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V ISION
We are committed to facilitate the attainment of universal access to equitable,
affordable and quality healthcare, which is accountable and responsive to the needs of
the people.

M ISSION
Technical support and capacity building for strengthening public health systems.

P OLICY

STATEMENT

NHSRC is committed to lead as a professionally managed technical support organisation
to strengthen public health systems and facilitate creative and innovative solutions to
address the challenges that this task faces.
In the above process, we shall build extensive partnerships and network with all
those organisations and individuals who share the common values of health equity,
decentralisation and quality of care to achieve its goals.
NHSRC is set to provide the knowledge-centred technical support by continually
improving its processes, people and management practices.

C OMMUNITY P ROCESSES
The National Rural Health Mission (NRHM)
promised an architectural correction of the health
system which included “communitisation” as one of
its key anchors and to enable the community and
community based organisations to become equal
partners in the planning process.
Key components of NRHM that strengthen
the community processes and promote public
participation include:
• The village based female community health
worker called ASHA and her support network
at village, block, district and state levels.
• The Village Health and Sanitation Committee
(VHSC).
• Public Participation in District Health Societies
and the district planning process as well as in
Rogi Kalyan Samitis (RKSs).
• Community Monitoring Programme.
• Programmes for involving NGOs in the
NRHM.
In one of the world’s largest community health
worker programmes, 8,25,525 ASHAs have been
selected, trained and deployed across the country,
and 488,012 VHSCs have been set up. One
of NHSRC’s major responsibilities is to provide
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The EIGHT FOLD Path

Persisting

Mapping

2

Prioritising

3

Communicating

4

Understanding

You must first of all map those households and
families which fall in the categories discussed
above, where you know that such families do
not access health services readily. Identify
those habitations and households among whom
social exclusion and lower health service use is
concentrated.
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Co-Ordinating

You must then prioritise home visits to such
families. Ensure that you spend time in
understanding specific constraints and help them
to access health care services, especially for
mothers and children.
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Mobilising

You should inform them about why these services
are needed, where they are available, and what
their health entitlements are.
Often people have rational reasons and legitimate
concerns for why they are not able to use health
services. Do not assume that their attitudes are
bad. You may have to explore options for changing
the way existing services are being provided. For
instance, in some cases the ANM will need to
make a home visit to provide Antenatal and post
natal care, and immunisation or the Anganwadi
Worker or her helper will have to deliver the Take
Home Rations to the household. Or you may need
to ensure that the medical mobile unit specifically
visits hamlets and habitations rather than the
main roadside village.

KEY CONTRIBUTIONS
•

Developed operational guidelines for ASHA and
her supervisory cadre, and built capacity in states to
manage this programme.

•

Developed a competency- based training module
that provides her the skills to fulﬁl the roles expected
for her.

•

Developed

in

identiﬁed

training

organisations and individuals at state level to
transact the competency based training modules.
•

Has done a detailed programme evaluation of the
ASHA programme in over 11 states- and this has
been used to improve both programme management
and policy.

•

Built up a system of regular programme monitoring,
and the summary of ﬁndings is published as a six
monthly ASHA update.

•

Provide assistance to states in identifying constraints
and seeking joint solutions.

•

Building partnerships with civil society at both state
and national level to expand the technical capacity
available to implement this programme.

Changing behaviours is not very easy to do,
especially among poor and marginalised families,
who may not perceive the immediate gains or for
whom there are other more important priorities.
It needs repeated visits and counselling. Keep
in mind that once the families overcome their
reluctance to adopt preventive and promotive
health behaviours and begin to access health
services, your need for frequent visits will reduce.

Reaching the Unreached
A Guide for the ASHA to reach
the poorest, most marginalised and vulnerable

It is quite likely that there still remain families,
who despite your persistent efforts will not access
services. You can ask members of the Village
Health, Sanitation and Nutrition Committee, or
request your Facilitator or the ANM, who may
be in a position to influence these families, to
accompany you on a home visit.
Getting people together gives people the
confidence to change. Organisation provides
strength. Building solidarity creates confidence.
Leadership provides inspiration and optimism
to break out of age old inertia. So, organise
meetings, join together to sing songs, take out a
rally, and celebrate survival. Mobilisation is the
most important tool of all.

