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INTRODUCTION TO PIP PROCESS 2011-12 

 

1. NRHM will enter the 8
th
 year of implementation in 2012-13. With the concerted efforts of the 

State/UT Governments and the Ministry of Health and Family Welfare, a lot has been 

achieved in improving the health care delivery system in the country. Annual Program 

Implementation Plans give us the opportunity to reflect on our achievements and 

shortcomings and renew our efforts to achieve the Mission goals. The process of preparation 

of PIPs for the financial year 2012-13 is to commence now and is to be completed in a time 

bound manner.  

 

2. For the year 2011-12 all the 35 States/ UTs prepared their SPIPs for NRHM. The PIPs have a 

number of positive features such as :  

 States are now focusing on outcomes. Expenditure is being seen as a means to achieving 

an end.  

 The PIPs are quite holistic with targets for outcomes, strategies based on a situation 

analysis, a work-plan and budgets. Some of the States provided detailed quarterly budgets 

and physical targets.  

 The PIPs demonstrate a wide range of innovative interventions. For example: better 

utilization of a ANM‟s time by ensuring that vaccines/ medicines are delivered at her 

door step, a scheme to help “entrepreneurial” doctors and nurses to establish their own 

practice in less developed areas, birth waiting rooms in selected health facilities, 

computerized name wise monitoring of pregnant women until the new born has received 

all vaccinations, Janani Express for referral transport - this is only a partial list.  

 

3. The transition from implementing a large number of schemes to managing outcomes is an 

extremely difficult task. While there has been considerable progress since 2005, there are a 

number of challenges ahead:  

 Absence of systems approach to health is affecting the NRHM plan implementation 

adversely. Many steps taken are ad hoc and are not sustained in absence of a system. For 

example HR System, while most of the States are recruiting contractual staff in huge 

numbers there is no system for HR which should have included sub-systems for 

recruitment, selection, posting/ transfers, performance appraisal, contract renewal, career 

progression/ professional development, absorption in State cadre etc.  

 The district health action -plans still do not address the local issues/requirements fully. 

Though the DHAPs are prepared, they are not fully incorporated into the State PIP. The 

district allocation is made on population/ pro-rata basis and often does not cater to the 

priorities of the district and health facilities. 

 States still seem to have difficulties in preparing an internally consistent PIP i.e. where 

the situation analysis, goals, strategies, activities, work plan, and budget all tell the same 

story.  

 The basis for setting targets could be more robust/ evidence based. For example, if 

institutional deliveries are targeted to increase from say 45% to 55%, most States do not 

attempt to estimate the required increase in absolute number of institutional deliveries, 

assess capacity of different facilities and hence the number of facilities which need to be 

operationalised. Subsequently, targets for institutional deliveries would need to be set for 

each facility and closely monitored. In the absence of such analysis, it is difficult to judge 

whether the proposed strategies will lead to achievement of targets. In 2011-12, this 

problem was tackled to some extent by NRHM planning in high focus districts with the 

help of teams from MoHFW. 
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 Quarterly break-up of targets and budgets which is necessary for more effective 

monitoring is not furnished by all the States. Quite often, the description of the 

intervention does not match the budget; there are missing elements of cost and large 

“lump sum” figures.  

 NRHM PIP should be a subset of State Health Plan. Apart from NRHM flexi pool funds, 

there are several other sources of funds for several activities. These sources could be the 

State, Thirteenth Finance Commission, International Organizations etc. However, since 

the PIPs focus on only NRHM allocation, it is difficult to get a complete picture of all 

funding for NRHM. Further there is a danger of double counting. It has also come to the 

notice of Ministry that 13
th
 Finance Commission has given grants to several States for 

activities pertaining to health sector including construction and up gradation of 

infrastructure. It may be mentioned that the work sanctioned under 13
th
 Finance 

Commission should not be any case reflected under NRHM. 

 Systematic monitoring against the PIP is yet to take place. The emphasis is still on inputs/ 

physical achievements, while expenditure is tracked separately. Since 2009-10 most of 

the districts have started reporting HMIS data. However many States are yet to use the 

HMIS data to chart their progress against the target effectively. Holistic monitoring 

leading to reporting of analysis of variances (outcomes, physical targets, work plan, 

expenditure) would lead to a more informed basis for corrective action. 

 

4. In the context of the above background, the purpose of these guidelines is to facilitate: 

 Improvement in preparation of PIPs by States 

 Holistic monitoring of their own performance by States (outputs, outcomes, physical 

targets, work plan, expenditure).  

 Uniform booking of expenditure across districts and States. 

 

5. A chapter on State specific targets for next 5 years has been incorporated in the PIP. In this 

chapter, the State will set annual targets for the next 5 years for various outcome and output 

indicators listed in the guidelines. In the subsequent PIPs, the State will elaborate progress 

against these targets 

 

6. Framework for implementation of NRHM provides for one MMU per district. Many States 

have been operating more than one MMU in many districts. In the 12th Plan period, the 

expenditure on additional MMUs will have to be borne by respective State/UT governments.  

 

7. While asking for operational costs for Emergency Medical Response vehicles, the year of its 

operation and admissible amount on reducing balance basis (60%, 40%, and 20%) should be 

clearly mentioned. 

 

8. Financial Assistance for the 2nd ANM will be provided only for the facilities having 

sufficient delivery load upto a maximum of 10% of the total sub health centers. Progress of 

creation and filling up of posts of MPHW and status of their availability in the health centers 

should also be clearly indicated in the PIP.  

 
9. For infrastructure, there are presently multiple budget heads. Under Mission Flexipool there is 

budget head “B.4- Hospital Strengthening”, “B-5: New Constructions/Renovations and 

Setting Up”. Under RCH Flexipool also there is budget head “A-8.2 Minor Civil Works”. To 

avoid duplication and easy analysis, all the civil works should be budgeted under the relevant 

budget head in Mission Flexipool Only.   

 



Page | 5  

 

10. Funds under Infrastructure Maintenance head go to the State through the treasury route. In the 

PIP 2012-13, a chapter is to be included by the State giving details of status and achievements 

under various components of Infrastructure Maintenance scheme and the estimated 

requirement of funds. 

 

11.  Continuous assessment and evaluation of the program is important to keep us focused and do 

the necessary course corrections swiftly. States must propose an amount from NRHM 

Flexipool for evaluation and assessment activities of NRHM and components like ASHA, 

VHSCs, RKS, etc. Reputed medical, Public Health, Management and Research Institutes 

should be identified for such evaluation/assessments and finalized in consultation with 

Government of India. 

 

12. The release of funds to States will be subjected to States will be subjected to fulfillment of 

conditionalties imposed in the Administrative approval, RoP and MoU signed with the States. 

 

13. For details, States are requested to follow Framework for Implementation of National Rural 

Health Mission (2005-2012)  

 

14. PIPs should be submitted by the States strictly as per the schedule mentioned in the D.O. 

letter of Joint Secretary (NRHM). Soft copy of the PIP should be sent at 

pipprocess2012@gmail.com.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

mailto:pipprocess2012@gmail.com
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Structure of PIP 

 

The PIP for the year 2012-13 should be structured in the following format: 

 

Executive Summary 

Chapter-1 : State Specific Targets for the next 5 years 

Chapter-2 : Outcome analysis of approvals granted in 2010-11 and 2011-12 

Chapter-3 : Policy and Systemic reforms in key strategic areas 

Chapter-4 : Chapters on various schemes/programmes  

 

A. RCH Flexi Pool 

i. Maternal Health 

ii. Child Health 

iii. Family Planning 

iv. Adolescent Reproductive and Sexual Health 

v. Urban RCH 

vi. Tribal RCH 

vii. PC & PNDT and  Gender Mainstreaming 

viii. Trainings 

ix. Vulnerable Groups 

 

B. NRHM Flexi Pool 

i. Core Activities  

  ASHA 

  VHSNC 

  Untied Funds 

  Annual Maintenance Grants 

  Corpus Grants to HMS/RKS  

ii. Health Care Infrastructure -  Civil Constructions and Upgradations 

iii. Mobile Medical Units 

iv. Emergency Referral Transport 

v. Human Resources 

vi. Program Management Units 

vii. Innovations 

viii. Impact Assessment of NRHM Components 

ix. Additional Funds for Communicable diseases 

x. Activities taken up with support of other programs 

xi. State Health Systems Resource Centres 

xii. Procurements 

xiii. District Plans 

xiv. Mainstreaming of AYUSH 

xv. IEC-BCC  

xvi. PPP/NGOs 

 

C. Immunization 
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D. National Disease Control Programme 

D1. National Iodine Deficiency Disorders Control Programme (NIDDCP) 

D2. Integrated Disease Surveillance Programme(IDSP) 

D3. National Vector Borne Disease Control Programme  (NVBDCP) 

D4. National Leprosy Eradication Programme (NLEP) 

D5. National Programme for control of Blindness (NPCB) 

D6. Revised National Tuberculosis Control Programme (RNTCP) 

D7. National Programme for Prevention and Control of Flurosis  

 

           E. Inter-sectoral Convergence & Social Determinants of Health 

 

Chapter-5 : Monitoring & Evaluation 

 5a. HMIS 

 5b. MCTS 

 5c. Other IT initiatives 

 5d. Regular Monitoring Mechanisms 

 

Chapter-6 :  Financial Management 

Chapter-7 :  States Resources and other sources of funds for health sector 

Chapter-8 : Infrastructure Maintenance (Treasury Route) 
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Detailed Guidelines for 

writing different 

Chapters of PIP 2012-13 
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EXECUTIVE SUMMARY 

The PIP should have an Executive summary. It should be in 3 parts. 

Part A should give an overview of PIP. It should also  contain vision of the State for health sector, 

progress of the State since launch of NRHM in important indicators including IMR, MMR, TFR, 

disease prevalence, Human Resources, Infrastructures, etc.   Goals set for the year and strategies to 

achieve the goals should also be articulated in brief.  New initiatives and innovations of the State in 

various areas may also find mention in this part. Differential planning and financing for the identified 

backward districts should also be elaborated. 

In Part B, summary of budget as per the broad functional head should be indicated in the following 

format:  

 

S.No Main Heads Components 

Budget  

Amount (Rs 

in Lakh) 

1 
Human 

Resources 

Contractual Remuneration for ANMs, Nurses, SNs, LHVs   

Contractual Remuneration for LTs,MPWs   

Contractual Remuneration of Specialists (Anesthetists, 

Pediatricians, Ob/Gyn, Surgeons, Physicians, Dental 

Surgeons, Radiologist, Sonologist, Pathologist, Specialist for 

CHCs.)   

