the funds spent at Block and village levels have been constituted by

innovative grants such as Untied Grants, Annual Maintenance Grants to various primary health

institutions and Corpus Grants to Rogi Kalyan Samitis of CHCs and PHCs.

Overall Funds under

NRHM

Central Government's

resource allocations for

health
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Year Central Government NRHM allocation as per Cabinet Approval Actual Allocation

2005-06 6500 6731

2006-07 9500 9000

2007-08 12350 10890

2008-09 17290 11930

2009-10 24206 11930

TOTAL 69846 50481

2010-11 33884

2011-12 47439

TOTAL 151169

TOTAL XI Plan 135169

As is evident from the above table, while the financing of NRHM was in line with the approved

Framework for Implementation till 2006-07, the allocations after that have not kept pace. The

States have developed absorptive capacities and higher allocations are therefore warranted.  Since

15% of the overall NRHM allocation is contributed by the States, raising the Central share will

increase the overall availability of funds for the Mission.  There is therefore a strong case for substantial

enhancement in financial allocation for NRHM during the current year and in the years to come.
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Monitoring and Evaluation
under the NRHM

The National Rural Health Mission (NRHM) has time-bound quantifiable goals to be achieved

through specific road maps with appropriate linkages and financial allocations for strengthening the

health infrastructure. Consequently, the requirement for basic data at the disaggregated level on

population /health is required for micro-level planning and program implementation

At the national level various steps have been taken to improve the Monitoring & Evaluation system

in pursuance to the recommendations of the Task Force on HMIS which identified that inadequate

attention was being paid towards strengthening support systems for an effective MIS system in

terms of dedicated manpower, their training, IT interventions and dedicated funds. The M&E

strengthening strategy was approved by the Empowered Programme Committee (EPC) and the

Mission Steering Group (MSG). The salient features of this strategy are described in the following

paragraphs.

M&E Strategy

Sixteen (16) States have notified Nodal Officers at the State and District level. Norms were also

laid down for strengthening the IT infrastructure in the States for procurement and maintenance of

various IT systems. The States have been requested to synergise the monitoring and IT infrastructure

across health programmes to minimise redundancy and capitalise on the information highway being

established under the Integrated Disease Surveillance Programme (IDSP) for transmission of

information. The States have been given liberty to plan and budget for their monitoring and evaluation

interventions in their Programme Implementation Plans (PIPs) upto 3% of their total budget

allocation.

HMIS Portal

For capturing information on the

service statistics from the peripheral

institutions, an exercise was

undertaken to rationalise the data

capturing format by removing

redundant information, reducing the

number of forms and focussed on

facility based reporting. The revised

forms were finalised in September,

2008 and disseminated to the States.
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A web based Health MIS (HMIS) Portal was also launched in October, 2008 to facilitate data

capturing at the District level. The National Health System Resource Centre (NHSRC) was involved

in training of State and District officials on the new HMIS system. The HMIS Portal has led to faster

flow of information from the district level and consolidation of Reports at the State and National

level. The Portal captures both physical and financial performance under NRHM from the districts.

Around 95% of the Districts have already entered data for the fiscal year 2008-09 and the NRHM

related reports would be brought out through this Portal. The Bulletin on Rural Health Statistics

(RHS) for 2009 will also be brought out through the Portal. The web based application is being

further expanded to capture data from the facility level and incorporating GIS initiatives in the next

phase.

Surveys

The Ministry also coordinated the activities of the District Level Household Survey (DLHS)

during 2008 for assessing the impact of the health programmes and generating various health related

indicators would at the District and

State level. State and District Fact

Sheets for the results of the survey

have been released and hosted on

the Health MIS Portal for use by

the health officials and other

stakeholders for improving and

realigning the health interventions.

In addition an Annual Health

Survey is also being planned for

preparing a District Health Profile

of the high focused States to yield vital rates and indicators at the district level annually. The Expenditure

Finance Committee (EFC) has approved the proposal and the Note for the Cabinet is to be submitted

for its consideration.

