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Making available quality health services and ensuring their optimal
utilisation by the community in remote and difficult areas is a great
public health challenge. The NRHM aims at fulfilling this challenge
effectively in our vast country. Sharing of experiences, timely
interventions and appropriate management are essential for an efficient
health care system to achieve the national objectives.

It is a matter of pride that Central Bureau of Health Intelligence
(CBHI) on behalf of Dte.GHS, MOHFW/Govt. of India, in close technical
collaboration with National Institute of Medical Statistics, ICMR and
the European Commission Technical Assistance Team have created a
web based Health Sector Policy Reform Options Database (HS-PROD)
capturing health sector reforms that have been and/ or are being
implemented in all the States/UTs of India.

This website (www.hsprodindia.nic.in) is user friendly and state
of the art which shares information about Indian good practices and
innovations in health services management while highlighting the
challenges faced. It is heartening that CBHI along with its partners
has taken a step forward and summarised the contents of this website
in this meticulously designed report.

It is hoped that the website and this publication will greatly benefit
all the State/UT governments, health programme managers,
researchers, teachers and related institutions. Regular contributions
and sharing of information on such health sector reforms with CBHI
for updating and increasing this national database will be highly
appreciated.

Naresh Dayal

FOREWORD



In order to effectively handle our country's health challenges, the MOHFW/GOI,
have been making tremendous efforts through various centrally sponsored and aided
health programmes. The NRHM from April 2005 has further prioritised the national
commitment of strengthening the health infrastructure and quality services while
ensuring their reach upto the most peripheral areas along with their optimal utilisation
by the community. All the States/UTs of India have been making sincere efforts and
reforms in the health care delivery system. However, a lot of this goes unnoticed and is
thus not documented.

This communication gap necessitated dedicated efforts to document all such health
sector reforms undertaken in all the States/UTs of our country. For this purpose, the
European Commission supported Sector Investment Programme (SIP) of MOHFW,
GOI initiated steps forward. The Union MOHFW identified CBHI, Dte.GHS to take up
this challenge of creating Health Sector-Policy Reform Options Database (HS-PROD) of
India. In 2005, CBHI took this entire responsibility and opted National Institute of
Medical Statistics (ICMR) & ECTA for technical collaboration to accomplish this national
task.

HS-PROD (www.hsprodindia.nic.in) is a web-enabled database that documents
and further creates a platform for sharing of information on good practices, innovations
in health services management while also highlighting their failures. These initiatives
have been taken from a varied range of fields and stakeholders like the state/ UT
governments, development partners, non-government organisations. It makes readily
available a body of evidences that are so essential to take "the public health system
closer to the objective of evidence-based policy-making" as envisaged in the National
Health Policy & NRHM.

Every possible way of collecting information from the fields was adopted including
visits to various States/UTs, meeting with stakeholders, government and non-
government bodies, giving presentations at conferences/ seminars and also conducting
sensitisation workshops to generate state/UT level resource people. Brochures & CDs
for free distribution and posters have also been developed enhancing the visibility of
HS-PROD. The output of this 18-month effort is this meticulously designed report. It is
a matter of great pleasure that till date this website has documented more than 200
reforms in 16 major areas of health services management.

We solicit further information from State/UT governments, health programme
managers, researchers, teachers and institutions to take this cause further by contributing
and sharing information with CBHI in order to regularly update this national database.
Sense of ownership and pride is to be taken in an effort like HS-PROD by all public
health professionals.

(R.K. Srivastava)

PREFACE



CBHI takes this opportunity to applaud the Dte.GHS, Union MOHFW/
GOI and European Commission, which recognised and prioritised the need for
creating a web enabled database on various health sector reforms in the country.
Their continuous guidance and the support of Donor Coordinating division was
of immense help in effective implementation of the HS-PROD project.

The valuable contributions of our technical collaborators viz. NIMS (ICMR)
under the directorship of Prof. Arvind Pandey and ECTA team initially led by Dr.
Richard Brough followed by Dr. Paula Quigley and Mr. J. P. Mishra are highly
commendable in the development of HS-PROD. The entire research team including
the state facilitators, technical support team, officers and staff of CBHI, NIMS &
ECTA deserve special appreciation.

The PROD-Management Group (PMG) comprising of eminent professionals
and administrators from various public health fields/institutions from
government/ non-government sector played a pivotal role in continuously
guiding, advising as well as critically validating various health sector reforms
for their inclusion in this database. Each member of this group is sincerely
acknowledged for the valuable contribution and acting as a pillar of strength on
this national endeavour.

Our sincere thanks are placed on record to all States/UTs Health & Family
Welfare Directorates and their officers without whose cooperation this national
database could not have been built. The Regional Offices of Health & Family
Welfare, Government of India and the Health Information Field Survey Units of
CBHI are worthy of special mention for playing the facilitation role.

NGOs and other stakeholders in the national, bilateral and multilateral
organisations have greatly encouraged and helped in strengthening this database.
We would also like to thank contributions from all the health programme
managers, researchers, teachers, and public health, medical as well as
paramedical institutions. We solicit their continued support.

(Dr Ashok Kumar)
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Delivery huts to promote safe delivery in rural areas, Punjab [202]
Nearly 78% of women in Haryana deliver at home in the hands of untrained
dais that puts both mother and child at risk. In order to provide safe delivery
services with in villages, which is equally accessible and affordable, delivery huts
were established in the rural areas in September 2005-06.

Delivery huts are being set up with in the villages for providing services required
during labour in the institutions having all facilities required for normal deliveries
and referral arrangements. Old buildings of some of the subcentres / Primary
Health Centres are being renovated in a phased manner to meet the cleanliness
standard of a health facilities. The health department is providing the required
furniture, equipments and trained staff to conduct safe deliveries. Positioning of
the additional Auxillary Nurse Midwife (ANM) strengthen the delivery of services
like ante natal check ups, immunisation of the mother and children, birth
registration and referral services. An revolving amount of INR 10,000 has been
placed in a joint account of Panchayat Raj Institution (PRI) and ANM as untied
fund to meet the routine requirements including referral.

Outsourcing of non-clinical services, Punjab [157]
Faced with a shortage of manpower the Punjab Health System Cooperation
(PHSC) decided to outsource non clinical services Community Health Centres,
Sub divisional hospitals and District hospitals of the State through user charges.

These services include the ambulance services, sanitary services and electric and
plumbing services. While staff is contracted directly by PHSC for its ambulance
and sanitary services, only those hospitals with user charge collections of more
than INR 25,000 per month are allowed to hire an electrician and plumber.

The number of hired staff is now much higher than permanent staff - in 2005, 75
% of the sanitary staff were contracted. This initiative has reduced costs, led to
an improvement in the hygiene conditions and ensures emergency transport
round- the clock.

Health accounts - financial data for decision makers, Punjab  [46]
National health accounts (NHA) constitutes a comprehensive set of tables
designed to quantify, classify and analyse the income and expenditures in the
health sector (in both the public and private sector) of the country.

At present, expenditures on health have been accounted only for the public
sectors. The NHA will seek to integrate both these sectors so that the indicators
for the health system of the country on the whole could be ascertained.

The Government of India has committed to develop NHA in the National Health
Policy 2002. The Ministry of Health is still in the process of developing this. Initial
health accounts have been prepared in three states and a framework prepared
for the preparation of NHA.
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Retention of user fees at health facilities, Punjab [146]

The existing health facilities in Punjab were either ill maintained or ill equipped,
resulting in the non-availability of services to patients. Under Punjab Government
notification, Punjab Health System Corporation (PHSC) has rigorously adopted
user charges for various services at its health facilities.
Under a separate notification, State Government allowed the PHSC to retain
user charges at the point of collection and use them for non-salary and non-
recurring purposes.
Detailed guidelines were formulated for Civil Surgeons and Deputy Medical
Commissioners for the  usage of user charges collected which allowed them to  use
it in high priorities under proportions such as: drugs-45%; improving patient
facilities-25%; maintenance of buildings- 15% and maintenance of equipment-15%.
However, some categories of patients are exempted from paying the user charges
such as: people living below the poverty line, Punjab government employees and
pensioners, handicapped and unknown patients, critically ill patients, road side
accident cases, under trial prisoner and convicts, freedom fighter and their family
members.
Between 1996 and 2005, the user collection charges collected anually ranged
between INR 40.8 lakhs to 201.47 lakhs. It has led to financial sustainablity,
improved infrastructure and equipment and also improved drug availability.

Devolution of financial powers, PHSC, Punjab [147]

Traditional administrative procedures regarding release, utilisation and control
of funds are time consuming and inefficient and which hamper services at health
facilities due to delays in the repair and maintenance of the infrastructure or
equipment.

To overcome the routine obstacles involved in these administrative procedures,
functional autonomy is decentralised to the hospital in charge by allocation of
adequate financial powers to staff. For local repair of equipment and other related
expenses, senior medical officers are authorised to spend INR 2000 without a
quotation from approved sources. Between INR 2000 to INR 5000 with a single
quotation by approved source/ manufacturer/public sector undertakings and
between INR 5000 to INR 10,000 with minimum three quotations. Any amount
above INR 10,000 requires the sanction of the headquarters.

For necessary single sanction it varies according to the officer in charge as well
as to user charge collection per month. Stationery spending power varies
according to the bed strength of the hospital. Decentralised administrative powers
are helping in making speedy decisions at the lower level. Besides, the resources
are efficiently managed as per the requirements of the health officials.
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State Illness Assistance Fund, Madhya Pradesh [208]

The State Illness Fund, created with a grant of INR 10 crores, provides assistance
to families living below the poverty line. The government gives financial assistance
in case of 13 listed diseases that require surgery and expensive treatment.

The application, to be submitted to the District Collector, should be accompanied
by (1) BPL and residence certificates and (2) Certification of the disease, the
estimate for the surgery (to be given by Civil Surgeon). The application is then
forwarded to the Secretary, SIAF. The application is scrutinised by an SIAF sub-
committee before the management group approves it. SIAF sub-committee is
constituted under the chairmanship of the Minister for Health and Family
Welfare.

Assistance is provided for cancer surgery, radiotherapy and chemotherapy,
thoracic surgery, cardiac surgery, injuries caused by bomb blast, agricultural
machines, industrial accidents and natural calamities and many more such
ailments.

The above-mentioned surgical procedures can be performed in 16 recognised
institutions or hospitals.

Better Communication via Satellite, Madhya Pradesh [207]

With a terrain as vast and difficult as Madhya Pradesh, it is difficult to quickly
and simultaneously reach out to the huge healthcare workforce and the
community at large.

Initially, SATCOM, or SATellite COMmunication, was introduced in Madhya
Pradesh to impart training via satellite on any programme, not just on public
health, by distance learning mode.

The satellite communication node is established in Bhopal via Indian Space
Research Organisation (ISRO), Ahmedabad. A total of 44 dish antennas have
been installed in the districts under European Commission's Sector Investment
Programme (SIP). These are linked to the SATCOM centre located in the Academy
of Administration, Bhopal. The antennas at the districts have been installed at
district training centres and in 3 Regional Family Welfare Training Centres. Fixed
days and time slots are allocated to the departments by the State SATCOM Centres
every month for undertaking communications with their target audiences.

This is a unique two-way communication, wherein the remotely located district
personnel can see the State officials while listening to their presentations through
television sets. With the help of STD telephone lines, questions can be put to the
panel of presenters.
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Integrated Planning and Management of Health Services,
Madhya Pradesh [206]
In 2001, Development Partners (DP) in Madhya Pradesh came together to make
joint communication to the state government to request for comprehensive
planning so as to avoid duplication of efforts.

The UK government's Department for International Development, United Nations
Population Fund (UNFPA), United Nations Children's Fund (UNICEF) and
European Commission (EC), together initiated a series of planned consultations
amongst themselves; lately, Japan International Cooperation Agency (JICA) has
also joined in. Together, they have produced a set of terms of reference (ToRs)
for joint planning and support to the State Government and have requested it to
issue an Order whereby the roles of DPs are defined in terms of competence,
interest and mandate, as well as geographical area.

There is improved coordination and DPs now have a common platform for policy
dialogue with the State. DPs meet once a month and a meeting with government
representatives is held once in three months. The Bhopal UNFPA office is
secretariat of DP convergence. DPs have worked together in finalising Programme
Implementation Plan of RCH-II and National Rural Health Mission (NRHM).
Following field visits, they share experiences, information and technical viewpoint
with the state government.

Comprehensive plan to assess operational needs of First
Referral Units, Madhya Pradesh [113]
Huge operational difficulties including lack of staff, training, equipment,
maintenance and poor availability of drugs were preventing First Referral Units
(FRUs) in the State, including some district hospitals, from functioning.

The State Government, under the European Commission-assisted Sector
Investment Programme, drew up an action plan to carry out rapid and
comprehensive assessments of the operationalisation needs of FRUs. The exercise
was initiated in July 2004 with the intended goal of making at least one facility
fully operational at each block headquarters.

Once the needs were assessed at headquarters, steps were taken to operationalise
FRUs. This included: appointment of specialists on contract; procurement of
equipment ; training of MOs in speciality skills and refresher training for PGMOs;
contracting in of private specialists; provision of referral transport charges to
women belonging to the Below Poverty Line and Schedule Caste and tribe and
matching grant to Rogi Kalyan Samitis for effecting planned improvement in
service delivery.

By May 2005, INR 2.58 Crores of equipment had been ordered and training had
begun of existing MOs/PGMOs in anaesthesia, paediatrics and gynaecology.
Advertisements had also been placed for 137 specialist vacancies in 173 FRUs.
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Jigyasa: Adolescent Centre, Madhya Pradesh [212]
Family Planning Association of India (FPAI) set up a resource centres for
adolescents when youth groups in Bhopal district expressed the need for such a
platform. The Jigyasa Adolesecent Centre was established in 2002. FPAI runs a
JAC in Bhopal and three satellite centres in Mandideep Industrial area and
Harrakheda Rural area, on the outskirts of Bhopal, and Vidisha.
The resource centre caters to adolescents and youth from vulnerable sections of
society; these include school-goers, college students, school drop-outs, children
working in roadside eateries, rag pickers, platform children, juvenile delinquents,
street children and adolescents from urban slums.
JAC provides information, entertainment facilities, counseling, clinical services,
internet, library and referral services for adolescents, who need specialised
treatment. There is a weekly clinic at JAC every Wednesday, where any adolescent
can get consultation for INR 20. JAC also offers help and guidance on reproductive
health, nutrition and growth, HIV prevention, teenage pregnancy and abortions.
The JAC conducts short skill development courses in computer use, personality
development, dance, cooking, tailoring, karate, making handmade jute products,
spoken English, acting, henna application, and painting for a monthly fee of
INR 50.

Certification of Comprehensive Emergency Obstetric and
Newborn Care Centres, Madhya Pradesh [154]

Maternal and Infant Mortality Rate depends crucially on the availability of 24-
hour Emergency Obstetric services, thus all First Referral Units (FRUs) in Madhya
Pradesh are now expected to provide these round-the-clock services and are
referred to as Basic or Comprehensive Emergency Obstetric and New Born Care
service (BEmONC or CEmONC) centres.
The State Government passed a Government Order identifying the services and
facilities a CEmONC Centre must provide. These services include  24-hour service
access and Obstetric and paediatric casualty facilities. Functional blood bank
and storage with fully trained staff available 24 hours. Hiring of private
anaesthetist and obstetrician where applicable. Functioning equipment and 24-
hour availability of essential drugs. Sanitary conditions with responsibility
assigned to officer in charge of the institution.
To maintain standards, it was decided to introduce a process of certification for
CEmONC centres to ensure they were properly staffed and equipped and
functioning efficiently.
The first round of accreditation has been carried out. The certifications make
medical and paramedical staff feel more responsible for the services they are
delivering and also help in maintaining a minimum standard in healthcare
provision, staffing and infrastructure.
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Training of Health Service Providers on Gender
Mainstreaming, Madhya Pradesh [200]

Being sensitive to women's needs is crucial to making health services accessible
to women.

Capacity building of health care providers on providing gender sensitive services
has been identified as an important activity in the Integrated Population
Development (IPD) projects operation plan. Therefore, comprehensive training
was conducted for the medical officers and the paramedical staff in the five IPD
districts in Madhya Pradesh by the Directorate of Health Services, Government
of Madhya Pradesh with the support of United Nations Fund for Population
Activities (UNFPA).