E

Counselling
You must use the counselling skills in which
you have been trained in Modules 5, 6 and 7.
Listen to people’s problems, build a relationship
of trust, and work with them to find solutions.
You could accompany them to the VHND or the
health facility so that they feel comfortable and
confident about accessing them on their own in
the future.

capacity

National Rural Health Mission,
Ministry of Health and Family Welfare,
Government of India,
New Delhi.

very child, woman and man in our
country has a right to health. The
government is responsible for ensuring
universal access to health care. But we
find that through out the country, large
inequalities deprive many sections of society
from health care services. A major goal
of the National Rural Health Mission is to
reduce these inequalities. One of the key
strategies to improve access is the ASHA
programme. However we find that despite
all your efforts, one third of the population
is still being deprived of health services.
Nothing is more urgent than reaching
these families.

NHSRC

National Health Systems Resource Centre
NIHFW Campus,
Baba Gangnath Marg, Munirka,
New Delhi 110067

Programme Evaluation of the Janani Suraksha Yojana

1

5

6

As the ASHA and a member of the community you
know these families and know who are the most
vulnerable and likely to be unreached.

technical assistance to the centre and states in the
implementation of these two large programmes.
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PUBLICATIONS

•

Handbook for ASHA Facilitators

•

Bi-annual updates of the ASHA programme

•

“ASHA: Which Way Forward:” An Evaluation of the

•

ASHA Training Modules 6 & 7: In English and Hindi

•

Trainer Notes for ASHA Training Modules

•

Programme Evaluation of the Janani Suraksha Yojana

•

ASHA Communication kit

•

Training Guide to NACO’s “Shaping Our Lives”

ASHA programme in 8 states

P UBLIC H EALTH P LANNING
One of the core strategies of NRHM as outlined
in the National Framework for Implementation
document is the preparation and implementation
of integrated District Health Action Plans (DHAP)
and village health action plans. District Planning
has been conceived by NRHM as a tool of
decentralisation. Understanding, documentation
and dissemination of experience of these plans
across states helps cross learning of best practices
and innovations. These are then contextualised and
integrated into their state and district Programme
Implementation Plans (PIPs) making the planning
process an idiom of strategy development and
effective implementation.
Much of the work of NHSRC has been geared
towards making the planning process in districts and
states more effective, ensuring their implementation
and supportive supervision. At the national level, it
is focused on gathering evidence that can support
development of strategies and guidelines. The team
also works on development of guidelines, tools
and manuals that improve quality of planning.
A continuous effort towards building institutional
capacities at state level to provide technical

PUBLICATIONS
• Operational Guidelines for Maternal and Newborn
Health
• Common Review Mission Report on NRHM – Every
year since last ﬁve years
• Status and Role of AYUSH & Local Health Traditions
under NRHM – Report of a Study
• Accelerating Maternal and Child Survival – The High

assistance for ongoing planning process is one of
NHSRC’s primary roles.
KEY CONTRIBUTIONS
•

Built up the capacity in states and districts to make
annual project implementation plans for implementing
NRHM. Also jointly with a civil society network and
an open university developed a training programme
with 18 modules for capacity building for district
health planning.

•

Main coordinator of common review missions of the
NRHM as well as a number of other programme
evaluations and studies of NRHM components.

•

Quarterly monitoring report on progress against
approved project implementation plan, made by all
states.

•

Building up of State Health Systems Resource Centres
(SHSRC) or equivalent bodies.

•

Developing policy notes- especially as related to
health systems strengthening and reproductive and
child health, reviewing evidence from multiple
sources- including studies, best practices and
institutional memory of past efforts.