Medical Officers at CHCs / PHCs    

Contractual Remuneration of PHNs at CHC, PHC level   

Additional Allowances/ Incentives to M.O.s of  PHCs and 

CHCs   

Payment to Others - Computer Assistants/ BCC Co-ordinator 

etc   

Incentive/ Awards etc. to SN, ANMs etc.   

Human Resources Development (Other than above)   

Other Incentives Schemes (Please Specify)   

Strengthening of SHS /SPMU (Including HR, Management 

Cost, Mobility Support, Field Visits)   

Strengthening of DHS/DPMU (Including HR, Management 

Cost, Mobility Support, Field Visits )   

Strengthening of Block PMU (Including HR, Management 

Cost, Mobility Support, Field Visits )   

Strengthening (Others)   

Other Programme Management Costs (Audit Fees, 

Concurrent Audit etc.)   

Mobility Support, Field Visits to BMO/MO/Others   

Payment to AYUSH M.O.s   

Payment to AYUSH Other Staffs 

   

2 Training 

Training under Maternal Health    

Training under Child Health   

Training under Family Planning Services   

Strengthening Training Institutions   
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Development of training packages   

IMEP Trainings   

ARSH Training   

Programme Management Training   

Training (Nursing)   

Training (Other Health Personnel)   

Training for Cold Chain Handlers/refrigerator mechanics   

Training of M.O.s /Other Staffs on R.I.   

3 Infrastructure 

Upgradation of CHCs, PHCs, Dist. Hospitals to IPHS   

Strengthening of District, Sub-divisional Hospitals, CHCs, 

PHCs   

New Constructions/ Renovation and Setting up CHCs, PHCs, 

HSCs,    

Construction (Others)    

Minor civil works for operationalisation of FRUs   

Minor civil works for operationalisation of 24 hour services 

at PHCs   

Civil Work under RNTCP   

Other Civil Works   

4 Procurement 

Procurement of Drugs & Supplies   

Procurement of Equipment   

Procurement of Others   

5 IEC/BCC 

Development of State BCC/IEC strategy   

Implementation of BCC/IEC strategy    

Health Mela   

Creating awareness on declining sex ratio issue   

Other activities   

6 

Untied funds 

Untied funds for,VHSC, SC CHC,PHC    

Annual Maintenance Grants for CHCs, PHCs    

Panchayati Raj Initiatives   

7 ASHA 

ASHA Payments under NRHM Additionalities    

Selection & Training of ASHA   

Procurement of ASHA Drug Kit   

Incentive to ASHAs under JSY   

Incentive under Family Planning Services   

Incentive under Child Health   

Incentive to ASHA's for motivating families for Sanitary 

Toilets/Other Incentives   

Awards to ASHA's/Link workers   

ASHA Incentive under Immunisation   

ASHA Incentive under NLEP   

ASHA Incentive under NVBDCP   

ASHA Incentive under NBCP   

ASHA Incentive under RNTCP   

8 RKS Corpus grants to RKS   

9 JSY  Home Deliveries   
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Institutional Deliveries   

10 Sterlisation  

Compensation for Male sterlisation   

Compensation for Female sterlisation   

NSV Camps   

Female Sterlisation Camps    

IUD Camps   

Social Marketing of contraceptives   

POL for Family Planning   

Repairs of Laparoscopes   

Other Expenses   

11 

Referral 

Transport Referral Transport   

12 JSSK  Total requirement of JSSK 

 

13 

Other RCH 

Activities 

ARSH   

Urban RCH   

14 

Vulnerable 

Group 

Tribal RCH   

Vulnerable Groups   

15 
Other Mission 

activities 

Research Studies,    

New Initiatives   

 Support to other programmes   

District Health Action Plan   

Mainstreaming of AYUSH   

MMU   

SHSRC   

School Health Programme   

 Health Insurance   

External evaluation of infrastructure and programme  

 Planning , Implementation, Monitoring    

16 PPP/NGO 
NGO activities, PPP under NRHM Additionalities   

Other NDCPs (RNTCP, NPCB etc)   

17 

Operational 

Cost (NDCPs) 

Mobility, Review Meeting ,field visits, formats & reports, 

Communication etc for NDCPs   

Lab consumables, AMC etc for NDCPs   

18 

Financial 

aid/grant to 

Institutions 

(NDCPs) 

Financial Support to Medical colleges    

Financial Support to Referral Institutes   

Financial Support to Sentinel sites   

19 

Other 

Components 

(please list) 

  
 

Grand Total 
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The Executive Summary should also give Programme/scheme wise summary in the following format: 

Sl No. Scheme/Programme Proposed Amount  

(Rs. In Crores) 

1. RCH Flexible Pool  

2. NRHM Mission Flexible Pool  

3. Immunization and PPI Operation Cost  

4. NIDDCP  

5. IDSP  

6. NVBDCP  

7. NLEP  

8. NPCB  

9 RNTCP  

10 National Programme for Prevention and Control of Floursis   

11 Direction & Admn.  (Treasury route)  

 TOTAL   

 

Part-C should give a snapshot of allocation of funds for all districts & availability of infrastructure in 

the State in the format given below. Higher allocation should be made to High focus Districts of the 

State in the ratio of 1.3:1 (High Focus: Non High Focus). Amount to be spent at the State level should 

also be indicated separately.  

 

Sr.No Name of 

District 

Population 

of District 

Whether 

High Focus 

(Y/N) 

Proposed 

resource 

envelope 

for 2012-

13  

Allocation Per Capita (i.e. 

allocation/Population) 

      

As per the NRHM Conditionalities the State Governments shall, within 45 days of the issue of the 

Record of Proceedings from the Ministry, issues detailed District wise approvals and place them on 

their website for public information.  

 

Information on health infrastructure should also be provided in the Executive Summary in the 

following format: 

Name of State: 

 

Sl. 

No 

Name 

of 

District 

Population 

( Census 

2011) 

Number 

of DH 

Popu

latio

n for 

DH 

No. of 

SDH 

Pop 

for 

SDH 

No 

of 

CHC 

Pop 

for 

CHC 

No. 

of 

PH

C 

Pop 

for 

PHC 

No. 

of 

HSC 

Pop 

for 

HSC 
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CHAPTER-1: STATE SPECIPIC TARGETS FOR NEXT FIVE YEARS 

State should set annual targets for next 5 years for various output as well as outcome indicators. The 

targets should be evenly distributed over the next five years and should be given in the PIP in the 

following format. 

A. Outcome Indicators 

Indicators 

Current 

status as 

on latest 

available 

data 

Cumulative 

Target for 

next five 

year 

2012- 

13 
2013-14 2014-15 2015-16 2016-17 

Maternal 

Mortality Ratio 

(MMR) 

       

Infant Mortality 

Rate (IMR) 

( Baseline 

should be 

2010 SRS 

data) 

      

Total Fertility 

Rate (TFR) 

       

Malaria Mortality 

Reduction Rate  

       

Kala Azar 

Mortality 

Reduction Rate  

       

Dengue Mortality 

Reduction Rate  

       

Cataract 

operations  

       

Leprosy 

Prevalence Rate  

       

Tuberculosis 

Cure Rate  

       

Notes: States that have an IMR above 20 should target 50 % reduction in their IMR in the next 5 

years and those that have an IMR below 20 should target 40 % reduction in the next 5 years. Similarly 

for MMR, States that have MMR above 100 should target 60 % reduction in their MMR in the next 5 

years and those that have below 100 should target 50 % reduction in the next 5 years. States should 

also target their reduction in TFR  to achieve population stabilization. State specific annual targets for 

various  Disease Control Programmes should also be fixed. 



Page | - 14 -  

 

B. Output Indicators 

 Activity / Measurable 

indicator  

Current 

status as 

on latest 

available 

data 

Cumulative Targets for the 2nd Phase of NRHM (2012-

17) 

  2012- 

13 
2013-14 2014-15 

2015-

16 
2016-17 

A Maternal Health  

1 Institutional Deliveries (%)       

2 24x7 Facilities  (Sub-District)       

3 Functional First Referral 

Units 

      

B Child health  

4 Sick New Born Care Units       

5 New Born Care Corners       

6 Stabilization Units in FRUs       

7 Full Immunization (%)       

C Population Stabilization  

8 Male Sterilization       

9 Female Sterilization       

10 No. of IUD Insertions       

D Disease Control  

11 Annualized New Smear 

Positive Detection Rate of 

TB (%) 

      

12 Success Rate of New Smear 

Positive 

Treatment initiated on DOTS 

(%) 

      

13 ABER  for malaria (%)       

14  API  for malaria (per 1000 

population) 
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 Activity / Measurable 

indicator  

Current 

status as 

on latest 

available 

data 

Cumulative Targets for the 2nd Phase of NRHM (2012-

17) 

15 Annual New Case Detection 

Rate for Leprosy (per 

1,00,000 population) 

      

16 Cataract Surgeries performed       

E Training 

19 Doctors trained on EmOC       

20 Doctors trained on LSAS       

21 Doctors trained in NSV/ 

Conventional vasectomy 

      

22 Doctors trained in Abdominal 

Tubectomy (Minilap) 

      

23 Doctors trained in 

laparoscopic Tubectomy 

      

24 Personnel trained in IMNCI       

F Community Processes 

25 Functional VHSCs       

26 ASHAs with Drug kits        

27 ASHAs trained in 6
th
 and 7

th
 

modules 

      

G Improved Management 

28 Evaluation  and Assessment 

of NRHM Activities 

      

29 Cold Chain Management 

(number of functional ILR 

points) 

      

H Infrastructure 

30 Construction of sub-centre 

buildings 

      

31 Construction of PHC       
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 Activity / Measurable 

indicator  

Current 

status as 

on latest 

available 

data 

Cumulative Targets for the 2nd Phase of NRHM (2012-

17) 

buildings 

32 Construction of CHC 

buildings 

      

33 Construction of District 

Hospital buildings 

      

34 Construction of Other 

Hospital buildings 

      

I MMU and Referral Transport 

35  No. Of Functional Mobile 

Medical Units 

      

36 No. Of Emergency and 

Referral Transport vehicles 

      

J Operationalisation of MCTS 

37 % of registration of pregnant 

women in MCTS 

      

38 % of registration of children 

in MCTS 

      

39 % of facilities (SC, PHC, 

CHC, DH & others) 

uploading data  

      

40 % of facilities having internet 

connectivity 

      

41 % of data validated at State 

level 

      

K Operationalisation of HMIS 

42 % of facilities (SC, PHC, 

CHC, DH & others) 

uploading data 

      

43 % of districts uploading 

committing HMIS data 

within a week of reporting 

month/quarter 

      



Page | - 17 -  

 

 Activity / Measurable 

indicator  

Current 

status as 

on latest 

available 

data 

Cumulative Targets for the 2nd Phase of NRHM (2012-

17) 

 Other Indicators 

44 Collocation of AYUSH at 

health facilities 

      

 

L  Human Resources 

L. 1  Category  Number of Sanctioned 

post Number of 

vacant post 

against 

sanctioned 

Target for Filling up of vacant 

posts 

2012-13 2013-14  

45 Gynecologists     

46 Pediatricians     

47 Anesthetists     

48 Other Specialists     

48 Doctors     

49 Staff Nurses     

50 LHV    

51 ANM    

45 MPW    

46 Laboratory 

Technicians 

   

47 Pharmacists     

48 Others     

L. 2 Category  New post Creation ( 

as per IPHS) 

Filling up of vacant posts 

2012-13 2013-14 2012-13 2013-14 2014-15 

49 Gynecologists       

50 Pediatricians       
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51 Anesthetists       

52 Other Specialists       

53 Doctors       

54 Staff Nurses       

55 LHV      

56 ANM      

57 MPW      

58 Laboratory 

Technicians 

     

59 Pharmacists       

60 Others       

For all the above targets a clear rationale for arriving to the target should be articulated by the State in 

the relevant sections of the PIP. 