Gender sensitive aspect has been integrated in all the ongoing skill development
training in which gender was made a cross-cutting component.

The actual training of the medical and paramedical staff was carried out in the
districts and a total number of 1765 health service providers were trained out; of
which 1211 were trained in the year 2004 and the balance 626 were trained in
the year 2005. The total planned number of health service providers to be trained
was 2350.

Kishor Mitra: Life Skill Education for Out-of-School
Adolescents, Madhya Pradesh [201]

Over 35% of all reported HIV infections in India occur among young people in the age
group of 15-24 years. Owing to a low level of literacy many adolescents in Madhya
Pradesh have poor access to sexual and reproductive health education and services.

This has a direct bearing on the incidence of sexually transmitted and HIV infection.

Kishor Mitra Centres were thus conceived of as counselling centres, catering to
boys and girls between 10 and 19. Here they not only got educated on sex and
sexuality, but also acquired valuable life skills.

This initiative was launched by the Government of Madhya Pradesh with the support
of UNFPA as a pilot programme in five districts between 2002 and 2004.

Regular sessions were held in Kishor Mitra Centres in collaboration with local
NGOs on the following:

Awareness of physical changes during adolescence (10-19 years age), Awareness
of emotional changes during adolescence, Awareness of the relationship issues,
sexual and reproductive health, Developing understanding about STIs and HIV/
AIDS, Vocational training such as in stitching, embroidery, soft toy making,
agarbatti making, to enhance earning resources and orientation to public service
offices like Bank and Post Office.
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Using Rural Health Practitioners for social franchising, Bihar,
Jharkhand & Madhya Pradesh [42]

Recognising that most people prefer to visit the Rural Health Practitioner (RHP)
to treat health problems that they cannot handle at home, and at the same time,
RHPs being male are outside the ambit of providing RCH services, Janani, an
NGO has set up a network of clinics and health centres.

The health centres known as Titli (butterfly) centres, franchisees of the Janani
network, are based at villages and run by an RHP trained to provide family
planning counselling and sell non-clinical contraceptives. In order to provide
services to the women, the RHP works with a trained woman health partner.

The next level of referral are the Surya (sun) clinics also franchisees of Janani
and run by formally qualified doctors in the towns.

The franchise contract stipulates that in exchange for benefiting from free training,
the promotion of a common logo and discounted drugs, franchisees are to provide
specific reproductive health services of standard quality at fixed rates.

The Janani network accounts for 5% of the total contraceptive coverage in Bihar
and Jharkhand, of which only 10% are clinical services and the rest is through
social marketing.

District budget analysis, Madhya Pradesh [44]

Several stakeholders are involved in funding health services in Guna District,
Madhya Pradesh. Furthermore, there are multiple sources of funds from central
and state governments for health and family welfare services.

The development partners, each of whom has its own funding plan, agreed with
the district collector that a single district health plan which reflected all these
activities and sources of funds would help to make the planning and delivery of
services more effective by avoiding duplication and facilitating pooling of funds
where appropriate.

An integrated plan was developed to map out available funds by using a "sources
to uses" matrix created in an Excel spreadsheet. The district budgets referred
included those from health as well as other health-impacting departments such
as women & child development and public health engineering. After discussions,
a structure founded on four domains: development of community structures and
processes, strengthening of sub-health centres, strengthening of referral services
and IEC & training was adopted.

This activity has been extended and fully replicated in all 48 districts in the state.
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Graded user charges for hospital service improvement,
Madhya Pradesh [24]

What started as an initiative to clean up the Government hospitals after the spread
of the Plague in Madhya Pradesh, has grown to helping health facilities become
financially self sufficient. Rogi Kalyan Samities (RKSs) or Patient Welfare
Committees were formed at each institution comprising of members of the State
offices and the local community.

The RKSs were authorised to receive donations and to levy 'user fees' for services
provided by the facility as a means to generate the funds required for the regular
maintenance and further development of the institution. The RKSs were permitted
to mobilise funds from income generating activities such as parking lot, chemist,
canteen and rents from leased out properties and if required, loans from banks
and other financial institutions. They were also exempted from paying income
tax.

RKSs can sanction new construction, provision of testing and diagnostic facilities
in the hospital premises by the private sector. They can also spend on recurring
expenses either unavailable or in short supply from the regular budget.

The setup of RKSs has led to an improvement in the condition of government
health institutions of the State thereby improving the efficiency of the staff and
increasing the number of patients.

Mobile Approach to Healthcare Outreach Services,
Madhya Pradesh [175]

Dewas district revealed low level of immunization, family planning and antenatal
care (ANC) a preference for home deliveries; a high prevalence of low birth weight
and malnutrition; low levels of awareness about pneumonia, diarrhoea, Sexually
Transmitted Diseases (STDs) and HIV/AIDS. A large section of the population
is tribal and the undulating terrain makes it difficult for the poor in Dewas district
to access health care services.

The Ranbaxy Community Health Care Society (RCHCS) is a non-profit registered
society set up in 1994 by Ranbaxy Laboratories Ltd., a leading pharmaceutical
company.

It planned to provide a package of preventive and curative services through
mobile vans in Dewas Block in November 2001 with the objective of increasing
access to essential reproductive and child healthcare including adolescent health,
prevention and treatment of Reproductive Tract Infections RTIs/STIs as well as
AIDS awareness and health education on various health issues.

The service is very convenient for women and children, who are otherwise
dependant on men to take them to hospital to access basic health care services.
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Inter-sectoral Approach to Family Counselling Centres,
Madhya Pradesh [199]

Madhya Pradesh and Maharashtra together account for 29.7 % of total registered
crime against women. Domestic violence in any form harasses women and
increases their vulnerability to ill health, ultimately leading to psychosomatic
disorders.

 Realising that mental health is a neglected area, Family Counselling Centres
(FCC) were established by the Institution of Family counselling Support Services
in 1999 in 5 districts of Madhya Pradesh-Satna, Rewa, Sidhi, Chattarpur and
Panna. FCCs are supported financially by United Nations Fund for Population
Activities (UNFPA).

Victims of domestic violence are counselled at FCCs. If the women have been driven
out of their home they are referred to Short Stay Homes run by NGOs or the Social
Welfare Board. The FCC interacts with and counsels the family or spouse inflicting
violence on the women and the aggrieved client separately and then together in a
family setting and tries to resolve the problem from their point of view. The counsellor
helps the victim women cope with their stress and trauma. The counsellor, social
worker and legal advisor form the team at a FCC.

The FCC team along with police department officials organise legal awareness
camps in urban and rural areas of the project districts.

District Health Action Plans, Madhya Pradesh [156]

The State of Madhya Pradesh being one of the largest in the country found itself
unable to address its health needs adequately. With a view to decentralise health
planning and implementation in the State, it established the Rajiv Gandhi Mission
(RGM) for Community Health.

In 2004, it developed planning guidelines and provided technical support to the
districts to help them prepare Integrated District Health Action Plans. A core
group selected by the District Collector (DC) consisting of 4-6 people comprising
stakeholders was formed in each district to facilitate the planning process.

Workshops were held at block and district level to identify problems and identify
priorities and possible interventions to deal with these problems, attended by all
stakeholders. The core group worked on recommendations received from these
workshops to finalize the list of interventions.

Following this process, plans were approved and funds made available to the
District Health Societies. This initiative has helped start micro planning of each
activity under the District Plans, made CM&HO and DCs feel more accountable
and coordinated and brought about a greater sense of ownership amongst the
stakeholders for health services and activities.
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Extending role in RCH of Anganwadi workers,
Madhya Pradesh [21]

Being one of the largest States of the country, Madhya Pradesh was unable to
deploy the prescribed number of (one trained birth attendant and one Jan
Swasthya Rakshak (JSR) per village) field level health workers. Almost all JSRs
(97%) were male leaving women an unattended lot.

Since Anganwadi Workers (AWWs) were also a partly trained workforce and
based at villages, they were enlisted to help provide Reproductive and Child
Health (RCH) services. AWWs were given three months training in order to
promote better health practices and to provide preventive and simple curative
health services, especially to the female population.

Local initiative programme for Reproductive & Child Health,
Uttarakhand [40]

The Rural Development Institute (the rural
outreach arm of the Himalayan Hospital
Trust) set up a Local Initiative Program
(LIP) with the main aim of providing
outreach services by enhancing community
ownership. The area covered were 5
districts of Uttaranchal.

Lady Medical Officers were recruited and
mobile camps were conducted in outreach
areas to supplement the health care infrastructure. Women Community Health
Volunteers (CHVs) were selected from the local population and trained in Eligible
Couple (ECLO) mapping and basic RCH services and each CHV was to monitor
a population of 400 around her village. Village health committees were formed
which meets twice a month to discuss health problems and suggest possible
solutions. Traditional Birth Attendants were trained in clean and safe delivery
practices. Other than this, a Behavioural Change Communication strategy was
introduced using posters, pamphlets, puppet shows, wall writings in prominent
places and health fairs are organised periodically where family check ups are
offered free of cost and specialist services were also made available.

This has enabled availability of health services and created awareness among
the people in rural and hilly areas by utilising people from within their own
community.
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Using a private partner to provide round-the-clock laboratory
tests at a government hospital, Uttar Pradesh [117]

The Bal Mahila Chikitsa aum Prasuti Griha (BMC & PG) - Maternity & Child
Care Centre Aligunj Lucknow under the Lucknow's Urban RCH project,
supported by the European Commission, aimed to strengthen the BMC & PG to
provide facilities for normal delivery, emergency caesarean section, neonatal care
and many more family related issues round the clock.
Due to resource constraints of the hospital, a private partner was involved
providing diagnostic facilities. Most of the tests were for pregnant woman after
admission to the BMC & PG. The positive aspect of these services was not only
that they provided 24 hour service; they were also very fast in their diagnosis
after the tests were conducted and communicated the results to the hospital.
People below poverty line (BPL) patients received this facility free of cost. The
Chikitsa Sudhar Samiti (CSS) (the hospital's welfare committee) reimbursed the
diagnostic facility their fees.
This arrangement ensures that pregnant women and children have access to
laboratory facilities at an affordable cost at all times.

Construction of Sub Centres through involvement of PRIs,
Uttar Pradesh [198]

Of the 20,521 Sub Centres (SCs) in Uttar Pradesh, only 6581 were functioning
from government-owned buildings. The remaining 13940 SCs operated from
poorly maintained rented buildings.

Construction of the SCs is the sole responsibility of the State Public Works
Department (PWD). But a departure was effected in 2005 when, Panchayat Raj
Institutions (PRI) and the Auxillary Nurse Midwife (ANM) were involved in the
supervision and monitoring of construction of SC buildings. Randomly 141 SCs
in 46 districts were selected for the construction of buildings.

The standard design of Sub Centres, as mentioned in RCH II, was taken as the
norm with some area-specific modification.

To release money for construction a joint savings bank account was opened in
name of the Sarpanch and the ANM. The Chief Medical Officer was made
responsible for release of funds.

Fund release was scheduled in two instalments. In the first instalment 80% of
the total estimated cost was released and in the second instalment was released
on the basis of utilisation of 70 percent fund released in the first instalment.

For technical assistance in the construction, a civil engineer posted at block level
was appointed.
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Community Partnership for Safe Motherhood, Uttar Pradesh [56]

With a view to reduce the high rates of
maternal and infant deaths in Kanpur Dehat
district, Community Partnership for Safe
Motherhood (CPSM) project was conceived. It
aimed to teach communities home-based
maternal and neonatal life savings skills, reduce
delays in transport to referral centres for
treatment and promote post-abortion and post-
partum family planning.

This it did by encouraging villages to select Village Health Guides (VHGs) - women
volunteers from the local community. VHGs were trained on basic information
and skills about obstetric emergency. They were then responsible for identifying
the pregnant women in each village and teaching them and their birth attendants
these skills. They also advised on the use of iron tablets, condoms and pills and
were able to earn money by selling these at a subsidised rate.

Another initiative was training the rural medical practitioner on life saving skills
so they recognised danger signs and knew to refer on to Emergency Obstetric
Care (EmOC) centres when necessary.

As a result of this, 75% of the women were seen to have put their newborn to the
breast feed within one hour (from 1.7% initially) and 40% had accepted modern
methods of family planning.

Health Education, Uttar Pradesh [123]

The Functional Literacy, Health Education and Care Programme was started by the
Ramakrishna Mission Home of Service (RKMHOS) using computer based multimedia
health education primarily in Hindi. The students in schools and colleges, hospital
patients and their attendants, villagers and slum-dwellers were the beneficiaries.
Schedules for the school visits were finalised in consultation with the District Inspector
of Schools and Principals. Around half an hour of Multimedia Health Education
products like films were developed on basic health issues like Tobacco Use Prevention
(TUP), Hygiene and Sanitation, Child Health and many more.

IEC material like brochures propagating awareness proved beneficial. Around
67 schools participated in some of the health related workshops and programmes.
This programme or rather initiative brought about awareness and consciousness
within various schools and students which is an achievement.
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Primary Health Care and RCH Services in urban slums,
Uttar Pradesh [130]

A Public Private Partnership (PPP) between the State Government and
Ramakrishna Mission Home of Service (RKMHS) was developed to provide
primary health care and Reproductive and Child Health (RCH) services in 8
identified slums of Varanasi City.

Mobile van with specialists and support staff along with the Community Health
Workers (CHWs) provided health services. A medicine-dispensing counter was
also fitted in this van. These services are provided on a weekly basis and basic
health education is also imparted. However, the hospital does not provide services
catering for pregnant women but these cases are referred to district hospital and
Medical Institute Hospital (BHU Varanasi).

Outreach of these mobile health care services have benefited around 34571
patients in eight slums and the neighbouring areas during a time period of March
2004 to May 2006. A positive aspect of these services is that these are provided
by educated and well-qualified officials that provide confidence to the people to
be able to avail the services on a regular basis.

Improving access to healthcare in urban areas through re-structuring,
community involvement and operational autonomy, Lucknow [53]

An urban Reproductive and Child Health (RCH)
programme was undertaken in the city of Lucknow
with the objective of improving Maternal and Child
Health (MCH) indicators.

This was done by using an existing network of
Resident Community Volunteers (RCVs) in slum areas
to provide counselling, first-aid and detection of
emergencies; strengthening existing maternity homes to provide essential and
emergency obstetric care on a round-the-clock basis and set up of additional
facilities to serve the outer parts of the city.

These activities are supported by complimentary investments in Behaviour
Change Communication (BCC), training and capacity building.

The project started with the creation of an integrated District Health and Family
Welfare Authority by merging existing vertical societies of national programmes
and NGOs were involved in forging a link between the slum population and the
District Health and Family Welfare Agency through the network of RCVs and
organising service delivery through charitable or private hospitals in slum areas.

This initiative has led to improved access to services particularly for the poor,
increase in institutional deliveries, immunisation coverage levels and couple
protection rate and improved management of obstetric emergencies.
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Involvement of private sector in providing reproductive and
child health services, Uttar Pradesh [52]

State Innovations in Family Planning Services Project Agency (SIFPSA), an agency
setup as a partnership between the government and USAID, works with NGOs
to provide family planning services to the rural areas of Uttar Pradesh.

After an NGO has been selected, it recruits and trains a network of Community-
based Distribution (CBD) volunteers. The CBD worker is a married woman from
the community with whom she works. Her work includes identifying and counting
eligible couples, supplying condoms and pills, family planning counselling and
referral for sterilisation.

Similar initiatives by SIFPSA include involvement of dairy cooperatives also
following the CBD approach but restricted to the villages that fall on the milk
route. In the case of the organised employer sector, the initiative consists of two
components - the factory component where an employee of the factory called
the 'factory health motivator' plays the role of the CBD worker on the factory
premises and the community component where CBD volunteers work in the
vicinity of the factory. Another related initiative is that where Indian Systems of
Medicine Practitioners (ISMPs) are trained as family planning counsellors.

Mobile AIDS Counselling Services, Delhi [155]

In 1996 the Rajiv Gandhi Foundation (RGF) set up a mutually supportive network
of General Practitioners (GPs) and Non-Governmental Organisations (NGOs) to
help provide counselling and health services to  HIV/AIDS patients in Delhi.