Quality Assurance

Quality of health care is an integral component of the NRHM and a pilot was undertaken in six

States viz. UP, Uttarakhand, West Bengal, Assam, Maharashtra and Karnataka. The pilot study involved

deploying the quality assurance tools to a district and laying down the protocols for ensuring quality

of services in the facilities and institutionalising mechanisms for taking corrective action. Several

States like Assam, Jharkhand, Rajasthan, Uttar Pradesh, Uttarakhand and West Bengal have decided

to initiate the quality assurance protocols in several districts.
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Evaluation Activities

The Ministry is also engaging a number of consulting agencies for Concurrent Evaluation of the

NRHM. The Ministry sought an Expression of Interest from interested agencies for this exercise and

around 76 agencies submitted proposals for undertaking this exercise. These proposals were evaluated

and the contract was awarded to the shortlisted agencies. The exercise for Concurrent Evaluation of

the NRHM is being planned in such a way that all the districts would be covered in a span of 2 years.

The field work for this exercise has begun and the reports are expected by October, 2009. The

International Institute for Population Sciences (IIPS), Mumbai has taken up the responsibility for

coordinating the work at the National level.  In addition, there are 7 Regional Evaluation Teams

located in the Regional Office of the Ministry which undertake evaluation of the Reproductive and

Child Health Programme (RCH) on a sample basis by visiting the selected Districts and interviewing

the beneficiaries.

Triangulation of Data

The Ministry is also undertaking an exercise of Triangulation of Data from various sources (MIS,

Surveys and Evaluation etc.) so as to improve the quality and validity of data.  Information technology

would be leveraged to evolve a protocol for triangulation of data, where after it would be piloted in

a few districts.  An Expert Group has been established to mentor the triangulation process.

Research and Academic Activities

The Division is also responsible for coordinating the activities of the International Institute for

Population Sciences (IIPS), Mumbai; National Institute for Health & Family Welfare (NIHFW),

Delhi; and 18 Population Research Centres (PRC) located in various Universities and Institutions.

The IIPS organise courses in various areas of population, demography and related areas and also offer

consultancy services in the field of population studies and health surveys. NIHFW is an apex technical

institution for promotion of health and family welfare programmes and undertakes activities like

education and training, research, evaluation, projects, consultancy services etc. in the field of public

health. The 18 Population Research Centres undertake research work and survey work for the Ministry

in the field of family welfare programmes, NRHM, population studies etc. The PRCs are also currently

involved in the evaluation of NRHM.

E-Governance Initiatives

The E-Governance activities undertaken in the past by the Ministry were in selected areas. With

a view to integrating the E-governance and IT initiatives in the Ministry, a Consultancy organisation

has been engaged by the Ministry for preparing an IT and E-Governance Road Map for the Ministry.

This will be prepared in consultation with the various Programme Divisions and Departments in the

Ministry.
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Clearing House for Information

The Health Sector has had several programmes initiated in the past and with each programme an

associated monitoring system or report or format. It has been observed that various new forms get

introduced in the system with little or no effort to withdraw the earlier forms. With a view to

streamlining the data capturing system, a Clearing House for Information has been established under

the chairpersonship of Secretary (HFW) primarily for rationalisation of the existing reporting

mechanism and for ensuring that any new data item or report to be introduced in the system passes

the rigorous required for collecting that information with adequate justification.

Boat Clinic in Assam



50

Decision Making Process
under NRHM

NRHM envisaged comprehensive restructuring of the institutional structures for effective

implementation of strategies.

The Mission Steering group (chaired by the Health Minister) and Empowered Programme

Committee (Chaired by the Health Secretary) were envisaged under NRHM as a body  to provide

policy oversight and guidance and were to be the highest policy making bodies. At state level a State

Health Mission (Under the chairmanship of the Chief Minister) was envisaged with functions parallel

to the MSG at the level of Govt of India.

The institutional Framework of the Mission including MSG and EPC were made operational

during FY 2005-06. The first meeting of EPC took place on 9th May 2005 and first meeting of

MSG took place on 30th August 2005. However, in the absence of specific empowerment, these

institutions under the Mission could not actualize the flexibility which was intended for them.

Accordingly, the detailed

Framework for Implementation of

NRHM was finalised by April 2006

after consultations with various

stakeholders. It elucidates the

overarching umbrella status of the

Mission and provides a road map as

well as inclusive norms for activities to

be undertaken under NRHM. The

Framework received the approval of

Expenditure Finance Committee (EFC)

on 19/04/2006. The Union Cabinet subsequently approved the Framework on 27th July 2006. As

part of this approval, MSG and EPC were empowered to carry out mid course modifications to the

Mission subject to certain conditions.