RCH Monitorable indicators: 

Quarterly targets both for High Focus districts and other districts and State total for RCH monitorable 

indicators should also be provided in the format below: 

SN. INDICATOR 

2011-12 2012-13 

Baseline 

(Apr-Nov 

2011) 

Q1 Target Q2 Target Q3 Target Q4 Target 
Annual 

Target 

HF 

Distts. 

State 

total 

HF 

Distts. 

State 

total 

HF 

Distts. 

State 

total 

HF 

Distts. 

State 

total 

HF 

Distts. 

State 

total 

HF 

Distts. 

State 

total 

A Maternal Health             

A.1 Service Delivery             

A.1.1 % Pregnant women 

registered for ANC 

in the quarter 

            

A.1.2 % PW registered 

for ANC in the first 

trimester, in the 
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SN. INDICATOR 

2011-12 2012-13 

Baseline 

(Apr-Nov 

2011) 

Q1 Target Q2 Target Q3 Target Q4 Target 
Annual 

Target 

HF 

Distts. 

State 

total 

HF 

Distts. 

State 

total 

HF 

Distts. 

State 

total 

HF 

Distts. 

State 

total 

HF 

Distts. 

State 

total 

HF 

Distts. 

State 

total 

quarter 

A.1.3 Institutional 

deliveries (%) in 

the quarter  

            

A.2 Quality             

A.2.1 % unreported 

deliveries in the 

quarter 

            

A.2.2 % high risk 

pregnancies 

identified 

(a) % women 

having 

hypertension 

            

(b) % women 

having low Hb 

level 

            

A.2.3 % of Home 

Delivery by SBA 

(i.e. assisted by 

doctor/ nurse/ 

ANM) 

            

A.2.4 C-sections 

performed (%) 

(a) in Public 

facilities 

            

(b) in private             
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SN. INDICATOR 

2011-12 2012-13 

Baseline 

(Apr-Nov 

2011) 

Q1 Target Q2 Target Q3 Target Q4 Target 
Annual 

Target 

HF 

Distts. 

State 

total 

HF 

Distts. 

State 

total 

HF 

Distts. 

State 

total 

HF 

Distts. 

State 

total 

HF 

Distts. 

State 

total 

HF 

Distts. 

State 

total 

accredited facilities 

A.2.5 % of deliveries 

discharged after at 

least 48 hours of 

delivery (out of 

public institution 

deliveries) 

            

A.2.6 % of still births             

A.2.7 %age of maternal 

deaths audited 

            

A.3 Outputs             

A.3.1 % of 24x7 PHCs 

operationalised as 

per the GoI 

guidelines 

            

A.3.2 % of FRUs 

operationalised as 

per the GoI 

guidelines 

            

A.3.3 % of SCs doing 

more than 3 

deliveries per 

month. 

            

A.3.4 % of PHCs/non 

FRU CHCs  doing   

10 deliveries per 

month 

            

A.3.5 % of FRUs (except 

DH) conducting 20 
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SN. INDICATOR 

2011-12 2012-13 

Baseline 

(Apr-Nov 

2011) 

Q1 Target Q2 Target Q3 Target Q4 Target 
Annual 

Target 

HF 

Distts. 

State 

total 

HF 

Distts. 

State 

total 

HF 

Distts. 

State 

total 

HF 

Distts. 

State 

total 

HF 

Distts. 

State 

total 

HF 

Distts. 

State 

total 

deliveries per 

month. 

A.3.6 % ANMs/ LHVs/ 

SNs trained as SBA 

            

A.3.5 % doctors trained 

as EmOC 

            

A.3.6 % doctors trained 

as LSAS 

            

A.4 HR productivity              

A.4.1 % of LSAS trained 

doctors giving 

spinal anaesthesia 

            

A.4.2 Average no. of c-

sections assisted by 

LSAS trained 

doctors 

            

A.4.3 % of EmOC trained 

doctors conducting 

c-sections. 

            

A.4.4 Average no. of c-

sections performed 

by EmOC trained 

doctor 

            

A.4.5 Average no. of 

deliveries 

performed by SBA 

trained 

SN/LHV/ANM 
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SN. INDICATOR 

2011-12 2012-13 

Baseline 

(Apr-Nov 

2011) 

Q1 Target Q2 Target Q3 Target Q4 Target 
Annual 

Target 

HF 

Distts. 

State 

total 

HF 

Distts. 

State 

total 

HF 

Distts. 

State 

total 

HF 

Distts. 

State 

total 

HF 

Distts. 

State 

total 

HF 

Distts. 

State 

total 

A.4.6 % of SBA trained 

ANMs conducting 

deliveries 

            

A.5 Facility utilization             

A.5.1 % of FRUs 

conducting C-

section 

            

A.5.2 Average no. of c- 

sections per FRU 

            

A.5.3 Average no. of 

MTPs performed in 

FRUs 

            

A.5.4 Average no. of 

deliveries per 24x7 

PHCs 

            

A.5.5 Average no. of 

MTPs performed 

per 24x7 PHC 

            

A.5.6 % of SC conducting 

at least 5 deliveries 

per month 

            

B Child Health             

B.1 Service Delivery             

B.1.1 Children 9-11 

months age fully 

immunised (%) 

            

B.1.2 % children             
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SN. INDICATOR 

2011-12 2012-13 

Baseline 

(Apr-Nov 

2011) 

Q1 Target Q2 Target Q3 Target Q4 Target 
Annual 

Target 

HF 

Distts. 

State 

total 

HF 

Distts. 

State 

total 

HF 

Distts. 

State 

total 

HF 

Distts. 

State 

total 

HF 

Distts. 

State 

total 

HF 

Distts. 

State 

total 

breastfed within 1 

hour of birth  

B.1.3 % of low birth 

weight babies  

            

B.2 Quality             

B.2.1 %age of women 

receiving PP check 

up to 48 hrs to 14 

days 

            

B.2.3 % drop out from 

BCG to measles 

            

B.3 Outputs             

B.3.1 % of SNCUs 

operationalised 

            

B.3.2 % of stabilisation 

units 

operationalised 

            

B.3.3 % of new born baby 

care corners 

operationalised 

            

B.3.4 % of personnel 

trained in IMNCI 

            

B.3.5 % of personnel 

trained in F-IMNCI 

            

B.3.6 % of personnel 

trained in NSSK 
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SN. INDICATOR 

2011-12 2012-13 

Baseline 

(Apr-Nov 

2011) 

Q1 Target Q2 Target Q3 Target Q4 Target 
Annual 

Target 

HF 

Distts. 

State 

total 

HF 

Distts. 

State 

total 

HF 

Distts. 

State 

total 

HF 

Distts. 

State 

total 

HF 

Distts. 

State 

total 

HF 

Distts. 

State 

total 

B.4 Facility utilization             

B.4.1 Average no. of 

children treated in 

SNCUs 

            

B.4.2 Average no. of 

children treated in 

NBSUs 

            

C Family Planning             

C.1 Service Delivery             

C.1.1 % of total 

sterilisation against 

ELA  

            

C.1.2 % post partum 

sterilisation 

            

C.1.3 % male 

sterilizations 

            

C.1.4 % of IUD insertions 

against planned 

            

C.1.5 % IUD retained for 

6 months 

            

C.1.6 % Sterilization 

acceptors with 2 

children 

            

C.1.7 % Sterilisation 

acceptors with 3 or 

more children 
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SN. INDICATOR 

2011-12 2012-13 

Baseline 

(Apr-Nov 

2011) 

Q1 Target Q2 Target Q3 Target Q4 Target 
Annual 

Target 

HF 

Distts. 

State 

total 

HF 

Distts. 

State 

total 

HF 

Distts. 

State 

total 

HF 

Distts. 

State 

total 

HF 

Distts. 

State 

total 

HF 

Distts. 

State 

total 

C.2 Quality              

C.2.1 % of complications 

following 

sterilisation 

            

C.3 Outputs             

C.3.1 % doctors trained 

as minilap 

            

C.3.2 % doctors trained 

as NSV 

            

C.3.3 % doctors trained 

as laparoscopic 

sterilisation  

            

C.3.4 

% 

ANM/LHV/SN/MO 

trained in IUD 

insertion  

            

C.4 HR productivity              

C.4.1 Average no. of 

NSVs conducted by 

trained doctors 

            

C.4.2 Average no. of 

minilap 

sterilisations 

conducted by 

minilap trained 

doctors 

            

C.4.3  Average no. of 

laparoscopic 
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SN. INDICATOR 

2011-12 2012-13 

Baseline 

(Apr-Nov 

2011) 

Q1 Target Q2 Target Q3 Target Q4 Target 
Annual 

Target 

HF 

Distts. 

State 

total 

HF 

Distts. 

State 

total 

HF 

Distts. 

State 

total 

HF 

Distts. 

State 

total 

HF 

Distts. 

State 

total 

HF 

Distts. 