To supplement the efforts of this trained workforce, the RGF created a new project,
the Mobile AIDS Counselling Services.  It aims to raise awareness through mobile
exhibitions using folk media. Mobile teams consisting of a counsellor, an activist
and specially trained troupes perform various educative programmes through
street plays, puppet shows, audio and video presentations. People suffering from
Sexually Transmitted Diseases are given medical help while those wishing to be
tested for HIV are offered on-the-spot testing. The project offers preventive and
supportive counselling and works at reducing the stigma, discrimination and
denial associated with AIDS. The intervention package also includes networking
with hospitals and nursing homes (for management of infections), tuberculosis
treatment and social marketing of condoms.

By 2005, thirty slums in Delhi have been covered by the project. The programme
was successfully replicated in Mumbai. In a span of 5 years, a total of 41 slums in
the city have been covered.
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Decentralised planning for RCH services, Uttar Pradesh [118]
In March 1998, SIFPSA (funded by USAID) launched 6 District Action Plans
(DAPs) involving all stakeholders from the public and private sectors in a
decentralised participatory way. Each plan was implemented by a district level
District Innovations in Family Planning Services Project Agency (DIFPSA).
Both public and private sectors were involved in the plans. These plans facilitated
access to reproductive health services, improved quality of reproductive health
services and generated demand for reproductive health services.
The results included increase in Contraceptive Prevalence Rate (CPR), increased
sterilisation among people and slight decrease in population growth by about
3.33%.

Community Midwives Programme, Uttar Pradesh [61]

Faced with high maternal and infant mortality rates coupled with insufficient
numbers of ANMs in the Stateof Uttar Pradesh, State Innovations in Family
Planning Services Agency (SIFPSA)- an agency setup as a partnership between
the government and USAID, have established a new cadre of private community
midwives in rural areas.

Women aged 18 to 35 and educated to a minimum 10th class pass were recruited
to be trained as community midwives (CMWs). An 18-month training curriculum
was developed and trainings were conducted at government training centres.
The CMWs are then expected to go back to their communities and set up private
practice. CMWs were provided logistical support for clinic set-up and the
necessary equipment on completion of the course.

The Uttar Pradesh State Nursing Council has since recommended that the
developed curriculum be used for all its ANM training.
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1. Bihar 3. Orissa
2. Jharkhand 4. West Bengal

EAST

The number in [ ] at the end of each title denotes
the web reference number
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Promoting Change in Reproductive Behaviour of Youth, Bihar [178]

Family planning interventions that delay the first
child and space subsequent children by at least 36
months have a proven value in improving maternal
health and child survival. Addressing youth fertility
can deliver multiple benefits with regard to health,
demographic balance and economic advantages.

PRACHAR Project of Pathfinder International has,
since 2001, supported a group of 30 NGOs to
promote change in reproductive behaviour of adolescents and youth in Bihar.
This project was implemented 5 districts of Bihar covering 552 villages.

Each NGO partner worked in a cluster of 30 villages with a population of
approximately 30,000. They conducted community based programs to reach the
community at large with standard messages promoting the value of delaying
and spacing births.

The community was segmented into specific primary and secondary target groups
of unmarried adolescents, young married couples, parents and influential adults.
These groups were reached with life stage specific information and
communication that promoted the messages of delaying and spacing children
and adopting safe sexual and reproductive behaviour to remain free of unwanted
pregnancy and infection.

Integration of mother and child health services at village level,
Bihar & other States [119]

The Integrated Nutrition and Health Project targeted children under 6, pregnant
women and women with children under two. This was implemented in

Andhra Pradesh, Rajasthan, Madhya Pradesh, Orissa, Uttar Pradesh and Bihar
during 1996 & 2000.

Supplementary feeding for children aged 6 - 24 months and pregnant and lactating
women with iron and folic acid supplements were given. They were also given
complete immunisation. Breast feeding was also emphasised upon. Advisory
groups were formed at the block level consisting of officials dealing with Mother
& Child health with Non-Government Organisations (NGOs) for better co-
ordination and implementation.

Volunteers from the community, Anganwadi Workers (AWW) and Auxiliary
Nurse Midwives (ANMs) made contact with the pregnant women, children under
one year of age. The percentage of women receiving the check-ups during their
pregnancy increased in 5 of the 7 project states. All states except Uttar Pradesh
showed an increase in the % of children fully vaccinated.
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Village Health Committees, Jharkhand [182]

With limited infrastructure and scarce human resource, the government
health system is unable to reach services to villages. It was felt, therefore, if
the community could be involved in the system and it if it could be made to
own the system, that would go a long way towards improving service delivery
in the state. Formation of Village Health Committees (VHCs) in each village
or tola was one of the initiatives on this front.

VHC is a people's body. It comprises adult members selected by the Gram
Sabha at a public meeting of the villagers. The VHC acts as an apex
community-based health and sanitation body in the village. Training is also
given to the VHC members to prepare Village Health Plans (VHP). Village
Health Plans are made in consultation with the village community.

The prime role of the VHC is to identify the health needs of the community
and to generate awareness on health issues. It formulates local implementation
plans for the public health programmes in consultation of the Auxiliary Nurse
Midwife (ANM) and Anganwadi Workers (AWWs).

Helpline For Health, Jharkhand [183]

In Jharkhand, enormous gaps exist between the common man and the
authorities with regard to access to information. There was no channel to
access information or to air grievances.

Swasthya Help Line (SHL) was an initiative that was designed to create a
mechanism for interaction with the common man. Direct access telephone
numbers were earmarked and widely publicised.

Issues addressed by the help line relate to malpractices, corruption in the
department, non-functioning of a health facility or information related to
immunisation drives in local areas, unavailability of staff or health worker in
the Primary Health Centres (PHC), non-receipt of salary, stipend, etc.

Every call is given a unique code and reference number for its subsequent
follow-up. Once a call is received, it is referred to concerned officials with its
unique code for follow-up and necessary action. If the caller leaves his or her
identity, the department gets back to inform the person on the action taken
on a particular complaint.

SHL takes the first line of action at the Civil Surgeon (CS) level. The related
issues are then transferred to the concerned District Medical Officer (DMO).
If problems are not addressed there, it goes to higher authorities in the
ministry.
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Sahiyya movement, Jharkhand [153]

In order to provide quality healthcare services to the 'last person in the last
household of the last village' the Government of Jharkhand initiated the Sahiyya
Movement after a pilot in 2004 to encourage community participation in delivering
quality health care to the needy and empowerment of women.

The programme aims to focus on women and children in marginalized sections
of the community, particularly those in remote, unreachable areas. The key
activity is formation of Village Health Committee (VHC) and the establishment
of community health workers called Sahiyyas.

Sahiyya works to promote health education and is selected by the community
and VHC. She is paid by the community in cash or kind. She facilitates integrated
mother and child health care and provides family planning advice and first aid.
She is also the village depot holder for all family planning techniques and acts as
a link between the community and service providers and works alongside the
Anganwadi Worker and Auxiliary Nurse Midwife.

Approximately 1,000 VHCs have been formed and 1,000 Sahiyyas chosen.Seven
NGOs have joined the scheme and are working in 34 blocks supporting VHCs
and Sahiyyas.There is already better convergence between the health, social
welfare, public health education and rural development departments.

Voucher Scheme for Institutional Delivery and Immunisation,
Jharkhand [181]

In order to promote institutional delivery and routine immunisation a voucher
scheme was launched in December 2005 in all the 22 districts of Jharkhand. It is
implemented through the Auxiliary Nurse Midwife (ANM), Anganwadi Worker
(AWW) and Sahiyya, the village level link health worker.

Vouchers are issued to BPL pregnant women at the time of registration of
pregnancy. The final and last instalment is given at the time of complete
immunisation of the newborn. The BPL status of the woman is ascertained on
the basis of the red ration card, issued by the revenue department; in its absence,
two senior persons of the village can certify the poverty status of the woman.

The registered pregnant woman is encouraged to go to the Sub Centre to receive
100 tablets of Iron and Folic Acid (IFA) and two doses of Tetanus Toxoid (TT).
On her third visit to the health facility, which is around 8 weeks before the
expected date of delivery, she is issued a voucher of INR 700. With this voucher
she is entitled to have the delivery at any government facility or at an accredited
private health facility. In case of caesarean section she will get INR 1500.
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Multi-power operated cold chain equipment, Jharkhand [180]

Jharkhand, being a newly formed state, leaves much to be desired with
regard to electricity supply. Only 15% of the villages are electrified and a
village is considered electrified even if there is only one house with
electricity. Often, in many places, there is no electricity supply for weeks
together. This is not only the case with villages, but also in block towns
and district headquarters. This erratic supply of electricity creates
problems for maintenance of the cold chain, so necessary for preserving
potency of vaccines. Multi-power operated cold chain equipment, that
function on solar power, battery and electricity, become essential under
these circumstances.

On a pilot basis, Jharkhand government commissioned multi-power
operating cold chain equipment in 2005. Ice Lined Refrigerators (ILRs),
Deep Freezers were connected with the batteries,  which could be
recharged with solar power or with electricity, depending on which was
available. Thus, even in the absence of electricity battery charge is
maintained from an alternative source, in this case, with solar energy.

Awareness Generation on Vitamin A and Anaemia,
Jharkhand[179]

In June 2004, Government of Jharkhand launched an anaemia control project
in coordination with Vikas Bharati, a local NGO and MOST, a USAID
funded micronutrient initiative. This pilot project was started in 5 blocks
of the Gumla district, covering a population of 400,000. Government of
Jharkhand provided consumables and logistical support while Vikas
Bharti focussed on community mobilisation.

The main thrust of the project was to raise awareness among women
and adolescent girls of IFA supplementation and its regular consumption.
In each village, a central location was selected for the activities, like the
Anganwadi centres,  Panchayat  Bhawan,  Sub Centre or  the local
clubhouse. Anganwadi Workers were chosen as service delivery persons
in the villages which had an Anganwadi Centre (AWC); villages which
did not have an AWC, a Vikas Bharti Worker (VBW) was selected as the
delivery person.

A three-day training was given to health service providers and frontline
workers on how to counsel for raising awareness and motivation among
the target  group.  The focus of  the training was to emphasise the
importance of IFA tablets and symptoms and consequences of anaemia.
Songs were also composed in local dialects so that IFA gained common
currency.
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Pictorial Tools for Behaviour Change Communication,
Jharkhand [204]

In order to integrate healthy eating habits among the
illiterate tribal population, pictorial tools were devised
by the Ranchi Low Birth Weight Project, an action
research project of Krishi Gram Vikas Kendra (KGVK),
Child In Need Institute (CINI) and Government of
Jharkhand.

Immunisation calendar: All vaccines required upto the
age of one are depicted in the calendar. Months are marked both according
to the traditional as well as the English calendar. Common festivals like
Holi and Dussehra, are also mentioned to get better reference points.

Tri-colour food chart: As per nutritive value, food items were categorised
in to three colours, that is, orange, white and green. Green colour includes
all the green leafy vegetables, white colour includes milk and milk
products, eggs, etc and orange colour includes all the pulses, coloured
fruits etc.

Registration booklet for pregnant women and child: It is meant to record
events in an infant's life cycle, right from the registration pregnancy till
it is one year old. This is devised to promote ante and post natal care,
exclusive breast feeding and complete immunisation. All the questions
asked are depicted in the pictorial forms. Their answers are also colour
coded- green for yes, red for no.

Mandatory rural service prior to post-graduate training,
Orissa [10]

With a view of decreasing vacancies in difficult areas, the government of
Orissa introduced government service as a prerequisite to post graduate
medical studies. It was made mandatory in Orissa for all Medical Officers
of the States to complete one year of service in rural areas. The entrance
examination for PG courses is conducted one year ahead of the date for
admission; those who qualify are assigned to one of the institutions in
one of the 11 identified backward or tribal districts.

Other than filling vacancies, the scheme also sought to sensitise the young
doctors with the problems faced in rural and difficult areas, especially
community health issues. While initially there was some achievement, in
most cases this has not proven to be a very successful scheme with doctors
seeing their posting as a waste of time.
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Streamlining drug procurement at appropriate levels of the
health system, Orissa [17]

This initiative is a replication of the Tamil Nadu system (Web Reference
Number: 27). Here too as in the case of Tamil Nadu, a Central Drug
Management Unit has been established. Ordering and payments are
centralised with a centralised online inventory control and the passbook
system has been put in place.

District cadres for paramedical workers, Orissa [8]

In a move to reduce vacancies and absenteeism among the paramedics,
the Orissa government decided to make the paramedics (including the
posts of the pharmacist, staff nurse, paramedical worker, multi-purpose
worker both male and female, laboratory technician and refrigerator
mechanic) into district cadres from the earlier State cadres.

Paramedics now do not have to move outside their district. District
authorities recruit the candidates and preference is given to those
belonging to the same district. This has led to increased attendance and
availability of paramedics in rural and difficult areas. Decentralisation
has also helped in the better organisation of the workforce.

Incentive to Tackle Absenteeism among Doctors in Tribal
Areas, Orissa [213]

In February 2006 Government of Orissa introduced financial incentive
for doctors with a view to tackle chronic absenteeism in rural and tribal
areas. Assistant Surgeons and specialists (class II) at district level hospitals
are given additional INR 2000 per month on condition that they attend
to their duties regularly. Doctors serving at peripheral hospitals and
dispensaries get a financial incentive of INR 5000 per month. If a doctor
goes on leave for more than three days or is in transit on account of
transfer, he or she does not qualify for the incentive.

In order to get the incentive the Medical officers (MOs) in charge of
Community Health Centres (CHCs), Primary Health Centres (PHCs) and
Area Hospitals have to certify doctors' presence to Chief District Medical
Officers (CDMOs).

Surprise visits are made by CDMOs to verify whether the MOs have been
physically present in the health institutions. In case a doctor is found to
have made incorrect statement regarding attendance, the incentive
amount is to be recovered from the countersigning officer.

The district collector, who is responsible for administration of the district,
is supposed to regularly monitor the attendance of doctors.
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Hands-on training of medical interns in community health,
Orissa [13]

The three months training mandated for medical college interns, which
was usually conducted at certain specified institutions and in groups of
25 was changed to posting two or three interns to Community Health
Centres supervised by peripheral Medical Officers.

The new programme consisted of  50 days of  campus assignments
including the whole range of clinical skills, laboratory work, managerial
& administrative work, data collection & analysis, staff meetings and 25
days of field work comprising visits to villages, anganwadis, family
welfare camps, schools, sub-centres and programme offices. The interns
were thus exposed to the real life working conditions, providing them
with the necessary skills to take on their future roles.

Privatisation of hospital cleaning, Orissa [5]

The Government of Orissa contracted private providers for cleaning
services in select Government hospitals due to problems faced with its
apathetic class IV staff.

Initially there were hurdles in the form of union opposition, increased
personnel costs where redeployment of existing staff was not possible
and inadequate number of contractors, especially in rural areas. However,
the resultant advantages of cost efficiency, proper management of waste,
better care for patients and improvement in the maintenance of the
facilities prompted the government to extend the scheme. Subsequently
catering, laundry and security services have also been outsourced and
the expenses are met out of user charges.

Five Disease Treatment, Orissa [15]

The Orissa government introduced a scheme whereby all patients would
be provided free treatment for five most common diseases (diarrhoea,
Acute Respiratory Infection (ARI), scabies, malaria and leprosy) prevalent
in the State.

To ensure that each institution had a regular supply of quality drugs to
treat these diseases, it came up with standard treatment protocols. On
the basis of this, the required medicines were calculated, ordered and
distributed to the facilities. Any patient who had to buy medicines from
the market was to be reimbursed. These measures were accompanied by
clinical audits and a media campaign to inform the public.
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Outreach and referral services for slum populations
contracted out to private organisations, Orissa [50]

Population Services International (PSI) undertook social marketing and
franchising by distributing basic health products such as contraceptives, oral
rehydration salts (ORS), safe water systems and clean delivery kits to the rural
population of Orissa through commercial networks, mostly pan shops.

PSI staff visits outlets of rural vendors, counseling them on health product
promotion and teaching them about the products. Restocking is then carried out
by traditional distributors and wholesalers.  The initiative was supported by a
state-wide mass media campaign, with the pan shopkeepers' social contribution
at the forefront. The link between the project implementers and the retailers is
kept through mail shots.

A study on the rural retailers clearly indicates that at least 30-40% vendors would
be interested in restocking if their queries on clinical needs of products could be
addressed.