Since the formal empowerment, the EPC under NRHM has already met on nine occasions to

deliberate upon modifications to norms of schemes which are part of NRHM.  These modifications

have provided the much needed flexibility to health sector reforms envisaged under NRHM and

helped expedite the mid course corrections felt necessary in the programmes. The Mission Steering

Group has already met five times to validate the modifications approved by the EPC and to provide

policy guidelines and direction to NRHM.
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The exercise of delegated powers by the EPC/MSG is subject to the condition that a progress

report regarding NRHM, along with deviation in financial norms, modifications in ongoing schemes

and details of new schemes are placed before the Cabinet for information on an annual basis.

Key decision of the EPC/MSG

Modifications recommended in existing initiatives by the EPC/MSG

1. Expansion of Community Health Worker, ASHA to the entire country.

Originally the ASHA were envisaged in ten High Focus states. The strategy was expanded to
cover all North Eastern States and then expanded to cover tribal and underserved areas of all states in
the country. After deliberations, it was decided to operationalise the CHW initiative in all states and
allow the states freedom to debit the associated expenditure to either of the budget heads of RCH or
NRHM Flexipools. The EPC approved this decision.

2. Modifications to Janani Suraksha Yojana

The Proposal for amplification of Parameters of Janani Suraksha Yojana was approved by the
MSG.  Among other modifications, the mother's package under the scheme was enlarged from Rs. 700
to Rs. 1,400.

3. Approval of UNFPA supported 7th Country Programme

The EPC approved the programme of activities under UNFPA supported 7th Country Programme,
at an estimated cost of Rs. 286.00 crores ($ 65 million), to be implemented during the five year period
from January 2008 to December 2012.

4. Strategy to strengthen Monitoring and Evaluation systems.

The EPC approved a comprehensive, multi-level strategy to strengthen Monitoring and Evaluation
systems in States and at Centre for various activities and programmes under NRHM using the advances
in Information Technology as a driver.

5. Modifications to IDSP

The need to improve efficiency of surveillance of morbidities in the populations through the
Integrated Disease Surveillance Project, was being noted at all levels. An important bottleneck to
satisfactory performance of the IDSP was lack of adequate dedicated personnel in the state Head quarters
and in the Districts. This deficiency resulted in poor capacity of health system to follow up on timely
reporting and conduct epidemiological analysis of the reported data.It was  therefore decided to post
additional manpower to strengthen State and District Surveillance units and State and District Rapid
Response teams under NRHM by funding them through the IDSP. The critical Human resources
approved for positioning included Epidemiologists,  Microbiologists and Entomologist

6. Rationalization of  sterilization compensation scheme

The EPC approved proposal to rationalize sterilization compensation scheme on 18.09.2006
(later approved by MSG on 22.09.2006). In spite of the revised compensation scheme rolled out for
the acceptors of both Tubectomy and Vasectomy by the MSG the programme was not e seen as getting
the desired motivational boost that was expected.  The EPC therefore reexamined the matter and
approved the increase in compensation package for vasectomy to Rs.1500/-  and tubectomy to Rs
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1000/- from the existing Rs.800/- . The follow up to this revision has indicated substantial improvement
in the  acceptance of terminal methods of sterlisation in all the states.

7. Health Melas in all Districts of North Eastern States.

The EPC recommended revised norm for holding Health Melas on district wise basis instead of
Parliamentary constituency basis for the eight North Eastern States As per the guidelines and norms
framed for the scheme, the duration of the Health Melas has been fixed for three days and the expenditure
approved for the purpose is Rs. 8.00 lakh per Mela for each Lok Sabha constituency. Due to  lesser
density of population in Assam and the other North Eastern States, only a few districts could organise
the Health Mela in a particular year. The EPC relaxed the norms for NE states as proposed.