•
•
•
•
•

Focus Districts Approach, for MoHFW, Government
of India
Promoting Rational Drug Use under NRHM
Janani Suraksha Yojana: Issues and Challenges
Janani Suraksha Yojana: 23 districts comparative
case studies
Annual Report to the People
JSSK Reports - quarterly

H EALTH I NFORMATICS
NRHM

envisaged

a

fully

functional

health

information system facilitating smooth flow of
information for effective decision making. Lack
of indicators and local health needs assessment
were

identiﬁed

as

constraints

for

KEY CONTRIBUTIONS
•

indicators.
•

improve data quality. Establishing regular reporting
from all 640 districts in the country.

decentralisation. Almost 50% of the monitoring and
•

state and national level.
•

can provide good quality information which would
be essential for decentralised health planning.

Building capacity and systems for use of information
for planning and programme management at district,

at the district level and below. All this requires a
robust health management information system that

Building and maintaining systems of data collection,
ﬂow, management, processing and analysis to

effective

evaluation cost was envisaged to be expended

Rationalisation and choice of data elements and

Assessing state preparedness and data quality and
assisting states in improving data quality.

•

Building state capacity to manage the Health
Management Information System (HMIS).

•

Development of other areas of use of health
information-GIS, Hospital Management Information
Systems, Human Resources Information Systems,
M-Health, and Name-based Tracking Systems.

•

Web site development to facilitate and support
decentralised health planning.

PUBLICATIONS

•

State Readiness Reports

•

•

Re-conﬁguring HMIS: making them more “public

HMIS Training Manuals:

•

1. Service Providers’ Manual

•

2. Health Managers’ Manual

•

3. HMIS Managers’ Manual

•

4. HMIS Resource Persons’ Manual

•

HMIS Data Annual Analysis: All States & Districts

•

iHRIS Pilot-test Progress Report

health friendly”
•

Report of implementation of Sub-Centre Mobile Based
Reporting Systems

•

Report of implementation of Hospital Management
Information Systems

•

Evaluation of HMIS (Research Proposal)

Q UALITY I MPROVEMENT
Universal access to care under NRHM, implies
universal access to quality care.

KEY CONTRIBUTIONS
• Development of parameters, tools, techniques
and guidebooks for assessing and improving
quality in public health facilities.

The Quality Improvement at the Public Health facilities
looks into organisation of the work processes critical
to health care delivery, which helps in ensuring
that investments made in term of money, material
and human resources are optimally used to realise
expected outcomes. It helps in delivering quality
services those are safe and satisfying to users
leading better utilization of facilities.

National Rural Health Mission
Ministry of Health & Family Welfare
Government of India

• Support for policy and strategy development
for quality in public health services, and for
improving hospital management and RKS
function.
• Development and piloting quality standards
and models for various speciﬁc areas
like SNCU, State Health Societies, RKS,
Emergency Response System etc.
• Training and capacity building of states on
quality and Hospital administration related
issues.

Quality Management in Public Health Facilities: An Implementation Handbook

NHSRC’s mandate is to make quality improvement
an inherent part of service delivery at public health
facilities. The NHSRC has implemented pilot
programmes that build an approach for ensuring
that every public health facility would have a quality
assurance program in place. In such an approach
every facility is assessed and scored against explicit
quality standards and after achieving a certain
benchmark gets certiﬁed by an external agency.
Given the nation’s diversity in both health systems
development and subjective readiness for assuring
quality of care, , the quality approach needs to
ensure essential norms for facility management,
regulatory compliances, clinical protocols &
guidelines but at the same time be ﬂexible enough
to accommodate variable (essential & Desirable)
standards of quality certiﬁcation objectively and
provide scope for innovations. The essential features
of a Quality Management System is as shown on
the next page -

• Successfully achieved ISO9001:2008
certiﬁcation of over 80 public health
facilities and process ongoing in about
448 more facilities. Evaluation shows both
positive gaps and concerns that need to be
addresses when scaling up.

National Rural Health Mission
Ministry of Health & Family Welfare
Government of India, New Delhi - 110011
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Medical College Hospitals

•

Quality Management System – Traversing
Gaps

•

Training Manuals of quality and Hospital
Administration related topics

•

Quality Management in Public Health Facilities
– An implementation handbook

•

•

RCH (Reproductive & Child Health) Checksheets for evaluation of level II and III
facilities

Self-Implementation Guidelines and tool book
for implementing Quality Management System
in Public health facilities

•

Standards Operating Procedures for 24
Clinical and Administrative procedures for
Public Health Facilities

•

Management Information System for Level II &
Level III facilities including volume and process
indicators.