Medical officers authorised to organise minor maintenance
works at community health centres and block PHCs, Orissa [3]

This reform initiative is similar to that taken place in Gujarat (Web Reference Number:
2). However here authority is delegated to Community Health Centre (CHC) and
Block Primary Health Centres (PHC) Medical Officers (MOs) unlike at all PHCs in
Gujarat. Also the money provided to MOs in Orissa is less (INR 10,000).

Urban Health Improvement Programme, West Bengal [94]
Areas in and around Kolkata have seen a
tremendous increase in population leading to a
large number of slums, bringing with it health
problems.

To address these issues, various community based
health programmes were initiated by the Kolkata
Municipal Development Authority. Honorary
Health Workers serve as link between public and
the health system. They conduct home visits,
providing medicines, counselling couples on family planning techniques etc.

Some of the other initiatives taken up under the Urban Health Improvement
Programme (UHIP) include establishment of Sub centres for every 5 blocks;
Extended Specialised Outpatient Department providing specialist services; round-
the-clock obstetric and neonatal care services; IEC activities like exhibitions/
seminars and use of folk media.

Evaluation reports show an infant mortality rate (IMR) of 25.6 while the 6
municipalities under the UHIP had an IMR of 15.6 in the year 2003-04.
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Establishing a Public Private Partnership Policy, West Bengal [87]

Following the successful collaboration with the private sector in running a
number of services like outsourcing of non-clinical services, installation of
CT scan machines at government medical colleges by private agencies, NGOs
running medical services in remote areas, the Government of West Bengal
has made it its policy to encourage public-private partnership within the
health sector wherever it is cost-effective and beneficial in improving health
for all.

The National Health Policy 2002 welcomes the participation of the private
sector in all areas of health activities - primary, secondary or tertiary. The
policy includes not just private sector companies but also NGOs, community
based organisations, Panchayat Raj institutions and other interested parties
from civil society.

The Department of Health & Family Welfare has established a dedicated
Strategic Planning and Sector Reform Cell (SPSRC). A policy for public private
partnerships in the health sector has been drafted by the SPSRC and is posted
on the website inviting comments.

The policy helps the Government tackle its resource constraints and allows
the private sector to make optimum use of its facilities. The community gets
better access to quality healthcare services at a relatively low cost.

Privatisation of hospital cleaning services, West Bengal [88]

As part of the West Bengal Health Systems Development Project (launched
June 1996), the State Government decided to contract out some hospital
services to private agencies to improve quality and to allow hospital managers
to concentrate on patient care rather than building maintenance.

Cleaning services were contracted out to private agencies. The agencies were
appointed by the Chief Medical Officer on behalf of the District Health and
Family Welfare Samiti at each hospital and approved by the Department of
Health & Family Welfare (DoHFW). The District Health and Family Welfare
Samiti has the authority to change the cleaning schedule/guidelines drawn
up by State Government to suit its own facility.

West Bengal DoHFW report cleaner facilities and greater patient satisfaction.
Surveys have shown patient satisfaction to have risen from 25% to 74%.
Cleaner conditions encourage more patients to attend facilities. It also teaches
important hygiene messages. Though initially it was started at 5 major
hospitals in Kolkatta it then extended to all tertiary level and secondary
hospitals with more than 100 beds.
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Contracting out diagnostic facilities in rural hospitals,
West Bengal [89]

Block Primary Health Centres (BPHCs) and Community Health Centres
(CHCs) only have  the facility of carrying out the basic tests such as  malaria
and sputum. Referring patients to the private sector or testing could have
problems of its own, such as high prices and uncertain quality.

To deal with the situation Government of West Bengal decided to set up
diagnostic laboratories at CHCs and BPHCs through public private
partnership. It has developed the Standard Operating Procedures (SOPs) on
the basis of which the partnership takes place.

The DHFWS provides rent-free ready to use space and free water at the CHCs
and BPHCs while the private partner have to install the furniture, refrigerator
and other equipment at its own cost. The private provider has to  conduct
free tests for patients below poverty line up to a total of 20% of each type of
test conducted every month. User charges are collected for the rest of the
cases as per the rates decided by the DHFWS.

The initiative is expected to deliver better quality services for the masses at
low cost and free of cost for the poor.

Afternoon Pay Clinics, West Bengal [90]

Medical Officers (MOs) of different specialisations are supposed to work
between 8am and 4pm. However many were not staying at their posts for
the full day - either leaving to practice privately or to go home. Many MOs
would also not stay at their place of posting for the entire stipulated duration.

To give the MOs an incentive to stay at their post until 4pm, it was decided
to set up pay clinics in the afternoon. The money charged to the patient would
be split between the Government, doctors and the institution. Typically, out
of a charge of Rs.50, Rs. 10 would go to the Government, Rs. 2 would go to
the institution and the rest would go to the MO. This service is aimed at
patients who can afford it, though services are still free to those below the
poverty line (BPL). Charges for the clinics are set by the Government.

Afternoon pay clinics were initiated  in West Bengal medical college hospitals,
district hospitals, sub-divisional hospitals and state general hospitals. Not
only does the scheme produce income for the MOs, it also generates funds to
improve/maintain facilities at the institution.
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Installation of CT scan machines in State Medical Colleges by
private agencies, West Bengal [91]

The Department of Health & Family Welfare, Government of West Bengal,
has brought out a policy document on Health Sector Reform and developed
a Draft policy for Public Private Partnership in the Health Sector.

Computed Tomography (CT) scan machines have been installed and are being
run by private agencies in 7 Government institutions in West Bengal. The
terms and conditions state that free services should be given to at least 35
poor patients per hospital and to not more than 615 cases per month at
approved government rates.

The private agency can then carry out as many scans as it wishes, at its own
prices, but the government is then entitled to 25% commission from each
scan. The private partners bear all capital and operational and maintenance
costs for running the facilities while the government provides rent-free
accommodation.

Services have been made available to patients at Government hospitals at
rates which are much lower than the market rates (Rs. 800/- for brain scan)
and this has led to a considerable increase in the number of patients.

Healthcare Waste Management, West Bengal [92]

Management of health care waste has been a major concern for many states
in India. It becomes all the more serious because of its toxic nature posing a
threat to public health and leading to pollution of land, water and air.

Under the West Bengal Health Systems Development Project (WBHSDP), an
attempt was made to develop a low cost, effective & sustainable health care
waste management system.

Since the problem was multi-sectoral, the process was carried out by the
Project Management Cell of the WBHSDP, under the guidance of the State
level advisory committee. It was also decided to contract out sanitary and
scavenging services and provide security in larger hospitals.

More than 10,000 staff of health and other related departments have been
trained and awareness programmes conducted. The initiative was
implemented in 178 secondary level health institutions in 18 districts. Medical
treatment equipment (three waste autoclaves and two waste microwaves)
have been installed and are working satisfactorily. One autoclave and one of
the microwaves have also been made available for private health facilities.
Revenues earned from this are used for its operation and maintenance. It
has led to a drastic improvement in hygiene levels.
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Mobile Health Care Service, Sunderbans, West Bengal [93]

The Sunderbans are a group of islands
that are extremely remote and lack a
satisfactory public transport network.
Some villages are at least 6 to 8 hours
from secondary care hospitals. In
addition, most of the area's Primary
Health Centres (PHCs) are very old
and have fallen into disrepair - none
offer in-patient treatment and many
are not staffed properly.

The Health and Family Welfare
Department of the Government of West Bengal implemented a health system
development project with funding from the World Bank between 1996 and
2004. It set up links with 5 NGOs to improve access to primary health care in
the Sunderbans and improve the health status of its people. The NGOs reach
the islands by boat, carrying X-ray facilities and equipment, and take
specialists from Kolkata to conduct regular health camps in different villages.

Under the Mobile Health Care Service (MHCS), 52% of remote villages in the
Sunderbans were covered. Total patient attendance at mobile clinics between
March 1998 and March 2004 was 2.3 million. There was also a significant
increase in the percentage of patients using government health centre facilities.

Contracting out of diet services, West Bengal [86]

Department of Health and Family Welfare, West Bengal has entered into a number
of agreements with the private sector and NGOs to provide specific services to
improve the quality of health care being given in the state.

Meal preparation at all Government hospitals has been contracted out, mainly
to women's cooperatives and women's Self Help Groups. Diet chart with improved
nutritional content have been prepared.

Existing manpower was redeployed in other vacant posts. Meals are provided
free of cost to below poverty line (BPL) patients and subsidised at 50% of cost to
those in paying beds.

Tenders are awarded by the executive committees of the District Health and
Family Welfare Societies.

There has been improvement in quality of food due to better regulations and
higher expectations. The initiative is cost effective as the hospitals can select the
best value-for-money tender and the contractor uses existing kitchen facilities.
Anecdotal evidence suggests that patient satisfaction has definitely increased.
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Urban Health Programme, West Bengal [110]
The programme aims to make medical Reproductive Child Health (RCH) services
accessible to people living in 12 of Kolkata's most backward slums. It is being
undertaken by the NGO CINI ASHA and is funded by the Irish Embassy, USAID's
Environmental Health Project and CINI's own funds.

The programme includes: setting up 17 health posts in the project slums; recruiting
and training slum women to become Community Health Volunteers (CHVs) giving
health education and supplying contraceptives; recruiting Swasthya Sevikas
(Health Workers)who are residents of the slum educated to Higher Secondary
level, to supervise the CHVs; establishing a referral network of  qualified private
physicians practicing near the slums, using a system of referral slips or vouchers.

These physicians charge the NGO INR 15 for two visits - discounted from the
normal fees of INR 50-70 per visit. CINI Asha has also linked up with private
diagnostic centres to do tests at subsidised rates.

Between January 2000 and the end of 2002 contraceptive acceptance went up
from 34% to 59%; immunisation coverage increased from 47% to 89% and the
proportion of institutional deliveries rose from 67% to 83%. Seven hundred women
have been trained in the community as CHVs.

Kolkata Family Welfare Urban Slums Project, West Bengal [58]

India Population Project (8) Kolkata programme aimed to address the formidable
challenge of delivering cost-effective, affordable and quality RCH interventions
in the slums.

Local women were trained and designated as Honorary Health Workers (HHWs)
to work closely with the community and the health workers operating in the
facilities created under the project. New service outlets were constructed and
existing facilities upgraded. Training cells were established to plan and implement
systematic training to medical and paramedical staff and female volunteers.
Essential supplies such as health worker kits, medicines, etc. were also provided.

In order to generate the demand for Family Welfare and Maternal Child Health
services, client-friendly services were established and an Information, Education,
Communication (IEC) strategy developed. Messages were disseminated through
entertainment media such as folk songs, dramas and magic shows. However,
the most important media of behavioural change was interpersonal
communication by HHWs.

An evaluation report on the project showed that Infant mortality rate came down
from 55.6 to 25.6 while institutional deliveries went up from 53.9 to 89.
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Establishment of State Sector Reform Cell, Gujarat &
other States [32]

Sector Reform Cells (SRCs) have been setup in most States with the main
aim of initiating and running the health reform process in the State. The SRC
consists of a secretariat, a technical wing and an empowered group that
directs and oversees the reform initiatives in the State. Its name form and
membership varies from State but usually comprises of representatives from
the State Government, development partners and technical consultants
usually contracted from with local institutions.

SRCs manage a sector reform fund as a channel of funds from the Government
or Development partners meant for the development of the State health
services.

SRCs enable the State to develop well researched and technically sound
policies and operational options. It is a single body that manages the health
reform process in the State and provides a mechanism for pooling together
funds from various sources for the health reform plan of the State.

Community-based Health Insurance, Gujarat & other States [47]

Community-based health insurance (CBHI) schemes facilitate the pooling of
financial resources in order to cover the costs of future health problems.

India has many such schemes that vary in terms of their design and sizes.
However, there are three patterns of schemes that emerge. The first kind are
provider-owned schemes where the NGO running the scheme is also the
healthcare provider. The second type is one which is an NGO-owned setup
where the NGO is the insurer but does not provide healthcare. The third sort
of scheme is one in which the NGO acts as an intermediary between the
population and one of the General Insurance Corporation subsidiaries.

CBHI schemes enables the community to decide on the level of contribution,
the collecting mechanisms and the content of the benefit package, as opposed
to national social insurance schemes where these are determined by the
insurance company or the government.

Integrated Insurance Scheme, Gujarat [137]

This scheme was very similar to the one carried out under Health Insurance
Scheme in Gujarat with the difference of location of project being 11 districts
in Gujarat.
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Medical officers authorised to arrange maintenance and
repairs on Primary Health Centres, Gujarat [2]

In most States, the maintenance and repair of
health centres are under the jurisdiction of the
Public Works Department (PWD). It was found
that due to the large burden on the PWD, these
structures are almost never maintained or
repaired in time.

The Government of Gujarat therefore
introduced a reform whereby the Medical
Officers (MOs) of Primary Health Centres (PHCs) were given the authority
to arrange maintenance and repairs to their facilities. They were also provided
a sum of money (INR 25,000) and were given training on the selection of
contractors and basic book-keeping. This was originally started on a pilot
basis at the PHCs of Rajkot district of Gujarat in the year 2000 and has since
been scaled up.

Jeevan Suraksha Programme, Gujarat [166]

Self Employed Women's Association (SEWA) has been working in Gujarat
to improve the health status of women in the unorganised sector since
the mid 70s. However, in its course of work and interaction with members,
SEWA realised that simply curative services are not enough to improve
the women's health. It needs a change in the mindset of the women, who
give the lowest priority to their own health. Therefore, the need was felt
for health promotion services, especially in the area of reproductive and
child health.

Under a  tr ipart i te  arrangement between SEWA, United Nations
Population Fund (UNFPA) and Government of India (GoI),  Jeevan
Suraksha Programme was launched for poor women in November 1999.
Geographical coverage of the programme was limited to four districts-
Kheda, Patan, Anand and Ahmedabad city. The focus was to strengthen
the public system rather than create a parallel system; and to protect the
health of the members and their families by improving access to healthcare
and also helping women to prevent or detect the diseases at an early
stage.

The result has been a change in the mindset, which is evident through
increased participation of  men and adolescent boys in the health
programmes.
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Health Insurance Scheme, Gujarat [138]

Navsarjan, an NGO established in 1988 for the Dalit (untouchable)
community developed a health insurance scheme. Mediclaim policy was
bought by the NGO from New India Assurance. The scheme was tested for a
period of one year, 17 March 1999 to 16 March 2000. The premium was
charged at a very low rate from the patients. Free hospitalisation up to INR
15,000 was also included at just one hospital in Patan. The doctors gave
treatment on credit and were paid every three months.

The community had previously (particularly women with gynaecogical
problems) avoided doctors because of the cost. During this period, 57 claims
were made. Of these claims, 21 were rejected and therefore, Navsarjan bore
the cost of two of them. Though there were some problems with the scheme
initially, most of the people were overall happy with the scheme.

Partner Sexual Health Project, Gujarat [165]

Gujarat has moderate scale prevalence of HIV/AIDS and is home for about
1000 HIV positive persons. Its capital, Ahmedabad, is the 7th largest city in
India with a population of around 35 lakh (3.5 million). Of them, 12 lakh
(1.2 million) live in slums and public tenements, called chawls in local
parlance. Most of the latter are migrant population, who have come to the
city in search of the employment.

Realising that knowledge is the only way to contain the spread of HIV/AIDS,
Self Employed Women's Association (SEWA) started Partner Sexual Health
Project (PSHP) in Ahmedabad. The thrust was on generating awareness and
inculcating responsible behaviour.

PSHP was initiated in partnership with Lok Swasthya, a health co-operative
of SEWA and Gujarat State AIDS Control Society (GSACS) in 2001. Around
20 reputed field NGOs were selected and a network established for various
interventions.

Contracting specialists for community health centres, Gujarat [19]

In order to counter the large number of vacancies of specialist posts, the
Government of Gujarat authorised the contracting of specialists twice a week
at Community Health Centres (CHCs) in Narmada district. For this, the
unutilised funds from the vacant specialist posts at CHCs were to be used.
This has ensured access to a specialist's service at CHCs on a regular basis. It
has since been extended to other districts as well.
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Quality Antenatal Care for Insured Women Workers, Gujarat [185]

Vimo SEWA launched an intervention on pilot basis in March 2003, called Quality
Antenatal Care for Insured Women Workers. The project was in partnership
with United Nations Population Fund (UNFPA) and was conducted in
Ahmedabad city.