8. Accountability Framework under NRHM

The NRHM proposes an intensive accountability framework through a three pronged process of
community based monitoring, external surveys and stringent internal monitoring. One of the potent
mechanism of monitoring the progress of the initiatives is concurrent evaluation through reputed
independent agencies.  The various initiatives under the Mission were allocated to the appropriate
agencies for concurrent evaluation. The EPC was informed about the independent evaluation of the
Immunisation initiative (through UNICEF), ASHA and JSY (through UNFPA, GTZ and USAID).
The financial systems under NRHM were evaluated in five states of Uttar Pradesh, Bihar, Assam, Kerala
and Tamil Nadu through the  Institute of Public Auditors of India, New Delhi after getting the approval
of the EPC.

9. Other modifications approved by EPC

The EPC approved the performance based payment for ASHA under NLEP and radio sets for all
ASHA in the state of Assam. The coverage of Japanese Encephalitis vaccination programme was also
expanded by the EPC.The framework for Implementation of NRHM as approved by the Union Cabinet
envisoned preparing of Programme Implementation Plans (PIPs) for operationalising various approved
strategies under NRHM. From October 2006 onwards, state PIPs under NRHM were received and
were appraised by the National Programme Coordination Committee (NPCC). The NPCC has approved
state PIPs to the extent of total Rs. 954.55 Crore for the non North Eastern States out of which Rs.
523.14. The detailed guidelines for financial protocols and fund flow regulations were also approved by
the EPC (5th EPC).

New initiatives recommended by EPC/MSG

1. Strengthening management capacity at Primary Health Centre (PHC)

To strengthening management capacity at the Primary Health Centre (PHC) level in eight EAG
States (4th EPC) and the North Eastern States (5th EPC) the proposal for placement of an accountant
at the PHCs was approved by the EPC.The Proposal for placement of an accountant at the Primary
Health Centres was approved by the MSG.  This is intended to provide managerial support, for tracking
funds and monitoring activities under the Mission. The implementation Framework already provides
for Programme Management Units at the State/ District level.  The need to set up functional Block level
Health Management Systems has been noted since under NRHM 70% of the resources would be
utilized at the Block and below the Block levels. The PHC level accountant was originally proposed and
approved for 8 high focus states and later expanded to the NE states during the meeting of the MSG on
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17.7.2007. The expenditure on this activity is met out of the 6% administrative costs approved by the
Cabinet for the NRHM or through external funding by a Development Partner.

2. Pilot Proposal for social marketing of IUDs

Pilot Proposal for social marketing of IUDs through greater involvement of private sector through
social franchising and involvement of NGOs and Social Marketing Organisations (SMO) in FP services
was approved by the MSG in its second meeting.

3. Community Monitoring under NRHM

Community Monitoring under NRHM Under the Framework for Implementation of NRHM,
community and community-based organisations are envisaged to monitor demand / need, coverage,
access, quality, effectiveness, behavior and presence of health care personnel at service points, possible
denial of care and negligence. This should be monitored related to outreach services, public health
facilities and the referral system. For this purpose committees are envisaged to be operationalised at
various levels. The detailed composition of the committees and the scope of work and terms of reference
are given in the approved Framework for Implementation of NRHM. A start up tool kit for the
operationalisation and orientation of these committees was prepared by the AGCA and approved by the
GoI.

4. Annual Health Survey & District wise Health profiles

NRHM envisages various programmes of the Ministry operating under a common umbrella.
There has also been a consequent increase in the information requirements, especially at the disaggregated
level, for running the programmes and for monitoring the impact of the interventions.  The EPC
approved Annual Health Survey to collect data for publishing District Health Profile of all Districts on
an annual basis.

5. Forward linkages for NRHM in North Eastern States

To take care of requirements of North Eastern states in secondary and tertiary sectors, EPC
approved for placing before the Cabinet the requirement for additional empowerment of the Mission
Steering Group (MSG) and Empowered Programme Committee (EPC) to approve additional initiatives
specific to the North Eastern states within the overall 10% earmarked fund for the North Eastern states
in the Department of Health & Family Welfare budget subject to the technical appraisal of these
schemes/projects by a Committee of Experts to be drawn up by the Ministry before the same is placed
before the National Programme Coordination Committee and EPC/MSG for approval.

