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Foreword

The National Rural Health Mission (NRHM) has come a long way since
it was started in 2005. Wide-ranging changes have begun to be seen in the
health scenario in the country. Acceptable, affordable and quality health
care is now reaching households across the country.

One of the cornerstones of the NRHM is decentralised planning and
implementation and flexibility to States and local Governments under the
overall programmatic focus of the NRHM. This has resulted in an impressive
range of innovations having taken place across States and Union Territories.
These cover areas related to mother and child health, nutrition, better
availability of drugs, improved programme management, incentive schemes
for better staff performance, improved data systems, management
information systems, etc. Many of these address locally identified gaps in
health services.

In this context, this document being brought out by the Ministry of
Health and Family Welfare will be useful for all the stakeholders and will be
a big step in the process of cross-learning. I hope that promising innovations
will be identified for full evaluation to assess their replicability and these
may be adopted by other States and Union Territories.

I would like to recognise the good work done by the team led by Mr.
G.C. Chaturvedi, Mission Director, Ms. Aradhana Johri, Joint Secretary and
their team of officers. I would also like to thank our development partners;
DFID, UNFPA, World Bank, USAID, GTZ and UNFPA, for their assistance in

bringing out this extremely useful document.

Dr. Anbumani Ramadoss
Minister of Health and Family Welfare
January 2009 Government of India
New Delhi



Foreword

The main objective of the National Rural Health Mission launched by
the Government of India in the year 2005 is to improve the availability of
and access to quality health care by people, especially for those residing in
rural areas, the poor, women and children.

With a view to improving the use of health care services by the poorest
and the underserved populations, a number of innovations have been
adopted by the States/Union Territories across various thematic areas.
These innovations provide information on the process and the impact of
many innovations on the key indicators and give an in-depth assessment of
key innovations.

I hope that ‘promising’ innovations will be identified for a full
evaluation to assess the potential for replication/adoption by other
States /Union Territories.

I convey my appreciation to the development partners and the
Government of India officers of the various divisions for their contribution in
bringing out this useful document.

Mrs. Panabaka Lakshmi
Minister of State for Health and Family Welfare
23 January 2009
New Delhi Government of India



Foreword

The National Rural Health Mission, a flagship programme of the
Government of India, aims at bringing about dramatic improvements in the
health system and the health status of the people, addresses the needs that
have emerged over years of implementing the Family Welfare Programme
and seeks to provide assured, equitable, responsive and quality health
services to all citizens.

While implementing the programmes of the NRHM, an impressive range
of innovative approaches have been adopted by the States to address local
needs/gaps. In all such innovations, equity is a central consideration with a
majority being targeted at Below Poverty Line families. More than 200 such
innovations across nine themes have been documented.

I hope that the document will facilitate the development of an outline
evaluation framework for innovations, commission cross-innovation reviews
and impact the evaluation of key innovation categories. It will benefit all
those involved in the implementation of the programme.

I take this opportunity to place on record my appreciation for Mr.
Girish Chaturvedi, Mission Director, NRHM and Ms. Aradhana Johri, Joint
Secretary to the Government of India and her team of officers as well as the

development partners for their contribution in bringing out this document.

Mr. Naresh
Dayal
Health and
Family Welfare
Secretary,
Ministry of
Health and
Family Welfare,
Government of
India,

27 January 2009

New Delhi



Foreword

Recognising the importance of health in the process of economic and
social development and improving the quality of the life of our citizens, the
National Rural Health Mission was launched by the Government of India in
April 2005. It seeks to carry out necessary architectural corrections in the
basic health care delivery system.

In the above process, a large number of innovations being adopted by the
States to enhance the reach and effectiveness of the programme, being
adopted by the States/Union Territories, have been documented with
considerable effort.

I am happy to note that the central theme in most of the innovations
being adopted by the States in the programme relates to equity and gender
issues, in consonance with the programme policy. The document on
innovations will provide a wealth of information on various innovations
adopted across the States and a further evaluation of the innovations
documented for scaling-up will greatly improve the quality of health services
all over the country.

I would like to place on record my appreciation to all the development
partners, Ms. Aradhana Johri and Mr. Amarjeet Sinha, Joint Secretaries to
the Government of India and their team of officers of the various divisions of
the ministry for their efforts in bringing out this useful document. This is an
evolving document and will be enriched in due course on further

investigations and inputs from all stakeholders.

Mr. G.C.
Chaturvedi
Additional
Secretary and Managing
Director, NRHM
27 January 2009
Ministry of Health and Family Welfare



Foreword

Under the umbrella of the National Rural Health Mission, there is a
flexible programming approach with a view to moving away from prescriptive
scheme-based micro-planning and, instead, encouraging States to develop
need-based work plans, with the freedom to decide upon programme inputs.
At the same time, pioneering work has been done through innovative
approaches, which have led to appropriate solutions for local needs.

The flexibility provided under the NRHM has been well utilised by the
States/Union Territories and they have introduced a number of innovations.
These innovations cover several thematic areas such as safe motherhood
and maternal mortality reduction, immunisation and neonatal and child
health, adolescent and sexual reproductive health, behaviour change
communication, gender mainstreaming, service delivery, programme
management, school health and urban health. We have documented these
innovations so as to:

(i) Provide robust assessment of the effectiveness of the schemes and

how the benefits are impacting the poor and vulnerable groups

(ii) Promote cross-learning among the States to address challenges in

the health sector

(iii) Enable the States to explore the possibility of replicating those

innovations best suited to their local context and needs

More than 200 such innovations have been documented to capture the
diversity of the initiatives across various themes.
I would like to place on record my appreciation to all the development
partners, especially DFID and the team of officers of the various divisions of
the Ministry of Health and Family Welfare, particularly the officers of the DC

Division, for their dedicated efforts in bringing out this directory of

innovations.

Ms. Aradhana Johri
23 January 2009 Joint Secretary to the Government of India
New Delhi
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INTRODUCTION

Reproductive and Child Health, Phase Il (RCH Il), is a comprehensive sectorwide flagship
programme, under the bigger umbrella of the Government of India’s (Gol) National Rural
Health Mission (NRHM), to deliver the RCH II/NRHM targets for the reduction of maternal
and infant mortality and total fertility rates. RCH |l aims to reduce social and geographical
disparities in the access and utilisation of quality reproductive and child health services.
Launched in April 2005 in partnership with the State Governments, it is consistent with the
Gol’s National Population Policy-2000, the National Health Policy-2002 and the Millennium
Development Goals.

The design of RCH Il builds on the lessons learnt from RCH |. The major points of departure
in the second phase are:

» Ensuring a more explicit pro-poor focus

» Evolving a shared vision and a common programme covering the entire family
welfare sector, the Sector Wide Approach (SWAp)

» Focussing on results (outcomes rather than inputs)

» Using evidence to prioritise interventions and shift resources to where the health
outcomes are worst and the need is greatest

= Moving away from ‘top down’ to a ‘bottom up’ planning approach that gives flexibility
for the States to evolve programmes based on their contextual needs

» Introducing concepts of performance-based funding
» Effective communications to bring about behaviour change

» Monitoring of the programme through triangulation of information (departmental
reports, independent surveys and community monitoring) to track equitable access
by and outreach to excluded groups

» Encouraging innovative approaches (including partnerships with private sector, social
franchising, demand-side subsidy, etc.) to improve reproductive and child health
outcomes among vulnerable populations

At the same time, the NRHM also encourages the States to appraise the need for innovation
through decentralised planning. It provides for funds for local innovative approaches that
emerge as priorities during the bottom up planning process.

Hence RCH Il and the NRHM, by their very design, have fostered and provided flexibility to
States to design and implement local and context-specific innovations, across a spectrum of



health services, spanning a range of service delivery projects and programmes. States have
taken up the challenge and identified areas for strengthening the provision and quality of
services. This has resulted in an impressive range and spread of innovative approaches and
interventions being implemented across the country.

This document provides a directory of innovations under way in States; results of a desk
review of select innovations; and a shortlist of innovations that provide sufficient ‘promise’
and need to be taken up for an in-depth evaluation to assess their scalability and replicability
across States.



EXECUTIVE SUMMARY

Innovation: An intervention to address a specific problem through the creative use of
resources, often through public partnerships, often introduced on a pilot basis at the
periphery level, with scope of scaling up.

The design of RCH II/NRHM has fostered innovations across the country, resulting in an
impressive range of innovative approaches being implemented by States to address
identified needs/specific gaps in health services. Equity is a central consideration in all
innovations with the majority being targeted to Below Poverty Line (BPL).

The term ‘innovations’ has been used in a flexible manner and covers new approaches as
well as testing out known approaches in different contexts. The majority of the 227
innovations listed in this report are those that are being supported through central funds.
Innovations that have been piloted by non-governmental organisations (NGOs),
Development Partners (DPs) and State Governments have also been included. Some
innovations spanned several States, while many were State-specific. The innovations are all
being piloted in the context of substantial investments from national and State levels on
improving the health infrastructure, strengthening health systems, promoting social
mobilisation and community participation, enabling decentralised health planning and
implementation, incentivising performance and quality to retain and attract human resources,
and strengthening programme management and monitoring.

The innovations have been categorised into themes that roughly follow those laid out in the
National Programme Implementation Plan of RCH Il and also in the Implementation
Framework of the NRHM. Nine major themes along with sub-categories for three themes
have been identified that span the major thematic areas of RCH [I/NRHM:
e Safe Motherhood/Maternal Mortality Reduction
- Innovations to promote safe motherhood and institutional delivery
- Ambulance services and helplines for transport of obstetric emergencies
- Strengthening skills and capacity of providers
e Immunisation and Infant and Young Child Feeding
e Adolescent Reproductive and Sexual Health (ARSH)
e Behaviour Change Communication (BCC)
e Gender Mainstreaming
e Service Delivery for RCH
- Mobile health units
- Social franchising networks
- Health financing
- Contracting out management of public health services
e Programme Management
- Incentives to improve mobility, availability and attendance of staff
- Incentives to improve performance and range of services
- Alternatives to In service training for improved performance
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- Community and Panchayat involvement in planning, monitoring and
management of health services and facilities
- Programme monitoring and management information systems
- Improving procurement and finance systems
e School Health
e Urban Health

With reduction in maternal mortality being an important aim of RCH [I/NRHM and one of the
Millennium Development Goals (MDGs), the Gol is focussing on the provision of skilled care
at birth and emergency obstetric care, strengthening of referral systems and transport, and
demand-side financing. Forty-three innovations promoting safe motherhood are substantially
related to the promotion of institutional delivery and the provision of emergency transport.

Janani Suraksha Yojana (JSY) is a flagship programme of the Gol to promote institutional
deliveries among poor pregnant women. A 100% centrally sponsored scheme, JSY
integrates cash assistance with delivery and post-delivery care. Other demand-side
financing options, as in the use of vouchers, also appear to be popular with both the private
and public sectors being involved. Chiranjeevi Yojana in Gujarat is the frontrunner in
adapting the JSY model for involving the private sector in providing safe delivery services.
Several other States have adopted the JSY/Chiranjeevi model to further provide services in
areas not covered by JSY or to boost the gains from JSY, including Saubhagyawati Scheme
(Uttar Pradesh), Janani Suvidha Yojana (Haryana), Janani Sahyogi Yojana (Madhya
Pradesh), Ayushmati Scheme (West Bengal), Chiranjeevi Yojana (Assam) and Mamta
Friendly Hospital Scheme (Delhi). In some States, additional facilities for institutional delivery
have been created so as to enhance geographic access, for example, Delivery Huts in
Haryana, and Maternity Waiting Homes in Andhra Pradesh, Uttarakhand and Manipur.

Establishing referral linkages between the community and First Referral Units (FRUs) is an
essential component for the utilisation of services, particularly during emergencies. Flexibility
has been given to the States for establishing such referral linkages. The States are coming
up with their own innovative models to address the issue of delays in care, seeking for
obstetric emergencies through the provision of transport in the form of various ambulance
schemes. While originally envisaged as a readily available transport scheme for women with
obstetric emergencies, ambulance services now cater to all emergencies. The Emergency
Management and Referral Institute (EMRI) model has shown good results in Andhra
Pradesh and is now being adopted by several States, including Chhattisgarh, Delhi, Gujarat,
Jammu and Kashmir, Karnataka, Madhya Pradesh, Maharashtra, Orissa and Tamil Nadu.
The Public Private Partnership (PPP) model is being used in Madhya Pradesh and Orissa
(Janani Express Yojana) and in West Bengal (through NGOs). Several States are using
central helplines/call centres for managing the referral transport (JSY helplines in
Chhattisgarh, Jharkhand and Manipur; call centre in Madhya Pradesh; obstetric helpline in
Rajasthan).

Availability of providers skilled in management of obstetric emergencies is a major gap

across States. The Gol modified its policy to enable multi-skill training for selective
interventions under specific emergency situations to save the life of the mothers. MBBS
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doctors are being trained in life saving anaesthesia skill and emergency obstetric care. The
Gol has awarded a grant to the Federation of Obstetrics and Gynaecology Societies of India
(FOGSI) to build the capacity of selected State medical colleges as nodal training centres for
training MBBS doctors in emergency obstetric care. The Enhancing Quality Care in Public
Health Care (EQUIP) programme in Chhattisgarh is the forerunner of this initiative.