Beneficiaries under the scheme were restricted to those who were pregnant and
were members of the fixed deposit scheme of Vimo SEWA.

In the first phase mapping of the existing health facilities (both government and
private) was done and a network was formed. With the help of different
stakeholders, who were brought together in a workshop, a standardised antenatal
care package was designed. Vimo SEWA would pay the cost of the service, which
was fixed at INR 200. Duration of the first phase was 6 months.

Based on the learning from the first phase SEWA started the interventions to
increase the demand for antenatal care among Vimo SEWA members as well as
the community to ensure that the required services would be available on demand.
The strong linkage between the Quality Antenatal Care network and Vimo SEWA
insurance scheme ensured affordability of the services. Services were cashless
transactions, which made it easier for members to access them.

Border District Cluster Strategy: accelerating the reduction of
maternal and child mortality, Gujarat [70]

Government of India (GOI) has a Border District Cluster Strategy (BDCS) for
accelerated implementation of the Reproductive Child Health Programme with
support from UNICEF.

The aim of BDCS was to improve general access to quality services by: providing
preventive and curative primary health care, strengthening the role of the
supervisors, improving the sub-centres, reinforcing the availability and
accessibility of essential drugs.

Some of the interventions undertaken under the programme were: training of
traditional healers in newborn care and timely referral of high-risk pregnant
women; micro-planning for Ante Natal Care (ANC); Adolescent Girls Anaemia
Control Programme; skilled delivery and Post Natal Care at the sub-centres;
formation of  Village Health Committees (VHCs) and Self Help Groups to support
community mobilisation for routine activities including immunisation and ANC
and collaboration with the forest department for the use of wireless sets and
vehicles for maternal and newborn emergencies.

The intervention led to the refurbishing of sub-centres, increase in immunization
rates and outreach services.  70% of targeted villages have VHCs formed and
87% have quarterly meetings. 75% of the sub-centres offer daily curative services
with three-fold increase in number of children treated.
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Chiranjeevi Scheme to Promote Institutional Delivery,
Gujarat [196]

Improving access to trained attendant during
delivery alone cannot ensure reduction in the
maternal mortality. Services need to be backed up
by provision of the Emergency Obstetric Care
(EmOC) to save the lives of women who develop
complications during pregnancy and delivery.
Reaching services, especially to the poor and tribal
people, becomes difficult from the government
institutions due to lack of adequate staff.

In order to rope in the large private sector in the provision of maternity services
Government of Gujarat made Chiranjeevi Yojana operational in December 2005.
The scheme encourages private practitioners to provide maternity services in
remote areas.

On entering the contract each gynaecologist is given INR 15000 as an advance.
This amount covers upto 100 childbirths including a mix of normal and
complicated deliveries. The beneficiaries are women living below the poverty
line, who receive cashless service at the doctor's clinic. The service package
includes pre-delivery consultation, ultra sonography, transportation and incentive
to the accompanying attendant.

Chiranjeevi Yojana is managed by the district health authorities. All empanelled
doctors maintain a case file for each beneficiary. Weekly records of the deliveries
conducted by private practitioners are submitted in the local Zilla Panchayat by
the Block Health Officer (BHO).

Rational use of drugs, Gujarat [26]

As part of the health activities undertaken by the Tribhuvanadas Foundation,
an NGO working in the Anand and Nadiad districts of Gujarat, drugs were
made available to village health workers to tackle the common illnesses in the
area. However it was noticed that the doctors and health workers were found to
be prescribing inappropriate doses and quantities of unnecessary and over-priced
drugs.

The number of drugs supplied was since reduced to 20. Expensive brands were
banned and instead, generic compositions were incorporated into the list. At the
same time the charges were subsidised and rationalised so that essential medicines
were heavily subsidised whilst the price of vitamins and analgesics were increased.
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Effective Mini Reproductive and Child Health camps
organised by Primary Health Centres, Gujarat [57]

Due to the lack of diagnostic facilities, the skills or the drugs to treat gynaecological
and obstetric problems at the community level in Gujarat, the Indian Institute of
Management, Ahmedabad, proposed a camp approach as an intermediate
solution till regular services were available at the PHC and sub-centres for the
RCH programme.

Initially, RCH camps were organised every three months at PHC level. The dates
were fixed in advance and the community was informed about it by the ANMs
and AWWs. The paramedic staff identified women and children requiring this
service and facilitated their attendance at the camp. Specialists were arranged
from the nearby medical college.

The camps were then made smaller, but more regular. A gynaecologist attended
each camp and paediatric cases were seen by the PHC's medical officer (MO)
and referred on, if needed. The PHC staff conducted most of the activities related
to the camp.

Since both the camps had availability of specialist and adequate privacy, RTI
problems were detected in about 50% of women. More than 8% were cases of
infertility. The clients were either treated or referred for further investigation
and treatment.

Training of Dais to Promote Safe Delivery, Gujarat [205]

In a study conducted by Self Employed Women's Association
(SEWA), a reputed NGO, in Gandhinagar district in 1990, it was
found that women from disadvantaged groups have least access
to modern medical care at the time of delivery and largely rely on
Dais or midwives as services provided by them are affordable,
accessible and within socio-cultural norms.

In collaboration with the State Institute of Health and Family
Welfare, SEWA therefore started informal training of the Dais in
1990-91. Training was conducted by government doctors. Training was in two
parts, 15 days for theorye and 15 days for practical hands-on training at the
government Civil Hospital. The training helped to sensitise the dais and
community towards safe-delivery practices.

With rising demand for formal training amongst Dais, SEWA's Dai school was
opened in 2000.

SEWA also developed a monitoring system for supervision of deliveries done by
Dais. SEWA workers visit the women who availed the services of a trained Dai
and make note of the process followed by them. If they find that a Dais has not
followed some of the safe delivery tenets imparted at the training, they make it a
point to review those points in the follow-up training.
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Sardar Patel Aarogya Mandal, Gujarat [148]

This community-based health insurance scheme is run by a charitable trust - the
Sardar Patel Arogya Mandal on behalf of the AMUL dairy company. It is not a
formal insurance scheme but a way of ensuring that members of the dairy
cooperative have the means to pay their health bills.

The scheme is open to all members of AMUL's dairy cooperative. It charges a
premium of 1.5 paisa deducted from each litre of milk deposited plus one rupee
per family per year. Members must deposit a minimum of 300 litres of milk per
year and are not allowed to sell to AMUL's competitors.

The scheme has 83,000 family members. It covers inpatient and outpatient care
and free hospitalisation at selected referral hospitals. Members must go for
treatment at the Tribhuvandas Foundation or any of its sub-centres for referral
to hospital. It has signed a Memorandum of Understanding with 9 hospitals.
There is a cap of INR 7 to 10,000 on average on reimbursement but at the discretion
of the management, reimbursements of up to INR 1 lakh can be made. Services
excluded include angiography, angioplasty, bypass surgery, all cancers, major
orthopaedic operations, kidney transplant, AIDS and TB.

Management of Primary Health Centres by NGO, Gujarat [43]

SEWA-Rural, an NGO, collaborated with the State government to demonstrate
a model where the state government and an NGO worked as partners in
implementing community health interventions at Jhagadia block of Baruch
district.

Consequently, the government decided to entrust the management of the Primary
Health Centre (PHC) at Jhagadia to SEWA-Rural for 10 years from 1989-99. The
NGO took over total healthcare responsibility including implementation of all
national programmes.

In a standard government PHC budget, more than 80 per cent is spent on salaries.
SEWA Rural saved money on salaries of approved field staff by managing with
a smaller number of full-time field staff with relatively low salary and utilising
services of more village level workers without compromising the quality of the
services.

During the period from1984 to 1999-2000, there was a reduction in mortality
(IMR down from 172 to 46.4) and morbidity rates while immunisation rates
increased to 98%.

Integrated Insurance Scheme, Gujarat [137]

This scheme was very similar to the one carried out under Health Insurance
Scheme in Gujarat with the difference of location of project being eleven districts
in Gujarat.
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Border District Cluster Strategy: accelerating the reduction of
maternal and child mortality, Gujarat [70]

Government of India (GOI) has a Border District Cluster Strategy (BDCS) for
accelerated implementation of the Reproductive Child Health Programme with
support from UNICEF.

The aim of BDCS was to improve general access to quality services by: providing
preventive and curative primary health care, strengthening the role of the
supervisors,improving the sub-centres, reinforcing the availability and accessibility
of essential drugs.

Some of the interventions undertaken under the programme were: training of
traditional healers in newborn care and timely referral of high-risk pregnant
women; micro-planning for Ante Natal Care (ANC); Adolescent Girls Anaemia
Control Programme; skilled delivery and Post Natal Care at the sub-centres;
formation of Village Health Committees (VHCs) and Self Help Groups to support
community mobilisation for routine activities including immunisation and ANC
and collaboration with the forest department for the use of wireless sets and
vehicles for maternal and newborn emergencies.

The intervention led to the refurbishing of sub-centres, increase in immunization
rates and outreach services.  70% of targeted villages have VHCs formed and
87% have quarterly meetings. 75% of the sub-centres offer daily curative services
with three-fold increase in number of children treated.

Promoting HIV/AIDS education through targeted mass media
communications, Maharashtra [60]

While most HIV/ AIDS prevention initiatives in the city of Mumbai had focused
on educating and empowering Commercial Sex Workers with varying degrees
of success, it was recognised that work needed to be done in motivating their
clients to practice safe sex.

Therefore, Population Services International (PSI) carried out an aggressive
communication campaign. An 'alter-ego' in the form of a fictional character named
'Balbir Pasha' was created. Through a mixture of strategically-placed outdoor
communications (billboards, posters on trains and buses), hard-hitting television
and radio messages and comprehensive newspaper exposure, this character was
portrayed in various scenarios, serving as a behavioural model for people to relate
to, learn from and empathise with.

The campaign included promoting an HIV/ AIDS helpline, voluntary counselling
and HIV testing services as well as on-the-ground interpersonal communications.

Though faced with some criticism for its frankness, impact studies and other
data demonstrated that the campaign achieved phenomenal reach and that those
exposed to its messages exhibited marked knowledge acquisition, attitude change,
and understanding of risk and behaviour change with regard to HIV / AIDS.
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Women-centred health project, Maharashtra [64]

The Women Centred Health Project (WCHP) was initiated in 1996 by Brihan
Mumbai Municipal Corporation (BMC) with the aim of improving the quality of
services provided by its public health department especially its Reproductive
Health component.

A baseline study conducted revealed amongst others limited counselling,
information and education, on diagnosis, advantages and disadvantages of
treatment. In response, Gynaecology Outpatient Clinics (GOCs) were started at
eight health posts and a counselling centre was started at the GOC at a secondary
hospital. Gender sensitive interactive IEC material on Reproductive Tract
Infections (RTIs), Medical Termination of Pregnancy (MTP) and Ante-Natal Care
(ANC) were developed and training manuals for sustaining the capacity building
component beyond the project period were prepared.

The introduction of gynaecological OPDs at the health post and dispensary levels
has helped services to improve and also brought women closer to quality health
care services in a sensitive and private environment. This has also helped them
prioritise their health needs and seek treatment for problems, which they would
otherwise ignore.

Home-based Newborn Care, SEARCH, Maharashtra [195]

Society for Education, Action and Research in Community Health (SEARCH)
launched its by now famous action research in 1993 whose goal was to reduce
neonatal mortality by developing a low-cost, home-based model of primary
neonatal care by using the human potential in villages.

Based on its baseline observational data, it developed tools for Home Based
Neonatal Care (HBNC). The services are provided through the Community Health
worker (CHW) who is a local resident woman of the community, has strong
willingness to work in the area and is able to read and write.

CHWs are well trained in identifying birth asphyxia and high-risk babies and
their management at home. Through various experimental studies a simple and
validated method of screening of neonates at high risk was devised by SEARCH
for these field level workers. CHWs and midwives were also trained to impart
health messages on exclusive breast feeding, hygiene and care of the neonate to
prevent death due to sepsis.

Twice in a month a doctor or a nurse visits CHWs.

The findings of this action research were hailed the world over as it led to 57%
reduction in neonatal mortality in the intervention villages in 2001-03.
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Model District Reproductive and Child Health Services
Project, Pune, Maharashtra [95]

Despite being one of the more advanced states, Maharashtra has a poor record of
Reproductive and Child Health (RCH).

To improve the coverage and quality of RCH services in Pune District, the Model
Reproductive and Child Health District Project has been implemented. All NGOs
have developed a Model RCH Programme Action Plan in one selected Primary
Health Centre (PHC) / urban slum.  They have selected and trained 'Parivartaks'
(change agents) from Community Based Organisations. These volunteers carry
out house-to-house visits.

The information they gather enables PHC staff to provide needs-based
comprehensive RCH care on fixed days and times through 'Health Service Sessions'
in every village. This is in addition to the fixed-day weekly clinics held at PHCs.

Some of the other activities under the program include: proper registration of births,
deaths and marriages; setting up of village RCH fund to manage
emergencies;ensuring 100% registration of ante-natal care cases, their follow up
and  ensuring all deliveries are conducted by trained personnel.

This has led to improved quality of service and there is effective coordination between
the government staff of various departments and implementing partner NGOs.

Life Skills Programme, Maharashtra [41]

On surveying the sorry state of adolescent girls in
Paithan block of Aurangabad, the Institute of
Health Management (IHMP) developed a one-year
course on life skills education to help improve their
social status.

The course was developed after several meetings and workshops with the
adolescents and their parents. It consists of 225 one-hour sessions and a
community project. It provides information on social issues and institutions, local
government bodies, health, life skills, child health and nutrition. The community
project deals with Non-Formal Education (NFE) and nutrition education for
mothers were each literate girl is expected to adopt a few illiterate girls and
educate them through NFE. The classes are conducted by a woman from the
community and at a convenient time and place.

Over three years, a significant increase was seen in the median age of girls at
marriage from 14 to 17 years. The self-confidence of the girls noticeably increased
due to new communication and leadership skills.
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Dancing Feat, Maharashtra [197]
The Shiamak Davar Institute for the Performing Arts
(SDIPA) and Committed Communities Development Trust
(CCDT) entered into partnership in November, 2001, for
the project Dancing Feat to work towards 'no discrimination'
for HIV/AIDS infected/affected children.

This Mumbai-based project caters to children in the age
range 6-18 years of women in prostitution or of infected
persons, children in sex work or with a high probability of being abused or exploited,
street children, slum children and those with a history of multiple sex partner and
substance abusers.

All participating children; irrespective of their HIV/AIDS status, perform group
dances at public forums; sending the message of 'no discrimination' to the audience.

Group counselling sessions explore reproductive and sexual health, growing up,
relationship, gender, reduced vulnerabilities and HIV risk behaviours. Group
counselling sessions facilitate the child's decision making process towards healthy
growth and avoiding risk situations.

The project team also offers capacity building, which involves training the staff of
partner NGOs to enhance the quality of existing activities. The project staff reaches
out to the children by going to the community based NGO centres where the children
receive other services. The Dancing Feat has its partners all across Mumbai.

Contracting sonography & x-ray services, Navi Mumbai [97]
The Navi Mumbai Municipal Corporation (NMMC), which supervises an area
of 162 sq km, is coping with a huge rise in population from 397,000 to 850,000.

Despite this large population, it just had one First Referral Unit (FRU), 4 Maternal
and Child Health (MCH) centres and 14 Urban Health Posts  which are also
reaching out to villages and semi-rural areas. There was no sonography
(ultrasound) facility at any of these facilities.

Through Public Private Partnership, NMMC has set up sonography and x-ray
services at MCHs and general hospitals . At MCHs, both these services are managed
by the contractor with his own staff, consumables and maintenance. X-ray
equipment belong to NMMC, but are managed and maintained by the contractor.
Rates are pre-decided between the operator and NMMC irrespective of the
number of free patients and interest is payable by NMMC on delayed payments
made to the operator.

Prior to this setup, there were no sonography services and the x-ray services
were running inefficiently. This contract solved the problem. Antenatal checkups
have increased and there is a considerable reduction in pregnancy complications.
Other departments can now provide better care in cases where ultrasounds are
required.
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Training of community health workers, Maharashtra [98]
The District of Osmanabad is one of the most underdeveloped regions of
Maharashtra. The region is drought prone and impoverished. An earthquake
rocked Latur and Osmanabad districts in 1993 which left nearly 10,000 dead
and another 10,000 crippled for life.