6. Involvement of MPs in PNDT

A Calling Attention Motion about the grave situation arising out of rampant female foeticide
and resulting  imbalance in the sex ratio in the country came up for discussion  in Rajya Sabha on 19th
May, 2006.  While replying the debate, the Hon'ble  Union Minister for Health & Family Welfare
informed the House that Rs.5 lakhs be given to each Member of Parliament (Rajya Sabha and Lok
Sabha)  of States like Punjab, Haryana, Chandigarh, Himachal Pradesh, Gujarat and Rajasthan (having
adverse sex ratio) for creating awareness  on the declining sex ratio issue.   This was also announced by
the Hon'ble Minister of Health & Family Welfare in the meeting  of Central Supervisory Board  held on
14th June, 2006.  This initiative was approved by the EPC and has been operationalised.
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Planning and Appraisal Process

The purpose of the planning process under NRHM is to enable States to plan as per needs, on the
basis of broad norms. The District Plan under NRHM is the key instrument to make the public health
delivery system fully functional and accountable within a decentralized framework by enabling
institutional autonomy, communitization, improved management, flexible financing, and improved
human resource management. The District Plan also aims to enable convergent action with wider
determinants of health i.e. water, sanitation, education, women's empowerment, nutrition, etc. within
the Panchayati Raj framework.

The District Plan comprises of an Annual
Work Plan and Budget, and a Perspective Plan
for the seven year time frame (2005-2012) of
the Mission. The Perspective Plan outlines the
year wise resource and activity needs of the
district. The Annual Plan is based on resource
availability and a prioritization exercise. As far
as practicable, the Annual Plan of the coming
year is prepared on the basis of likely resource
envelope communicated to the districts by
October of the current fiscal, generally
anticipating a 30-40% increase from the previous year. The Districts thereafter are to disaggregate
likely budget availability on the basis of needs at village/cluster/block levels by November.

The District Health Plan is an aggregation and consolidation of the Village Plan and the Block
Health Plan.

Planning teams and committees are constituted at various levels namely, Habitation/Village,
Gram Panchayat (SHC), PHC (Cluster level), CHC/Block level and District level to undertake the
comprehensive planning process. Besides large scale civil society consultations, planning teams help
conduct household, facility surveys and organize training for community groups and health functionaries.
Orientation of planning team and contractual engagement of professionals are also part of this process.

The Annual Work Plans and Budgets thereafter are to be appraised and recommended by the
District Health Mission under the chairmanship of the Zila Parishad President to the State. Based on
aggregation of the District Plans, the State Plans are to be prepared which is again appraised and
approved by the State Health Mission under the Chairmanship of the Chief Minister of the State.

The State Programme Implementation Plans (PIPs) are received from the States in the month of
January of the previous year & appraised by a Sub-Group initially and comments communicated to
States. After receipt of responses from the States, the revised Plans are laid before the National Programme
Coordination Committee (NPCC) under the Chairmanship of the Additional Secretary and Mission
Director NRHM, for approval. After the approval of the NPCC, the Record of Proceedings, including
the activity wise financial approval, is communicated to the States at the beginning of the year.

All approvals of State Plans for the current year have been communicated to the States in the first
week of May.
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NRHM - Challenges for the Future
Making Human Resource and Governance Reforms the Key Focus

All the states have operationalised major innovations in the areas of Health Infrastructure, Health

Human Resources etc. The road ahead on these reforms expands the scope of reforms and also covers

new themes.

I - Communitisation
� While Institutions for community ownership have been established, large scale development

of capacity is needed for effective communitization of Public Health services.

� Transparency and accountability built into institutional arrangements - need for full public
disclosure of all programme interventions

II - Medical Education
� A few District Hospitals in high focus States must have a road map to become Medical Colleges

- reforms in MCI needed to facilitate such a process without compromising excellence.

� One year Public Health Management Diploma through PHFI, 2 year Distance Family Medicine
Programme through CMC, Vellore, more DNB in Family Medicine in District Hospitals etc.
proposed

� Need for even greater thrust for multi-skilling of gynecologists and anesthetists

� Experiments in three year programme of Rural Medical Assistants and Rural Health Practitioners
in Chhattisgarh and Assam

III - Nursing Education
� Priority attention to improve and enhance in-take in all existing Government Nursing

Institutions

� New Nursing Schools and Colleges in deficient States with partnerships in faculty from surplus
States

� Partnerships with non-governmental sector for Nursing courses

� Reservation of seats for ASHAs and Aanganwadi workers based on local criteria in ANM/
Nursing Schools