Twenty-eight innovations were listed in the area of child health and nutrition. The Monthly
Village Health and Nutrition Day (VHND) is a major intervention of the Gol, rolled out
nationwide, that provides comprehensive outreach services for pregnant women and
children at their doorstep. Muskaan in Bihar is a variation of this. Assam, Bihar,
Chhattisgarh, Madhya Pradesh and Uttar Pradesh are conducting bi-annual month-long
campaigns for addressing child health and malnutrition through Vitamin A supplementation,
provision of micronutrients, promotion of exclusive breastfeeding, de-worming, immunisation,
etc. Nutrition rehabilitation centres have been established in Bihar, Chhattisgarh, Madhya
Pradesh, Maharashtra and Rajasthan, for treating severe acute malnutrition in children.
West Bengal is piloting a ‘Positive Deviance Approach’ to identify the families with healthy
babies (that is, ‘positively deviant’) and share their knowledge and practices with others in
the same community.

The maximum number of innovations was in the category of Programme Management (80).
Interestingly, 30 innovations in this category are related to improving performance and range
of services of staff through the provision of cash and other incentives. This category of
innovations also aims at improving the availability of trained medical and paramedical staff,
particularly in the ‘difficult to reach’ areas. The provision of untied funds appears to be an
opportunity that all States have used. This also implies that adequate checks and balances
need to be institutionalised. It appears that States have increasingly veered towards
community ownership, a key strategy for ensuring accountability and ownership of the RCH
II’NRHM programme. Towards this end, States have piloted 29 innovations to engage the
community and Panchayati Raj Institutions (PRIs) in monitoring of health programmes and
management of health facilities. The communitisation of health facilities by Nagaland, based
on its traditionally inherent strength of traditional community-based groups (Village Health
Committees, Village Education Committees and Women’s Committees) is an excellent
example of such endeavours. Similarly, community-based monitoring systems and
community involvement in decentralised planning introduced in Rajasthan, Maharashtra,
Chhattisgarh, Karnataka and Orissa have the potential to ensure the sustainability of the
positive outcomes of the RCH II/NRHM programme beyond the planned period. The
community-based interventions could be made more effective through the continuous
support of the Government health system

Setting up effective monitoring systems also appears an area that States are concerned
with. In the area of expanding the reach, quality and access of RCH services, 38 innovations
were listed. Eight of these pertain to health financing schemes targeting mostly BPL families,
and 15 to PPPs, involving the private for-profit sector and NGOs in almost equal numbers.
There is considerable emphasis by the States on meeting the RCH Il overarching goal of
equity, where the focus is on ensuring quality services for the unserved and underserved
population. Mobile health services have long been seen as an effective way of service

12



provision in inaccessible, rough terrain and in emergency measures, using various modes of
transport, for example, vans, helicopters (Tripura) and boats (Assam, Kerala, West Bengal)
to improve physical accessibility/reach of the health services for the unserved and
underserved population. However, operational/logistics issues, community outreach and
monitoring are some of the challenges in these innovations.

Several States have introduced innovations for improving programme monitoring,
procurement and logistic systems. These range from the use of sophisticated systems, for
example, Geographical Information System (GIS) mapping in Orissa, dashboard system in
West Bengal, State Data Centre of Bihar to participatory investigations of maternal and
infant deaths at the community level under way currently in several States, including Assam,
Orissa, Madhya Pradesh, Uttarakhand, Jharkhand, West Bengal and Bihar. There has been
an increasing focus on strengthening procurement systems and financial management
systems as indicated by the establishment of the Tamil Nadu Medical Services Corporation,
Kerala Medical Services Corporation, e-banking and introduction of debit cards for ASHAs
(Accredited Social Health Activists) in Kerala. The procurement models of Kerala and Tamil
Nadu have been met with success and are being replicated in other States of the country.

Contracting out the management of public health facilities by various States, for example,
Uttar Pradesh, Orissa, Arunachal Pradesh and Karnataka, has been able to improve access
to the services in hitherto unserved and underserved areas. Contracting out in the States
ranges from complete facility management to contracting out particular services such as
diagnostic services, housekeeping services and outreach services. Several States are
contracting out to NGOs as well as to the private sector in order to expand services, which
appears to have met with a fair amount of success indicated by the improved availability of
health staff, equipments and infrastructure and increased staff efficiency that has
subsequently led to increase utilisation of the facilities.

Areas where relatively few innovations have been listed are adolescent reproductive and
sexual health with five innovations and gender with nine innovations. The School Health
Programme is being launched soon and will address innovations for youth in school. Out of
school youth need to be focussed, particularly unmarried youth.

Gender is considered to be a cross-cutting area in RCH Il and mainstreaming gender in all
aspects of the programme is vital for the success of the programme. States have attempted
to integrate gender into programmatic aspects. Of the nine innovations in this area, gender
budgeting has been implemented in Gujarat, Karnataka and Nagaland. Another multi-State
intervention, family counselling centre (FCC), which seeks to address the issue of violence
against women, challenges patriarchy, a fundamental issue of the society. These centres
have enabled women to voice the injustices meted out to them in society. The increasing
number of cases in these centres indicates an improvement in reporting cases of gender
violence. Innovations by Punjab and Tamil Nadu aim at addressing sex selective abortions.

Population stabilisation is an important objective of RCH Il. Most innovations in this category

belong to the realm of Behaviour Change Communication (BCC) or social franchising and
have been included therein. BCC is a major cross-cutting intervention in RCH Il. Almost all
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innovations have a component of BCC. The contribution of the three major multi-State social
marketing campaigns targeting oral contraceptives (OCs), condoms and Oral Rehydration
Salt (ORS) use in diarrhoea implemented with the support of Development Partners (DPs)
and partnership with commercial private sector has been significant in terms of
demonstrated positive impact on behaviour change among populations with high and middle
Standard of Living Indices, increased utilisation of services by targeted groups and reduction
of stigmatisation against condoms. Campaigns such as ‘Saathi Bacchpan Ke’ had resulted in
policy modification. Such information, education and communication (IEC)/BCC innovations,
with need-based modifications, and continued support when used in the right context, have
tremendous potential in improving RCH outcomes

Detailed desk reviews (Annexures 3-10) were conducted for 55 innovations, which have
been in place for over a year and for which sufficient documentation was available. The desk
reviews were conducted using a tool that has seven major criteria: documentation,
availability of evidence, reach and equity, environmental context, institutional fit, human
resource requirements at scaled-up levels and cost analysis. Twenty of these are
recommended for a more in-depth review. Eight of these are already undergoing review by
DPs and other agencies.

The range and spread of innovations across the States is truly impressive. The trend of
piloting new initiatives and State-led design of need and context-specific innovations is
pathbreaking. The context for piloting innovations has, of course, been set by the flexible
framework enabled by RCH Il and the NRHM. As mentioned above, several innovations
currently under way in the States are promising and have tremendous potential for
scalability. For several innovations, it may be that although the entire innovation cannot be
scaled up, crucial elements of the innovation can be scaled up. It is encouraging to note that
several States have replicated some ‘successful’ models of innovations such as the PPP
projects, EMRI, Chiranjeevi scheme, emergency helplines and emergency ambulance
(Janani Express Yojana).

Varying performance by the States in overall health programme management, the limitations
of inadequate human resources, governance issues, lack of attention to detailed process
documentation and effective systems for monitoring and follow-up are some of the
challenges in the scaling up of evidently successful innovations.

This directory of innovations touches the tip of the iceberg in terms of the list of innovations.
Many of these innovations are yet in a fledgling state and need to be carefully nurtured and
studied. This directory is meant to be updated and expanded upon. More details need to be
analysed, especially in terms of outcomes, impact and cost data for the innovations. There is
enormous potential for the list to be expanded given that States, NGOs and other private
players are experimenting with newer approaches for health care services. The development
of the innovations directory should be seen as a first step in developing a body of research in
scaling up, particularly within the larger public sector system.
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Way Forward

A review of innovations needs to be followed by training and support to the States for
documentation, monitoring and evaluation, and advocacy. This will enable more rigorous
assessments of scalability of innovations. Another potential area of training for States is
introducing key principles of scalability at the design phase of the innovations in order to
facilitate scaling up when the evidence becomes available.

15



. BACKGROUND

1. Within the framework of RCH II/NRHM, several States have introduced pilot innovations
across a spectrum of health services. These innovations span a range of service delivery
projects and programmes. The main objective of the pilot innovations is to expand
access to care and improve quality of services through testing a range of strategic
approaches, such as: provision of incentives, facilitation of emergency transport, varying
modes of health financing, enabling creative partnerships with the private sector, and
piloting alternative means of service delivery. The Ministry of Health and Family Welfare,
(MoHFW) commissioned a systematic review, supported by the Department for
International Development (DFID), of these innovations to:

e Provide a robust assessment of the effectiveness of the schemes, especially their
impact on the poor and vulnerable groups

e Promote cross-learning among the States to address challenges in the health
sector

¢ Enable the State to explore the possibility of replicating the innovations suited to
their local context and needs

e Inform the mid-term review of RCH Il

2. Given the large number of ‘innovations’ proposed by the MoHFW, various States, and
the DPs, over 200 in number, it was decided that the review would be undertaken in two
stages. The first stage would involve a desk review of available documents and rapid
field assessments in selected states, yielding a shortlist of innovations that could be
undertaken for further detailed reviews in a subsequent second stage. This document is
a directory of innovations proposed/under way in States, including reviews of select
innovations.
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Il. SCOPE OF WORK AND
METHODOLOGY

1. The objective of the innovations scan was to conduct a desk review of approximately 200
innovations implemented in the States and develop a directory of innovations according
to the major thematic areas of RCH Il and the NRHM. The outcome of the desk review
was (1) to develop a directory of innovations under way in the States (2) provide a brief
report on innovations in place for over a year, and for which sufficient documentation
was provided, and (3) identify innovations to be studied for in-depth scalability
assessments.

2. Annexure 1 includes a list of the innovations classified by State. Some of the suggested
innovations were excluded from the list because of the following reasons:
e Element of a State or national programme and not a new intervention or
innovation
e An activity rather than an intervention or innovation
e Micro research studies
e Discontinued by the State

3. The categorisation of innovations into themes roughly follows those laid out in the
National Programme Implementation Plan of RCH Il and also in the Implementation
Framework of the NRHM. The innovations have been classified into seven categories
that span major thematic areas of RCH II/NRHM. (Box 1)

Box 1: Category of Innovations

Category of Innovation Nos.
Safe Motherhood/Maternal Mortality Reduction 43
e Innovations to promote safe motherhood and institutional delivery 24

e Ambulance services and helplines for transport of obstetric emergencies 17

e Strengthening skills and capacity of providers 2
Immunisation and Infant and Young Child Feeding (IFCF) 28
Adolescent Reproductive and Sexual Health (ARSH) 5
Behaviour Change Communication 19
Gender Mainstreaming 9
Service Delivery for RCH 38
¢ Mobile health units 11

e Social franchising networks 4

e Health financing 8

e Contracting out management of public health services 15
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Programme Management 80
¢ Incentives to improve mobility, availability and attendance of staff 22

¢ Incentives to improve performance and range of services 8

e Alternatives to In service training for improved performance 4

e Community and Panchayat involvement in planning, monitoring and 29

management of health services and facilities

e Programme monitoring and management information systems 13

e Improving procurement and finance systems 4
School Health 5
TOTAL 227

4. Desk reviews were conducted for detailed scalability assessment for innovations that
had been in place for over a year and for which sufficient documentation was available,
which includes:

e Brief narratives extracted from State Project Implementation Plans (PIP) for fiscal
years 2006-2007, 2007-2008 and 2008-2009

¢ Design documents for the innovation under consideration

e Power Point presentations made at conferences and meetings

e Mid-project reviews for selected innovations

e Detailed evaluation studies for a few selected innovations

The quality of documentation on the innovations was highly variable and posed challenges in
conducting detailed analysis. There are several innovations for which budget details, date of
initiation and data on outcomes are missing. Since most of the innovations of the pre-RCH
and early RCH Il phase were initiated as a pilot on a smaller scale at the State/district level,
it is not surprising that there is insufficient documentation on the processes, outcomes and
impact. It is likely that documentation on some of the innovations exists in some form or
other, but has not been maintained by the relevant authorities. Some of the innovations that
have been implanted for more than a year (for example, Chiranjeevi Yojana, Swasthya
Panchayat Yojana, PPP with private hospitals in Assam, vouchers for institutional delivery in
Uttar Pradesh and Uttarakhand) did have sufficient documentation, having been reviewed
and evaluated by the DPs, State Governments and other external agencies.

In case of budgets, funding from multiple sources including DPs, State funds and non-RCH
funds makes it difficult to cull out year-wise planned budget allocations and expenditures.
However, budget allocations have been considerably streamlined in the last two years and
currently most of the innovations are funded under the RCH Il budget and Mission Flexipool
budget.

Innovations with insufficient documentation/no documentation are also listed in the directory,

so that the list can be updated as implementation proceeds. Wherever available, the nature
and quality of monitoring and evaluation systems were reviewed with the potential to yield
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credible evidence. The various levels of evidence that were reviewed included a basic logic
model (a hypothetical assumption that a set of activities implemented well will achieve
results) to the existence of internal performance monitoring systems to measure key
outcomes and systematic external evaluations.

5. The methodology followed was the application of a scalability assessment protocol,
developed by Management System International (Annexure 2), to each of the
innovations. The protocol was adapted to suit the special need of the review. The tool
assessed the innovation on seven major criteria:

1. Documentation: Did the documentation adequately cover processes, human
resource and infrastructure needs, capacity building strategies, challenges,
lessons?

2. Availability of evidence: Did the innovation have in-built monitoring systems? Is it
possible to identify key outcomes? Is there credible evidence of impact, or has
impact evaluation being planned for?

3. Reach and Equity: Is there adequate consideration of reach and equity in the design
and implementation of the pilot?

4. Environmental Context: Did the design of the innovation consider the environmental
context (socio-political, governance, cultural and ethnic dimensions) in which the
pilot was to be implemented?

5. Institutional Fit: Degree to which the pilot innovation has been institutionalised or has
the potential to be institutionalised within the system with minimal change in the
current operating structures and systems

6. Human resource requirements at scaled-up levels: Is there detailed information on
the nature of external support provided during the pilot? Did the pilot envisage
requirements for skill building of human resources for a scaled-up intervention?

7. Cost Analysis: Is there information on the cost of the various components of the
model? Is there sufficient data to allow the analysis of cost-effectiveness and cost
benefit?

6. Forty-eight innovations, for which detailed documentation on project design and data on
outcomes and impact was available, were reviewed. Desk review reports for each of
these are included in Annexures 3 to 10. The quality of documentation ranged from
brief narrative descriptions to detailed project design and evaluation documents.
Wherever possible, pertinent scalability issues have been highlighted.

7. Twenty innovations were recommended for an in-depth review, based on available
documentation (Annexure 11). Eight of these innovations have already been studied in-
depth or are undergoing in-depth reviews. It is likely that as more documents become
available, this list will expand.
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lll. KEY FINDINGS

The NRHM's mandate is to bring about ‘architectural correction’ and make public health
services ‘equitable, affordable and effective’. The RCH Il programme focusses on
addressing the poorest and underserved populations within a framework of substantial
degree of flexibility, decentralised management and enhanced accountability for results.
These parameters have resulted in the States piloting innovations across the major RCH
Il and NRHM themes. The innovations listed in this report do not represent the entire
universe of innovations in the country. Several State Governments are using State-level
funds to pilot new innovations based on need and context. In addition, there is likely to
be a plethora of innovations, many of them demonstrating a strong evidence base, that
have been implemented by NGOs. The majority of the innovations in this report,
however, are those that are being supported through central funds.

The term ‘innovations’ has been used very flexibly. Broadly, two sub-categories of
innovations can be distinguished. One is a true ‘pilot innovation’ that has not been tried
elsewhere, for example, Chiranjeevi Yojana of Gujarat or the boat clinic of Assam. The
second is the use of particular components of an intervention or an entire intervention
implemented in a new setting or different organisational context, for example, maternal
or infant death audits. For the purposes of this document, the term innovations will be
used, regardless of the sub-category.

Some innovations spanned several States (for example, mobile clinics), while many were
State-specific (Chiranjeevi Yojana in Gujarat, boat clinics through PPP in Assam). The
innovations are all being piloted in the context of substantial investments from national
and State levels on improving the health infrastructure, strengthening health systems,
promoting social mobilisation and community participation, enabling decentralised health
planning and implementation, incentivising performance and quality to retain and attract
human resources, and strengthening programme management and monitoring. The list
of innovations also includes pilot initiatives (in a set of blocks or a particular district) for
each of these areas.

Several pilot innovations introduced in the States are promising and have clearly
demonstrated positive outcomes, For example, Chiranjeevi Yojana of Gujarat and the
EMRI model of Andhra Pradesh have shown good results and are being adopted in
various forms by several States. The EMRI has been replicated in Chhattisgarh, Delhi,
Gujarat, Jammu and Kashmir, Karnataka, Madhya Pradesh, Maharashtra, Orissa and
Tamil Nadu. Several States have adopted the JSY/Chiranjeevi model to further provide
services in areas not covered by JSY or to boost the gains from JSY, including
Saubhagyawati Scheme (Uttar Pradesh), Janani Suvidha Yojana (Haryana), Janani
Sahyogi Yojana (Madhya Pradesh), Ayushmati Scheme (West Bengal), Chiranjeevi
Yojana (Assam), and Mamta Friendly Hospital Scheme (Delhi).
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5. One of the key requirements for scalability is institutionalisation of the innovation within
the Government system. This necessitates credible evidence demonstrated in terms of
clear outcomes. Cost-effectiveness of the model is another factor that needs to be
examined.

6. Routine trend monitoring is a useful process measure and in many cases outcome data
is provided, but in the absence of baseline data it is difficult to comment on the scalability
of the intervention. States would need to establish effective monitoring systems with
indicators for measuring outcomes against baseline data for the innovations; further
quality of service delivery is another area that requires attention.

Innovations Supported by Development Partners

7. Some innovations are designed and initiated by the DPs. In cases of innovations
supported by the DPs, while all are being implemented in some form of collaboration with
the Government, the nature of collaboration varies. Two distinct patterns of collaboration
emerge:

(i) The pilot enjoys the support of the Government, is being largely implemented through
the Government system but with significant technical support through an external
mechanism primarily from an external donor, for example, USAID supported voucher
schemes in Uttar Pradesh, UNICEF supported innovations in maternal audits in
multiple States, and the UNFPA supported FCCs.

(ii) The pilot is being implemented with tacit support from the Government but is entirely
located in the private sector and is managed substantially by an external donor, for
example, mass media campaigns for ORC, pills and condoms.
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Category 1

Safe Motherhood/Maternal Mortality
Reduction
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Category 1: Safe Motherhood/Maternal Mortality Reduction

Under the NRHM (2005-2012) and the RCH Programme Phase Il (2005-2010), the Gol
aims to reduce maternal mortality by focussing on the following major strategies’:

Enhance availability of facilities for institutional deliveries and emergency obstetric
care: This encompasses interventions that strengthen facilities and skill building
of providers—non-specialists and auxiliary nurse midwives (ANMs) to provide
emergency obstetric care

Improve access of poor women to institutional deliveries (Janani Suraksha Yojana)
and other demand-side financing innovations

Increase access to care seeking through strengthening referral transport

Forty-three innovations in the area of safe motherhood that are listed in the document
encompass three major areas. Of these, 12 were identified for desk review and are in
Annexure 3.

¢ Innovations to promote safe motherhood and institutional delivery

Promoting institutional delivery appears to be the area of focus for safe motherhood
interventions. The Janani Suraksha Yojana is a flagship scheme that provides
financial entitlements as incentives for women to deliver in institutions and is being
implemented nationwide. In addition, individual States have piloted several schemes
in this area.

e Ambulance services and helplines for the transport of obstetric emergencies

Another innovation to address the issue of delays in the seeking of care for obstetric
emergencies is the provision of transport in the form of various ambulance schemes.
While originally envisaged as a readily available transport scheme for women with
obstetric emergencies, ambulance services now cater to all emergencies. Thus all
innovations under ambulance schemes are listed in this category.

e Strengthening skills and capacity of providers

Innovations in this category test the feasibility of training non-specialists such as
MBBS doctors in Emergency Obstetric Care (EmOC) and anaesthesia in order to
overcome the acute shortage of specialists (Ob/Gyn and Anaesthetics) at the level of
FRUs to manage obstetric complications.

' National PIP, RCH-Phase Il
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1.1 Innovations to Promote Safe Motherhood and Institutional Delivery

Of the 24 innovations listed in this section, a significant number of the innovations are based
on some form of demand-side financing, mainly vouchers; some are a form of contracting
out institutional delivery services for BPL women to the private sector. In some States,
additional facilities for institutional delivery (maternity homes and birthing huts) have been
created so as to enhance geographic access.

A large majority of the innovations were initiated in 2006 and have barely completed two
years of implementation. Two innovations in this category have been recommended for an
in-depth review. The Chiranjeevi Yojana, implemented in Gujarat at a statewide scale, is
already undergoing an evaluation led by UNFPA. The delivery huts in Haryana, which is the
only one of this category that is implemented by and through the public sector, has been
recommended for an in-depth review to identify lessons that could be relevant in areas
where even financial incentives are not attractive enough for the private sector to venture
into the area of service provision, particularly in remote hamlets and tribal areas. Of these
innovations so far only the Chiranjeevi Yojana has had systems in place to measure the key
outcome, which is a significant increase in institutional delivery.

Table 1.1 Innovations for Safe Motherhood and Promoting Institutional Deliveries

S. | Title of Innovation/ | Location Brief Description/Outcomes
No. | Year of Initiation

1999-2005/2006

1. Provision of Rajasthan This model has been implemented by an NGO,
Maternal Child ARTH, in tribal Udaipur since 1999. The key
Health (MCH) feature is the management of a health centre that
Services in Tribal provides range of MCH services, including safe
Areas through delivery in remote rural areas with the back-up
Nurse Midwife support from a gynaecologist and strong referral
Operated Clinics linkages

(1997-ongoing)
Outcomes: from 1999-2005
¢ Anincrease in institutional delivery from
12% to 38% and among socially and
economically marginalised from 3% to
13.8%
¢ Nurse midwife conducted delivery
increased from 1.6% to 20.7%
e Stillbirth rate of 28.9 and NNMR of 37 per
1,000 live births, respectively

(Desk Review Report in Annexure 3.1.1)

2. Chiranjeevi Yojana | Gujarat An innovative health financing scheme covered
(2005-2006) through PPP for emergency obstetric care and
emergency transport services, for women in BPL
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No.

Title of Innovation/
Year of Initiation

Location

Brief Description/Outcomes

category. Private gynaecologists are contracted for
services for normal and complicated deliveries at
their health facilities. The financial package is
worked out based on 100 deliveries and includes
normal and complicated deliveries

Outcomes:
852 of a total of 2,000 Ob/Gyns enrolled
Total deliveries conducted under the scheme
are 165,278 of which 143, 882 were normal
deliveries with a C-section rate of 6.21%
Complicated deliveries accounted for 6.72% of
total deliveries

(Desk Review Report in Annexure 3.1.2)

Birth Waiting
Rooms (2005-2006)

Andhra
Pradesh

A pilot intervention to ensure the provision of birth
waiting rooms for pregnant women from distant
tribal areas to reach the institutions a couple of
days before the expected date of delivery in order
to avoid complications. As a pilot it was proposed
to construct three birth waiting rooms in each
district each at a cost of Rs. 5 lakh

2006

-2007

Janani Suvidha
Yojana

Haryana

Increase access to safe delivery services and
institutional delivery for urban BPL women through
private health providers and referral arrangements
with Government institutions, using vouchers

(Desk Review Report in Annexure 3.1.3)

Delivery Huts

Haryana

Build and equip delivery huts to reduce home
deliveries. An essential criterion for building the hut
is that the ANM or nurse is resident in the village.
There is also provision for transportation

Outcomes:
476 delivery huts built
About 30,000 deliveries conducted

(Desk Review Report in Annexure 3.1.4)

Birth Companion
Programme

Tamil Nadu

Ensuring the presence of a birth companion during
delivery in all facilities. The package of service
covers facilities such as screens between labour
boards for privacy and seating arrangement for the
companion

25




S. | Title of Innovation/ | Location Brief Description/Outcomes
No. | Year of Initiation
7. Provision of Round- | Tamil Nadu Ensuring access to safe delivery services through
the-clock Delivery the provision of three nurses on a shift system
Services (since resulted in an increase in proportion of institutional
RCH 1) deliveries in the public sector health facilities
8. Providing Antenatal | Tamil Nadu Administration of ISM drugs for antenatal care and
Care, Nutrition and counselling to pregnant women on nutrition and
Counselling through ISM drugs
the Use of Indian
Systems of
Medicine (ISM)
9. Traditional Birth Karnataka Incentive to TBAs to escort pregnant women for
Attendant (TBA) institutional delivery
Incentives to
Promote
Institutional Delivery
10. | Ensuring 100% Manipur Incentives to TBAs and others for ensuring 100%
Birth Registration birth registration
11. | Enabling Round- Mizoram Cash incentives for Medical Officers (MOs), staff
the-clock Services nurses and Grade |V staff for conducting deliveries
for Institutional at night in primary health centres (PHCs)
Delivery
12. | Vande Mataram West Bengal | A scheme to involve the private sector in providing
Scheme safe motherhood and family planning services.
Gynaecologist members of FOGSI volunteers to
provide free outpatient care services (antenatal
and family planning services) to pregnant women
on a fixed day each month. Enrolled Vande
Mataram physicians are provided a kit of IFA
tablets, condoms, OCs and intra-uterine devices
(IUDs) for free distribution to patients.
2007-2008
13. | Janani Sahayogi Madhya Accreditation of private health facilities for MCH
Yojana Pradesh services and reimbursement on basis of fixed rates
14. | Voucher Schemes Uttar Pradesh
g;l:cz?;utlonal (KA;ganL’Jr, Use of vouchers as a mechanism for demand-side
. financing where Reproductive and Child Health
Bahraich) ) .
(RCH) services for BPL women and children are
15. | Voucher Schemes Uttarakhand . . "
for Institutional (Haridwan) prowded.through prlv.ate practitioners
. (Desk Review Report in Annexure 3.1.5)
Delivery
16. | Ayushmati Scheme | West Bengal | A PPP initiative for enhancing access and

improving institutional deliveries among BPL
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S. | Title of Innovation/ | Location Brief Description/Outcomes
No. | Year of Initiation
families. The scheme is largely similar to the
Chiranjeevi Yojana. The scheme has been
launched on a pilot basis in 11 districts. Districts
have been chosen on the basis of availability of
public facilities functioning above the critical level.
The State has estimated that around 20% of the
estimated deliveries of pregnant women from BPL
families will be covered
(Desk Review Report in Annexure 3.1.6)
17. | Mamta Friendly Delhi A PPP initiative for obstetric care services,
Hospital Initiative covering BPL, SC/ST women in the State.
Payment is made to private service provider on the
basis of pre-decided fee per case
2008-2009
18. | Transit Homes for Uttarakhand Transit homes will be set up for providing
Accompanying accommodation to the attendants (relatives) of
Relatives of Women patients/pregnant women in order to facilitate the
for Institutional visit of the patients to the health facilities. The four
Delivery to six-bedded transit homes will be set up near a
Community Health Centre (CHC). The
management of the homes will be handed over to
Mother NGOS (MNGOs)/NGOs. User fee would be
collected as maintenance fee for the homes. The
initiative will be rolled out in four difficult districts
19. | Saubhagyawati Uttar Pradesh | A scheme to cater to the BPL population in the
Scheme: Private rural and urban areas. Under this scheme each
Sector Participation private agency/provider will provide services in one
to Promote Access or more blocks covering the entire package of safe
of BPL Women to motherhood services (from Ante Natal Care (ANC)
Institutional to delivery to Post Natal Care (PNC), neonatal care
Deliveries and family planning. A panel of private agencies
will be empanelled to perform more than 50
deliveries in a quarter. Identification and
empanelment of the private
gynaecologists/hospitals will be done by the
medical officers In charge of the block PHCs
20. | Chiranjeevi Yojana: | Assam A PPP initiative that intends to increase access to

Contracting Out of
Services to the
Private Service
Providers

emergency obstetric care and institutional delivery
for the unserved population. The scheme aims to
contract out services to the private
doctors/hospitals; provide insurance coverage to all
BPL pregnant women and neonates and creating

27




No.

Title of Innovation/
Year of Initiation

Location

Brief Description/Outcomes

awareness generation regarding the scheme. State
plans to empanel the private doctors and hospitals.
Cash reimbursement will also be provided for
transport and for the patient’s attendant wage loss.
The scheme will be launched in four districts

21.

Insecticide-treated
Bed Nets for
Pregnant Women

Assam

Insecticide-treated bed nets will be provided to all
the pregnant women accessing institutions for
delivery. This will be combined with the Janani
Suraksha Yojana incentive. Initiated in Sivasagar,
Goalpara, Golaghat, Morigaon on pilot basis

22.

Maternity Waiting
Centres

Manipur

Pilot initiative for two NGO-managed maternity
waiting centres each with a capacity for 20 beds.
Each of these centres will include 14 ANMs with
two ANMs on service 24/7. The centres are
exclusively for women belonging to the poor
families, who will be required to provide a nominal
admittance and daily fees. Pregnant women will be
shifted to the referral centres for delivery and in
cases of emergencies

23.

Maata Vikas Kendra
(Mother’s
Development
Centre)

Maharashtra

A mother’s development centre for providing
comprehensive care to pregnant women (and
address the issue of malnourishment among
mothers) and improving the quantum of institutional
deliveries. The centres introduced in three tribal
PHCs of Raigad district. The centres offer a range
of services, for example, health check-up,
immunisation, IFA tablets, and analysis on
nutrition, identification of high-risk mothers and
motivating them for institutional delivery

24.

Convergence
Model, NRHM-
NACO: ANC-
PPTCT Programme
(2008-2012)

Karnataka

A convergence model between the NRHM and
National AIDS Control Organisation (NACO) under
which pregnant women are covered by HIV
counselling and testing through PHC outreach
activities. Women who have touched the third
trimester of pregnancy will be mobilised for
undertaking pre-test counselling and HIV testing
and registration with the Yeshaswini Scheme. The
model also aims at providing free service to HIV
positive women at the Yeshaswini Network
Hospitals (YNH) for deliveries through the
Yeshaswini Scheme. All hospitals both YNH and
the public sector hospitals where the HIV positive
women choose to deliver will ensure that NACO’s
PPTCT Protocols are followed and the ANMs
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S. | Title of Innovation/ | Location Brief Description/Outcomes
No. | Year of Initiation

baby’s HIV status would be finally known

(Desk Review Report in Annex 3.1.7)

1.2 Ambulance Services and Helpline for Transport of Obstetric Emergencies

The three delays model of pregnancy-related mortality includes delay in reaching an
appropriate facility, often due to a lack of readily available and affordable transport.
innovations. The model has been devised to enable women, particularly poor women
residing in hamlets and in areas where communication and modes of transport are poor and
erratic.

Seventeen innovations were listed in this category. Almost all are a combination of a call
centre and ambulance service. Two of these (EMRI in Andhra Pradesh and Ambulance in
West Bengal) are already undergoing an in-depth review. The Madhya Pradesh-based
Janani Express Yojana was documented in a fairly detailed manner as part of a recent
evaluation. It is apparent even from the review of the limited material that the ambulance
schemes have varying operational norms and standards. In West Bengal and Dholpur, the
ambulance service is managed by NGOs, in Guna by the district health system, while in the
rest of Madhya Pradesh the Janani Express Yojana works with private vehicle owners. EMRI
is a highly efficient operation managed by a private foundation with world class
communications and infrastructure facility at its disposal.

Over and above the additional management and contractual challenges that ambulance
schemes pose to the District Health Society, key cross-cutting issues across the States
include ensuring that communities of all sections become aware of the facility, enabling the
really poor and marginalised to access the ambulance facility, and finally ensuring the state
of preparedness of the health facility to which women are transported to assure them of safe
and high quality delivery services. A comparative assessment of all ambulance schemes to
draw lessons related to standard operating procedures, monitoring of the scheme and efforts
to ensure reach and equity would support large-scale scaling up.

Table 1.2: Ambulance Services and Helpline for Transport of Obstetric Emergencies

S. Title of Innovation/ Location Brief Description/Outcomes
No. | Year of Initiation

would ensure that the mother-baby pairs are
followed up for 18 months postnatally when the

2005-2006

Free Bus Passes

Andhra
Pradesh

Free bus passes to SC/ST and BPL pregnant
women in rural areas to enable them to get at
least one ANC check-up with a qualified
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No.

Title of Innovation/
Year of Initiation

Location

Brief Description/Outcomes

medical doctor. Eight lakh free bus passes
have been issued

2006-2007

2.

Janani Express Yojana

Madhya
Pradesh

An ambulance service to enable BPL women
overcome the problems from lack of access
to suitable transport through district-level
partnerships with private providers

Outcomes:
Implemented in 204 blocks
54, 202 women transported, of which half
were for institutional delivery.
Over 52% from BPL category
Transported 68% multiparous women had
not previously delivered in institutions

(Desk Review Report in Annexure 3.2.1)

Call Centre with
Network of Ambulances
for Ob/Gyn/Newborn

Madhya
Pradesh

The 24/7 emergency transport and call centre
is an effort to enable women and sick children
to reach health care facilities for institutional
deliveries, through providing round-the-clock
emergency transport, which the community
can access through a call centre set up in the
district hospital with a toll-free number

Outcomes:
e 5,026 women transported

o Network of 24 vehicles at district level

(Desk Review Report in Annexure 3.2.2)

Ambulance Scheme

West Bengal

Provision of round-the-clock emergency
transport for obstetric and other medical
emergencies, through a fleet of ambulances
outsourced to NGOs with a communication
network through fixed and mobile phones

Outcomes:

e (Caseloads are increasing, given the
widespread community awareness on
the scheme. All ambulances are
equipped with mobile phones. One-
third of all cases were pregnancy and
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S. Title of Innovation/ Location Brief Description/Outcomes
No. | Year of Initiation
delivery-related
e Proportion of BPL cases transported
(in three blocks) ranges from 35% to
57%
(Desk Review Report in Annexure 3.2.3)
5. Rural Emergency Andhra An ambulance service for transporting
Health Transportation Pradesh emergency cases of pregnant women and
Scheme children (and other emergencies) to the
nearest facility. The scheme has the provision
for a District Maternal and Child Health
emergency control room in every district
headquarter, with a toll-free telephone
available for 24 hours
Outcomes:
e 732 ambulances, one ambulance
makes around eight trips a day
e Average reach time of the ambulance
is 14 minutes in urban areas and 21
minutes in rural areas
e MoU with 4,000 hospitals and nursing
homes in different parts of Andhra
Pradesh and 1,500 police stations
linkages
e Covers 147 million population and
around 5,700 emergencies have been
handled
e Ambulance use by SC/ST/BC
socioeconomic categories is 83%
e Pregnant women using the
ambulance for delivery—22%
(Desk Review Report in Annexure 3.2.4)
6. Obstetric Helpline Rajasthan The focus of interventions is on addressing

the second delay by mapping transport
facilities, instituting a toll-free number,
involving an NGO to engage local taxis and to
escort women to the health facility
(apparently the CHC), as well as negotiate
the services and ensure timely payments of
financial entitlements
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S. Title of Innovation/ Location Brief Description/Outcomes
No. | Year of Initiation
Outcomes:
e High utilisation of the service by
women in the BPL category
e Almost 100% correlation between
calls and women delivering in
institutions
e Increase in numbers of caesarean
sections at the CHC
7. Emergency Medical Bihar Ambulance service and medical help/tele line.
Services Control room operational 24 hours in the
divisional headquarters of the State
8. JSY Helpline Mizoram JSY helpline implemented by NGO
9. District Maternal and Andhra The public will be informed about this facility
Child Health Control Pradesh and will be encouraged to call this number in
Room the case of any maternal, infant/child
emergency. On receipt of the information, the
NGOs responsible for the ambulance will
transfer the patient to the nearest hospital
2007-2008
10. | Janani Suraksha Karnataka Janani Suraksha Vahini is a part of JSY
Vahini: Karnataka under which ambulances are placed in 176
taluka hospitals for transportation of
emergency cases for pregnant women and
children
2008-2009
11. | Aarogya Kavacha Karnataka Scheme similar to EMRI of Andhra Pradesh
Scheme
12. | JSY Helpline Chhattisgarh | Tele helpline to promote institutional
deliveries and reduce the three delays to be
managed by a JSY cell within the directorate.
The services will be contracted out to a
private organisation, at a reimbursement of,
on a call basis, at the rate of Rs. 5 per call.
JSY cell to monitor quality through sample
checks
13. | JSY Helpline Jharkhand A helpline in the district headquarters,
functioning 24/7, connected to all CHCs and
PHCs, and providing immediate medical care
to mothers in case of emergencies, through
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No.

Title of Innovation/
Year of Initiation

Location

Brief Description/Outcomes

provision of ambulances for referral transport.
A data bank will also be available for
providing information on the status of
ambulances

14.

Voucher Scheme for
Referral Transport

Uttar
Pradesh

A voucher scheme for providing transport to
the BPL patients. The District Society/ Rogi
Kalyan Samiti (RKS) at the block level will
identify and accredit transport providers to
facilitate transportation to BPL clients. The
BPL families will be provided vouchers, which
will be distributed through ASHAs. On
reaching a health facility through an
accredited private transporter, the
driver/owner will be paid Rs. 250 at the health
facility by the designated officer from the
transport component of the JSY funds. In this
case the transportation amount will not be
paid to either the client or ASHA

15.

Emergency
Management and
Referral Institute

Assam

An EMRI with a toll-free number will be set up
in Guwahati and will include emergency
ambulance services in partnership with a
non-profit organisation. The ambulances will
be placed strategically in the districts and will
function 24/7 to cater to any kind of
emergency with three teams: Information
team (call taking, call processing and call
dispatch), Response team (ambulance) and
Care team (pre-hospital medical care). A
statewide toll-free emergency number will
connect informants to the Emergency
Response Centre in Guwahati. It will be
launched statewide in November 2008 in a
phased manner.

16.

Rural Ambulance to
Transport Women with
Obstetric Emergencies
and Sick Newborns

Tripura

A scheme that provides ambulances for
emergency referral transport for pregnant
women and high-risk babies from sub-district
hospitals to district hospitals. The scheme
was launched in 2006-07 and will be
extended to three PHCs in 2008-2009

17.

Ambulance Services
and Helpline for
Transport of Obstetric

Goa

An EMRI with an emergency transport placed
in all talukas 24/7 for transportation of cases
of obstetric emergencies. The EMRI has
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S. Title of Innovation/
No. | Year of Initiation

Location

Brief Description/Outcomes

Emergencies

three teams: Information team, Response
team and Care team. There has been
positive response to the EMRI

So far, 2,464 emergency calls received in a
month, 1,253 medical emergencies
responded and 35 lives saved (till September
2008)

1.3 Strengthening Skills and Capacity of Providers

This set of innovations intends to strengthen the skills and services of various service
providers to manage selected obstetric emergencies through policy modification and training
for selective interventions under specific emergency situations to save the life of the
mothers. The innovations also focus on quality of care through accreditation of service
providers. In addition, MBBS doctors are being trained in Life Saving Anaesthetics Skill and
Emergency Obstetric Care. While the EQUIP programme is specific to Chhattisgarh, the Gol
has awarded a grant to FOGSI to build the capacity of selected State medical colleges as
nodal training centres for training MBBS doctors in Emergency Obstetric Care in the EAG

States.

Table 1.3: Strengthening Skills and Capacity of Providers

S. | Title of Innovation/ | Location Brief Description/Outcomes
No. | Year of Initiation
1 2003-ongoing Chhattisgarh | EQUIP is an acronym for Enhancing Quality in

Multi-skilling of
medical staff—
Enhancing Quality
Care in Public Health
Care

Primary Health Care, an approach adopted by the
State for addressing quality and adequacy of
utilisation of services through block planning. The
focus has been to address specialist gaps, through
multiskilling doctors, particularly in Emergency
Obstetric Care (EmOC) and anaesthesia

Outcomes:

e 27 doctors trained in Emergency Obstetric
anaesthesia and 25 in Comprehensive
Emergency Obstetric Care

e 30 candidates undergoing training for
Emergency Obstetric anaesthesia and 30
in Comprehensive Emergency Obstetric
Care
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S. | Title of Innovation/ | Location Brief Description/Outcomes
No. | Year of Initiation
(Desk Review Report in Annexure 3.3.1)
2 Certification of Tamil Nadu | Certification of CEmONC based on a set of

Facilities for
Comprehensive
Emergency Obstetric
and Newborn Care
(CEmONC)

accreditation criteria with a focus on quality of care
monitored by obstetric and paediatric specialists.
The CEmONC would be evaluated on the basis of
casualty services, EmOC procedures, emergency
newborn care, laboratory services, post-operative
care, adherence to standard emergency treatment
protocol and quality of provider-patient interaction
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Category 2

Immunisation and Infant and Young
Child Feeding
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Category 2: Inmunisation and Infant and Young Child Feeding
The objectives of the newborn and child health strategy in RCH Il are:

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

2. Implement, by 2010, a newborn and child health package of preventive, promotive
and curative interventions using the comprehensive Integrated Management of
Neonatal and Childhood llinesses (IMNCI) approach

3. Implement the medium term strategic plan for the Universal Immunisation
Programme (UIP)

4. Strengthen and augment existing services in areas where IMNCI is yet to be
implemented.

5. For infant and young child feeding, RCH Il is working in close collaboration with the

Department of Women and Child Development towards the attainment of the national
goals in nutrition and promotion of early initiation of breastfeeding, focussing on
exclusive breastfeeding until six months of age, promoting timely and adequate
complementary feeding and including micronutrient supplementation in accordance
with the national policy.

States have introduced a range of innovations under this category based on local context
and need. Innovations such as home-based newborn care, alternative vaccine delivery
models and a host of outreach mechanisms to improve immunisation coverage have been
designed for micronutrient supplementation in conjunction with maternal health services. In
order to overcome issues of poor immunisation coverage, States have piloted innovations
that take the form of designated special fixed days, or a notified period of time during which
services are provided through camps, outreach sessions as special events. During these
days a broad range of services is provided, but since child health services (immunisation,
Vitamin A and iron supplementation) are often the focus, this innovation has been classified
under this head. VHNDs are the flagship innovation in this category that has been introduced
nationwide.

A major thrust area in NRHM/RCH Il has been on immunisation. Several innovations were
proposed in this category. Some of these, including Muskaan in Bihar, are variants of the
VHND. In the area of nutrition the Bal Shakti Yojana, Kano Parba Na (Positive Deviance
Approach) and nutritional rehabilitation centres have been under way for some time. Of the
28 innovations in this category, seven were shortlisted for desk review (desk review reports
in Annexure 4).

Table 2: Immunisation and Infant and Young Child Feeding

S. | Title of Innovation/ Location Brief Description/Outcomes
No. | Year of Initiation
2001-2006
1. Dular Strategy Bihar The main goal of this project was to put in place
(1999-2005) interventions that would empower the family and
the community, within selected areas of the
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No.

Title of Innovation/
Year of Initiation

Location

Brief Description/Outcomes

Integrated Child Development Scheme (ICDS)
purview, to make positive changes in health-related
behaviours, as well as addressing the issue of
malnutriton among women and children and
reducing anaemia among adolescent girls. The
interventions used consisted of behaviour change
communication and interpersonal communication
(IPC) strategies

Outcomes:

e Dular villages had a significantly higher rate
of colostrum feeding, at 84%, than the non-
Dular villages (64%)

e A significant difference in the malnutrition
rates (underweight) reported between the
Dular and non-Dular villages (55.5% vs.
65.4%) and a significantly lower stunted
population in the Dular villages (61.8%) as
compared to the non-Dular villages (72.0%)

(Desk Review Report in Annexure 4.1)

Ankur Project:
Improving Neonatal
Mortality through a
Package of Home-
Based Newborn
Care (HBNC)
(2001-2005)

Maharashtra

The main goal of this project was to expand the
successful Gadchiroli model (reducing neonatal
mortality through Home-based Newborn Care
provided by a community health worker) in several
sites across Maharashtra

Outcomes:

¢ In the third year of intervention, coverage of
mothers and newborns, using a composite
of seven indicators, was 85%

¢ Neonatal mortality rate dropped from 46 (at
baseline) to 24 and IMR from 62 (at
baseline) to 36 by the third year of
intervention

e Home deliveries attended by the
Community Health Worker (CHW): 63.8%

e Newborns delivered at home examined by
a CHW within 24 hours of birth: 77.4%

(Desk Review Report, Annexure 4.2)

Kano Parba Na
(2001-2005)

West Bengal

Implemented in four districts in West Bengal for
reduction of low birth weight (LBW) and
malnutrition through a positive deviance approach
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Outcomes:
e The proportion of normal (p<0.05) and
Grade | (p<0.01) children increased
significantly
e Prevalence of Grade IV under-nutrition
remained the same
(Desk Review Report in Annexure 4.3)

4, Reproductive and Uttar The aim of the RACHNA project was to augment
Child Health, Pradesh, the direct food distribution support to ICDS, with
Nutrition and Bihar, additional interventions to support improvements in
HIV/AIDS Rajasthan, maternal and child health and nutrition services,
Programme Chhattisgarh, | behaviours and outcomes. It is the largest
(RACHNA) Jharkhand, intervention to demonstrate effective convergence
(2001-2006) Andhra between health and nutrition at community and

Pradesh, block levels
West Bengal,
Orissa  and | Outcomes: (comparison between baseline and
Madhya endline surveys)
Pradesh e Per cent of children in 12-23 months old
immunised with measles vaccine rose from
37% t0 711%
e Per cent of infants who received breast milk
and solid-mushy food at six to nine months
of age rose from 49% to 78%
e Per cent of children under one vyear
breastfed exclusively for six months post-
partum rose from 34% to 44%
e Per cent of children in 18-23 months,
received at least two doses of Vitamin A
went from 5% to 27%
(Desk Review Report in Annexure 4.4)

5. Saksham: Uttar Pradesh | Implemented in one block in Rae Bareilly district,
Community-based the overall goal of the Saksham Project was to
Intervention to develop  community-based newborn care
Improve Newborn intervention models in resource poor settings
Care (2003-2006)

(Desk Review Report in Annexure 4.5)

2006-2007

6. Panchamrit Rajasthan A week-long intervention programme for MCHN
Campaign during the first three months of the year, with

elements added to the Immunisation service,
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during the immunisation week, making a total of
five services

Shishu Samrakshak
Maah

Chhattisgarh

Intensify coverage of MCH interventions through
intensive bi-annual rounds in April and October of
each year

Outcomes:
e Complete immunisation coverage for
children rose from 28% in October 2005
(CES 2005) to 57% in October 2006
e Proportion of children receiving deworming
treatment rose from 3% in October 2006 to
28% in October 2007

(Desk Review Report in Annexure 4.6)

Jacha Bacha Swasth
Divas

Uttarakhand

A camp approach; fixed day visit schedule for
providing ANC and child health services in all
villages located in a sub-centre area on a rotational
basis. ANMs to be provided Rs. 50 per camp for an
assistant for handling equipments and supplies

Mamta Abhiyan

Gujarat

Preventive and promotive RCH outreach services
will be conducted on 'Mamta Divas' (Village Health
and Nutrition Days), in convergence with ICDS wiill
be continued. Link workers and NGOs will assist
the ANMs in the identification of pregnant women
and NGOs will undertake reorientation training of
anganwadi workers (AWWSs). Mobility support will
be provided to the ANMs and Rs.100 be provided
for organising each diva. The services of retired
ANMSs will be sought wherever they are available

10.

Haat Clinics

Gujarat

A camp will be started on the weekly market day
(haat) visited by the communities in the tribal
areas. A temporary camp including doctors and
other staff will be deputed on a rotation basis to
these weekly camps in the markets. The camps will
provide services on minor ailments and
vaccination. Awareness generating activities will
also be undertaken during these camps

11.

Well Baby
Campaigns

Andhra
Pradesh

Well Baby shows will be organised in all the Gram
Panchayats where children below one year will be
assessed on the basis of their immunisation status,
nutritional status and milestones for growth and
development

12.

Annual De-worming

Andhra

A campaign for all Gram Panchayats where

40




No.

Title of Innovation/
Year of Initiation

Location

Brief Description/Outcomes

Campaign

Pradesh

anaemia in children (3-12 years) will be assessed
based on clinical symptoms. Children identified
with high level of anaemia will treated with de-
worming tablets. Sensitisation workshops will be
conducted in each habitation with the target groups
to obtain the support and participation of all
families in the campaign

13.

Vaccine Delivery
through Mobile Vans

Bihar

Maximise the coverage of immunisation and
Vitamin 'A’ supplementation through the strategy of
mobile van approach to cover inaccessible areas

14.

Annual Immunisation
Census

Andhra
Pradesh

Annual immunisation census to be conducted once
a year to enable monitoring of 100% immunisation
coverage of children. One week per year a
dedicated tracking of all mothers and children for
their immunisation status will be conducted in
every habitation in the State. Quality control of the
census process will be ensured by including
sample checks by supervisors, done through
house-to-house surveys. The women health
volunteers, AWWs and ANMs will form teams and
conduct the census, simultaneously giving mop-up
immunisation for non-immunised children

15.

Young Infant Health
Assurance Scheme

Andhra
Pradesh

A voucher scheme, enabling infants of rural BPL
families to access the services of the private sector
hospitals, paediatricians and general medical
practitioners in small towns and large Panchayats
for health care services

16.

Public Private
Partnerships for
Critical Neonatal
Care

Gujarat

In order to ensure availability of a paediatrician for
critical neonatal care, financial support will be
provided up to Rs. 72,000 per FRU for
paediatrician on call basis (wherever the post of
paediatrician is vacant)

17.

Bal Shakti Yojana,
Including Nutritional
Rehabilitation
Centres

Madhya
Pradesh

Under this scheme, Grade Ill and Grade IV
malnourished children are identified jointly by ICDS
functionaries under Bal Sanjivani Abhiyan and
treated in nutritional rehabilitation centres. Mothers
are provided information on nutrition for the
preparation of low cost nutritious food for the
children

Outcomes:
o 121 nutrition rehabilitation centres
established

e 7,182 children treated in 2006-2007
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e 11,953 children treated in 2007-2008

2007-

08

18.

Child Development
Centre (2007)

Maharashtra

A scheme for addressing malnourishment in
children introduced by the State Government with
the technical support of UNICEF. Under this
scheme, Child Development Centres (CDCs) are
established for treatment of malnourished children
(Grade 1ll/IV onwards). Children enrolled in the
centres are treated based on a 10-step health
management criteria. The scheme also provides
nutritious diet to the children and mothers during
the course of their stay in the centres. At district
level the scheme is implemented by the Health
and ICDS Department of the Zilla Parishad. The
first CDC was started in the semi-tribal Gondiya
district of Maharashtra in October 2007 and has
been scaled up in 25 districts of the State. CDCs
are being set up in the remaining district

19.

Muskaan

Bihar

A year-long initiative with a mix of BCC,
convergence and increase in the number of
immunisation sessions, including sessions at the
anganwadi level

Outcomes:

e |Immunisation coverage rose from 29.6% to
67.1%. Routine monitoring data
demonstrate that 98% of ANMs succeed in
visiting two to three session sites on
Fridays. Newborn  tracking  register
coverage is about 47%

(Desk Review Report in Annexure 4.7)

20.

Catch-up Rounds
for Immunisation
and Zero
Diarrhoea
Programme

Jharkhand

An activity for ensuring complete immunisation
coverage; includes a package of services for
vaccines, IFA, deworming, Vitamin A and
surveillance for malaria and TB. The services in the
catch-up round are being provided on a biannual
basis to "the last person in the last household to
the last village"

21.

Bal Swasthya
Poshan Mah
(BSPM) for
Micronutrient
Malnutrition

Uttar Pradesh

Fixed months (June and December) to be
observed for promotion of child health activities in
the State in coordination with ICDS. Biannual
Vitamin A supplementation along with intensive
promotion of exclusive breastfeeding,
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complementary feeding, iodised salt consumption
and referral of severely undernourished children
are organised in the fixed months. The activities
are linked to village-wise routine immunisation
sessions organised as per the immunisation/
outreach session’s micro plan of ANMs

22.

Nutrition
Rehabilitation
Centres

Rajasthan

Nutrition rehabilitation centres set up in district
hospitals and CHCs for the treatment of severely
malnourished children (Grades Ill and IV)
identified by health workers, ICDS workers, ANMs
and AWWSs. Nutritional counselling to pregnant
women is integral to these NRCs

2008-09

23.

Mother and Child
Health Month

Assam

Specific months in a year will be focussed
(September and March) in all the districts for
promoting awareness on child health and
improving service delivery. During the MCH month,
the emphasis will on the provision of the following
services to be provided at the sub-centres,
anganwadi centres (AWCs), during Village Health
and Nutrition Days (VHNDs) and out-patient
departments of all health institutions: Vitamin A
prophylaxis up to children of three vyears,
deworming of children between one to five years,
treatment of anaemia in children between one to
five years (IFA small tablets), treatment of ARI
cases and cases of dehydration with ORS and zinc
tablets

24.

Baby Friendly
Hospital Initiative

Chhattisgarh

Health facilities will be accredited as Baby Friendly
Health Facilities on fulfiment of 10 essential
criteria. Mother and baby will be retained in the
hospital for 72 hours after birth, with newborn
assessment on Days 1 and 3 done by IMNCI
worker. Facilities that fulfil these criteria (and the
10 essential criteria) will be accredited by the
Breast Feeding Promotion Network of India (BPNI),
RCH Department and UNICEF

25.

Addressing
Undernutrition in
Selected Districts

Uttar Pradesh

Children affected by undernutrition in 20 districts
(with the lowest nutritional indicators) will be
addressed through linkages with ICDS workers;
ANMs and AWWs will be trained for counselling
regarding quality nutrition; nutrition rehabilitation
corners will be established at selected Community
Health Centres for management of cases of
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severely malnourished children. For proper
management of malnourished cases, medicines
and provision of supplementary nutrition will be
made
26. Hirkani Kaksha Maharashtra A scheme for promotion of exclusive breastfeeding

of infants. The scheme provides the facility of a
special room/kaksha where a working woman can
breastfeed her child in privacy. There are facilities
also for storing the breast milk of working women
who are into exclusive breastfeeding to be used
later. This scheme has been introduced under the
IYCF programme, in Raigad district, on a pilot
basis under the guidance of Breastfeeding
Promotion Network of India. Currently these
centres are functional in three tribal PHCs and are
planned to be extended in the remaining 49 PHCs
of the district. There is a plan to start such centres
in district hospitals and Zilla Parishads
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27. Immunisation drive Kerala A campaign to strengthen immunisation coverage

in the State through intensive IEC/BCC campaigns
and intersectoral convergence of the Education
and Health departments. A planning and review
exercise will be undertaken through inter-sectoral
co-ordination committees to be constituted at the
district, education district, sub-district and school
levels by involving officials from related
departments such as Health, Education, Social
Welfare and LSGls and representatives of Parent
Teachers Association, IMA, IAP, opinion leaders,
religious leaders and NGOs. The campaign
methodology includes various IEC activities:
e Special talks in schools
e Dissemination of the messages on
immunisation during Immunisation Week in
schools through brochures, posters,
stickers, flip charts and pledges
e Cultural folk media programme
e Oirientation training for teachers

28. Bal Poshan Mah

Madhya Pradesh

A bi-annual drive to reduce child deaths from micronutrient malnutrition, especially
anaemia. Package of services includes Vitamin A and iron supplementation,
deworming, immunisation and breastfeeding promotion
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Category 3: Adolescent Reproductive and Sexual Health (ARSH)

RCH Il includes two clear-cut strategies for ARSH. One strategy is to incorporate adolescent
health issues in RCH Il training and BCC material and activities and records to ensure that
contraception and sexually transmitted diseases are addressed. The second strategy to be
undertaken through pilots is to organise adolescent friendly health services at the PHC level.
School-based interventions to promote ARSH are part of the school health programmes.
Innovations to address the needs of out-of-school youth and the inclusion of adolescent
friendly health services in existing facilities have been tried in two States. A desk review of
the Married Adolescent Girls (MAG) intervention is in Annexure 5.

Table 3: Adolescent Reproductive and Sexual Health

S. Title of Innovation/ | Location Brief Description/Outcomes
No. Year of Initiation
1. 2003-2006 Maharashtra | The objective of the intervention was to
Married Adolescent address the needs of married adolescent
Girls Model girls in rural and urban settings through the
design and delivery of a specific package of
Reproductive and Child Health (RCH)
Outcomes:
e Median age at marriage increased
by one year
e Median age of conception increased
by more than one year
e Percentage of low birth weight
babies declined from 35.8% at
baseline to 25.3% at the end of the
projectin rural areas
e Increase in percentage utilising
treatment for Urinary Tract
Infections (UTls)/Reproductive Tract
Infections (RTls)/Sexually
Transmitted Infections (STls)
e Contraceptive use increased from
11% (BL) to 23% (EL) in rural areas
(Desk Review Report in Annexure 5.1)
2. 2006-2007 West Bengal | Identified NGOs to provide adolescent

Improving Adolescent
Health Services

health services at the community through
Family Life Education in all blocks of four
districts along with those where clinics are
being set up as part of the adolescent
programme. NGOs are also involved in
providing facilities such as referral transport
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No. Year of Initiation
and community mobilisation in hard-to-
reach areas in tribal and forest pockets
2007-2008
3. Community-based Haryana This intervention involves: Peer group
Adolescent educators for increased demand
Programme generation, adolescent friendly health
centres in sub-centre and PHC, capacity
building and setting up adolescent groups
as part of VHSC
4, Saathiya Youth Uttar Pradesh | Strengthen provider knowledge and skills
Friendly Project on contraception and addressing youth
needs, and promote youth friendly retail
outlets and products for contraception
2008-09
5. Anti-Anaemia Drive Maharashtra | Prevalence of anaemia among adolescent

for Adolescent Girls

girls in Maharashtra is 51.7% of which 3.2%
suffer from server anaemia. In order to
prevent and reduce the prevalence of
anaemia among the adolescent girls, the
Anti-Anaemia Drive has been planned. The
drive includes strategies for service delivery
and awareness generation, for example,
the provision of IFA tablets for 52 weeks,
deworming tablets, estimation of
haemoglobin in all adolescent girls of 13 to
18 years old. In order to implement this
drive, micro-planning will be carried out by
the ANMs and MQOs in the PHCs. A wide
publicity campaign will disseminate
information on the drive and community
participation will be ensured.

This campaign implemented in 11 districts
in first phase through anganwadi centres
and schools. Evaluation of this campaign
will be carried out after a year by Health
and Family Welfare Training centres of the
State
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Category 4: Behaviour Change Communication

Behaviour Change Communication (BCC) is a major cross-cutting intervention in RCH II.
Almost all schemes have a component of BCC and thus it is difficult to delineate. However,
the innovations listed below have been specifically highlighted as they have solely focussed
on a set of interventions through the creative use of existing resources for changing
behaviours related to specific services. Three of the popular BCC campaigns included in this
category were implemented through the same partnership and have contributed to
significant, well-documented outcomes. The BCC campaigns were complemented heavily by
intensive interactions with providers and concurrent monitoring and validation of data. These
appear to have been intensive in terms of implementation efforts and needed multi-skilled
groups of partnerships for execution. The desk review reports of three interventions are

available in Annexure 6.

(in place since 2003)

Table 4: Behaviour Change Communication
S. Title of Innovation/ Location Brief Description/Outcomes
No. Year of Initiation
1. 1998-2004 Uttar Pradesh, Campaign to increase the use of low dose
Goli Ki Hamijoli Uttarakhand, OCs
Jharkhand,
Rajasthan, Outcomes:
Bihar, Madhya e 28,360 ISM providers trained
Pradesh, e 34,012 chemists trained
Chhattisgarh e Free airtime on premier channels
during prime time
e Sales results for OCs increased
e NFHS 3 shows a significant
increase in pill use over NFHS 2in
Rajasthan, Madhya Pradesh and
Uttar Pradesh
(Desk Review Report in Annexure 6.1)
2. Family Health Day Andhra Pradesh | A day in the week to be focussed on

providing information to mothers/families on
various issues pertaining to child health,
adolescent health, etc.

3. 2002-2007

Bindaas Bol
Campaign

Uttar Pradesh,
Uttarakhand,
Jharkhand,
Rajasthan,
Bihar, Madhya
Pradesh,
Chhattisgarh,

Support sustainable growth in condom use by
increasing the volume and value of the
condom market in India

Outcomes:
e Current condom use with spouse
among married men rose from 28% to
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Punjab, Haryana

60%

e Consistent condom use by men with
non regular partners rose from 7% to
80%

(Desk Review Report in Annexure 6.2)

Saathi Bacchpan Ke

Uttar Pradesh,
Uttarakhand,
Jharkhand,
Rajasthan,
Bihar, Madhya
Pradesh,
Chhattisgarh

Use of ORS for diarrhoea, progressing to
improved home care practices for diarrhoea
management and zinc supplementation

Outcomes:

e Drug Controller approved shift to
single low osmolarity formula

e NRHM committed resources to
support communication efforts related
to diarrhoea management, including
use of ORS

e 60,000 providers trained

e Leveraged media and marketing
funds totalling about Rs. 6 crore over
the life of the project

e ORS sales rose by 10% during project
period

(Desk Review Report in Annexure 6.3)

Swasthya Chetna
Yatra (2005-2006)

Rajasthan

A campaign for creation of awareness among
the masses on the NRHM and RCH I
through the use of folk and mass media

2006-2007

6.

Health Mela

Bihar

Bi-annual health melas in all blocks by Field
NGOs (FNGOs) to promote family planning
services

Yuva Mangal Mela

Uttar Pradesh

Youth festivals to be organised for creating
awareness among the youth regarding
RTI/Sexually Transmitted Disease (STD) and
reproductive health in every district once in a
year by NGOs. Rs. 2 lakh to be provided to
each district for these melas

Health Fair

Uttar Pradesh

Health Mela for the community for awareness
on RCH Il and NRHM activities in
collaboration with the corporate sector

Aadarsh Dampati
Samman

Uttar Pradesh

Creating role models to induce behaviour
change regarding male participation in family
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planning: Awarding Rs. 500 to two men per
sub-centre every year, which have followed
the two-child norm and adopted male
sterilisation methods

10.

Breastfeeding
Promotion
Campaign

Andhra Pradesh

Annual breastfeeding promotion campaign to
be organised in the first week of August every
year for sensitising the community on the
importance of breastfeeding and colostrums.
Planned activities include workshops,
publicity through printed material, electronic
media, cinema slides and sensitisation of the
local leaders

11.

Mother and Mother-
in-law Melawa

Maharashtra

A programme held at the village level for the
orientation of mothers and mothers-in-law on
various aspects of reproductive health. Some
of the issues addressed: pre-menopause,
post-menopause, age at marriage,
pregnancy, mother’s nutrition, gender bias
regarding children and importance of spacing

12.

Dada-Dadi
Orientation

Maharashtra

A programme intended for the orientation of
grandparents on various maternal and child
health issues

13.

Use of Satisfied
Couples to Motivate
Clients for FP

Manipur

Satisfied Acceptor Couples, special BCC
utilising satisfied beneficiaries to generate
demand

2007-2008

14.

ASHA radio

Assam

Radio sets distributed to all the selected
ASHAs and radio programme for ASHAs
started from 8 October 2007 in All India Radio
for two days in a week. Each programme in
broadcasted for half-an-hour all over the
State, produced in three languages. Provides
health education information to the ASHAs
through an episode per week. Pre-paid
postcards have been distributed to the
ASHAs for giving feedback. According to
feedback, special programmes are organised
to address the problem

15.

Health Mela

Kerala

Health fairs organised for awareness
generation and creating demand for the
health services Health melas held in all
Legislative Assembly constituencies. Elected
representatives also contribute funds for the
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health fairs
16. Sterilisation and IUD | Uttar Pradesh Aao Batein Karein, Suvidha CuT and birth
Campaign spacing campaigns developed and
disseminated to cover messages at all levels
2008-09

17. Swasthya Mitra Yojna

Rajasthan To empower the students to make positive changes in
health-related behaviours, a Swasthya Mitra is selected from each middle school of selected
blocks, through essay competitions/debates. A book is developed on health, sanitation, hygiene
and drinking water and provided to the students. Swasthya Mitra makes a 10-minute
presentation during the morning prayer session. A monthly honorarium is paid along with an
incentive for wall slogans

18.

Radio Health

Kerala

Radio Health is a community health
education and communication model through
the audio medium of radio that was launched
on 28 September 2008. Through an FM radio
programme, which is relayed four times every
week, information is provided to a large
audience on physical and mental health. The
contents of the programme is prepared by a
team of doctors and public health experts and
executed by creative persons and Radio
Health Club members. An approval
committee has been constituted for approval
of the programmes to be aired periodically.
The radio programme focusses on Primary
Health Care, AYUSH and alternative health
practices and preventive aspects of health.
The interactive programme also intends to
solve health problems through interactive
programme with specialists, ASHAs and
other health workers. Under this programme
health clubs will be established in schools
and colleges

19.

Bodhana Nauka/
Information Boat

Kerala

An |EC campaign intended for people living in
the coastal areas through the medium of a
boat. A ‘Bodhana Nauka’ or Information Boat
is used covered with posters and banners on
various health messages for preventive
health among the communities residing in the
waterlogged Kuttanad region in Alappuzha.
The programme focusses on creating health
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awareness on waterborne diseases as well
as vectorborne  diseases such as
chikungunya, leptospirosis and diarrhoea
among the affected people by joining hands
with health professionals, people's
representatives, community leaders,
educational Institutions, religious institutions,
ASHA volunteers, etc. The programme
includes street plays, awareness classes,
quiz competitions for public and school
children, special radio programmes, etc.
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Category 5: Mainstreaming Gender Issues into RCH Il and the NRHM

Gender in RCH Il and the NRHM is meant to be cross-cutting and gender issues are
expected to be integrated into the programme design, implementation and monitoring. In
addition to this, a few specific innovations to address domestic violence and gender
discrimination have been implemented. Gender-based budgeting, although mandated,
appears as an innovation in a few States. Process evaluation documents were available for
the Family Counselling Centres. Violence against women (VAW) is a fundamental abuse of
women’s rights. Gender-based violence is rooted in patriarchy and has a host of harmful
health consequences. The Family Counselling Centres (FCC) were established in five
UNFPA supported States, as part of a broader response including policy dialogue,
advocacy, development of toolkits to sensitise health care providers and inter-sectoral
approaches to strengthening a systemic response to VAW. The desk review report is in
Annexure 7.

Table 5: Mainstreaming Gender Issues into RCH Il and NRHM

S.

No.

Title of Innovation/
Year of Initiation

Location

Brief Description/Outcomes

1.

2002-ongoing
Family Counselling
Centres

Madhya
Pradesh,
Rajasthan,
Orissa,
Maharashtra,
Kerala

The Family Counseling Centres were
established in five UNFPA supported States, as
part of a broader response including policy
dialogue, advocacy, development of toolkits to
sensitise health care providers, and inter-sectoral
approaches to strengthening a systemic
response to VAW

Outcomes:
Increase in the number of cases of violence

reported to the FCC

(Desk Review Report in Annexure 7.1)

2006-2007

2.

Gender Responsive
Budgeting

Gujarat

Analysis of the impact of actual Government
expenditure and revenues on women compared
to men. The State plans to focus on improving
budgeting and planning processes to enhance
gender equality and increasing resource
allocation to support implementation of gender
equality plans and policies

Gender Budgeting

Nagaland

Gender budgeting integrating a gender
perspective and ensuring that budgets respond
to gender equality and requirements of women

Gender Budgeting

Karnataka

Special provisions made in the budget to reflect
gender issues. Budget focusses on allocations
for adolescent girls, pregnant and lactating
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mothers in the tribal districts
5. Bhagyalakshmi Karnataka This scheme is for a secure future for the girl
Scheme child of the BPL families. As per the provisions of
this scheme, any girl child born in a BPL family
after 31 March 2006 will be eligible to get Rs.
10,000 from the Government, which will be
deposited in her name and the amount can be
encashed after she attains 18 years of age
6. Bal Rakshik Yojana: | Punjab Balri Rakshak Yojana is a State-funded scheme,
Improving Sex Ratio for promotion of the cause of the girl child.
Incentive is paid for adopting terminal method of
sterilisation after the birth of only one or two girl
children at the rate of Rs. 500 and Rs. 700,
respectively
7. Savitribai Phule Maharashtra | An incentive-based scheme aimed at improving
Kanya Kalyan the social status of women/girl child. Under this
Paritoshik Yojana scheme, BPL couples who have adopted
(introduced in 1995, sterilisation after one or two daughter(s) are
revised in 2007) entitled to receive Rs. 2,000 in cash and Rs.
8,000 worth National Savings Certificate in the
name of the girl child and Rs. 2,000 in cash and
Rs. 4,000 worth National Savings Certificates in
the name of each girl child after accepting
sterilisation after two girl children
8. Scan Centre Audits Tamil Nadu Regular audits of ultrasound scan centres to
monitor use of ultrasound to determine foetal sex
9. Facilitating Gender Sikkim Ensuring one lady MO and one male MO at PHC

Sensitive Services
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Category 6: Service Delivery for RCH: Expanding Access, Reach and Quality

Innovations in this section seek to improve access, reach and quality of RCH services
through a variety of mechanisms. The four major categories include:

e Mobile health services

e Social franchising networks

e Health financing

e Contracting out of public health facilities

Of the 39 innovations in this category, nine underwent desk review. (Annexure 8)
6.1 Mobile Health Services

Mobile health services have long been seen as effective substitutes for service provision in
situations of rough terrain and in emergency measures. In many cases mobile health units
offer the only mechanism to provide services. Programming for mobile health clinics requires
attention to service quality and technical competence of providers as well as attention to
logistics, supply and outreach. Of the innovations listed here, one (boat services in riverine
areas) has been recommended for an in-depth review. The following category of innovations
utilises various modes of transport, for example, vans, helicopters, boats to improve physical
accessibility/reach of the health services for the people residing in the unserved/underserved
areas:

Table 6.1 Mobile Health Services

S. | Title of Innovation/ Location Brief Description/Outcomes
No. | Year of Initiation
1. 1999-ongoing West Bengal | Use of a mix of road and river transport to
Mobile Health Clinics provide mobile health services through NGOs

to communities in underserved areas, not
accessible for the better part of the year

Outcomes:

e |nitiation of primary health care
services to communities in remote
areas

e 75% of users rated the mobile health
services better than locally available
services

e Community awareness of services is
high

(Desk Review Report in Annexure 8.1.1)

2. 2004-ongoing Chhattisgarh | An MMU is a well-equipped vehicle designed
Mobile Medical Units to provide medical services along the path of
(MMUs) weekly markets in 74 tribal blocks
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Outcomes:

e FEvery week, the MMUs cover 400
market areas catering to over 7,000
villages

e About 10,000 people per month are
covered by one MMU

e Enables people to seek care without
consequent wage loss

(Desk Review Report in Annexure 8.1.2)

2005-2006

3.

Mobile Boat Clinics in
Riverine Areas

Assam

Launched phase-wise in five districts of
Assam (Tinsukia, Dhemaji, Dibrugarh,
Morigaon and Dhubri). Will be launched in
five more districts (Barpeta, Nalbari, Jorhat,
Lakhimpur and Sonitpur) by 2008-2009.The
boat clinic has provisions for providing routine
primary health care services as well as
emergency services. Health camps are held
every month for providing ANC and RI
services. During emergencies, that is, floods
and other (natural or manmade) calamities,
the boat clinic increase the frequency of visits

Outcomes:
e 385 camps held, covering 47,712
population
e 1,588 antenatal cases seen
e 3,828 children immunised
1,297 FP beneficiaries

(Desk Review Report in Annexure 8.1.3)

Mobile Health Units

Gujarat

Provision of basic health services and RCH
services for marginalised communities living
in remote areas through mobile health units

2006-2007

5.

Mobile Helicopter
Services

Tripura

Special services in 12 remote inaccessible
areas through helicopter services

Deen Dayal Chalit
Aspatal Yojana

Madhya
Pradesh

This mobile health clinic scheme aims to
increase coverage of primary health services
in remote areas. The clinic provides the
following services free of cost: ANC, PNC,
family planning and immunisation services,
routine investigations and free distribution of
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Title of Innovation/
Year of Initiation
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drugs to identified tribal blocks in pre-
scheduled days. Each mobile unit includes a
doctor, a nurse and an assistant. Private
service  providers are engaged in
management of the mobile health clinics

2007-08

7.

Mobile Health Clinics
(MHCs)

Uttarakhand

The MHC is intended to provide basic RCH
services in hard-to-reach areas such as a
hilly village
Outcomes:

e Nearly 100% scheduled camps

conducted
e QOver 30% of clients are BPL
e Two-thirds of the clients are women

(Desk Review Report in Annexure 8.1.4)

Doctor Tumachya Gaavi

Maharashtra

In order to improve coverage of service
delivery in the State, a scheme has been
introduced to ensure the presence of doctors
at the village level. Under this scheme,
preventive and curative services are provided
in each village on a fixed day of every month
through visits by doctors twice a month. The
visit schedule of the doctors is provided to GP
members and Self-Help Groups (SHGs) in
advance. The scheme also has provisions for
referral services

2008-2009

9.

Emergency Response
Services

Uttarakhand

This new initiative aims to provide immediate
medical services to neonates, pregnant
women and children suffering from accidents
and serious illnesses. The emergency
response services are operationalised in
partnership with a non-profit organisation in
three phases. In the first phase, ambulances
will be operationalised in the plains areas,
followed by ambulances in the rural areas
with access to roads and hospitals. In the
third phase, ambulances will be placed in the
remote and hilly terrain without motorable
roads. Currently, emergency ambulances are
operating in the plains districts in the
pilgrimage route. Ninety ambulances are
planned to be operationalised by 2008-2009.
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A toll-free phone number will be in provided
for comprehensive emergency management
(medical, fire and police), with services
provided free of cost

10.

Doli Initiative

Tripura

Referral transport in the form of a doli or
palanquin for ensuring access to services for
the people in the remote areas of the State,
piloted in one district. The doli will be used by
the villagers/porters for transportation of sick
mothers and children from the villages to the
health facilities. The State expects to have
500 porter services in a year

11.

Floating Dispensaries

Maharashtra

Health services provided to the communities
living in the Narmada basin through floating
dispensaries. Forty villages from Akkalkuwa
and Dhadgaon blocks are being covered
through this scheme. Several activities are
carried out by these dispensaries: diagnostic
camps, health camps, public awareness
camps, training of tubectomy surgeons and
IEC/BCC activities using folk media and
health fairs

6.2 Social Franchising Networks for RCH Services

Three innovations in this category are examples of efforts to create a sustainable model of

health care services for the poor

through developing a network of franchised

providers/health facilities to offer high quality reproductive and child health services at fixed
pre-negotiated prices. The three pilots for the DMPA strategy have shown successful
outcomes. Since the fourth pilot is expected to culminate in end-term evaluation in 2009, the
evaluation should include issues to plan a scaling-up strategy to promote the use of depo in
the private sector as well as its possible introduction into the public sector. In Karnataka,
community-based distribution of contraceptives is being implemented through extension
workers.

Table 6.2 Social Franchising Networks

S. | Title of Innovation/ | Location Brief Description/Outcomes
No. | Year of Initiation
1. | 2000-ongoing Karnataka Community-based distribution system for

Community-based
Distribution of

contraceptives strengthened by introducing and
installing condom boxes at all public places
(Panchayat Bhawan, market, dairy booth, etc.).
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Title of Innovation/

Location

Brief Description/Outcomes

No. | Year of Initiation

Contraceptives anganwadi worker, ASHA, pharmacist, male
nurse, volunteers and NGOs will be made
responsible for replenishment of condoms in
the condom boxes

2. | 2002-ongoing Uttar Pradesh, | An innovation that combines BCC, skill building

Jharkhand, of providers and developing a network to
Fractional Uttarakhand promote injectables and expand use through
Franchising for the private sector
Injectables through
the Private Sector Outcomes:
e Programme expanded in Uttar Pradesh,
Jharkhand and Uttarakhand (42 towns
accounting for 24% of the population)
e A total of 1,638 providers trained and
1,052 enrolled in the DIMPA network
e Higher proportion of providers adhering
to quality protocols
e DIMPA members offer wider choice of
contraceptives
e Sales of 40,000 vials, DMPA use up
e Cost of vial down substantially
(Desk Review Report in Annexure 8.2.1)

3. | 2006-2007 Uttarakhand A social marketing agency to promote the
Social Marketing of brand of contraceptive, create demand for the
Contraceptives brand and also distribute contraceptives to
through a remote rural outlets, both conventional and
Specialised non-conventional outlets, and increasing
Marketing Agency village-level participation. The social marketing

agency would also conduct meetings with
allopathic doctors, ISM providers, RMPs,
organise stakeholders workshops and carry out
IEC campaigns to promote the SM brands

4. | 2007-2008 Uttar Pradesh | Sustainable PPP model in health care for the

Merrygold Scheme
for Provision of
Quality RCH
Services for Low-
income Working
Class and the Poor

low-income working class and poor by
developing a sustainable network of 770
franchised health facilities offering quality RCH
services at pre-fixed prices at different levels.
Services included are emergency obstetric care
at levels 0 and 1; basic obstetric care at levels
0, 1 and 2; IUD insertions at levels 0,1 and 2;
sterilisation operations at levels 0,1 and 2;
laboratory facilities at levels 0 and 1 and
pharmacy facilities at levels 0 and 1

63




6.3 Health Financing

Given the high out-of-pocket expenses in the face of burgeoning health care costs, it is
invariably the poor who suffer. Health financing mechanisms particularly for the poor are
being implemented in several States. Several of the schemes have undergone evaluations
and studies. Many schemes are mature in terms of operationalisation and could serve as
models for scaling up to other States where the programmes are just nascent. Networking
with private providers and development standard operation protocols, checklists and
guidelines also appear to be in place. However, even successful schemes with efficient
operational systems still rely heavily on Government subsidies.

It would be appropriate to obtain information and conduct a comparative analysis of all
insurance schemes so that the newer schemes are able to garner the benefit of lessons
learned by those that have been in operation for a longer period of time.

Table 6.3 Health Financing

S. | Title of Innovation/ Location Brief Description/Outcomes
No. Year of Initiation
1. 1989-ongoing Goa Financial assistance up to Rs. 1.50 lakh for
Mediclaim Scheme availing super specialties not available under
State Government hospitals, and up to Rs. 3 lakh
for treatment such as kidney transplantation,
open-heart surgery, cancer and neurosurgery.
Eligible for households with annual income less
than Rs. 1.50 lakh per annum. Goa State lliness
Assistance Society formed to provide financial
assistance to BPL families
2. 2004-ongoing Madhya The scheme provides free diagnostic and
Deen Dayal Pradesh treatment facilities to the poorer sections of the
Antyodaya Upachar community for any disease in public health
Yojana facilities and accredited private health facilities on
referral and includes a maximum benefit of Rs.
20,000
2006-2007
3. State liness | Madhya Provides financial aid to one ailing member of the
Fund/District lliness | Pradesh BPL families who suffers from one of the
Fund specified serious diseases in the accredited
health institutions of the State
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S. | Title of Innovation/ Location Brief Description/Outcomes
No. Year of Initiation
4, Yeshasvini  Health | Karnataka A scheme run through farmer co-operatives. The
Insurance Scheme members are provided with a Yashaswini card
and may undergo free surgical operations in
selected hospitals. There is also a special
provision for women of SC/ST communities
under this scheme
2007-2008
5. Community  Health | Uttarakhand This scheme aims at providing an incentive for
Insurance for BPL the family to make health care more accessible
to women of BPL families, where each family is
required to pay Rs. 150 per head per year or Rs.
365 for individuals. These funds would form a
vilage health corpus, managed by the village
Panchayat. The scheme is supervised and
supported technically by a national insurance firm
6. Community  Health | Jharkhand Assistance programme for BPL families (up to
Insurance  Scheme Rs. 1.5 lakh) in cases of major illnesses
for BPL
7. Aarogyashri Andhra Intended to increase access of BPL families to
Insurance Scheme Pradesh medical care. Pilot implemented in three districts
2008-2009
8. Health Insurance for | Mizoram A family health insurance in partnership with a
BPL private insurance company and private sector
hospitals. The State Government/nodal agency
will assist the insurance company in establishing
the network of hospitals, finalising treatment
protocols and costs and treatment authorisation
and claims scrutiny. Private hospitals fulfilling the
minimum criteria for standards will be
empanelled. Pre-existing diseases will be
covered and actual travel expenses as well as
wage loss. The scheme will be subsidised for the
BPL families

6.4 Contracting Out the Management of Public Health Facilities

This category of interventions deal with a range of PPPs where the public sector enters into
a contract with a private sector entity in the for-profit or not-for-profit sector in order to
improve the quality of service. Fourteen innovations were included in this category.
Contracting out the management of public health facilities ranges from complete facility
management to contracting out particular services. Several of the States are contracting out
to NGOs, as well as to the for-profit private sector, in order to expand services. NGO-related
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contracting seems to be focussed on the more peripheral facilities such as a sub-centre and
primary health centre. In Orissa, Arunachal Pradesh and Karnataka, NGOs are given charge
of managing the PHCs. The approach towards contracting out appears uniform with respect
to the private as well as the NGO sector notwithstanding the significant differences in

strengths and competencies.

Table 6.4 Contracting Out the Management of Public Health Facilities

S. Title of Innovation/ | Location Brief Description/Outcomes
No. | Year of Initiation
1. 2003-2004 Uttar Launched in 2003, the scheme has now handed over
Management of Sub- | Pradesh the management of 290 sub-centres to NGOs in Uttar
centres by NGOs in Pradesh. Results of an evaluation in 2006 appear
Health Systems mixed
Development Project
Outcomes:
e All health centres have been established in
remote areas
e 70% of the beneficiaries of the scheme are
primarily members of BPL households
e 45% of women have been registered for ANC
¢ Institutional deliveries have risen to 23%
e Childhood immunisation is 60%
e 20% of people participated in the NGO-led
awareness programmes
e 37% responded positively with regard to
availability of medicines at the sub-centre
(Desk Review Report in Annexure 8.3.1)
2005-2006
2. Sub-contracting: (i) West Although there is increased efficiency when
Diagnostic Services | Bengal contracting out services of large Government
In Rural Areas (ii) facilities, delays in work orders, lack of regulation and
Security, Scavenging supervision by the Government and quality gaps need
and Waste to be addressed
Management
Functions and (iii) Outcomes:
Mechanised Laundry e Average monthly caseloads for the diagnostic
(2005-ongoing) services range from 820 to 1,300. Caseloads
have increased by 20% in the last two years
e Survey of hospital users (over half of whom
belonged to SC/ST) indicated that half felt that
the quality of laundered linen was satisfactory
(Desk Review Report in Annexure 8.3.2)
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Contracting Services
Through Private
Hospital in Urban
Areas

Assam

A partnership was established with the Marwari
Maternity Hospital (MMH), an accredited 100-bedded
hospital to provide RCH services. The Government is
responsible for providing free supply of vaccine,
contraceptives, RCH kits, capital investment for
hospital equipment, furniture, vehicle, expenditures
on mobility of staff for sessions, contingencies,
regular fund flow to the trust against achievements
and supportive supervision. The MMH provides first
tier health services in the slums. Simultaneously, it
also functions as a second tier health facility. 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. BPL families are provided free
services

Outcomes:
e Improvement in service access for urban poor
and migrants
e Increase in institutional delivery, immunisation
coverage and basic curative service
provisioning

(Desk Review Report in Annexure 8.3.3)

2006-2007

4.

Management of
PHCs through
Voluntary
Organisations

Orissa

Two NGOs each in Bhadrak, Dhenkanal and Jajpur
districts are responsible for the management of
primary health care centres and provision of
comprehensive primary health care package of
services. As a result of this partnership, PHCs lying
defunct have become vibrant centres of primary
health care delivery services

Contracting Outreach
Services to NGOs

Nagaland

Partnership  with  Mission  hospitals, women's
organisations, Hohos and Red Cross Society for
outreach services

Contracting Out the
Management of
PHCs to NGOs

Arunachal
Pradesh

Management of 16 PHCs in 16 districts have been
handed over to NGOs: Karuna Trust, Voluntary
Health Association of India (VHAI), FGA and Prayas.
MoUs have been signed with the NGOs by the
Government under which the NGOs provide
manpower, equipment and administrative support and
the range of outreach services. Sub-centres under the
respective PHCs are also managed by the NGOs who
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provide outreach services in the villages covered by
the PHCs. The Government provides 90% of the
funds with a 10% contribution from the NGOs

Outcomes:

Manpower position has increased from 130 (all
cadres) to 352. NGOs are delivering all PHC services,
round-the-clock. Increase in community awareness
and in availability and use of services

(Desk Review Report in Annexure 8.3.4)

Contracting Out
Support Functions
such as Gardening
and Cleaning, as Part
of Uttar Pradesh
Health Systems
Development Project
(2006-ongoing)

Uttar
Pradesh,

The scheme was launched in 2006 to enable a clean
environment within the district hospitals in the pilot
districts. The contract was to maintain the OPD,
indoor wards, operation theatres, emergency wards,
and outer premises. The tasks are to be supervised
by the section heads and reported to the
Superintendent. Payment is made through DPMU

Outcomes:

Hospitals now remain clean internally and externally
as cleaning work runs continuously. No waterlogging
as drainage system is functional. Toilet blocks are
clean and functional. Bathroom fittings are intact, with
no theft or damage of fittings in toilet blocks as the
cleaning personnel is always there. Patients and their
attendants are comfortable while availing the hospital
services. Gardens outside the hospitals are well
maintained

2007-2008

8.

PPP  with
Hospitals/Tea
Garden Hospitals

Private

Assam

Partnership formed with private sector/ trust hospitals/
tea garden hospitals, refinery hospitals, army
hospitals and other non-profit earning hospitals to
deliver quality RCH services in urban and uncovered
remote areas. The private hospitals will provide a
range of services for promoting JSY, CmOC, safe
abortion facilities, newborn care services, sterilisation
programmes and counselling on adolescent health.
The hospitals rendering RCH services under PPP will
be given annual grant of Rs. 15 lakh each and will be
supported in terms of honorarium for manpower,
drugs, mobility support, JSY funds and social
mobilisation and orientation. The State has
established partnership with seven trust hospitals and
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22 tea garden hospitals

2008-2009

9.

Outsourcing of CHCs
to NGOs

Assam

Management and operation of one CHC/block in four
districts will be outsourced to private agencies, that is,
charitable/army hospitals. The private partner will use
the existing Government infrastructure including the
equipment. The State will also provide drugs and
consumables to the partner and will be responsible
for monitoring. The private agency/partner will provide
manpower and will be responsible for the service
delivery in the CHCs. Outsourcing will be done in
Jonai, Majuli, Sadiya and Mankachar districts

10.

Contracting Out PHC
to Faith-based
Organisations

Mizoram

One PHC (Marpara PHC) located in a very remote
area in a district covering two SCs and six villages will
be managed by a church-based-organisation,
Presbyterian  Durtlang Hospital. A  project
implementation plan has been prepared and the State
is in the process of signing the MoU with the
organisation. The State Health Society (SHS) would
provide the funds for the staff salaries, maintenance
of the infrastructure, all equipments to the Mission
hospital. The Mission hospital will be responsible for
service delivery, recruitment of staff, managing the
PHC in accordance with the norms provided by the
SHS

11.

Rural Outreach and
Community Services
through NGO

Uttar
Pradesh

The outreach services of the Ramakrishna Mission,
Varanasi, started under the EU’s SIP programme, will
be extended to more than 80,000 villages across 13
blocks of Mirzapur district in various village clusters.
The services will be provided through 60 trained
Community Health Facilitators and 40 TBAs who
provide services once a month

12.

Contracting Out of
PHCs

Uttar
Pradesh

Primary Health Centres will be handed over to
reputed private agencies (Trust/NGOs/business
houses/other institutions) that will be responsible for
the management of the facilities. In the initial period,
three to four facilities in different districts would be
selected for piloting the contracting-out arrangement.
The agencies will be selected on the basis of
indicators, for example, the qualification of five key
personnel, registration under income tax, financial
capacities, past experiences in the health sector,
ability to manage Government facilities (including
prior experience of managing 30-bedded Government

69




No.

Title of Innovation/
Year of Initiation

Location

Brief Description/Outcomes

facilities)

13.

Management of CHC
through PPP

(ongoing)

Rajasthan

The maintenance of the hospital/CHC is given on
contract to a private donor who provides support for
cleanliness of the premises. A hospital management
committee has been formed by the donor and funds
are contributed by several donors for the
management of the hospital/CHC. The hospital
management committee has carried out construction
and repair/renovation work in the hospital/CHC and
also provided various inputs, for example, beds and
equipment

14.

Improving Sanitation
Facilities in CHCs
through PPP

Rajasthan

The State has established partnership with a social
service organisation for improving the sanitation
facilities in 100 high performing CHCs in 33 districts.
A budget of Rs. 25,000 has been allocated for each
CHC on a monthly basis. The expected outcomes are
cleaner and hygienic environment in the CHCs;
reduction in the incidences of patients with hospital-
related infection and improved utilisation of clinical
services in the CHCs

15.

PPP for Primary Health Care in Urban Slums

Delhi

A primary urban health facility covering the underserved population of approximately 1.5 lakh
in slums in the northeast district of Delhi in partnership with HOPE Foundation under an
MoU. Drugs and consumables provided by the Government while other costs are provided
by the NGO. The facility is providing primary health care to 50,000 people living around the
facility and covers an additional one lakh people through its outreach activities
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Category 7

Programme Management
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Category 7: Programme Management

Both RCH Il and the NRHM have focussed on improving programme management and
strengthening health sector reforms; several innovations were identified as part of this
category. The key challenge in the NRHM/RCH Il is to find a solution to the gap in human
resources and to a lesser extent ensuring availability and attendance. Building