•

Evaluation Check-sheet for District Hospitals/
Sub-Divisional Hospitals

•

‘As-Is’ Study of all facilities taken up for QMS

•

As-Is study and recommendations for Patna

H UMAN R ESOURCES

FOR

H EALTH

KEY CONTRIBUTIONS

One of the major areas of NRHM intervention has been
in the development of human resources for health. Across
the states, over 1,06,949 additional skilled personnel
have been added to public health system by NRHM. It
has also undertaken a number of programmes leading
to skill up-gradation of those already in service and
innovations that lead to retention of skilled professionals
in rural areas.
NHSRC’s contribution is for sustained evidence
based strategies for bridging the HR gaps. NHSRC
also identiﬁes and documents and shares interesting
experiences from the states in regard to recruitment and
retention of work force and performance improvements
of the health workers especially in under served areas. It
also contributes by assisting states for systematic studies
and then in formulating state speciﬁc plans to address the

• Support to states and MoHFW in designing
human resource (HR) strategies through
evidence based policy making.
• Studies leading to policy support for
approaches to attraction and retention of
skilled health care work force in remote and
rural areas.
• Support development of curriculum/
material/training strategies for capacity
building of health care providers.

human resource situation.

PUBLICATIONS
•

•

Location and vocation: why some government
doctors stay on in rural Chhattisgarh, India; Kabir
Sheikh, Babita Raj kumari, Kamlesh Jain, Krishna Rao,
Pratibha Patanwar, Garima Gupta, K.R. Antony, T.
Sundararaman; International Health Journal; Royal
Society of Tropical Medicine and Hygiene, Published
by Elsevier Ltd, 2012
Human resources for health in India; Prof Mohan Rao,
Dr Krishna D Rao, AK Shiva Kumar, Mirai Chatterjee,
Thiagarajan Sundararaman; The Lancet, Volume 377,

•

•

Issue 9765, Pages 587 - 598, 12 February 2011
Indian approaches to retaining skilled health workers
in rural areas; Thiagarajan Sundararaman &
Garima Gupta; Bulletin World Health Organization
2011;89:73–77
Human Resource for Health: The Crisis, the NRHM
Response and the Policy Options – Policy Brief ;
Thiagarajan Sundararaman and Garima Gupta;,
IAMR Policy Brief No.1, Institute of Applied Manpower
Research, Planning Commission, Government of
India 2011

H EALTHCARE F INANCING
The key objectives of NRHM, with respect to
allocation of ﬁnancial resources to the health sector
by government (centre and state) were to increase
the public expenditure on health (centre and state
combined) to 3% of the GDP, by the end of the
XI Plan, i.e. 2012. NRHM funds at the state level
were to be shared between the central and state
governments in the ratio of 85-15%. In order to
ensure that the additional funds for the health sector
are efﬁciently utilised for achieving the public health
goals, NRHM adopts strategies such as: Flexible
Financing, Public-Private Partnership (PPP) and
Social Protection for Health.

KEY CONTRIBUTIONS
• Expenditure Studies- - development of
tools and building capacity for budget
tracking at national, state and district
levels and for improving absorption of
funds and making ﬁnancing responsive
to local needs.
• Procurement and infrastructure audits in
select states.
• Studies of Public-Private-Partnerships
(PPPs)
and
alternative
ﬁnancing
schemes – including insurance schemesespecially the dial 108 scheme, the dial
104 scheme and RSBY and contracting
out of primary care facilities.
• Capacity building at the state and
district levels on health ﬁnancing,
ﬁnancial management, PPP, contracts
management etc.

National Health Systems
Resource Centre

2009

Study of
of Emergency
EmergencyResponse
ResponseService
Service-Study
EMRI model
model
EMRI

“Publicly Financed Emergency
Response And

Patient Transport Systems
Under NRHM”
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NHSRC, NIHFW Campus, Baba GangnathMarg,
Munirka, New Delhi – 110067
Phone: +91(11) 26108982, 26108983, 26108984, 26108992, 26108993
Fax: +91(11) 26108994;
Website: www.nhsrcindia.org

Background Papers for National Workshop

P UBLIC H EALTH A DMINISTRATION
The implementation framework and plan of action
of NRHM emphasize making the public health
delivery system fully functional and accountable so
that health indicators improve. The state capacity to
plan, and implement the plan is limited, especially
in the High Focus states of Bihar and UP that are
expected to beneﬁt the most from NRHM. PHA
division supports the High Focus states, especially
Bihar in planning and implementing the state plans.
The division responds to requests from the State or
Centre. This division also helps with development
of guidelines, and pursuant administrative orders to
support implementation and is responsive to requests
for assistance from the divisions of MoHFW, Govt.
of India.

KEY CONTRIBUTIONS
•

Support to states; especially Bihar and Uttar
Pradesh for facilitating implementation of NRHM.
Working to strengthen directorates and mission in
programme monitoring and review.

•

Supporting MoHFW in implementation of Maternal
Death Review in the States by way of development
of guidelines, conducting workshops, stakeholder
engagement etc.

•

Supporting

implementation

of

supportive

supervision in Public Health Institutions.
•

Assisting in the development of guidelines and
orders for support to public health administration
for appropriate orders, and orientation for
implementation of key programmes.

•

Supporting MoHFW in Implementation of Clinical
Establishments Act by way of drafting of rules,
stakeholder consultation, engagement with States,
supporting National Council for preparation of
Minimum standards for Clinical Establishments in
India.

Operational Guidelines on

Maternal and
Newborn Health

PUBLICATIONS
•

Resource persons in the MoHFW publication
on ‘Operational guidelines on Maternal
Death Review’

•

Reproductive health, and child health and
nutrition in India: meeting the challenge;
Vinod Kumar Paul, Harshpal Singh Sachdev,
Dileep Mavalankar, Prema Ramachandran,
Mari Jeeva Sankar, Nita Bhandari,
Vishnu Bhatla Sreenivas, Thiagarajan
Sundararaman, Dipti Govil, David Osrin,
Betty Kirkwood; The Lancet, Volume 377,
Issue 9762, Pages 332 - 349, 22 January
2011

A BOUT

THE ORGANISATION

National Health Systems Resource Centre
(NHSRC) has been set up under the
National Rural Health Mission (NRHM) of
Government of India to serve as an Apex
body for technical assistance.

Director, NRHM as the Vice Chairperson
of the board and the Chairperson of
its Executive Committee. Of the 21
members, 11 are ex-ofﬁcio senior health
administrators, four from the states. Ten
are public health experts from academics
Established in 2007, the National Health
and civil society. The Executive Director,
Systems Resource Centre’s mandate is to
NHSRC is the Member Secretary of both
assist in policy and strategy development in
the board and the Executive Committee.
the provision and mobilisation of technical
NHSRC’s annual governing board meet
assistance to the states and in capacity
sanctions its work agenda and its budget.
building for the Ministry of Health and
Family Welfare (MoHFW) at the centre and The NHSRC currently consists of seven
in the states. The goal of this institution is divisions – Community Processes, Public
to improve health outcomes by facilitating Health Planning, Human Resources for
governance reform, health systems Health, Quality Improvement in Healthcare,
innovations and improved information Financing of Healthcare, Health Informatics
sharing among all stake holders at the and Public Health Administration.
national, state, district and sub-district levels
The NHSRC has a regional ofﬁce in the
through speciﬁc capacity development and
north-east region of India. The NE Regional
convergence models.
Resource Centre (NE RRC) has functional
It has a 21 member governing board, autonomy and implements a similar range
chaired by the Secretary, MoHFW, of activities.
Government of India with the Mission
NHSRC actively seeks collaboration with organizations and individuals with a mandate to
provide technical leadership for universal access to healthcare.

All the publications are available on NHSRC website: www.nhsrcindia.org
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