It was at this time that HALO Medical Foundation started training and working
with women of the area to provide basic health services. Bharat Vaidyas, as
these women are called, were trained in topics like : primary health care set up
of the government; treatment of common diseases like diarrhoea, pneumonia,
fever etc; antenatal, postnatal and neonatal care; pharmacology of 20 drugs;
water and sanitation; violence against women; training in formation of self help
groups and communication skills.

She is expected to treat minor and medium illness; register births ,deaths and
antenatal case; promote immunization; identify  high-risk cases and timely
referral;conduct deliveries; health surveys in the village; form self-help groups;
co-ordination with government health services and promote micro-insurance in
health.

By February 2005 47 Bharat Vaidyas were working in 42 villages and  they had
examined 12,950 patients and referred 474.  They have been instrumental in
empowering women through set up of self-help groups.

Health Insurance Scheme for Women, Maharashtra [99]

The HALO Medical Foundation (HMF) trains and works with women to provide
reproductive and child health services to the rural population in Osmanabad
district through  Bharat Vaidyas (as these women are called ) who are also
responsible for starting women self help groups.

It was noticed that 25% of loans taken by the women in Self Help Groups  was
for medical treatment. Also there was a demand from the community that charges
for medical treatments be taken once a year rather than every time they are
treated.

HMF jointly with Life Insurance Corporation and United India Insurance
Company Limited then came up with a scheme specially designed for the 'Bachat
Sangh' members between 18-58 years which covered :hospitalisation expenses;
natural death ; partial permanent disability;total permanent pisability and
accidental deaths. A total number of 891 women were insured under this scheme.

Seeing the good response to the scheme and with a demand from the community,
a family health insurance scheme- "Rural women's self help group policy" was
introduced in January 2005 to cover the member, her husband and two children
under the age of 18. So far 400 women have opted for this policy.
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Health education of adolescents, Maharashtra [100]

Although the district of Satara in Maharashtra has relatively better health
indicators, there is still a low age of girls at marriage, a high number of home
deliveries, low awareness levels among adolescents on reproductive health issues
and a lack of technical and communication skills amongst paramedics to address
these issues.

The Health Department of the Zilla Parishad at Satara initiated a component on
adolescent health as part of the Sector Investment Programme in the district.
This includes providing health education, medical examinations and treatment
for all adolescents (11-17 years).

While teachers are trained to give health education to adolescents attending
school, the Aaganwadi Workers are trained to educate those not in school.
Medical Officers conduct the health check-ups and follow up.

Along with this component, various other activities are undertaken to increase
the age of girls at marriage. Newly weds who have waited for the legal age at
marriage are felicitated every year on World Population Day.

In 2000, the percentage of girls married before the age of 18 was 21.9% which by
March 2004 dropped to 5.4%. Approximately 40 marriages of girls below 18
have been avoided due to the spread of information.

Training of Traditional Birth Attendants, Maharashtra [101]

The need for safe delivery services was recognised
as a high priority in Satara and formed one
component of the Satara District Action Plan of the
Sector Investment Programme supported by the
European Commission. It was also taken up under
the government Reproductive and Child Health
programme. The aim was to identify the different
skills required by midwives/ dais, at each level, and
to train and re-train to develop those skills.

Midwives/dais are trained on immediate newborn care; breast feeding practices;
prompt referral to first referral units when necessary; immunisation and family
planning advice. Once trained, the dais is given a kit consisting of 23 items of
basic equipment necessary for conducting deliveries. A follow-up strategy is
conducted by the ANMs for the first two years.  A delivery status review is given
at monthly Village Health Committee meetings.

Between December 2001 and January 2005, 480 dais were trained and hospital
deliveries increased from 68% to 84%. Home deliveries decreased from 32% to
16% . Total deliveries by trained birth attendants increased from 89% to 97.6%
and infant mortality rate was reduced from 24.1 to 18 .The maternal mortality
rate also reduced from 0.74 to 0.6.
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Malaria Eradication, Maharashtra [102]

In Navi Mumbai approximately 40% of the population lives in slums. Slum
residents commonly store water in open drums for regular domestic use. Anophelis
larvae (malaria-carrying mosquito) breed in clear water in uncovered containers
and despite receiving health education, people refuse to empty these drums. As
a result there was a high incidence of malaria and no anti-larval activity.

IN 1992 NMMC began a programme of anti-larval activities on a contract basis.
All manpower and instruments were supplied by the contractors and larvicides
by the NMMC. Some of the operations included:weekly anti-larval programmes
in which breeding places are allotted to workers each day. Supervisors distribute
larvicides and workers conduct anti-larval activities in their allotted area. There
are 124 drug distribution centres in NMMC situated at high risk areas. All private
nursing homes and labs are instructed to give reports of malaria cases and their
details.

As a result, annual Parasite Incidence has dropped from 18 in 1997 to 1.92 in
2004. The slide positivity rate has fallen from 7.87% in 1997 to 1.36% in 2004.
The total number of positive malaria cases identified was 9,024 in 1997. By 2004
it had decreased to 1,231.

Operationalisation of a First Referral Unit, Maharashtra [103]

The majority of the population of Osmanabad district live in
rural areas. This population is served by three Primary Health
Centres (PHCs), one of them situated at Washi, which
referred patients to the District Hospital at Osmanabad, 65km
from Washi. The rates of maternal mortality (MM) and infant
mortality (IM) were high in the district and institutional
deliveries were low.

Washi operated as an FRU from 1999 but was not fully operationalised until
2002. In 2002 Washi rural hospital was upgraded  and provided with a dedicated
comprehensive Emergency Obstetric Care (EMOC) team consisting of three
specialists: a gynaecologist, an anaesthetist ,a paediatrician, an additional Medical
Officer,seven staff nurses, laboratory technician, x-ray technician, ophthalmic
assistant and  support staff.

Facilities at FRU Washi, include an operating theatre,out patient and in patient
services; C-EMOC services including blood transfusion; laboratory services; X-
ray facility; ambulance services and Medico-legal work including post-mortems.

Between 2000 and 2005, FRU Washi has seen steady improvement in the number
of obstetric admissions, live births and successfully treated complications.
Deliveries have more than doubled from 328 to 700 and there have been no
maternal deaths at the hospital since July 2002.
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Women and Community Empowerment, Maharashtra [104]
Kalyan Dombivli Municipal Corporation (KDMC) has a population of 1,193,266.
Surrounded by an industrial belt, it attracts migrants, leading to unplanned growth
of slums where even basic sanitation services are not available. It has a very low
rate of antenatal care and high rate of  infant mortality rate.
With financial and technical assistance from the UNFPA, the Integrated
Population and Development (IPD) project was first implemented in 2000 with
the aim of not only improving women's and adolescents' reproductive health but
to reduce gender-based violence and improve women's understanding of their
reproductive rights. It places a strong emphasis on creating opportunities for
women through community empowerment and  to develop links with the health
service system
Various NGOs are involved in the implementation. Their aim is to enable women
and men to demand high quality reproductive health services.  Their strategy
involves mobilising women's groups in 10 slum areas of KDMC to familiarise
them with reproductive health and gender issues. Each NGO has been allotted 5
slums to work in.
A number of trainings have been conducted for women group leaders and
awareness drives have covered issues like HIV/AIDS, good nutrition, breast
feeding, hygiene and sanitation etc.

Counselling Centre for Women, Thane, Maharashtra [106]

Violence against women is widespread in India (female infanticide; poor care of
female children; dowry-related disputes) but there is very little support for victims
of domestic violence.

In an effort to address the problem, Aarohi Counselling Centre was set up in
March 2001 in collaboration with the Tata Institute of Social Sciences and Thane
Municipal Corporation's Integrated Population and Development project,
supported by UNFPA.

The Aarohi Centre was started in Chatrapati Shivaji Maharaji Hospital, Kalwa
because researches show that health system is an important entry point for the
victims of domestic violence. Doctors at the Outpatient Department  refer women
to the centre after they have been treated for physical injuries.

Services at the Aarohi Women's Centre include:counselling, facilitating medical
help, police and legal help, 48-hour emergency shelter within the hospital, referral
services, helpline service and outreach work.

Within a span of 4 years the Aarohi Centre has counselled more than 300 women.
The response to follow-up services has been good.The number of referrals has
also increased and the helpline receives two to three calls each day during the
two hours that it is operational.



102 www.hsprodindia.nic.in

Urban Health Programme, Aurangabad, Maharashtra [107]

Aurangabad is one of the fastest developing cities in Maharashtra but
the socio-economic condition of the city is not very good. It has a crude
birth rate of 26.4, an infant mortality rate of 48.9% and a very low
percentage of institutional deliveries.

With an aim to improve the Reproductive Child Health services in the
city different activities were undertaken like: adolescent health education
for gir ls ;  essential  obstetr ic  care;  act ivites  for  improving child
immunisation and  reducing the incidence of malnutrinition and vitamin
A in children; providing access to family welfare services; diagnosis and
treatment of   sexually transmitted diseases;  strenghtening health
management at municipal corporation etc.

Six health centres of the municipal corporation were upgraded to provide
24-hour del ivery services,  MTP and family planning operations.
Information Education Communication activities have been undertaken
by an NGO. Teachers at the schools were trained for the the adolescent
health education program.

Ater the start of the programme, there has been an increase in quality of
and demand for health services. Ante Natal Care cases for example, have
increased from 5,426 in the year 2000-01 to 7,929 in 2004-05 and deliveries
have increased from 22,300 (2000-01) to 31,450 (2004-05).

Mandatory government service by medical graduates,
Maharashtra [17]

Similar to the initiative undertaken by the Government of Orissa (Web
Reference Number: 10), in Maharashtra too it was made mandatory for
all graduates of government medical colleges to work for government
health institutions in rural areas for a period of one year.

Postgraduate training as an incentive for medical officers to
work in remote areas, Rajasthan [18]

Similar  to init iat ives in Orissa (Web Reference Number:  10)  and
Maharashtra (Web Reference Number: 17), in Rajasthan the Postgraduate
medical colleges were asked to give a preference (of 50%) to candidates
who had completed service in difficult or rural areas.
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Aapni Yojana Sanitation Project, Rajasthan [125]

Poor hygiene and sanitation practices in rural areas
are always a cause of concern especially for women.

The Aapni Yojana project was to address the issue of
scarcity of water, sanitation and hygiene through
community participation. This programme was to be
applied as pilot in 11 towns in three districts of
Rajasthan and was divided into two phases. Funding for the first phase was
from Germany through Kreditanstalt fuer Wiederaufbau (KfW), the German
Development Cooperation Agency and partly by the Government of Rajasthan.
The Project Management Cell (PMC) of the Public Health Engineering
Department (PHED) overlooked the technical aspects. While the Community
Participation Unit (CPU) - a consortium of 5 leading NGOs of Rajasthan, with
the Indian Institute of Health Management Research (IIHMR) in Jaipur as the
nodal agency.

Before starting the sanitation campaign, not only a survey of existing latrines
was carried out but also extensive propagation of sanitation issues were done in
order to involve the community as well as ensure maximum utilisation of these
facilities. These were mostly carried out by women.

At the end of the first phase in March 2006, about 38% of the households had
applied for the sanitary units. Though these were meant for households only,
but due to demand from schools, it was further extended.

Medicare Relief Societies at Community Health Centres,
Rajasthan [134]

The Health and Family Welfare department, Government of Rajasthan set up
autonomous societies in medical colleges and other health facilities from 1995 to
tackle the problem of sustaining the health care facilities provided to the people.
The initiative aimed to encourage alternative sources of health financing through
user-fee schemes and in-hospital pharmacies.

The government liaised with local donors to generate revenue for the hospital
space as well as equipment. Utilisation of funds was demarcated into purchase
of equipment as well as on other facilities provided to patients. Families below
poverty line (BPL) were provided medicines free of cost.

A nominal sum was taken from the patients visiting the CHCs to be able to
maintain the management and services. Some amount of revenue has been
generated through various sources and this has increased the availability of
financial resources to hospitals. This in turn has led to the improved efficiency in
the system.
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Sanjivani Scheme, Rajasthan [136]

To cater to the medical needs of the population,
the government of Rajasthan proposed to
introduce a novel scheme of providing specialist
services periodically at block level. The scheme
provides services to patients suffering from acute
and chronic illnesses that need referral by a
Medical Officer (MO) at the Primary Health
Centre (PHC). The Rajasthan State Government
made their proposal to the European Commission-supported Sector Investment
Programme in August 2004.

As per the demands of the people in various districts, a committee was constituted
to work out operational details and management and the Public Health department
was responsible for this. Each state officer was allotted a district along with the
funding agencies pertaining to the particular programme in the state.

The key to the success of this scheme was the publicity conducted to generate
awareness. Also, the availability of doctors at one place made it more accessible
for the patients with different kind of problems. Not only the allopathic system
of health was available but the patients could also choose Ayurveda. Due to
certain problems in the scheme in terms of non-availability of specialist doctors,
the success cannot yet be documented.

Providing low cost and quality drugs at Health Facilities,
Rajasthan [135]

'Lifeline Fluid Stores' were initially conceived in 1996 in SMS Hospital, Jaipur
(Rajasthan) in response to the high costs of medicines and in turn low affordability
by patients of below poverty line (BPL). The drug stores were constructed with
the help of the local people therefore keeping the community involved.

Procuring of drugs from pharmaceutical companies or the stockist at the CHC
level needed slight variation from the normal course of procurement as the
medicine turnover was low and stocks only needed to be replenished once a
month. After conducting a market survey of the most common medicines used,
an open tender sent to the pharmaceutical companies, it was then decided that
the companies were to give a certain amount of money as contingency.

The store became fully functional in July 2005. This has enabled patients to buy
medicines at about 30-54 per cent below the market rates. Keeping in view the
operational costs of the CHC, the price of drugs was fixed after adding a certain
percentage over the purchase cost. The accessibility to medicines has also
improved, as they are available round the clock. The success of this has
encouraged the Government of Rajasthan to start such stores within the various
premises.
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Empowerment of rural women in Aapni Yojana Project,
Rajasthan [143]

In Churu and Hanumangarh districts of Rajasthan,
an integrated water supply, sanitation and health
education programme was initiated. Under this
programme, the Government of Rajasthan with the
support of the German Development Cooperation
Agency focused on improving health situation of the
villages but also increasing women's participation in all community level decisions.
Indian Institute of Health Management Research (IIHMR), Jaipur along with
five other non-government organisations (NGOs) formed the core group in taking
decisions along with the community.

In 1999 the activities of the project was limited to 27-52 villages but by the end of
2004  more and more women became involved in decision-making and started
benefiting from better health practices. By March 2006, 316 Water & Health
Committees (WHCs) were formed. These initiatives have benefited not only
women but also improved the overall social conditions of the villages.

Women feel empowered as they have better knowledge of key issues affecting
their families' health. Knowledge enhancement of young girls concerning their
health made them aware of the mistakes made in the past and how it could ruin
their health.

Restructuring of the Health & Family Welfare Department at
sub-district level, Rajasthan [142]
Troubled by the overload of work as well as the difficult geographical terrain in
Rajasthan, the Chief Medical and Health Officers (CMHOs) and the other staff
introduced certain organisational changes in the responsibilities of the district
level officials.
The changes were incorporated from 1999 and the first step taken towards this
was limiting the area of the Deputy CMHO (Health) to three to four blocks,
depending upon the size of the district. They were now responsible for all health
programmes even though in the past their responsibility was specific programmes
such as malaria control, health and family welfare at district level. The office of
the Deputy CMHO (Family Welfare) was relocated at the sub-district level and
being responsible of implementing all family welfare programmes at the district
level. The disbursing authority was given to Dy CMHO instead of block PHC.
Targets were set for the Auxiliary Nurse Midwife (ANM) based on the community
need. To tackle the problem of shortage of Dy. CMHOs, some of the Senior Medical
Officers were transferred from districts. This has slowly resulted in effective
implementation of health care programmes.
Though the system is in place and functional at some places, it is too early to assess the
outcome, as there are some operational problems and shortage of Dy. CMHOs.
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Management of Directly Observed Treatment Short Course
(DOTS) Programme, Rajasthan [141]
In 1995, under the National Tuberculosis Programme, Directly Observed
Treatment Short course (DOTS) has been adopted across India. The key
components of this being case detection, standardised treatment for 6-8 months,
regular supply of essential drugs and standardised reporting system. Ensuring
injection to patients, Auxiliary Nurse Mid-wife (ANM) needs to visit the patient's
home at least once a week and it becomes a time consuming process. Also, as the
chances of improvement of health are high after one or two months, treatment is
interrupted.
To tackle the problem of manpower necessary for successfully carrying out this
course of treatment, the Medical Officer (MO) of one Community Health Centre
(CHC), in Pali district, Rajasthan adopted a strategy, which requires the patients
to visit the CHCs and take the medicine themselves from their respective boxes.
At end of every week MO checks the boxes to verify whether all the patients
have come and taken all the doses. Information regarding the TB patients is
maintained through computerised Management Information System.
This system has generated an interest among patients to come to the CHC. Regular
monitoring has improved the health of the patients and the data with the CHC
shows that three-fourth of the patients have been cured.
Though an effective strategy, patients still need to realise the importance of regular
medication.

Developing a comprehensive training policy for public health
personnel, Rajasthan [170]

The human resource engaged in delivering the requisite services consistently need
upgrading their knowledge and skills as once recruited their total service span is
about 35 years. There are number of in-service training centres - 27 District
Training Centres (common parlance: Auxiliary Nurse Midwife Training Centre),
3 regional level HFWTC and at state level State Institute for Health and Family
Welfare (SIHFW). The trainings under different projects are fragmented and have
narrow focus to a larger goal of improving the quality of health care delivery.

The European Commission-funded Health and Family Welfare Sector Investment
Programme and the UNFPA-supported CP-6 Project asked the State to develop
a training policy in health sector.

The State Government requested the State Institute for Health and Family Welfare
(SIHFW) to facilitate a Training Policy for the Health Sector.

The specific objectives of training policy were listed out. A series of workshops
were organised to deliberate on the scope and content of the document on training
policy. The resulting policy document outlines the challenges before the existing
training institutions as a result of the shift of the focus of health programmes
from family welfare to quality of care and reproductive and child health.
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Efficient Management of Community Health Centre,
Rajasthan [140]

In the Community Health Centre (CHC) of
Pali district of Rajasthan, the Medical officer
in charge tackled the problem of
management by changing the structure of the
organisation. The roles and responsibilities
were distributed among the officials in a way
that made them responsible for all the services
provided by that category of staff. The role
given to the personnel was based on their
interests and skills. All the work related to the CHC as well as other related
services were dealt at Pali. Training of the officials were arranged at the at state
and district level. Community participation is developed between the tribal, poor
people and the CHC. Cooking is done in the hospital and food provided to
patients, relatives and all the CHC staff for one rupee. The money collected is
used to pay the cook. A local donor was given the responsibility of managing the
food. Accommodation was constructed for the relatives adjacent to the CHC.
For the communication problem, public call office (PCO) was constructed for
the convenience of the patients.

Rajasthan Medical Relief Society was started in 2001 to manage the smooth
functioning of the CHC. There has been an increase in the people using the services
of the CHC. Every month 50 deliveries are conducted.

Use of Gambusia fish for prevention of Malaria, Rajasthan [139]

In 2004, during one of the education programmes by the Central government in
northern Rajasthan, the Chief Medical Health Officer (CMHO) from Churu
district, took up the Gambusia fish for the control of malaria. By the end of one
year all the tanks and ponds within Churu have become breeding sites for
Gambusia fish. All the public health facilities have become demonstration sites
as well as hatcheries of Gambusia fish. Auxiliary Nurse Mid-wives (ANMs) ware
trained to impart information to the community about the use of Gambusia fish
in the prevention of malaria including how to maintain the breeding sites of the
fish. In all health camps, demonstrations of Gambusia fish eating larvae are given
to the community.

The major achievements of this intervention were in terms of reduction of malaria
cases. This has motivated the State government to introduce this process in other
endemic areas.
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Revision of Auxiliary Nurse Midwife Curriculum, Rajasthan [171]

The Auxiliary Nurse Midwife (ANM) is one of the main agents for increasing the
utilisation of health and family welfare services in India. However despite the
changing face of medicine and healthcare needs, the ANM training curriculum
prepared by the Indian Nursing Council in 1977 has never been reviewed. As a
result, in 1996, State Institute for Health and Family Welfare (SIHFW), Jaipur,
decided to give the basic training of health workers a facelift.

In early 2003, under the European Commission-funded Health and Family
Welfare Sector Investment Programme, the Government of Rajasthan asked
SIHFW to review and revise the existing basic training curriculum in tune with
the changes in epidemiology of disease and needs of the population. Workshops
were organised.

The revised curriculum has re-distributed the duration for theory, hospital-based
and field-based training without changing the total duration of the 18-month
course. The basic purpose of the revision of the curriculum was to update the
information, knowledge and approach according to the present needs (change
in epidemiological situation, disease pattern, approach to the client, programs,
policies and rules etc.). The curriculum addresses these issues largely rather than
changing the teaching approach.

Management of Public Health Information System, Rajasthan [172]

The State Government planned to harness the potential of Information Technology
(IT) for efficient and cost-effective management of health programmes in
Rajasthan. This initiative was started with support from the European
Commission's Sector Investment Programme and technical expertise of National
Informatics Centre (NIC), Rajasthan. The aim of the project was to facilitate a
reliable and cost effective mechanism for better decision making, monitoring and
efficient service delivery.

With assistance from NIC, Rajasthan, the Department of Health and Family
Welfare identified the necessary requirements for setting-up an IT network. A
detailed plan to link the directorate to district and sub-district office of health
and family welfare was prepared and approved. A web-based health
management information system (HMIS) was developed for the department with
suitable customisation for different levels. A team of computer professionals was
deployed in the department for application development and technical support.

The web site of the department (http://rajswasthya.nic.in) has been developed
and is maintained by NICSI. The HMIS is being used by the districts to send the
requisite information to the Directorate of Health Services. The Central computer
cell was established in the directorate, where monitoring is being done through
reports collected via internet in the prescribed formats.
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Provision of essential maternal and child health services in
tribal areas, Rajasthan [176]

Recognising the need for sensitive and affordable
health care for women in small towns and rural
areas, the NGO, Action Research and Training for
Health (ARTH) started a Reproductive and Child
Health (RCH) clinic in 1997 in Kumbhalgarh
block, Rajsamand district. The goal was
improvement of maternal-neonatal health and
survival by training midwives safe motherhood
and neonatal health practices. It also aimed to
enhance the role of panchayats male members of
the family in promoting safe motherhood and child
survival.

The clinic served a cluster of 10 villages with a population of 11,500 and was
located 5kms from the nearest Primary Healthcare Centre (PHC). In 1999, the
programme was expanded to cover 27 villages and in April 2003, one more RCH
centre was started in Kadiya, Udaipur district with provision of 24-hour delivery
services. The programme area has now expanded to cover a total of 50,000
population covering 45 villages in two clusters covering Kumbhalgarh block
(Rajsamand district) and Gogunda and Badgaon blocks (Udaipur district).

Delivering Reproductive Health Services to women in rural
areas, Rajasthan [158]

Access to health services has been a major concern in the desert areas of Rajasthan.
For this reason, the Veerni project was initiated in the villages of Jodhpur district
of Rajasthan with funding from 'Global Foundation for Humanity' in collaboration
with Parivar Sewa Sanstha, and administered by a local NGO. The mission of
the project is to improve the quality of life by promoting reproductive health
services; income generating services; education and mobilization of women.

A mobile health team consisting of a doctor, a social worker, nurses, and field
educators provide health services in the villages. Health-education sessions are
held at village level and Nutrition Programmes are conducted where a nutritionist
counsels mothers on better feeding practices for their children. Local village
women, called Veernis, are selected and trained to serve as health promoters.
Besides the health services, women and girls are trained in sewing to support
themselves through income generation.

The project has helped reduce the Infant Mortality Rate in its villages and more
generally bringing about women's empowerment and improved accessibility to
reproductive health services.
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The HAMARA Project, Rajasthan [177]

Canadian International Development Agency (CIDA)
launched HAMARA Project for the prevention and care
of HIV/AIDS among migrant labour and their sexual
partners. The Rajasthan HAMARA project works in the
Shekhawati region of Rajasthan (place of origin) and in
Ahmedabad, Gujarat (place of transit) and Mumbai,
Maharashtra (place of destination).

A baseline study (Jan-March 2003) was done in blocks with high outward
migration to identify HIV positive persons. At the grassroots level, agencies were
identified that would implement the programme at place of origin, transit and
destination. Capacity building exercises were done on how to carry out
community needs assessment, how to talk about sex and sexuality, how to work
with high-risk groups and the general population and how to promote condom
use and STI treatment.

The project also trained 50 doctors of government-run Primary Health Centres
(PHC) on management of STI/Reproductive Tract Infections (RTI) and care to
people living with HIV/AIDS and involving them in holding STI camps in villages.
Medicines were procured and distributed to PHC doctors for management of
STI cases.

Outreach teams at all three points distribute free condoms, organise voluntary
counselling and testing and STI referrals. They also organise cultural events with
messages related to HIV.

Jan Mangal: Community-based contraceptives distribution
intervention, Rajasthan [59]

The Jan Mangal Project was developed to generate awareness in community,
create demand for family planning products and address socio-cultural barriers
in Rajasthan.

The programme was carried out by volunteer husband and wife teams known
as Jan Mangal Couples (JMCs), recruited by the ANMs after consultation with
community members using a pre-decided selection criteria. They were to provide
information on the needs and benefit of the use of spacing methods, supply
contraceptives and provide contraceptive counselling.

To undertake this work, JMCs are provided three days of training and attend bi-
monthly meetings at the PHC which work as continuing education sessions.

An evaluation carried out after seven years of the project showed that the
programme has ensured ready availability and accessibility of oral contraceptive
pills and condoms in remote villages and has facilitated the creation of a large
community-based volunteer cadre.
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Improving blood availability at First Referral Units, Rajasthan [71]
The Government of Rajasthan, in
collaboration with UNICEF, identified
the absence of blood storage facilities at
Community Health Centres (CHCs) as a
major difficulty in averting maternal
deaths.
In 2003, the maternal and health division
of government of India published the
guidelines for setting up blood storage
centres and first referral units to prevent
the delay in transporting blood from the
district hospital and the need for payment. This facilitated the states to take up
this initiative for the benefit of the population.
Blood storage centres with blood transfusion facilities were set up in 6 first referral
units (FRUs) and a 4-day training was organised for Medical Officer (MO) and
lab technicians in handling blood units. The CHC MO was made responsible for
blood storage. A room with regular supply of electricity was earmarked within
CHC for housing the blood storage equipments.
Under this programme, 6 FRUs now have fully functional blood storage units.
Under the support of European Commission Sector Investment Programme, 9
more were made functional. Voluntary donations have almost doubled and total
collection of blood in the hospital has increased. Deaths due to haemorrhage
have decreased by 70%.

Strengthening community health centres to avoid maternal
deaths, Rajasthan  [77]
As per the need assessment survey the met need for Emergency Obstetric Care
(EmOC) in Rajasthan was as low as 8% and institutional births were 11% due to
the absence of specialists in obstetric gynaecology and anaesthesia in Primary
Health Centres/ Community Health Centres. Therefore Averting Maternal
Deaths and Disability (AMDD) project covering a population of 13 million in
Rajasthan was started in 2000.
Under the project a training module was finalised to train the available medical
graduates. Doctors were trained to manage emergencies before, during and after
labour. Mobile maintenance team was set up to service the old instruments.
Essential drugs were procured and the infrastructure of several CHC/ Block
PHC structures was renovated. Blood storage units at sub district hospitals were
set up. Staff of 27 institutions was trained for prevention of infection during
delivery. Community awareness building was done through orientation
workshops for local representatives.
All these activities led to an increase in institutional births by 16.5% from the
baseline figure. Delivery complications treated increased from 5,607 in 2000 to
9,128 in 2003. The met needs for emergency obstetric care increased from 8.8%
in 2000 to 14% in 2003.
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Aapni Yojana: Safe Drinking Water in villages, Rajasthan [124]

This is similar to web reference 143.
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1. Arunachal Pradesh 5. Mizoram
2. Assam 6. Nagaland
3. Manipur 7. Sikkim
4. Meghalaya 8. Tripura

NORTH EAST

The number in [ ] at the end of each title denotes
the web reference number
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Tobacco Cessation Centre, Dr B. Barooah Cancer Institute,
Assam [190]
Tobacco problem in the Northeast is more
complex than probably any other part of
India, with a large burden of tobacco related
diseases and deaths.

To mitigate the problem, the Department of
Preventive Oncology, in Dr. B. Barooah
Cancer Institute, started a "Health Education
Programme on Cancer and Tobacco". The
programme was started in 2003 in various
schools and colleges where the students were
educated and made aware of the harmful effects of tobacco.

In addition, cancer screening camps and public awareness on tobacco related
cancer for community was organized from time to time. Regular awareness for
female population on common cancer among females was conducted in rural
and urban areas.

A 'Tobacco Cessation Centre' (TCC) has also been started with support from
WHO and Government of India where the people who want to quit tobacco
consumption are counselled and motivated.

The centre is manned by a clinical psychologist who counsels the people on quitting
and also provides them with Nicotine replacement therapy available in chemist
shop in the form of chewing gums. The centre has a social worker who generates
awareness amongst the people on tobacco and its related problems. The centre
was inaugurated on 20 April 2005.

Rural Health Practitioner Training, Assam [188]

As it has been almost impossible to persuade MBBS doctors to take up rural
posts the government has long felt the need for a shorter 3-year diploma course
for barefoot doctors, who will cater to the needs of the rural populace. The
Government of Assam brought in the Assam Rural Health Regulatory Act in
2004. The Act creates a regulatory authority in the State of Assam whose brief is
to regulate and register the students of Diploma in Medicine and Rural Health
Care (DMRHC) and their practice of medicine in rural areas.

In light of the above Act Jorhat Rural Medical Institute introduced this DMRHC
course. The first batch was started in September 2005. The practical training for
this course takes place at the Jorhat Civil hospital, Jorhat. 98 students have been
selected on merit basis, and are undergoing DMRHC training. This batch will
pass out in September 2008.
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Telemedicine at Dr B. Barooah Cancer Institute, Assam [189]

The North East states have a far higher incidence
of cancer than many other regions of the country.
Dr. B. Barooah Cancer Institute (BBCI), Guwahati
has been designated the Regional Institute for
Cancer Research and Training.

However, most cancer patients from the region,
especially those who can afford it, prefer to go to
the metropolitan cities for consultation and
treatment. Mumbai is a top destination. But now with a telemedicine centre at
BBCI since December 2003, patients suffering from cancer in the North East
have expert help available at their doorstep.

A tripartite agreement was made between the Department of Atomic Energy
(DAE), North Eastern Council (NEC) and the Assam Government for funding
the Dr. B. Barooah Cancer Institute. The telemedicine centre was commissioned
by Indian Space Research Organisation (ISRO), Department of Space and
Government of India. It was linked to Tata Memorial Hospital (TMH) and BCCI
which is the referral centre for the under served North-Eastern States. It has
been linked with other government referral hospitals in the region, including
Sikkim. It is a server- based multi channel link. Besides, facilitating point- to point
communication, it also enables forward and backward linkages.

Mukhya Mantri Jibon Jyoti Bima Achoni, Assam [187]

In July 2005 the Government of Assam introduced the Mukhyomantri Jibon Jyoti
Bima Achoni. This is a combined health insurance and personal accident
insurance scheme for all citizens of Assam whose names appear on the electoral
list as in force when the claim is being made. The employees of the Central and
State Government, Public sector and Private companies, all those who have an
annual gross income before tax exceeding INR 200,000 are not entitled to the
benefit.

The Government of Assam (GoA) and ICICI Lombard General Insurance
Company Ltd (ILGICL) entered into an agreement for implementation of the
Mukhyomantri Jibon Jyoti Bima Achoni. The scheme is implemented by ILGICL
through its branch office in Guwahati. It aims to provide health and accident
risk insurance coverage to the entire population of 3 crore at a premium of INR
25 crore. The sum assured for each person is INR 50,000 in case of accidental
death and INR 25,000 for any health-related eventuality. There would be no
third party administration and the district administration alone with Revenue
Circle Officer (RCO) as the facilitator, would help out the villagers. The settlement
would be made within 60 days.
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Short Course training of Medical Officers, Assam [129]
Under the Child Survival and Safe Motherhood (CSSM) Programme, the
Community Health Centres (CHCs) were changed to First Referral Units (FRUs).
However, though the infrastructure was in place but this did not improve the
health services being provided.

The reason for this being that the State Health Services (SHS) and availability of
specialists in FRUs was slightly difficult due to a lack of a special cadre.

In 2001, under the Sector Investment Programme (SIP), supported by the European
Commission (EC), the Government of Assam, decided to implement a Short course
to train the Medical Officers in the Nagaon District. After the theoretical and
practical training equipping them to be specialists, these officers were posted to
FRUs.

In addition to this, the Directorate of Medical Education (DME) also conducted
a six-month training for SHS doctors. It was then realised that orthopaedics and
radiology should also be added as the specialisation were much needed.

The success of this was the evaluation conducted on a regular basis and to motivate
them, a certificate of expertise was also issued. Around 77 medical officers have
already been trained in anaesthesia, paediatrics, orthopaedics and radiology.
These trained doctors are also working in District Hospitals.

Regional Resource Centre for North Eastern States, Assam [152]

The North Eastern States are of special importance due to their diversity of culture,
language and ethnicity. Despite receiving increased funds for health in the second
phase of the Reproductive and Child Health programme (RCHII) and the National
Rural Health Mission (NRHM), these States have shown no significant
improvement in vital health indicators. This was due largely to a lack of managerial
and technical capacity, meaning that the increased allocations were not effectively
absorbed.

In November 2005, a collaboration of development partners, the European
Commission, the United Nations Populations Fund and the Department for
International Development  assisted the GoI in establishing a Regional Resource
Centre at Guwahati, Assam, with the aim of improving the technical and
managerial capacity of the north eastern States at all levels.

The centre will provide technical assistance to the State Health and Family Welfare
Departments and help them in the implementation of NRHM. The Resource
Centre will be pre-programmed to 'work itself out of a job', meaning the
organisation may be dismantled as soon as the State Governments in the region
attain the adequate managerial capacity - expected to be by 2012.
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Maintenance of First Referral Units and Civil Hosptials, Assam [4]

Maintenance and repair of health institutions in Assam
was under the purview of the Public Works
Department (PWD). However, underfunding of the
PWD led to almost no maintenance or repairs of health
facilities in the State.

Under a pilot study, the maintenance, repair and
renovation of First Referral Units (FRUs) and Civil
Hospitals were handed over to the district Health & Family Welfare agency in
Nagaon, with the PWD and other government engineers providing their technical
input. The district agency in turn set up hospital committees at local levels who
were to carry out the work in consultation with them.

This initiative began in 2001 and local management committees have since been
renovating and constructing new hospital buildings in the State.

User fees to fund maintenance of medical equipment, Assam [6]

The situation in Assam's health institutions, similar to
that seen in most other States was not of inadequate
equipments but inability to use the equipments for
want of maintenance, repairs and consumables
required for its functioning.

The Government of Assam introduced the concept of
User charges for certain investigations and curative
services. The money collected was made available for the needed repairs, service
and purchases. This initiative is now operational throughout the State in Medical
colleges, district and sub-district hospitals and is slowly being extended to Primary
health centres and Community health centres.

Decentralisation of supervision structures, Assam [11]

Decentralisation in the form of delegation of administrative and financial
management with regard to health workers of a pilot district was transferred
from the State government to the respective district agency. The powers,
constituting disciplinary action and reallocation of MOs and health workers,
were in turn passed down to the block Sub Divisional Medical Health Officer
(SDMHO) and the block PHC Medical Officer.  The SDMHO now prepares the
annual confidential reports and can decide on issues such as annual leave without
consulting the district agency. She/he also countersigns the salary certificates of
the health functionaries under his/her purview.

This initiative has had an immense impact on the attendance of the health staff
of the district resulting in its replication to other districts of the State.
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Public Private Partnership for delivery of reproductive and child
health services to the slum population of Guwahati city, Assam [51]

The Assam government contracted a trust
hospital (the Marwari Maternity Hospital or
MMH) to provide outreach and referral
services, in eight low-income municipal wards
of Guwahati city. Vaccines and
contraceptives are also provided free to MMH
by the government.

Though the outreach team mainly provides
RCH services, they can also treat simple
ailments or refer patients to the hospital. In the hospital, sterilisation, spacing
and abortion services are provided free of cost to patients, while deliveries,
operations and diagnostic tests are charged at concessionary rates.

The PPP initiative has had significant successes. Apart from direct provision of
services, it has induced replication in the public sector. The MMH management
has (in February 2004) started a programme of RCH camps in peri-urban areas
at their own cost.  Other private and trust hospitals in the city are expressing
interest in joining this initiative.

Women Counselling Centres, Mizoram [122]

Human Immunodeficiency Virus (HIV) has a high prevalence in Mizoram. Though
female literacy is high at 86%, women come under the high-risk group and this
seems to be increasing regularly. High literacy coupled with partial awareness of
medication and use of unprescribed tablets for sexually transmitted diseases
(STDs) indirectly increases the vulnerability of the population. In response to
India's HIV/AIDS epidemic, Coordinated HIV/AIDS response programme
through capacity building and awareness (CHARCA) was formulated by a joint
UN system in 2001.

This programme targeted the adolescent girls aged between 13 and 25, in six
Indian states including five districts of Mizoram. Spreading awareness through
Information, education and communication (IEC) was the key to this programme.

Peer educators were selected to have interaction and group discussion along
with counselling on HIV/AIDS. The Young Mizo Association (YMA) was also
involved in the programme. Monitoring and evaluation framework were
developed for evaluating the efficacy of this programme.
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Communitisation of Grassroot Health Services,
Nagaland [128]
Due to lack of proper health services, both civilians as well as the Government
officials took the communitisation approach with the idea of tapping the
government resources along with the skills within the society. The Government
of Nagaland enacted the 'Nagaland Communitisation of Public Institutions and
Services Act, 2002 laying the ground for the communitisation approach.

This initiative aimed towards improving the health care delivery systems. It
involved transfer of ownership of public resources and decentralisation of services
along with capacity building of the members. Its focus is a 'T' approach:

� Trust the user community

� Train them to discharge their newfound responsibilities

� Transfer governmental powers and resources in respect of management

Representatives from the user community were constituted, powers given to
conduct the services on a 'no work, no pay' principle were incorporated.

The Village Health Committee (VHC) was responsible for the salaries of the VHC
members and other decisions that needed to be taken. Training and retraining
was provided to the health functionaries and the VHC members. All this has led
to the Village Development Boards (VDBs) making financial contributions to
repair, refurbish, and extend infrastructure. The resistance by the women to access
the health services have improved. Also, the overall health of the children showed
improvement. The most important positive impact of this initiative was in terms
of increasing not just contribution by the community but also sense of ownership
of the health care services while promoting the indigenous system of medicine.
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UPCOMING ENTRIES
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1. Mobile Confidential Counselling and Voluntary Testing
Centre (VCCTC), Manipur

The Mobile VCCTC, the first of its kind in North East started functioning since
1st April 2004. It was started in the remote and hilly areas of Manipur with an
objective to promote early knowledge of HIV status, prevention to reduce high
risk of transmission and providing information regarding transmission, prevention
and the meaning of HIV test result.

2. Integrated Rapid Intervention and Care Project (RIAC), Manipur

The integrated Rapid Intervention and Care Project (RIAC) is being implemented,
at present, in collaboration with 45 NGOs and Manipur State AIDS Control society
covering all the 9 districts of Manipur. The objective of the programme is to
minimise the spread of HIV infection among injecting drug users.

3. Manipur State AIDS Policy, Manipur

The state Government of Manipur considers the AIDS problem as a grave public
health problem, a matter of great urgency and top priority, requiring immediate
government action. Manipur is the first and only state in India to having a clear-
cut policy statement based on harm reduction.

4. Prevention of Parent to Child Transmission (PPTCT) of
HIV/AIDS, Manipur

In order to prevent parent to child transmission, PPCT centres are being run in
the state. These centres are providing counselling and testing services for all
pregnant women, counselling services for women with HIV/AIDS negative status,
prevention of unintended pregnancy in positive women, free Navirapine
prophylaxis to protect the babies from HIV/AIDS, infant feeding counselling
and care and support facilities.

5. Safe Motherhood and Child Survival Program, Nagaland

The program is being run by Voluntary Health Association of India to provide
support to empower women to address their own health and development needs
as well as those of their children and their communities.

6. Nagaland Legislatures' Forum on HIV/AIDS, Nagaland

Nagaland's Legislatures Forum for HIV/AIDS (NLFA) has been formed to play
a key role in HIV/AIDS programme because NLFA is capable of enacting laws
to prevent and to control HIV/AIDS. Draft constitution and action plan of NLFA
have been formed and a draft state HIV/AIDS policy has also been formed.
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7. Amchi- The Tibetan medical system contributing to the
health care system, Ladakh

To promote the Tibetan medical system the health department of J& K state has
opened an Amchi Unit under the direction of a Chief Amchi.  It operates several
projects including seminars and supports a total of 40 amchis, which are on
government role and promote health care in the remote areas of Ladakh.

8. Preventive Oral Health Care in Children, Kerala

Prevalence of oral diseases like periodontal disease and Dental caries are wide
prevalent in India. Dental caries and periodontal disease are both preventable
diseases. The Preventive Oral Health Program has been started to bring about
reduction in the disease pattern through preventive strategies and by oral health
education for children, mothers and health workers.

9. Health identity cards to below the poverty line population,
Uttarakhand

In absence of appropriate identity such patients do not receive adequate attention.
Thus it was decided to issue BPL cards to poor patients so that medical facilities
are made available to them at no cost. Health card scheme was launched by the
honourable chief minister on 10th of November 2006.

10. Financial autonomy to hospital through Chikitsa Pradhan
Samiti, Uttarakhand

Decision in the better functioning of hospital as well as for welfare of community
were delayed due to lack of financial power to the hospital management.
Therefore, government of Uttaranchal promulgated the concept of hospital
autonomy through government order in March 2003.

11. Convergence of ICDS in the health activities, Uttarakhand

Anganwadi Centre at the village level was established under Integrated Child
Development Services (ICDS) scheme under department of social welfare to
facilitate health activities as per their reputation in the village. But due to lack of
coordination with the health department, their involvement in the activities was
limited. In order to involve workers in the ICDS scheme more effectively, it was
decided to involve them at all level in the meeting as well as in the health care
delivery through fixed day approach.
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12. Mobile health clinic, Uttarakhand

Over two-thirds of the Uttaranchal State has a difficult geographic terrain and is
characterized by scattered and sparsely populated districts. The efficacy of the
traditional 'fixed-location' healthcare facilities is severely limited by inaccessibility
due to adverse topographical conditions. To make services available to the
community mobile health clinics were started in the State.

13. Integrated Diseases Surveillance Project, Goa.

Integrated Diseases Surveillance Project (IDSP) was started by Government of
India to detect early warning signals of any impending outbreaks. Goa was
included in the second phase i.e. from 2005.

14. Mediclaim policy for super specialised treatment, Goa

Treatment cost to avail super specialised care become barrier for those patients
whose life otherwise can be saved if treatment is provided on time. In order to
provide special medical facilities in recognised hospital outside and within State
of Goa in super specialities for which facilities are not available in the government
hospital of the State, Mediclaim scheme was started on 9th August 1999.

15. Health Cards to the migrant workers, Goa

In Goa, It was noticed that rise in the malaria incidence was due to the migrants
workers who come Goa from the endemic zone in search of work and have high
susceptibility to the malaria infection due to low immunity. From the analysis of the
malaria cases it was found that 85% cases are reported in the migrant population at
the construction sites. Therefore in order to take preventive measure to control malaria,
health card was introduced under Public Health Act, amended 1994.

16. Awareness generation of adolescents on reproductive and
sexual health, Goa.

Adolescents are the future eligible couples and their health status determines
many health indicators.  Focus of awareness generation for reproductive and
sexual health in the adolescent age group will indirectly affect the age of marriage;
meet the unmet need of contraceptives, adoption of safe sexual behaviour.

17. Computerised vector borne diseases information system, Goa

Considering the fact that malaria leads to loss of economy needs monitoring
right up to the peripheral level. Therefore, foremost requirement is the timely
flow of information to the district so that timely action can be initiated before it
becomes menace. In consultation of Tata consultancy services, software package
was prepared by central government for National Vector Borne Disease Control
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Programme (NVBDCP). In Goa, NVBDCP software has been introduced in 2003
right up to the Primary Health Center (PHC).

18. Janani Suraksha Yozna to promote institutional Deliveries,
Haryana

To promote institutional deliveries and better diet to the pregnant ladies, Janani
Suraksha Yozna was implemented in Haryana State in April 2005 based on
guidelines received under National Rural Health Mission.

19. Janani Suvidha Yozna for urban slum, Haryana

Urban slum constitute 30 percent of the urban population. Districts hospitals
available in the urban areas, meant mainly for secondary level medical care, are
often not able to offer adequate outreach services to the pregnant ladies from
urban slums. Therefore, to make maternal and child health services more
accessible in the urban slums Janani Suvidha Yozna was started in the Haryana
State from 4th January 2007.

20. Nutrition Rehabilitation Centres, Chattisgarh

It is an initiative for severely malnourished children of the age 1 to 5 years,
enhancing intersectoral coordination among the departments of health, and
women and child welfare, and NGOs and social sector. Besides providing nutrition
and specialized medical care to children, the mothers are also educated about
childcare, benefits of breastfeeding and preparation of balanced diets.

21. Shishu Sanraksan Maah, Chattisgarh

In order to promote better child survival and reduce under 5 morbidity and
mortality the Government of Chattisgarh announced October and April, the
health and nutrition promotion months in the name of "Sishu Sanraksan Maah
(Child Protection Months) in all the districts of the state. The first " Sishu Sanraksan
Maah" was celebrated in October, 2006 (on all Tuesdays and Fridays of the month
excluding holidays).

22. Involvement of Self-help Groups in Malaria Control
Programme, Orissa

In 2006, it was decided by the Government of Orissa to involve the self-help
groups in the Enhanced Malaria Control Project for effective community
involvement.
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23. Adolescent Girls' Health Programme, Puducherry

To improve the overall health of adolescent girls in the Union Territory of
Puducherry, a special school health programme was initiated in 2002 which
encompasses general health check-up, heamoglobin estimation and treatment of
anemia, deworming, nutrition, immunization, health promotion, raising
awareness about sexual and reproductive health.

24. Close Monitoring and Antenatal Care of Pregnant Ladies,
Puducherry

The couples with first female child may tend to go for pre-natal sex determination
in the second pregnancy and are also likely to be misguided by those health
professionals who are involved in unethical practice of sex determination and
female foeticide. To complement the effective implementation of the PNDT Act
at both the ends, ANMs have been asked to closely observe and provide anenatal
care to pregnant ladies.

25. Keep Fit for Life, Puducherry

The Union Territory of Puducherry has not only provided training to the teachers
in health promotion but has also integrated the leprosy and blindness control
and prevention programme activities in the school health programme in the year
2005. It is a comprehensive programme with long-term future vision of promotion
of positive health.

26. Health Card, Puducherry

It is an ambitious project of providing health cards to all citizens in the Union
Territory of Puducherry; launched in 2005 and computerizing health facilities.
The health card contains the identity number, date of birth, address, voter identity,
income level and the record of health visits and examination findings.

27. Promotion of Institutional Deliveries with Honouring
Monetary Incentives, Puducherry
Medical officers examine and motivate pregnant ladies for hospital delivery. The
pregnant ladies living below poverty line, are honoured with rupees 700 in rural
areas and rupees 600 in urban areas in case they deliver in a hospital. As in the
Union Territory of Puducherry, the sub-centres and the primary health care
centres are easily accessible and there is no need of any ASHA so the performance
money supposed to be paid to the outreach workers ASHA is also being paid to
the beneficiary mother.  The amount is released by the medical officer and paid
to the beneficiary mother by the concerned ANM.