State 

total 

sterilisations 

conducted by lap 

sterilisation trained 

doctors 

C.4.4 Average no. of 

IUDs inserted by 

MO trained in IUD 

insertion 

            

C.4.5 Average no. of 

IUDs inserted by 

MO trained in IUD 

insertion 

            

C.4.6 Average no. of 

IUDs inserted by 

SN/ LHV/ ANM 

trained in IUD 

insertion 

            

C.5 Facility utilisation              

C.5.1 Average no. of 

sterilizations 

performed in FRUs 

            

C.5.2 Average no. of 

sterilizations 

performed in 24x7 

PHCs 
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CHAPTER 2: OUTCOME ANALYSIS OF PIP OF 2010-11 AND 2011-12 
 

In this chapter, physical and financial outcomes in respect of various parameters of the PIP of 2010-11 

and 2011-12(30.09.2011) should be indicated. The list of activity given above may vary from State to 

State. Therefore States should list the activities as per their RoP. For this the sequence of activities 

given in the RoP should be followed and information should be provided in the following format: 

 

 

                                                                                                           (Rs. In lakh) 

ACTIVITY* Financial Physical 

 
2010-11 2011-12 2010-11 2011-12 

 

Amount 

Approved 
Exp 

Amount 

Approved 
Exp 

Expected 

Output 

Achi

evem

ents 

Expect

ed 

Output 

Ach

ieve

men

ts 

RCH Flexipool 

Maternal  Health 
  

      

Child Health 
  

      

Family  Planning 
  

      

ARSH 
  

      

Urban  RCH 
  

      

Tribal  RCH 
  

      

PNDT & Sex Ratio 
  

      

Infrastructure  & HR 
  

      

Training 
  

      

Program  Management 
  

      

Vulnerable Groups 
  

      

JSY  
  

      

Sterilisation & IUD 

compensation and NSV camps   

      

Mission Flexible Pool 

ASHA  Programme 
  

      

Untied Fund 
  

      

AMG 
  

      

Hospital Strengthening 
  

      

New Construction/ Renovation 

and setting up   

      

Corpus grants to HMS/RKS 
  

      

DHAP 
  

      

Panchayati Raj Initiative  
  

      

Mainstreaming of AYUSH 
  

      

IEC-BCC NRHM 
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Mobile Medical Units 
  

      

Referral Transport 
  

      

PPP/NGO 
  

      

Planning, Implementation and 

Monitoring   

      

Procurement  
  

      

Regional Drugs warehouses         

New Initiatives/ Strategic 

Interventions 
  

      

Health Insurance Scheme         

Research, Studies, Analysis         

State level health resources 

center (SHSRC) 
  

      

Support services         

Other expenditures          

Immunization 

Mobility support for Supervision 

and Monitoring at districts and 

State level. 
  

      

Cold chain maintenance 
  

      

Alternate Vaccine Delivery to 

Session sites   

      

Focus on urban slum & 

underserved areas   

      

Social Mobilization by ASHA 

/Link workers   

      

Computer Assistants support at 

State/district level   

      

Printing and dissemination of 

immunization cards, tally sheets, 

charts, registers, receipt book, 

monitoring formats etc. 

  

      

Quarterly review meeting at 

State/District/Block level   

      

District level Orientation for 2 

days ANMs, MPHW,LHV   

      

Trainings 
  

      

To develop micro plan at sub-

centre level and block level   

      

For consolidation of micro plan 

at PHC/CHC level   

      

POL for vaccine delivery from 

State to District and PHC/CHCs   
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Consumables for computer 

including provision for internet 

access 
  

      

Red/Black/Zipper bags         

Bleach/Hypochlorite solution         

Twin Bucket         

Disease Control Program 

NVBDCP 

Malaria 
  

      

Filaria  
  

      

Dengue/Chikungunya 
  

      

Cash assistance for decentralized 

commodities   

      

Commodity support by GoI 
  

      

IDSP 

Surveillance preparedness, 

training & staff salary   

      

Outbreak investigation 
  

      

Analysis & use of data  
  

      

NPCB 

Grant in aid (for Cataract 

Operations)                      

      

Vision Centre (50X50,000) 
  

      

Medical Colleges (3X40) 
  

      

Strengthening of District 

Hospital / Sub District Hospital   

      

Eye Donation Centre (Non 

Recurring 3X1)   

      

Remuneration (SBCS) & Staff 

Salary/ Other Activities/Post                                 

Requirement   
  

      

IEC Activities (50X20 Thousand 

+ SBCS 1 Lacs) 
  

      

Proposal for Sutures /(Per Pieces 

10.0) /Ophth. Equipments 
  

      

NIDDCP 

Establishment of IDD Control 

Cell 
  

      

Establishment of IDD         
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Monitoring Lab 

a)Health Education and Publicity         

b) Salt Testing Kits supplies by 

GOI (3,84,000 No)  
  

      

IDD surveys         

NLEP 

Contractual Services          

Services through ASHA/USHA         

Office expenses & Consumables         

Capacity building          

Behavioural Change 

Communication 
  

      

POL/Vehicle operation & hiring         

DPMR         

Material & Supplies         

Urban Leprosy Control          

Supervision, Monitoring & 

Review 
  

      

Cash assistance         

NIPPCD 

Training         

Capacity building PHCs/CHCs 

& District Hospitals  
  

      

Manpower at district level          

Screening Camps          

Hearing Aids 200 HI per district 

per year  
  

      

Central Cell at State level         
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CHAPTER 3: POLICY AND SYSTEMIC REFORMS IN STRATEGIC 

AREAS 
 

Lack of systems approach may result in serious gaps that affect service delivery.  For instance, 

investments in FRUs are to a large extent nullified if there is an irrational deployment of doctors 

trained in EMOC and LSAS and there is a sub optimal maximum utilization of HR, equipments & 

facility upgradation. Similarly, the promise of free institutional deliveries remains un-kept if drugs 

and consumables are not available.  

 

The experience so far tells us that the States have addressed these criticalities in an uneven manner 

and to a varying extent. In this Chapter, the States should clearly describe the policies and systems 

that the States have put in place in respect of at least the following 20 management imperatives. After 

listing out the current policies process made in last one year, States should specify the targets for the 

coming years in the following table: 

 

State Specific Targets for Policy and Systemic Reforms in Strategic Areas 

S. 

NO. 
Strategic Areas 

Target for 

Policy and 

Systemic 

reforms 

 

New Policies should try to address the following 

issues 

1. HR policies for 

Doctors, Nurses 

paramedical staff and 

programme 

management staff 

 Minimizing vacancies, timely recruitment, transparent 

selection, career progression, professional development, 

rational deployment, skill utilization, stability of tenure 

Sustainability of HR under NRHM. 

2. Accountability and 

Performance 

appraisal 

 Facility based monitoring; Incentive for both the HSP 

and the facility based on functioning. 

Performance appraisal against benchmarks, renewal of 

contracts based on performance. 

Incentives for performance above benchmark, special 

incentives for difficult areas. 

3. Policies on drugs, 

procurement system 

and Logistics 

management 

 Articulation of policy on entitlements. E.g. free vs. 

charges drugs for OPD/IPD. Emergency patients, free 

vs. charged deliveries etc, rational prescriptions, timely 

procurement of drugs and consumables, smooth 

distribution to facilities from DH to SC,  uninterrupted 

availability  to patients, minimization of out-of-pocket 

expenses, quality assurance, prescription audits, EDL in 

public domain, computerized drugs and logistics MIS 

system. 

4. Equipments  Availability of essential functional equipments in all 

facilities, regular needs assessment. 

Timely indenting and procurement and identification of 

unused/faulty equipment, regular maintenance and MIS. 

5. Ambulance Services 

and Referral 

Transport 

 Availability of ambulances for critical patients; reliable, 

assured and affordable transport for pregnant women 

and newborn/infants 

Clear policy articulation on entitlements both for mother 

and newborn 

Establishing Control Rooms for timely response and 

provision of services. 

Drop back facility: from village to institution and from 
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institution to village 

6 Maintenance of 

buildings. Sanitation, 

Water, Electricity, 

laundry, kitchen 

 24 x 7 maintenance and round the clock plumbing, 

electrical, carpentry services, power backup, cleanliness 

and sanitation in PH facilities, upkeep of toilets, 

electricity, clean linen, diet for pregnant women. 

7 Diagnostics  Rational prescription of diagnostic test, reliable and 

affordable availability to patients; partnerships with 

private service providers. 

Prescription audits. 

8 Patient‟s feedback 

and grievance 

redressal 

 Feedback from patients, expeditious grievance redressal 

Analysis of feedback for corrective action 

9 Private Public 

Partnership 

(PPP) 

 Partnership with private providers to supplement 

governmental efforts in underserved and vulnerable 

areas for deliveries, family planning services and 

diagnostics etc. 

10 Intersect oral 

convergence  

 Effective coordination with key departments to address 

health determinants viz. water, sanitation, hygiene, 

nutrition, IYCF, gender, education, women 

empowerment,  convergence with SABLA, SSA, ICDS 

etc. 

11 Community 

mobilization 

 Active community participation, strong VHSCs, social 

audit. Effective VHNDs 

12 IEC  Comprehensive communication strategy with a strong 

BCC component in the IEC strategy, dissemination in 

villages/ urban slums/ peri urban areas. 

13. Civil Registration 

System (CRS) 

 100% registration of births and deaths, capturing of 

births in private institutions, reliability to health data on 

institutional deliveries, sex ratio etc. 

14. Supportive 

Supervision 

 Supervision of field activities/performance, 

handholding, strengthening of LHVS, DPHNOS, MPHS 

etc 

15. Monitoring and 

Review 

 Regular, focused reviews at different levels viz CM/ 

Health Minister/Health Secretary/ MD/DHS/officers at 

Block/ PHC level, use of the HMIS data for reviews 

16 Meetings of State 

Health 

Mission/Society/Dist

rict Health Society 

 Regular meetings for periodic review and future road 

map, clear agenda and follow-up action 

17 Medical Colleges 

(New Colleges and 

Upgradation of 

existing ones) 

 Enhances supply of doctors, expansion of tertiary health 

care, use of medical colleges as resource centers for 

national health programmes. 

18 Nursing Schools  Augmented supply of nurses, quality assurance, avenues 

for career progression of in-service staff. 

19 Paramedical 

education 

 Availability of quality paramedical staff, capacity 

building, avenues for career progression of in-service 

staff. 

20 Capacity building  Strengthening of SHIFE/DTC. 

Quality Assurance 

Availability of centralized training log 

Monitoring of post training outcomes 

Induction training for all key cadres 

Management training for clinicians  
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CHAPTER 4: VARIOUS SCHEMES/PROGRAMMES 

4.A  RCH FLEXI POOL 

States are expected to build on the PIPs prepared for previous years and take into account the 

experience so far in RCH II/ Immunization, in terms of successes as well as the constraints faced in 

achieving outcomes while preparing the PIP for 2012-13. RCH flexi pool part of PIP would consist of 

following: 

 

Sl. 

No. 

Components FMR Code for Component items  Amount 

proposed  

1. Maternal Health (including JSY) A.1 {for Janani Shishu Surakhsa 

Karyakaram (JSSK), being a new 

initiative, provisions for the same may 

be made under FMR Code A.1.1.6 

under this head}. 

