Executive Summary

This report looks into the National Rural Health Mission that was flagged off in 2005 and is named as one of the most ambitious programmes in the country. 

Since ‘Health’ is a state issue, this report has focused upon NRHM activities in only Rajasthan.

The goals and objectives of this project has been

· To analyse the current situation of NRHM in rural regions in India.

· To study on whether NRHM is able to provide “accessible, affordable and quality” healthcare.

· To find out the loopholes in its delivery mechanism and suggest better ways for implementation.

The scope of this project is broadly divided into four components:

1) Target of NRHM in Maternal and Child Health – Reduce MMR and IMR through the implementation of JSY and JSSK.

2) Infrastructure and human resource to provide the services.

3) Community involvement and ownership.

4) Use of MIS and Grievance Redressal Mechanism

The report covers the literature search, the details of the field visits undertaken, the key findings and recommendations for improvement. Field visits were conducted to areas under Nainwa block of Bundi district, Rajasthan.

Key findings

The key findings with respect to the loopholes in the delivery of NRHM are:

Regarding implementation of JSY and JSSK:

· There is a significant delay in payment of cash incentives to ASHAs.

· Support system for ASHA is poor. ASHA supervisors are either absent or busy in other work.

· Counselling services imparted by ASHAs and ANMs in VHNDs are poor.

Regarding infrastructure and manpower:

· There is an acute shortage of staff in many health centres. Doctors with specializations are a rare sight.

· Lab equipment is poor.

· Many CHCs are not functioning as FRUs due to HR problem or infrastructure problem.

Regarding community involvement

· VHSNCs are poorly oriented towards utilization of untied funds. Hence misuse of funds occurs.

· Interest levels of PRI representatives in VHSNCs are low.

· No forum exists for people of villages to reach out to the higher authorities.

· Community based planning is almost NIL.

· Inter-sectoral convergence in terms of drinking water is not seen at the village level.

Regarding MIS and Grievance Redressal:

· Scope of HMIS is limited to PCTS, ECTS. And it is not under public domain.

· There exists a grievance redressal cell under the DPMU but is not at all widely known.
Recommendations

Suggested recommendations are:

Regarding implementation of JSY and JSSK:

· Specialised counselling and communication workshops for ASHA, ANMs & MOs.

· Increasing performance based incentives of ASHAs and removal of 1-5% of non-performing ASHAs.

· Performance evaluation of ASHA/Health Supervisor based on ASHA’s performance and grant of allowances to ASHA/Health Supervisor for helping ASHAs in field visits. Follow up mechanism for ASHA’s payments by BPM and entry in MIS.

· Analysing in the situation of every SHC in every block – operational status, operational timings, area of coverage, staff posted and staff operational.

· Opening more SHCs based on the criteria that every SHC should not cover more than 2-3 villages. Marking the SHCs on a priority scale based on the distance and accessibility of the SHC from the nearest town. If the SHC is comparatively nearer to the town, then the SHC should be marked as low-priority SHC and if it is remote, it should be marked as a high priority one.

· Not allowing deputation of ANMs to other health centres at any cost and making sure that the ANM posted to the SHC stays there. High priority SHCs should be given special focus.

· Allocation of areas in the villages to the ANMs. The ANMs should be individually responsible for their respective section of the village.

Regarding infrastructure and manpower:

· Capacity building of doctors by compulsory training in specialised services like LSAS, BEmOC, etc. 

· Performance tracking of doctors after training and follow-up training if required.

· Introduction of a supply chain manager at the district level.

· Non-monetary incentives for staff posted in difficult areas like speedy promotions, preference for children in academic institutions, special quota in post graduate studies for young doctors willing to serve in difficult areas, etc.

Regarding community involvement

· Quarterly meeting at the block level inviting members from VHSNC: One to two members from each VHSNC under the block should be invited for a quarterly meeting with the block officials and get their voices heard.
· Immediate orientation of VHSNCs on a large scale.
· Increasing number of members of VHSNCs and community consultation for appointing new members instead of ANM’s discretion.

· Encouraging NGO participation in VHSNC even from outside the village.

· Arranging compulsory meetings with the Panchayat.

· Feedback from every village and SHC for funds required for the next year.

· Reintroducing community based monitoring.

Regarding MIS and Grievance Redressal:

· Bringing PCTS, ECTS under public domain to increase accountability and keep a check on fraudulent entries.

· To include inspection/monitoring records in the MIS under public domain.

· To include performance tracking related data in the MIS under public domain.

· To form a grievance redressal cell at the block level under the BPMU and an NGO and to clearly lay down the issues to be handled at the block level and district level.

· To provide adequate publicity to the cells under DPMU and BPMU.

· Discussion of grievances to be a compulsory agenda of DHS meetings.

Other recommendations

· Free transport for sterilization cases should be provided.
· Incentives for sterilization should be increased and be more than that of the incentives under JSY.
· Fund pooling at a single platform in the village. Funds from different departments for the same purpose should be pooled and channelized.
· A programme should be developed for integration of drinking water and sanitation with health.