IV - Procurement & Logistics
� Effective and efficient public system of health care needs transparent, timely and quality

procurement and logistic systems

� TNMSC - an exemplar

� Jan Aushadhi programme for promotion of generic drugs and for essential drug lists

� Need for corporations in States to manage infrastructure, drugs and equipment
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V - Human Resource Management Reforms
� New cadre rules that allow Specialists for Block Hospitals

� Incentives for difficult areas

� Continuing Medical and Nursing Education targeted at all cutting edge health functionaries

� Restructuring Directorates to deliver quality services - infusion of new skills

� Draft Task Force report on Human Resource Management shared at Puducherry workshop

VI - Governance Reforms
� Even greater thrust on transparency, accountability and full public disclosure

� Reforms in cadre management, transfer and posting policies, and in higher compensation for
difficult areas

� Shift in focus from employment guarantee to service guarantee.

Case for Higher Allocations for NRHM

The National Rural Health Mission (NRHM) is one of the Flagship programmes of UPA

Government.  Assessments of the progress of key programme interventions has clearly indicated

major gains which have been made by it in rejuvenating the Public health delivery System in India.

External assessments by the Sample Registration System of the RGI Census of India has shown that

Maternal Mortality Ratio has declined to 254 per 100,000 births over 2004-06 period compared to

301 during 2001-03 period.  The DLHS-III survey conducted under supervision of International

Institute of Population Sciences also recorded significant gains in institutional deliveries in hitherto

backward States like Madhya Pradesh, Orissa, Rajasthan, Bihar etc.  The SRS data for 2007 put the

Infant Mortality Rate at 55, a two point reduction from the previous year.  The NRHM has clearly

fuelled accelerated progress towards provisioning of quality health care to citizens of the country and

the improved indicators are testimony to the same. Faster improvements in the IMR and MMR are

likely over the coming years as the NRHM interventions start yielding dividend.

Over the last four years, capacity for

absorbing higher financial outlays has also

considerably improved in States.  An

illustration of this is the fact that under

the NRHM Mission Flexible Pool

utilization was reported at approximately

Rs.41 crore in 2005-06 which expanded

to Rs.441 crore during 2006-07,

Rs.1640 crore during 2007-08 and

nearly Rs.3400 crore in 2008-09.  The
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expenditures under the RCH Flexible Pool has also been consistently high over the four years. The

Public Health System in the states is able to utilise higher allocations, more efficiently and prudently.

The NRHM is firmly on course to translating the vision of increasing Public expenditure on Health

form(% to 2% to 3 % of GDP into reality.

The budgetary allocation for NRHM has also increased over the years but the pace of increase

needs to be accelerated. The current year's plan allocation of MoHFW for NRHM has been fixed at

Rs.11930 crore which is same as the last financial year.  This is inadequate compared to the assured

allocation of Rs.24,206 crore which was approved for the year 2009-10 in the Framework for

Implementation of NRHM.  The XI Plan allocation for NRHM is over Rs.90,000 crore and if a

substantial increase is not provided in 2009-10, it may lead to under utilization of the Plan funds.

The National Programme Coordination Committee of NRHM has already appraised and approved

the Programme Implementation Plans of all the states for FY 2009-10.  The pace of implementation

is picking up and more funds would definitely be needed for achieving the objectives of providing

quality accessible, affordable and accountable health care to citizens in the rural areas of the country.

The financing of NRHM as proposed in the approved Framework for Implementation, and the

actual allocations over the various years, are as follows:

As is evident from the above table, while the financing of NRHM was in line with the approved

Framework for Implementation till 2006-07, the allocations after that have not kept pace. The

States have developed absorptive capacities and higher allocations are therefore warranted.  Since

15% of the overall NRHM allocation is contributed by the States, raising the Central share will

increase the overall availability of funds for the Mission.  There is therefore a strong case for substantial

enhancement in financial allocation for NRHM during the current year and in the years to come.

Year Central Government NRHM allocation as per Cabinet Approval Actual Allocation

2005-06 6500 6731

2006-07 9500 9000

2007-08 12350 10890

2008-09 17290 11930

2009-10 24206 11930

TOTAL 69846 50481

2010-11 33884

2011-12 47439

TOTAL 151169

TOTAL XI Plan 135169
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Notes