 

2. Child Health A.2  

3. Family Planning (Including 

Sterilisation & IUD compensation and 

NSV camps) 

A.3  

4. Adolescent Reproductive and Sexual 

Health (including School Health) 

A.4  

5. Urban RCH A.5  

6. Tribal RCH A.6  

7. PNDT & Sex Ratio A.7  

8. Training A.8  

9. Programme Management A.9  

10. Vulnerable Groups A.10  

The provisions under each head for different activities need to be made against the specified sub-head 

wise activities described in Annual work plan and Budget.  

 

On a quarterly basis, States would be expected to report holistically against the commitments in the 

PIP in terms of: 

1. Achievement against monitorable indicators  

2. Physical achievement vis-à-vis the activities in the work plan; and corresponding expenditure 

against each activity 

3. Variance analysis: If the targeted outcomes/ outputs have not been met, the reasons for the 

shortfall; corrective action planned/ taken and, if necessary a modification in the targets.  

  The above need to be provided separately for high focus districts (consolidated) and 

for the State as a whole. 

 

1. Progress & lessons learnt  

 

The State PIPs set out various strategies and targets in the areas of maternal health, child health, 

family planning, adolescent reproductive and sexual health as well as in the areas of institutional 

strengthening and programme management. States should critically examine the implementation of 

these strategies and the extent of achievement vis-à-vis targets set for various indicators. This should 

lead to decisions regarding strengthening some strategies and perhaps discarding others. In the case of 

pilots that are considered to be successful, States should consider a stringent evaluation followed by 

possible replication across the State.  
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 In case of under utilisation of funds examine reasons (time-consuming procedures, insufficient 

delegation of powers, etc) and identify appropriate solutions. Also examine reasons for delays in 

reporting back of expenditures and identify corrective steps to be taken. This will not only improve 

timely and accurate reporting of utilisation, but also allow matching of physical progress and financial 

expenditure. Some States have linked further releases to districts with reporting back of expenditures 

and seen good progress. 

 

2. Identification of strategies 

Before identification of appropriate strategies, States may wish to consider and evaluate a range of 

options. The first step is to set a benchmark for service level. For example, the guidelines for 

operationalisation of FRUs States that women requiring comprehensive emergency obstetric care 

should have access within one hour of the need being identified. In this case, a starting point is to map 

all existing departmental/ private sector/ other facilities and assess existing transport arrangements in 

order to identify number, capacity and location of facilities required to meet the one hour criterion. 

Subsequently, there are several possible options:  

 Examine feasibility of putting into place an ambulance facility/ referral transport; this 

could lead to significant increase in number of persons having access to an existing 

facility within the norm of one hour.  

 Fully operationalise existing FRUs, starting with facilities requiring the least inputs and in 

areas where the need amongst the poor is the greatest. For blood bank facilities try and 

enter into an arrangement with Red Cross. 

 Where ever appropriate facilities exist in the commercial private sector or with other 

government agencies including e.g. defence, public sector companies, etc enter into an 

arrangement / partnership such that the underserved women get access. 

 Upgrade existing CHCs/ other facilities to FRUs starting with the district hospital.  

 Appropriate private sector facilities may not exist in less developed areas. But an NGO or 

Charitable organization may be interested in establishing a unit in partnership with 

government.  

In detailing strategies take into account various guidelines which have been issued by MoHFW and 

are available at Ministry‟s wesite. 

Internal consistency: States should try and ensure internal consistency within the PIP such that the 

goal, outcomes, outputs, activities, workplan and costs are systematically linked with each other. For 

example, in order to reduce MMR, it would be necessary to increase complete ANC checks and 

deliveries by SBA, reduce unsafe abortions and increase availability and utilisation of RTI/STI 

services. In order to increase institutional deliveries, functional facilities (24 x 7 PHCs, FRUs) would 

be one of the key outputs for which activities required would be to train and post staff, strengthen 

infrastructure and motivate staff. These activities should then be shown on a work plan and the costs 

estimated. This approach should lead to a systematic assessment of activities and costs required for 

improving each outcome and the goal of improving MMR.  

3. Work plan & Budget  

For each strategy, States would need to spell out activities required for implementation. The level of 

detail for activities should ideally be such that it is possible to hold a single person responsible for its 

execution. The strategies and activities should be presented in the format below for work plan and 

budget. The work plan would also include the activities which are necessary for implementing a 

strategy but might not have a budgetary implication. Please note that the strategies/ activities shown 

are for purposes of illustration. States are expected to develop their own strategies and activities based 



 

 

 

- 35 - 

on their own situation analysis. The same strategies and activities, as developed by the State, should 

also be used while developing the detailed budget. While the choice of strategies and activities is to be 

determined by the State, please do not change the framework/ numbering system provided in the 

format. If a strategy or activity shown in the format is not relevant, leave the corresponding activity 

number blank. For new activities use the corresponding “others” rows and elaborate. 

 

Extent of flexibility 

States have complete freedom to utilize the RCH II flexi pool allocation provided by MoHFW for 

improvement in RCH II outcomes subject to approval by MoHFW. Costs should, as far as possible be 

estimated separately for each activity in the work plan. If there are quarterly variations, both in budget 

and physical targets, that should be clearly indicated in the format.  

4. Process of iteration 

 The preparation of the budget is necessarily a process of iteration, since the RCH II flexi pool 

allocation will not be sufficient to meet the complete requirements. Once a first cut of the budget has 

been prepared, this would need to be extensively discussed within the State Planning Team and the 

State NRHM Director in order to: 

 Re visit and agree priorities. Please note that the allocation of funds should be in line with the 

situation analysis. For example, if a State has a very high MMR, then greater emphasis to 

24x7 PHCs providing basic obstetric care is likely to give faster results compared to 

operationalising FRUs. Similarly, if the sex ratio is a major cause for concern, then greater 

allocation to implementation of the PNDT Act/ collaboration with education department for 

IEC/BCC, other measures is necessary.  

 Identify other sources of funds 

 Rework the outcomes and the estimates    

Typically the budget would need to be reworked several times before consistency between the 

situation analyses, targeted outcomes, strategies, work plan and allocation of funds is achieved. 

Budget review 

Once the budget has been finalised, an in-depth independent review of the budget should be carried 

out by a chartered accountant to ensure internal consistency and accuracy of figures. 

 

5. Finalization of the PIP 

Subsequent to preparation of the first draft of the PIP, a State level one day workshop should be held 

in order to share key features of the PIP especially the situation analysis and strategies and to obtain 

feedback/ suggestions. 

Apart from key departmental staff, participants at the workshop should include elected 

representatives, NGOs and experts as well as representatives from related departments such as 

Woman and Child, PHED and Panchayati Raj. 
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Allocation of RCH II flexible funds to districts (2012-13) 

Activity  Maternal 

Health 

Child 

Healt

h 

Famil

y 

Planni

ng 

ARSH Urban 

RCH 

Tribal 

RCH 

PNDT 

activit

ies  

Trai

ning  

Progr

amme 

Mana

gemen

t 

Vulne

rable 

group

s 

Total 

RCH 

II 

Name 

of the 

districts  

           

1            

2            

            

 

6. DOS AND DON‟TS FOR PREPARATION OF RCH II CHAPTER OF PIPs FOR 2012-13 

(Based on lessons learnt during appraisal of PIPs for earlier years) 

 

A. PIP PREPARATION 

DOs:  

1) Complete documentation of plan and its mode of execution should ideally be documented and 

filed so that change in personnel (because of transfer or otherwise) does not affect execution or 

implementation of plan 

2) Spell out process of plan preparation, status of DHAPs, process of integration of DHAPs in the 

final PIP, and status of facility surveys. 

3) Set targets realistically through back of the envelope calculations; for FRU & 24x7 PHC 

operationalisation and SBA, anaesthesia, and EmOC training consider targets set by MH 

division. Back of envelope calculations will provide a check on feasibility of achieving targets. 

4) Indicate: 

a) Current position of human resources, where they are posted, gaps, etc. 

b) Current status of facilities, especially facilities “functioning” as FRUs and 24X7 PHCs – 

whether all inputs are available as per GOI guidelines and strategy for ensuring rapid 

operationalisation 

c) Training load by target segment and type, training capacity and steps to mitigate mismatch. 

(All the information given should be cross-checked with HMIS and FMR.) 

5) Situational analysis to include utilization of services and past trends. Please do not copy-paste 

information available from the tourism or other such websites. Only mention information 

relevant to health. 
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1. Ensuring timely and transparent payments for JSY 

2. Birth micro planning 

3. Implementation of JSSK and Promoting 48 hours stay post delivery 

a. Policy and arrangements for providing free diet to Mothers and Infants 

b. Systems for free transport including drop back home for Pregnant Women 

and Sick new born’s.. 

c. System for free blood for Pregnant women’s and Sick new born’s. 

4. Systems for infant / child death audit 

5. Strategy for fixed day static services for family planning 

6. Quality of skill-based training 

7. Reducing vaccine wastage 

8. Facility based monitoring of utilization 

9. Monitoring utilization of key HR 

10. Assessing impact of 2nd ANM on performance of sub-centres 

6) Progress and lessons learnt from implementation of RCH II during 05-12.  

7) including e.g. the following areas that are inadequately being implemented: 

8) Formats in the Operating manual need to be followed i.e. summary budget, detailed quarterly 

budget and work plan with quarterly targets for activities, and targets for monitorable 

indicators. 

9) District wise allocation of funds and basis for allocation to be provided. 

10) Internally consistent document to be ensured by SPM. In particular, ensure that: 

a) Targets provided for various activities in the narrative match with the targets provided for 

the same activities in the budget. 

b) Targets for physical activities in the budget match with the targets for intermediate 

indicators 

c) Quarter-wise physical targets / financial targets tally with the figures provided in the 

summary budget 

d) All strategies/ activities planned for are also budgeted 

e) Activities budgeted for are reflected in the workplan/ narrative 

11) The annexes for budget have formats in excel. Formulae have been inserted to automatically 

summate the subheads as well as to prepare the summary budget. In case more rows are needed 

to include additional activities, insert it under other activities without deleting the row for 

summation 

12) Quarterly financial budget should not be based on annual budget divided equally across the 

quarters; it is important to link the budget with the quarterly work plan. If the former is carried 

out, there would be large adverse variances; this can be rather awkward, especially since States 

are now expected to carry out a variance analysis each quarter. 

13) As far as possible avoid:  

a) Large lump sum amounts proposed for activities without break up of unit costs and 

activities. 

b) Double budgeting i.e. booking of similar items under RCH II as well NRHM 

Additionalities. 
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B. PIP MONITORING: QUARTERLY PROGRESS REPORTS 

DO‟S 

1) Establish reporting system from district/ block level. Avoid duplication with MIES format 

and NRHM reports. Ensure consistency with figures reported in the FMR. SPM and DPMs to 

be responsible for preparation of reports.  

2) Complete physical and financial QPR (including calculation of activity-wise variances), and 

Progress on Intermediate indicators 

3) Variance analysis based on: 

a) QPR;  

b) progress on work plan activities without costs  

c) outcomes (HMIS data; monitorable indicators) 

d) field visits  

e) district wise variances 

4) Subsequent to preparation of the report, a variance analysis meeting chaired by State NRHM 

Director to identify corrective action. 

5) Final quarterly report to include a description of key achievements, problems identified and 

proposed action/ action taken  

6) Timely submission of these reports (By the end of month following the reporting quarter) 

Common Errors 

1) Physical progress missing  

2) Financial targets not provided against the actual expenditure  

3) Unit of measure not specified  

4) Quarterly progress reported does not match with the reported progress on monitorable 

indicators  

5) Inconsistency in data reported in HMIS 

6) Variances reported as actual figures rather than %  
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INDICATIVE DISTRIBUTION OF THEMATIC AREAS ACROSS RCH SERVICES 

  

Thematic Area  

Components 

MH CH Immunization  FP ARSH incld School 

Health 

F
a

ci
li

ty
 b

a
se

d
 s

er
vi

ce
s 

 

SHC  Complete ANC  

 

Counselling 

(nutrition, birth 

preparedness, 

safe abortion, 

RTI/STI; 

institutional 

delivery) 

Assured referral 

linkages 

Home visits for 

baby/ mother 

Assured referral 

linkages 

 

 

 

 

 

 

 IUD 

inserti

on, 

emerge

ncy 

contra

ception 

pills, 

distrib

ution 

of 

condo

ms 

Follow 

up 

service

s 

Couns

elling  

Counselling for teen 

(anemia prevention & 

menstrual hygiene; ) 

Screening / management 

of anemia  

 24/7 PHC As above plus  

Normal and 

assisted deliveries  

Minimum 48 

hours stay post 

delivery  

Counseling for 

feeding, nutrition, 

hygiene, 

immunization, 

PNC  

Early and safe 

abortion services( 

including MVA) 

Prevention and 

management of 

RTI/STI 

Essential 

laboratory 

Essential new born 

care (NBCs) 

 

Assured referral 

linkages/ transport 

back home 

RI services on all 

working days: all 

antigens to be available 

and used to vaccinate 

beneficiaries everyday 

(fixed site approach) 

 

As 

above 

plus  

Minila

p 

steriliz

ation 

includi

ng 

PPS 

(fixed 

day 

basis/ 

camps)  

NSV 

(fixed 

day 

basis/ 

camps)  

 

Assure

d 

referra

As above  
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Thematic Area  

Components 

MH CH Immunization  FP ARSH incld School 

Health 

services 

Assured referral 

linkages/ 

transport back 

home 

l 

linkage

s 

 

FRU As in 24/7 PHC 

plus : 

Comprehensive 

obstetric care 

including C 

sections; in house 

blood bank/ 

storage centre 

Comprehensive 

MTP services 

(MVA; EVA; 

MMA) 

Assured referral 

linkages/ 

transport back 

home 

As in 24/7 PHC 

plus : 

Care of sick new 

borns (NSUs)  

Nutritional 

Rehabilitation 

Centres (NRCs) in 

high malnutrition 

prevalent districts 

Assured referral 

linkages/ transport 

back home 

As above  As 

above 

plus 

Lap. 

Steriliz

ation 

(fixed 

day 

basis/ 

camps) 

 

Manag

ement 

of 

compli

cations 

 

As above  

District 

Hospital  

As in FRU  As in FRU plus 

Sick Newborn Care 

Units (SNCUs) 

 

As above As 

above 

on 

daily 

basis.  

As above  
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Thematic Area  

Components 

MH CH Immunization  FP ARSH incld School Health 

Referral transport  Arrangements (home to facility)  

Community based 

services /VHNDs 

 Organisation of VHNDs with involvement of PRIs, SHGs, AWWs, ANMs, ASHAs, CBOs/NGOs etc 

 Provision of RCH services by NGOs in difficult to reach/inaccessible areas 

 Early registration  

 Complete ANC 

 Referral for safe 

abortion  

 Counseling (incl. 

RTI/STI) 

 Registration of 

new births  

 Case 

management 

(diarrhea; ARI 

etc.) 

 Counseling 

(case of new 

borne) 

 RI services 

on VHND 

session 

days: TT, 

BCG, OPV, 

DPT, Hep 

B in select 

States, JE 

vaccine in 

select 

districts 

and Vit 

 Condom/ OCP 

distribution  

 Counseling 

/information 

on 

contraceptives 

etc. 

 Peer educators at village; 

counselors at school; 

linkage with clinics  

PPP / Innovations  PPP initiatives 

under MH (e.g. 

Chiranjeevi Yojana 

(Gujarat), 

Soubhagyavati 

Surakshit Matritva 

Yojana (UP), 

Ayushmati Yojana 

(WB) etc) 

 Evaluation/ 

dissemination of 

best practice 

 PPP initiatives 

under CH (e.g. 

Baal Sakha 

Yojana 

(Gujarat), PPP 

with private 

hospitals for the 

treatment of sick 

neonates (Delhi) 

etc) 

 Evaluation/ 

dissemination of 

best practice 

  Accreditation 

of private 

centres/NGOs 

for provision 

of sterilisation 

services 

 Evaluation / 

dissemination 

of best practice 

 

 

Training  BEmOC training to 

MOs 

  SBA training to 

ANMs/LHVs/SNs 

 EmOC training to 

MOs 

 LSAS training to 

MOs 

 MTP training to 

MOs 

 RTI/STI training 

 Training of MOs 

and LTs in blood 

storage 

 

 IMNCI training 

to MOs, 

ANMs/LHVs/S

Ns, AWWs etc 

 F-IMNCI 

training to MOs 

and SNs 

 Pre-service 

IMNCI training 

in Medical 

Colleges/Nursin

g 

Colleges/ANMT

Cs 

 NSSK training 

to all health 

personnel 

working at 

districts and 

facilities 

(hospital / CHC 

/ FRUs and 24 x 

7 PHCs) where 

deliveries are 

taking place 

 Three day 

residential 

RI training 

for Medical 

Officers 

 Two day 

residential 

RI training 

for Health 

workers  

 Training of 

MOs: 

Laparoscopic 

Sterilisation; 

Minilap; NSV; 

IUD insertion 

 Training of 

staff nurses 

/ANMs / 

LHVs: IUD 

insertion 

 Contraceptive 

update/ISD 

Training 

 

 Medical Officers 

ANM/SN 
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Thematic Area  

Components 

MH CH Immunization  FP ARSH incld School Health 

 HBNC training 

 Training on 

Care of sick 

children and 

severe 

malnutrition for 

Medical Officers 

(included in F-

IMNCI 

guideline) 

 

HR (incl. incentive 

schemes) 

 Planning; availability; placement; data base; career progression etc.  

 Monitoring of performance / productivity  

 Incentive schemes  

 

Demand side 

interventions  

 Janani Suraksh 

Yojana (JSY) 

 Janani Shishu 

Suraksha 

Karayakram 

(JSSK) 

 Janani Shishu 

Suraksha 

Karayakram 

(JSSK) 

 Compensation 

schemes ; 

Insurance 

 

IEC/ BCC  Formative research 

 Prioritization of behaviours  

 Strategy  

 Implementation  

 Monitoring  

Quality   Quality Assurance Committees; Accreditation of facilities; Adherence to service delivery protocols  

Death Reviews  Maternal death 

review 

 Infant death 

review 

 Review and 

manageme

nt of AEFI 

cases / 

suspected 

deaths 

 Contraceptive 

failure / death 

 

Planning & 

monitoring 

 Districts, blocks, facility plans  

 Data analysis and monitoring 

 Preparation of progress / variance analysis reports 

Strategies   JSY 

 JSSK 

 Ensuring early 

registration of 

pregnancy; 

complete ANC 

checks 

 Essential and 

Emergency 

Obstetric Care , 

including Skilled 

Attendance at birth; 

Operationalizing 

FRUs and 24 x 7 

PHCs; multi-

skilling of doctors  

 Referral transport 

 Safe Abortion 

 IMNCI  

 Home Based 

New Born Care  

 Infant and 

Young Child 

Feeding 

 Facility Based 

Newborn and 

Child Care: 

NBCs; NBSU; 

SNCU 

 Navjat Shishu 

Suraksha 

Karyakram 

(NSSK)  

 NRC  

 ARI and 

Diarrhoea 

 UIP/ RI; 

JE( 

selected 

districts); 

Hepatitis 

B ( 

selected 

States). 

 Pulse 

polio 

 Cold 

chain 

manage

ment 

 Alternate 

vaccine 

delivery 

 Waste 

 Compensation 

schemes; FP 

insurance 

scheme 

 Limiting 

Methods : 

Female 

Sterilization 

(Laparoscopic 

and Minilap 

both); Male 

Sterilization 

(No Scalpel 

Vasectomy) 

 Spacing 

Methods: 

IUCD 380 A; 

Oral 

 AFHS at all levels of the 

public health system 

 IFA for addressing 

adolescent anaemia  

 Peer based education  

 Effective convergence  

 Sanitary napkins  

 School Health 

Programme  
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Thematic Area  

Components 

MH CH Immunization  FP ARSH incld School Health 

Services  

 RTI/STI services  

 Maternal death 

review 

 

management/ 

promotion of 

zinc and ORS 

supplies; 

supplementation 

with 

micronutrients 

manage

ment  

Contraceptive 

Pills; 

Emergency 

Contraceptive 

Pills; Condom 

distribution 

through 

ASHAs.  

 Public Private 

Partnerships  

 Quality 

Assurance 

Committees  

 Increasing 

basket of 

choices in 

contraception  

 Social 

marketing 
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Maternal Health 

A. Generic Guidelines for preparing PIP 2012-13 on Maternal Health Interventions  

     a) Procurement 

 Any procurement should be done based on competitive bidding and by following Government 

protocols.  

 Procurement of equipment should be need based, linked with its utilization and availability of 

required manpower.  

 Maternal and Child health drugs as prescribed in latest technical guidelines should be 

budgeted as part of RCH drugs or if required separately under JSSK. 

 

b) HR and Incentives 

 Hiring of additional staff should be avoided on generic basis beyond the approved norms 

and should be linked with  delivery points (case load and quality of service delivery) 

 Incentives should be on State specific situation and rationality for the same may be shared.  

 Provision of incentive should preferably be restricted to hilly and inaccessible areas; and 

linked to benchmarks of performance 

 A table on incentives must be indicated giving details on RCH incentives being planned 

either in NRHM or in RCH.  

 

c) Monitoring and Supportive Supervision 

 Monitoring visits should be comprehensive for all the programs and should be budgeted 

under separate headings of monitoring and supervision. Manpower may also be indicated if 

required. 

 Platform of Quality Assurance cell at State and district level be utilized for such monitoring 

visits.  

 Monitoring should also be conducted by State/District program officers through a defined 

checklist.  

 TA/DA for the  monitoring visits  although can be  indicated  against the program, however 

utilization of fund  should be comprehensive meaning by  a program  officer going in the 

field will undertake  comprehensive monitoring for all the related programs. 

d) Delivery Points  

 Proposals for maternal, child health, FP and ARSH activities should be weaved around the 

identified delivery points along-with proper justification. 

 Delivery points need to be strengthened first in terms of infrastructure, HR, Training, 

Equipments etc so that the full complement of RCH services are provided. 

 As a long term plan, after operationalization of the delivery points, geographical mapping 

must be carried out to identify only those facilities for Upgradation to FRUs/24x7 PHCs, 

which are located in areas with no other functional facility nearby. The mapping done during 

MCH Plan may be taken into consideration. 

 Besides linking components of HR, infrastructure including BSC etc, preference to be given to 

those facilities for upgradation and operationalization where delivery load is substantial i.e. 

More no. of HR is to be placed where delivery load is high. 

 Prioritise capacity building for different skills of service providers at these delivery points  
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 e) Trainings 

 Training site readiness to be as per the GOI Guidelines. Periodic visits to the training sites 

must be done for ensuring that training site is conducting training as per the norms 

established by GOI. 

 Training plan should be such that the training site, batch size, trainee & trainer ratio to be 

maintained. 

 Most of the States are not doing technical monitoring of skill based trainings.  For Ex. 

EmOC Training is considered as outsourced to FOGSI and Program officer do not take 

interest in ensuring its quality.  Thus, a monitoring plan needs to be prepared along-with 

defined checklist.  

 Monitoring /supervision plan should have separate funds earmarked for all the trainings.  

 

f) Miscellaneous 

 The State wise comments of MH Division will be shared with the States after receiving PIP for 

2012-13 and planning of the activities in the PIP should be done accordingly. 

 In case of any difference of opinion due to local/State specific circumstances, the same may 

please be shared before implementation  

 In the revised PIP, the comments of the State should be given against the division‟s 

observations on specific activities in a tabulated form instead of sending generic revised 

PIP. This makes appraisal cumbersome and time consuming and also takes away the 

focus of the comments given. 

 

 Some of the States have put their RCH activities particularly related with Maternal Health 

under NRHM, may be because of budget related issues. All such MH activities  reflected  

beyond RCH PIP  should  mention  these  activities  and its proposed  outcome  in the  RCH/ 

MH section also, even if  the budget has  been  reflected under NRHM.   

 

B. Specific guidelines on  key Areas/ Activities of  MH :  

1.   Plan for Facility operationalization (FRUs & 24 X7 PHCs, SCs) including „Delivery Points‟ 

(Plan should include strengthening,   performance monitoring and capacity building of existing 

HR with preference to those identified as delivery points)   

FRU Operationalization: 

 Holistic planning for FRUs should be done linking HR, procurement of drugs, BSCs, logistics, 

manpower, training etc.  

 Facilities operationalized should be as per GOI Guidelines including establishment of BSCs 

and their licensing. 

 FRUs which are delivery points should be operationalized comprehensively for providing 

RCH services including C-section, on priority. 

 After this is done, Geographical mapping must be carried out to identify those facilities for 

Upgradation to FRUs, which are located in areas with no other functional facility nearby. The 

mapping done during MCH Plan may be taken for consideration 

 Medical College strengthening is not a part of RCH and can be kept under NRHM 

Additionalties.  

 Some States have budgeted DDK for FRUs/CEmOC services. They are requested that DDK 

should be used only in c/o outreach services, specifically for remote and inaccessible tribal 

areas notified by the State 
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 Non performing and poor performing DH and other delivery points should be monitored 

extensively.  

 Steps are to be taken for making all DHs /DWHs/SDH and FRUs functional as CEmOC 

centers. 

 

Operationalization of 24* 7 PHCs: 

 Holistic planning for operationalization of 24* 7 PHCs should be done and should be linked to 

infrastructure, procurement, drugs/medicines; State has also to plan for training of MOs esp. in 

Basic Obstetric Care and SNs/LHVs/ANMs in Skilled Birth Attendance.  

 All 24X7 PHCs with prioritization on delivery points should have round the clock availability 

of staff (not on call) and facilities for delivering basic obstetric care services. 

 24*7 PHCs which are delivery points should be operationalised comprehensively for 

providing RCH services, on priority. 

 Funds for heads like equipments, infrastructure etc. should be budgeted under respective RCH 

II/ NRHM head.  

 Facilities operationalized should be as per GOI Guidelines.  

 

Operationalization of SCs 

 SCs conducting deliveries and identified as delivery points should have ANMs trained in SBA, 

NSSK and preferably should have 2 ANMs posted.  

 Labour Tables, NBCCs, Essential Sub-Centre drugs, BP Instrument, HB testing equipments, 

Toilet, Running water and privacy needs to be ensured. 

 

Delivery Points:   

 Out of total health facilities, the first step will be to strengthen those facilities which are 

providing delivery services (above a minimum benchmark identified by GOI) prior to other 

non functional delivery points. 

 The second step will be then looking into geographically left out areas where there is a need to 

operationalize BeMOC (24X7 PHC) and CEmOC (FRUs) facilities. 

Key Actions required are: 

 Names of all delivery points should be shared and uploaded in public domain, focus on 

improving quality of services in identified delivery points, ensuring human resources and 

other complementary services. 

 Maximal utilization of the resources for provision of comprehensive RCH services i.e. MH, 

CH, FP, ARSH should be in place at these delivery points. 

 Necessary physical infrastructure, training, HR, consumables & logistics must be ensured at 

these facilities before deputing to other places.   

 Regular performance monitoring of the identified Delivery points must be done. 

 LTs engaged under the different programme should be multiskilled for providing 

comprehensive services. 

 Access to drugs and testing facility should be available 24*7 in these facilities 

 If required such Delivery points giving comprehensive services can be accreditated by State 

quality assurance cell and also branded for RCH services. 

 Staff deployed at non-functional 24x7 PHCs & FRUs should be relocated to facilities 

identified as delivery points. 



 

 

 

- 47 - 

 Specialist from a delivery point cannot be transferred unless he/she is replaced by equally 

qualified person. 

 The operational delivery points should have adequate trained personnel to provide quality 

services. 

 Staff quarters with adequate facilities at-least in the delivery points needs to be ensured for 24 

hr operationalization of facilities.  

 A  1 pager list of Delivery points along-with  filled in Monitoring  format  of District-wise 

delivery point may kindly be  incorporated in the PIP 2012-13.(Annexure A-I & Annexure A-

II enclosed) 

 

2. Institutional Delivery including JSY:  

a. Benefits under JSY should be as per GOI norms.  

b. Qualities of services being provided under JSY are poor, facilities are overcrowded and 

beneficiary are discharged before 48 hours, micro plan is not in place, as per JSY evaluation. 

There is a need for augmenting manpower and provision of beds in the health facilities.  

c. JSY deliveries should be co-linked with service provision and facility upgradation and 

budgeted accordingly.  

d. Tertiary facilities are overloaded so micro plan should promote primary and secondary 

facilities for services.  

e. Grievance-redressal mechanism should be established.  

f. Funds should also be kept for monitoring visits.  

g. Guidelines on record up keeping (physical and financial) should be disseminated.  

h. Format for Institutional Delivery both in Public and Private Health facility along-with 

maternal death reporting has been disseminated by GOI. States  need to fill in the format as  

per the Annexure A–III 

 

3.  Quality of Service Delivery 

ANC, INC, PNC:  

 Every ANM should have the number of  pregnant women to be registered in her area & it 

should be tracked so  that they  are registered within 12 wk  

 Tracking of missed out and left out cases of ANC, PNC should be done.  

 State has to find ways how to retain the registered pregnancies & to ensure that full ANC 

coverage is given. The ANC coverage needs to be monitored by regular visits by programme 

officer MCP Card must be filled   as per the  protocol  indicated  in the ANC/ PNC flap 

 Comprehensive Monitoring plan for these activities should be developed and budgeted. 

 State is requested to ensure that post delivery mother should stay for at least 48 hours which is 

quite necessary to provide full range of care. Any infrastructure improvement plan if needed 

should be undertaken accordingly. 

 Monitoring during OR/VHNDs sessions should be strengthened so that quality of ANC 

including IFA tab etc, PNC is ensured.  

 At sub centers ANM should have line listing of all the severely anemic cases. 

 Doctors at PHCs should have a list of severely anemic cases of their area for intensive 

monitoring. 

 ANMs should monitor the Hb of each pregnant woman and should be provided with a  

Haemoglobinometre 

 ANM should be trained (to test Hb).at the nearest PHC 

 Home visits during PNC by ANM and ASHA needs to be ensured. 

 Monitoring of severe anemia during pregnancy and Child birth by Sub-centre and PHC. States 

may kindly implement the tracking of severe anemia  as per format disseminated   for  SC and 
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PHC  and  reflect the consolidated KPIs  of the district in the State KPI sheet at Annexure A-

IV 
 

Mother and Child Health Card (MCP) 

 Joint MCP Card of Ministry of Health & Family Welfare and Ministry of Women and Child 

Development (MOWCD) has been disseminated to all the States /UTs for monitoring the 

services for MCH and Nutrition interventions being implemented.  

 Orientation of ANMs in the Joint MCP card may be done at the Monthly Meeting at PHC by 

MO I/C. 

 It should be implemented and duly filled in card should be given to the pregnant women 

during the 1st ANC checkups.  

 ASHA incentives should be given upon verification and entries in the joint MCP card by the 

ANM 

 State may ensure that sufficient MCP cards are printed and made available and if not, 

provision can be kept in the PIP for this. 

 Some cards should be kept at the higher health facilities also including Medical colleges for 

those ANCs who are reporting directly there. 

 

Safe Motherhood Booklet  

 This is a tool for empowering women to know her rights on the quality of service delivery 

being imparted during ANC, PNC and Immunization. The booklet also gives knowledge and 

information on the different activities being undertaken during the provision of these services. 

 The booklet needs to be given to all pregnant women in local language  along-with MCH Card  

during Registration  

 State must inform in the PIP 2012-13, the implementation Status of MCP Card and Safe Motherhood 

Booklet. 

4. Availability of HR and Capacity Building 

HR and Capacity Building is THE most important factor for functionality of an health facility. GOI 

has recently introduced the concept of Delivery points based on certain benchmark performance of the 

facilities e.g. SC>3 deliveries per month, PHC>10 deliveries, CHC (Non-FRU)>10 deliveries etc    

Accordingly,  a format has been developed for capturing data on HR district-wise in the States which 

the GOI need   to apprise. The format is enclosed at Annexure A-V which needs to be filled in. 

 

 Proper utilization of LSAS and EmOC Trained doctors has always been an issue. The State may 

kindly incorporate the Name-Wise List of Trained doctors in LSAS and EmOC and their posting and 

performance details in the format enclosed at Annexure A-VI 

5. Maternal Health Trainings:  

a. Life Saving Anesthesia (LSAS)and  EmOC Training: 
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  The trainining sites should  be accreditated  and visited  from time to time  to ensure its  

functionality as  per accreditation 

 Target  for  LSAS training  should  be  calculated  after  taking  into  account  the  no. of FRUs 

to be operationalized, CEmOC target and total no. of specialist to be appointed. 

 Target  and  Achievement  of the  MOs  for  2011-12  and  Training  plan  for  2012 should be shared 

with GoI by the State as per the enclosed formats 

o No of trained doctors posted at FRUs  

o Trainings should be conducted as per GoI norms.  

o Training institutes should be strengthened as per the GoI protocols. Funds can be kept 

under Training head.  

o State should ensure that DHs should also be strengthened simultaneously for the 

practical part of the training. Scaling up can be planned as per GoI road map. Funds 

can be kept under Training head.  

o State should undertake regular monitoring both during and post training.  

o Every batch of the training must be visited by a State or District program officer. 

o State should ensure that MOs are posted at Facilities which have been operationalized 

for CEmOC services. 

o The State should ensure that posting orders are issued at the time of nomination of 

trainees to avoid delay post training which otherwise results in erosion of skills of 

trained MOs. 

o Post training utilization of skills should be ensured. 

o Trained MOs who are not confident of the possessed skills should be reoriented and 

deployed in the functional FRUs to practice the acquired skills. 

o State may first identify gaps in the delivery points from where doctors   are needed to 

be trained for operationalization of FRUs and then nominate MOs of other facilities 

which are proposed as   FRUs. 

 

b. Be MOC Training:  

 BeMOC training is designed for MOs posted at PHCs. State should ensure that duplication 

should not take place by giving different names for this training.  

 Training should be as per GoI protocols of 10 days.  

 Training institutes should be strengthened as per the GoI protocols. Funds can be kept under 

Training head.  

 Candidates should be selected with precounselling so that posting are also decided with 

consultation.High focus districts to be covered first. 

 Equipments, consumables should be made available to them for practicing their skills 

 State should undertake regular monitoring both during and post training & adequate funds to 

be kept for this activity..  

 State should ensure that MOs are posted at Facilities which have been operationalized for 

BeMOC services.  

 Funds should be kept for monitoring of the training and post training follow.  

 State may first identify gaps in the delivery points from where doctors   are needed to be 

trained for operationalization of non-FRUs CHCs and PHCs and then nominate MOs of other 

facilities.  

 

c. Skilled Birth Attendant (SBA) Training:  

 Training should be as per GoI norms. Kindly follow the GoI operational guidelines on the 

same for 3 week training.  

 Re-accreditation of Training sites  is essential  for ensuring quality in the training  
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 State is requested to emphasize that training centers follow protocols of SBA training i.e. 

practice of partograph, AMTSL, ENBC etc. Funds for centre strengthening can be kept under 

Training head. Post training skill practice by the trained personnel should be ensured.  

 Wherever required,  district-wise re-orientation training for the trainers  on revised guidelines  

can be planned  

 State where training is going on at a good pace, it is requested to evaluate the SBA training in 

the State.  

 State should undertake regular monitoring both during and post training.  

 Funds for monitoring of the training and post training follow up should be kept  

 All the functional delivery points should have SBA trained ANMs. 

 

d. Blood Storage  Center  & Training:  

 Blood Donation Camps are accessory activities but State should also emphasize establishing 

BSCs/ linkages to Bloo  

 Training should be as per GoI norms.  

 Also the State is requested to avoid transfers of MOs/LTs who have been trained. If needed 

transfer should be from one FRU to other.  

 State should develop convergence with SACS for utilizing their resources in training.  

 

    e. MTP Training: 

 State should follow Comprehensive Abortion Guidelines disseminated by GOI to 

operationalize its facilities for MTP services and to train MOs in same. 

 Trainings should be conducted as per GoI norms. 

 Nurses and ANMs should be trained to provide assistance to the certified MTP provider and 

also counseling services to clients. It may be noted that nurses and ANMs are currently NOT 

permitted to be trained as primary service provider for MTP under the MTP Act and Rules. 

 D & C is not a recommended method for MTP. 

 State should also plan for training of MOs in Medical Abortion Services. 

 State is also requested to plan for training of MOs in 2nd trimester abortion services (currently 

approved methods), as these services should be made available at District Hospitals and FRUs. 

Also strengthening of facilities should be done for same 

 Training institutes should be strengthened as per the GoI protocols. Funds for centre 

strengthening can be kept under Training head. 

 State should ensure that MOs are posted at Facilities which have been operationalized for MTP 

services. 

 Funds should be kept for monitoring of the training and post training follow up.  
 

f. RTI/STI Training:  

 State should plan to operationalize health facilities for RTI/STI services which are the 

identified delivery points.  

 State is requested to plan for RTI/STI training for doctors, nursing staff and laboratory 

technicians, as per GoI norms.  

 Funds for the operationalization and monitoring of RTI/STI services should be kept.  

 Training of sub district level health functionaries posted at FRUs/CHCs and PHCs may be 

done by utilizing the training resources (faculty, training material) of the NACP (through 

SACS). This is an agreed action under the convergence framework 
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A comprehensive format for capturing of Maternal Health skilled based Trainings is enclosed for 

which an updated status may kindly be provided by the States as per the enclosed format at Annexure 

A-VII 

6.  Supervision, Monitoring for Quality Assurance (both State and District level) both for service 

delivery and trainings 

State is requested to enlarge the scope of QA cells for RCH services including FP services. 

 QA cell should be established both at the level of State and District for all MCH activities at 

State and District Level. 

 TORs of the QA cell communicated to the State should be followed.  

 QA cell should ensure quality and monitoring of all MCH activities which should also include 

monitoring of the training.  

 Budget has to be indicated for monitoring activities by QA Cell under MH or M & E. 

 A generic guideline for establishing quality assurance cell is enclosed at Annexure A- VIII 

which can be adapted by the State. 

 State is accrediting its health facilities under NABH and NABL but before going for such 

expensive accreditations, it may evaluate the quality of services offered through its own 

mechanism of QA Cell.  

 

7. Integrated Outreach camps 

A. RCH Camps:  

 State is organizing RCH Camps since RCH-I but the benefits have not yet been analyzed.  

Holding these  camps should be restricted  to the  minimum  and only for hard to reach areas  

or  wherever  our health facilities are non-functional  

 In RCH II focus is on Operationalizing health facilities and as such camp mode is suggested as 

time gap arrangement restricted for hard to reach areas. State should also indicate that how 

many health facilities have been operationalized in hard to reach areas till now.  

 Stress should be kept on organizing VHNDS regularly.  

 Inter-sectoral co-ordination should be emphasized while organizing these camps.  

 Such outreach camps have taken out the focus on operationalization of facilities and  this may 

be one of the reasons for decline in Maternal Health parameters in the State. 

 State is requested to analyze the functioning and benefits of Mobile Medical Unit along with 

the services rendered on pilot basis before scaling up. Such analysis  should be linked  with the  

analysis of nearby health facilities  and   funds  spend on these  facilities for  its Upgradation . 

  Such analysis may please be shared with GoI. Since MMU for RCH services is a type of 

outreach and various types of out reaches hampers the focused activities of ANC, PNC etc 

being undertaken at VHNDs.  

 While planning for such outreach activities it should be ensured that routine service delivery 

by MOs/ health workers at fixed health facilities (PHCS/CHCs/DHs etc) does not suffer. 

 

B. VHNDs:  

 Since VHNDS is a platform all RCH activities, so State should ensure that all these activities 

should take place holistically. The efforts should be for providing all planned services like 

ANC, PNC, Immunization and Counseling services as per the GOI guidelines.  

 Too many types of the out reaches should be avoided and thrust should be on comprehensive 

VHNDs.  

 Monitoring and ensuring quality in all VHNDs should be done.  
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 Funds for monitoring of VHNDs session should be kept.  

 Stress should be also on missed/lost cases for ANC.  

 VHNDs should be linked with provision of facilities at institutions.  

 The focus should be on regular VHNDS and mobile units should be utilized only for those 

areas where VHNDs cannot be organized.  

 In RCH II focus is on Operationaliziing health facilities and as such camp/mobile mode is 

suggested for hard to reach areas.  

 

8. Maternal Death Review 

 

1.  Implementation of MDR Process: 
 

 Constitution of MDR Committees at State (Task Force) & District level (all Districts) as per 

GOI Guidelines and ensure their regular meetings. 

 Training of service providers: 

 Dissemination of Guidelines & Orientation completed up to block level, if not, reasons to be 

indicated.  

 Orientation of Medical College faculty  

 Implementation of Facility & Community based MDR -thrust on complete reporting of all 

deaths and quality of review: 

 Nos. of Maternal Deaths reported and nos. reviewed at District level and outcome analysis on 

- geographical distribution in terms of concentration in certain districts/blocks, cause wise 

analysis (medical /systemic/others) 

 

2. Analysis of SRS and AHS MMR data (where applicable), to identify high mortality 

divisions/districts and assess the performance of these districts on the compliance with 

implementation of the MDR process as per Guidelines, nos. of deaths reported/reviewed and 

performance on the Key Performance Indicators (KPIs) for MDR 

3. States need to prioritize and focus on high case load facilities /delivery points reporting 

large no. of deaths particularly in the high mortality districts, and ensure reporting and 

reviewing of maternal deaths from these facilities; and also identify by name those facilities 

reporting a high proportion of deaths to total deliveries. 

 

4. Corrective actions taken by the State and specific actions taken by individual districts to be 

spelt out. 

 

5. Compliance of the State on submitting MDR reports on Monthly Monitoring Format for 

MDR to be indicated. In case of non-compliance, reasons may be indicated. 

 

6. Monitoring Tools (formats) have been provided to States - States are requested to compile 

information on the Status of implementation of MDR (Format at Annexure A- IX) using 

these tools. 

 

7. For institutional maternal deaths , information may be provided on the consolidated State 

KPI Sheet at Annexure A IV. 

 

9. Comprehensive Abortion Care 

 State should plan for Comprehensive Abortion services as per GoI guidelines.  

 There should be focus on comprehensive abortion services (MVA, EVA, MA) up to 

FRU/CHC level and at least MA, MVA at 24*7 PHCs, in accordance with MTP Act , