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EXECUTIVE SUMMARY

The National Rural Health Mission is mandated to bring about an “architectural
correction” of the public health system so as to make it “equitable, affordable and
effective”, with an enhanced capacity to absorb the increasing outlay on health.
Such architectural correction is organised around five pillars, each of which is
made up of a number of overlapping core strategies that are envisaged to
eventually have impact on 14 critical areas of concern. These are considered the
essential cornerstones of an effective health service system.

This Common Review Mission (CRM) was set up as a part of the Mission
Steering Group’s mandate of review and concurrent evaluation. It conducted its
appraisal in November 2007, 16 months after NRHM got final cabinet approval in
July 2006 and the actual processes started up. The terms of reference set out
the task of the NRHM CRM as, assessing the progress of the NRHM on 24
parameters, which relate to the core strategies and the central areas of concern.
Based on these, the CRM was mandated to identify the constraints being faced
and to make recommendations on the areas that need strengthening and course
correction. The Review Mission was made up of 52 members — central and state
health government officials and public health experts. After a one-day orientation
briefing by the various divisions at the ministry in Delhi, the team divided into 13
groups and left for the selected states: Andhra Pradesh, Assam, Bihar,
Chhattisgarh, Orissa, Madhya Pradesh, Gujarat, Jammu and Kashmir,
Rajasthan, Tamil Nadu, Tripura, Uttar Pradesh and West Bengal.

At the state level, there was an initial one-day briefing, after which the team
divided into two groups and each went to visit one or two districts. The district
visits lasted two to three days and the appraisal was done using a protocol that
indicated the minimum number of each type of facility (and villages) that should
be visited and the thematic areas that must be covered in the enquiry. Upon
returning to the state headquarters, there was an interaction with civil society
groups, after which the reports were finalised. Finally, the Common Review
Mission teams presented their observations and findings to the host state
department heads and NRHM facilitation teams for their feedback.
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Key Findings

General Patterns

. An increased access to the public health sector and improvements in its
quality has led to the general trend of strengthening these services,
reflected in increasing utilisation of these facilities. This increased
utilisation can be attributed to the overall increased attention and
investment that the public health system is getting, the increase in
institutional deliveries consequent to the Janani Suraksha Yojana, the
filling up of vacancies, the untied funds being used to fill gaps in
infrastructure and maintenance, and the improved availability of diagnostic
services and drugs. However, there is still much to be done to call them
‘fully functional’ as per the Indian Public Health Standards(IPHS), and
even these improvements are varied, with peripheral facilities showing
less changes while the district hospitals have developed relatively more.

. The performance of NRHM is varied across the states. Different
programme components have taken off at different rates. States that had
better baselines and had similar programmes in place have been quick to
take off.

. A major contribution of the NRHM framework is the increased attention on
the functionality of the public health systems and their bottlenecks in the
states. A number of innovative strategies and measures are emerging
locally, as a result of the efforts made by the state personnel to meet the
overall objectives of NRHM.

. An increase in public investment by the center has helped in many ways.
However, the system continues to lag behind in fund utilisation and there
are challenges in both programme management and governance to be
overcome before the capacities to absorb more funds and deliver better
services are in place.

. As a rule, the directions in which NRHM is proceeding, as visible at the
district level, seem appropriate and welcome — but the scale and rate of
rollout seem inadequate. Part of this is due to administrative constraints
and perhaps issues of governance. Part of this is due to the time it takes
to overcome inadequacies in human resources for health that results from
a lack of planned growth in this sector. And part of it is due to the poor

Report

UOISSIA M3IABy uowwo)

-,
0



investment in public health services in the recent past. In many areas,
therefore, the initiatives taken under NRHM would take time to manifest as
improvements in service delivery and in health status.

f. Whilst the impact of the NRHM strategies could be observed and
commented upon by the CRM in terms of the structural and functional
aspects of the health care facilities and the management processes, it was
not possible in such a review process to assess outcomes in terms of
MMR, IMR, fertility rates or health status indicators. At any rate, on
theoretical grounds, it is too early to expect changes on these parameters.

Performance of NRHM Strategies

a. The Accredited Social Health Activist (ASHA) programme is one major
component on the ground. By allowing a space for communities to actively
participate and by creating awareness and facilitating people’s access to
services, the ASHA programme has received a wide welcome from
communities. However, for this programme to be sustainable,
considerable facilitation and much more attention to the strengthening of
key processes is required.

b. The Janani Suraksha Yojana (JSY) is another visible and welcome
component, but is challenged by the slow rate of growth in infrastructure
and personnel to meet the demand generated by the shift to institutional
deliveries.

c. Untied funds have been another successful component at all levels, from
the sub-centre to district hospital, empowering local health care providers
and closing many critical gaps in service delivery. As more guidelines
evolve and confidence to spend increases, rate of utilisation of these
funds would increase with more visible outcomes.

d. Hospital Development Societies (Rogi Kalyan Samitis — RKS) have been
formed in most states and, with the provision of untied funds to them, are
acting as enablers of facility development. However, their role has been
limited by the perception of RKS as an alternative financing device and the
consequent emphasis on user fees as cost recovery. Composition of the
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RKS and processes of functioning are also not always conducive to
community participation.

. In most states, Panchayat standing committee members are involved in
the District Health and Family Welfare Societies, Rogi Kalyan Samiti, the
Village Health and Sanitation Committee (VHSC), and selection of ASHAs
(as well as certification of SC/ST/BPL families for JSY). Actual devolution
of facilities to Panchayats is a feature only in West Bengal, Kerala and
Nagaland. In states like Tripura and Tamil Nadu, the Panchayat’s role was
found to be proactive and very valuable. Progress on VHSCs becoming
functional has been slow, due to the states taking time to set up the
enabling framework.

Most NGOs, while being appreciative of the NRHM, maintained that the
scope for NGO participation was very limited. In particular, there was
keenness on coordinating with the ASHA programme and other
community processes, on assistance in ANM and dai training, and in BCC
work. Meanwhile, there was widespread dissatisfaction in government
divisions with the NGOs’ performance.

. The IPHS standards have been widely circulated and are acting as a
valuable benchmark for facilitating states to reach desirable levels of both
infrastructure and human resource provision. One immediate benefit has
been the attention given to improving the quality and quantity of nursing
personnel deployed, and in states where this has actually been
achievable, the outcomes are immediately visible. However, often IPHS
has been read only as a prescription of inputs and not as a prescription of
outputs or as a service delivery guarantee. A focus on ensuring
appropriate quantity and quality of service delivery outcomes to match any
given level of inputs is not in place. In some states, notably Tripura, there
is a conscious effort to reach the service guarantees specified, and to
convey this to the public.

. NRHM strategies and the IPHS have led to filling up of existing posts and
creation of new posts. However, shortages continue due to a lack of
availability of sufficient nursing personnel and specialists. One priority is,
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therefore, the expansion of nursing and medical education in areas where
human resource is scarce. In parallel, multi-skilling of nurses as
practitioners and medical officers for specialist tasks is an additional
strategy that some states have put in their PIPs but is yet to be
operationalised. Poor performance due to lack of accountability was also
noted.

Emergency  ambulance  services as  public-private/public-NGO
partnerships are doing well in many states. With a toll free telephone
number and a central control room, they have had remarkable success in
Andhra Pradesh, Tamil Nadu and Gujarat.

Setting up of integrated State and District Health Societies with
representation of all relevant departments is a step forward towards
integration, and one that is found in all states. However, complete
integration between different divisions of the health department on
financial management, monitoring and use of human resources is slow.

. One major development of the NRHM is district level planning, which is
complete or near complete in almost all states. Despite a mixed picture in
terms of quality, it has brought various data together and made a basic
skeleton of a plan which can be subsequently revised and built upon.
However, the plans are yet to become documents that can provide
information on local health service development, programme
implementation or community monitoring. Preparation of village plans
based on household health data and with involvement of PRIs is still an
exception.

Progress has been good in the setting up of district and state Programme
Management Units. The PMU has brought management skills on
contractual terms into the health team, but the integration of PMU staff
with the rest of the system still remains a challenge. This effort needs to
be examined against and coordinated with the techno-managerial role
played by the district programme officers. Coordination between the
directorates and the programme management unit in the state level also
remains a challenge.
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Financial Management procedures have been improved in most states
with the use of e-transfer for funds up to the districts and a large induction
of personnel with financial management skills to attend to this aspect.

. The Mission notes that the Integrated MIS Format for flow of physical
performance data were found at all levels, including the lowest (ANM).
However, multiple reporting is still in vogue, earlier forms are not yet
abolished and there are many other constraints in data collection and flow.
Copies of reports sent above are not being maintained at that level. HMIS
is not used adequately to inform planning and responsive corrective
action. In Gujarat, Andhra Pradesh and Tamil Nadu, systems of
monitoring of general facility functioning are in place and grades are used
to rate facilities into four categories, with pressures to improve
performance of poorer facilities.

. While the various components of NRHM are oriented to increase access
and outreach to the underserved, most CRM teams found it difficult to
assess the impact on equity within this review’s framework. Some CRM
teams have reported a high utilisation of JSY by the SC and BPL groups.

. The review mission also points to a number of important governance
issues that are acting as programme constraints.

Some Key Recommendations

The remaining 572 year timeframe of the NRHM gives us ample opportunity to
strengthen its positive elements and make mid-course corrections.

At the Central Level

® Ensure timely release of funds to the states for various components of

NRHM, especially Janani Suraksha Yojana.

®» Work with states to evolve a common nomenclature for the facilities, such

as PHC and CHC, as this influences much of the planning process and
budgetary allocations.
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® Build systems for actively promoting cross-learning from the varied
experiences of different states, and accelerate changes and innovations in
poor performing states through appropriate facilitation, capacity building
and technical assistance.

®» Develop a monitoring and support system that not only identifies lack of
progress, but is able to respond and reach out to assist in areas and
states showing limited progress.

® Develop guidelines for integration of the activities of various programmes
and the general health services. To integrate all the disease control
programmes, the way forward is to build in the preventive, promotive and
curative care for communicable, chronic diseases and non-communicable
diseases into the definition of fully functional health facilities and the
provision of promotive and preventive services. Thus, one needs to
develop their standard treatment guidelines, their essential drug lists, their
referral systems, their support systems for capacity building, logistics, and
monitoring, and their Behaviour Change Communication (BCC) work.

® Develop guidelines for a more integrated approach within programmes -
for instance, integration of assistance at deliveries with neonatal care and
with post partum sterilisation - by building the natural links between these
dimensions, found to be low in the states.

® Develop guidelines for more integrated management structures at various
levels: directorates and mission programme offices at the state level or
sub-center facility committee, and the ASHA programme with the Village
Health and Sanitation Committee (VHSC) at the village level.

® The institutional framework proposed for the state level health systems
management has evolved differently in different states and it would be
useful for more active cross-learning of experiences. Further, to ensure
effective programme management at the state level, support is needed for
the creation of minimum institutional arrangements and their proper
functioning.

At State and District Levels

In programme management:
= The institutional framework at the state level to strengthen health systems
management is the urgent priority. The directorates, the programme
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management unit of the NRHM, the SIHFW, the state health systems
resource centers, the community leadership support units, the
infrastructure development support units and the drugs and supplies
procurement and logistics management units are all essential and must
have the appropriate professional teams and enabling structures to
manage a vast and growing public health system. Clear role definitions
and coordination mechanisms, along with team building efforts, should
ensure that the conflicts between different structures of management are
overcome.

In attaining fully functional health facilities:

® Rational restructuring of the health services, with the IPHS service
guarantees and guidelines for infrastructure and human resources as the
organising principle, needs to be pursued more vigorously. Though these
benchmarks may not be possible for each state to reach immediately,
given their vastly differing baselines, each state should develop a clear
roadmap showing how this would be attained in a phased manner. Such
plans should guide the allocation of resources and the measurement of
outcomes.

In Improving Workforce performance:

B Building a network of district, regional and state level training institutions -
led by the SIHFWs that ensures that the level of skills needed for service
delivery at every facility and in every health programme are in place - is
one of the most important areas of health sector reform that is urgently
needed. Putting this in place at every level, along with teams/centers for
providing assistance and the institutional memory for district planning, is
another priority.

® Pre-service training institutions for generating multipurpose workers, both
male and female, and their supervisory staff, which have become
dysfunctional in the last decade, need to be revived, expanded and
strengthened.

®» There needs to be a systematic examination of the compensation
packages and incentives being provided to the various health service
cadres, and the opportunities for advancement in their careers along with
a fair transfer and posting policy. These are some of the most sensitive
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indicators of good governance and a system of measuring and rewarding
these needs to be built up.

® Multi-skilling of doctors, nurses and para-medicals is needed as a general
strategy to provide the skill mix for reaching service guarantees under
current human resource constraints.

B Also required is making available the graded standard treatment
guidelines and essential drug lists and formularies to the wide range of
health care providers. This will provide valuable guidance to these
personnel involved in providing health care.

In HMIS and Decentralised Data-based Planning

®» The HMIS must be rationalised to make it user-friendly and ensure quality
data while reducing the workload of the peripheral health workers and
eliminating redundant formats.

®» Village level planning under Panchayat leadership remains a goal that we
must develop as a core activity of planning. This requires active facilitation
of the village health and sanitation committee.

District health planning must be taken to its next level - where the district has
sufficient capacities to make its own plans, where budgetary resources flow
according to the plan, and where the plan is widely disseminated and is used as
the measure against which outcomes are socially audited. States and Districts
need the time to learn and improve. However, to achieve this, an agency or team
is required to act as an institutional memory of the plans and pro-actively pursue
their implementation. Like the role envisaged for the SHSRC at the state level,
there is a need to infuse new methods of problem analysis and solution search
appropriate to local needs. In this connection, greater non-official involvement -
especially of local professional from NGOs and research institutions with
expertise in development and public health who are also capable of planning -
should be sought.
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Common Review Mission Report

Background:

The National Rural Health Mission represents a major departure from the past, in
that central government health financing is now directed to the development of
state health systems rather than being confined to a select number of national
health programmes. There are many considerations behind such a shift. Such a
shift is important for improving the health of public health systems because all
national health programmes taken together account for only a small part of
morbidities — in the range of about 20 to 30% only. Another reason for this shift is
because investment in health systems development is essential for good results
even for national disease control and RCH programmes. Also for investment in
health funding to impact on health equity and on poverty, larger funds have to
flow for health systems to those very states whose ability to raise resources
internally are most limited and who have a greater burden of poverty and inequity
and, therefore, a greater burden of disease to bear.

As in our federal polity, health is a state subject; the NRHM requires states to
submit sector wide well integrated state plans which it then jointly with the states,
appraises for consistency with the NRHM framework for implementation — a
common framework that the centre and the states have agreed to and around
which a national consensus has been built. Based on this appraisal, the state
plans are approved and the NRHM then provides the financial resources and

technical support needed to implement these plans.

The NRHM framework represents a conscious decision to strengthen public
health systems and the role of the state as health care provider. The NRHM
recognises the need to make optimal use of the private sector to strengthen
public health systems and increase access to medical care for the poor. But

given the uneven growth of the private sector, its current situation in regulation
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and the issues of access to the poor, the public health care provider remains the
mainstay of public health policy. There has been concern on whether such an
approach is pragmatic given the poor record of performance of the public health
systems. The NRHM framework is built on an understanding that low and
declining public investment in health care and the many structural problems in
the way the public health systems have been organised are the main reasons
why the public health system has been functioning poorly and this must be
addressed through increased public expenditure and through architectural

correction of the public health system.

The NRHM is, therefore, about increasing public expenditure on health care from
the current 0.9% of the GDP to 2 to 3% of the GDP. The corollaries of such a
policy directive are not only an increased central government budgetary outlay
for health, but that the states also make a matching increase — at least 10% of
the budget annually, including a 15% contribution into the NRHM plan, and that
the center-state financing ratio shifts from the current 80:20 to at least a 60:40
ratio in this plan period. Another important corollary is that the state health sector
develops the capacities to absorb such fund flows. There are currently many
constraints, especially in the EAG states to absorbing these funds, and the
poorest performing states which require the largest infusion of resources have
some of the greatest problems in being able to expend the funds already with
them. This is one of the main reasons why a process of reforming and
strengthening the state health systems needs to go hand in hand with the

increase of fund flows.

The NRHM is thus also about health sector reform — or in its language — an
“architectural correction” of the public health system so as to make it “equitable,
affordable and effective”. Such architectural correction is organised around five

pillars, each of which is made up of a number of overlapping core strategies.

a) Increasing Participation and Ownership by the Community (what is

often referred to as communitisation): This is sought to be achieved
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through an increased role for PRIs, through the ASHA programme,
through the village health and sanitation committee, through increased
public participation in hospital development committees and district health
societies and in the district and village health planning efforts and by a
special community monitoring initiative, and through a greater space for
NGO participation.

Improved Management Capacity: The core of this is professionalising
management by building up management and public health skills in the
existing workforce, supplemented by inculcation of management
personnel into the system. Another major component of this is the creation
of institutional capacities for improved management in the form of
functional programme management units, strengthened directorates of
health services, strengthened and outcome oriented state institutes of
health and family welfare that ensure that the workforce in every facility
has the necessary skills to deliver its service guarantees, and the creation
of state health resource centres that act as strategic planning units and
managers of change. Increased decentralisation in management, public
participation and accountability in the management through participatory
decision making structures, like the hospital development committees and
the district health societies, is another major strategy of improving public
health system functioning.

Flexible Financing: The central strategy of this pillar is the provision of
untied funds to every level — to the village health and sanitation
committee, to the sub-centre, to the PHC, to the CHC and district hospital.
Even the strategy of providing a resource envelope to each district and
state, which the district/state has to use against an approved plan that it
develops, is an unprecedented level of financing flexibility. Financing
packages for demand side financing and various forms of risk pooling,
where money follows the patient, are also major strategies declared by the
NRHM. The Janini Suraksha Yojana is one major, almost overwhelming,

example of the demand side financing option, so much so that in many
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places, the NRHM is being identified with it. But the challenge of the
NRHM is to be able to build more comprehensive packages that ensure
allocative efficiencies within the public health system and that address
equity concerns for the entire range of curative care needs.

Innovations in human resources development for the health sector:
The central challenge of the NRHM is to find definitive answers to the old
questions about ensuring adequate recruitment for the public health
system and adequate functionality of those recruited. Breaking a vicious
cycle where poor performance of the workforce has justified poor attention
to solving the fundamental problems of human resource development, the
NRHM lays downs a minimum human resource requirement for each
facility level and follows up to ensure that states agree to a roadmap to
close these gaps. The most important outcome of this is the dramatic
increase in the number of nursing and allied staff being brought into the
system. Contractual appointment route to immediately fill gaps as well as
ensure local residency, incentives and innovation to find staff to work in
hitherto underserved areas, and the use of multi-skilling and multi-tasking
options are examples of other innovations that seek to find new solutions
to old problems. Expansion of professional and technical education and
increasing access of weaker sections to such education are also a core
strategy.

Setting of standards and norms with monitoring: The prescription of
the IPHS norms marks one of the most important core strategies of the
mission. This has been followed up by a facility survey to identify gaps and
funding, directed at closing the gaps so identified. Gaps in equipment are
relatively easily addressed. Gaps in drug supplies need an adequate drug
procurement and distribution policy. Gaps in infrastructure require an
efficient mechanism of completing civil works in time with quality. Gaps in
human resource require expansion of education plus workforce reforms
and innovations. And to ensure that states are seized of this task and

have built roadmaps to close these gaps and are traversing down these
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roadmaps they have set themselves, the NRHM aims to provide adequate

technical facilitation and monitoring support.

Each of these five pillars and the many core strategies that they are composed of
must eventually have an impact on the 24 critical areas of concern which the
NRHM framework for implementation identifies. These 14 areas of critical
concern are essential cornerstones of an effective health system. The first and
most important of these is the responsibility of creating, what the framework calls,
“fully functional health facilities”. Whether it is a sub-centre, or a PHC, a CHC or
a district hospital, the NRHM framework spells out a service guarantee expected
of that level, and the outcome most expected from the Mission is that each facility
is able to fulfill this guarantee. The entire list of the 24 critical areas is as given

below:

Fully functional facilities — from sub-centre to district hospital
Increasing and improving human resources in rural areas
Accountable health delivery

Effective decentralisation

Reduced MMR, IMR and TFR

Action for preventive and promotive health

Disease surveillance

© N o o bk~ 0w D=

Hamlet-to-hospital referral linkage

9. Health information systems

10. Planning and monitoring with community ownership

11.Equity issues: women empowerment; securing entitlements for
SCs/STs/OBCs and minorities

12.Convergence — with HIV/AIDS; AYUSH; chronic diseases, malnutrition,
safe drinking water — with community support

13.Chronic disease burden

14.Social security to poor — for reducing impoverishment and bankruptcy

related to ill health
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Timeframes of achievement:

The NRHM was inaugurated in 2005; however, it took quite some time to finalise
the Mission content, and final cabinet approval was in July 2006, with funds
starting to flow to the states thereafter. Thus, though the Mission is now two and
half years old, in terms of actual processes starting up it is now 16 months old.
The timeframe of the Mission is up to March 2012 — there is another five and half

years’ time remaining to complete the Mission.
The Common Review Mission

The Mission Steering Group, which leads this programme, has called upon the
NRHM to have adequate mechanisms of review and concurrent evaluation so as
to steer the programme effectively. The Common Review Mission was set up as
a part of this mandate.

The terms of reference of the Common Review Mission set out the task as
assessing the progress on the mission on each of the core strategies and its
impact on the central areas of concern and the constraints that were being faced.
Based on these, the CRM team is to make recommendations on the areas of the

Mission that need strengthening and course corrections.
The Review Mission and Its Methodology

The Mission was made up of 52 members who, between them, visited 13 states
selected for the review. Of the 52 members, 30 were officials from the
department of health and family welfare, 4 were from the states and the rest were
from the different divisions of the ministry. Of the 20 non-official members, three
were former union health secretaries, and the others were public health experts
from leading public health institutions that have been working with the National
Rural Health Mission.
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On 14 November, the entire group assembled in the committee room at Nirman
Bhavan, chaired by the health secretary Shri Naresh Dayal. After a briefing by
the various divisions, the team divided into 13 groups and left for the states. The
states chosen were Andhra Pradesh, Assam, Bihar, Chhattisgarh, Orissa,
Madhya Pradesh, Gujarat, Jammu and Kashmir, Rajasthan, Tamil Nadu, Tripura,

Uttar Pradesh and West Bengal.

On 15 November, there was a similar one-day briefing at the states, after which
the team divided into two groups again, with each group visiting one or two
districts. One of these two districts had been purposively chosen for the state to
explain what it had been trying, and the other district was chosen by the CRM
team. The visit to the district lasted two to three days and the appraisal was done
using a broad protocol that indicated the minimum number of each type of facility

that should be visited and the thematic areas that must be covered in the inquiry.

On 19 November, the teams returned to the headquarters. Following further
interactions with the state team and the civil society, the teams finalised their
reports. On 21 November, the Common Review Mission teams presented their
observations and findings to the host state before bringing this part of the Mission

to a close.

It was decided that as soon as all these mission teams submit their final reports,
the draft of the findings would be presented before the entire mission team at a

national consultation.

FINDINGS OF THE MISSION

The findings of the Mission are discussed as two main sections - the national
overview report and the state specific reports. The first section, which is the

national overview report, is made up of four parts.
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First, a brief summary of some general patterns seen across the states; Second,

an assessment of the core strategies that characterise the NRHM thrust most

evident in the field. Thirdly, progress along the areas identified as critical areas of

concern. This is largely made up of a discussion on fully functional health

facilities and human resource management. And fourth and finally, a section

listing the main recommendations and follow up action that the CRM calls for.

1.0

SECTION | - NATIONAL OVERVIEW

General Patterns

There seems to be a general trend towards strengthening the share of
services provided by the public health sector and increasing their access
and quality.

There is a varied performance across states. In each state, different
programme components have taken off at different rates. States that have
better baselines and similar programmes in place have been quick to take
off. States with health systems development programmes under bilateral
donors have various fund overlaps.

An increase in attention to the functioning of public health systems, the
fact that the systems functionality in states and their bottlenecks are now
receiving attention and critique, is perhaps the major contributor at one
state. The fact that it is a systems approach lined to horizontal integration
at state and district levels has led to highlighting a much wider level of

problems than merely programme specific reviews would have.

. An increase in public investment, the very fact that lack of funds can no

longer be the reason, has helped in many ways. However, actual
increases in terms of funds absorbed by the system still continue to lag
behind and there are challenges in both programme management and
governance to be overcome before the capacities to absorb more funds,

and thus deliver better services, are put in place.
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1.1  Increasing performance of health systems:

Of the 13 states visited, almost all have reported increased performance in terms
of absolute attendance and, to a lesser extent, in terms of quality of care. This is
most obvious for institutional deliveries where the JSY has put pressures on the
public health system and to a large extent of outpatient attendance in general —
but it is more mixed with in patient attendance or surgeries or diagnostics, etc.
However, even in these though rate or improvement may not be commensurate,

the trend is still upwards.

Thus of Bihar, one of the weakest performers in terms of public health services,
the CRM report states that there is an “Increase in Block PHC OPDs from 39 per
month 2 years ago to over 2500 per month now for many months, and from 7000
institutional deliveries in government institutions in October 2006 to over one lakh
such deliveries in October 2007... Given the low utilisation of public services in
Bihar, as reported by NSSO 60" Round 2004-05 (5 per cent out patient and 11
per cent in patient treatment in Government institutions), this is indeed
outstanding. There is a confidence that the public system shall deliver quality
health care services and people are flocking to the public system to utilise
services even on holidays and over weekends. There is still scope for
improvement in the supply side and quality of services, which, hopefully, will

receive priority attention in the months to come”.

It is important to start with this quotation, for not only was the baseline one of the
poorest for this state, even the unfolding of the NRHM programme has been very
poor, and most of the core strategies described in the next section are not yet in

place.

At the other extreme, even for a state with a known record of very good
performance like Tamil Nadu the CRM reports that “after the start of the NRHM,

the number of cases in public health facilities have increased considerably in
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PHCs, and there is diversion of a number of cases from private institutions to
public facilities. The team was informed that as a result of this, some of the
private medical colleges have even started to offer incentives for delivery in their

hospitals.

In states like Assam, Tripura and Madhya Pradesh, the trend is not as clear —
where, after exclusion of institutional delivery, some facilities are seen to be
stagnant, with some even witnessing decreasing attendance due to a shift of
manpower, etc. However, the same states also report sharp increases from
many other facilities. The methodology of the review does not help us to reach
precise estimates of the actual increases in caseloads being handled in the
system as a whole — and, therefore, this observed trend is something of a

tentative observation — encouraging but requiring a much better HMIS to confirm.

It would be useful to conclude the observations on increase with this cautionary
quotation from the Gujarat report as Gujarat has perhaps the best monitoring
system in place for tracking patient loads: “There has been an impressive
increase in OP/IP for the state as a whole. In both districts visited, the trend was
visible. Often the increase is related to the competence and commitment of the
doctor posted at PHC which sets off a virtual cycle of all round PHC improvement
and patient satisfaction. The team would like to note that the overall increase in a
district often hides much variation among PHCs. This is also an evidence of
exclusion which may arise out of many reasons such as left out, drop outs,
pushed out, denied, etc. - each type of exclusion demanding a different
response. Monitoring that tracks variance and underserved areas is the only

basis for ending exclusion and for consolidating the ASHA programme”.

1.2. Varied performance between states:

Though there is a general trend for increasing performance, the increase in
performance varies across states and much more so when seen for each core
strategy and central concern of the NRHM. The variation seems to depend on

baselines — states with better health systems taking better advantage of the
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provisions of NRHM. Further, states that are already familiar with a specific
NRHM core strategy, having introduced it already in their respective areas, are
able to do much better in implementing it. Though all states show forward
movement, the areas they show differs. In those cases where the state was
already set in that direction, it accelerates easily; for instance, RKS and ASHA in
Rajasthan, and ASHA and village committees in CG. (CHC in Kishangarh as
contrast to CHC Thana Gaji — the contrast is not permissible). In case it is a new

strategy being introduced in the state, its implementation takes time.
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We also note that no state has been able to rollout all the core strategies that it
has chosen to include in its PIP. Change is difficult to initiate, and much more
difficult to accelerate, and the state leaderships have been able to focus only on
some of the changes they themselves want to carry out. It is also likely that other
than monitoring, which has received a fair degree of attention, a much higher
level of technical facilitation is required from the national centre to the states and

from the state centres to the districts to improve performance. Human resource
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development is another critical constraint that is very sensitive to baselines of

human resource development capacities.

1.3. Renewed attention on public health systems:
Performance is attributable to core 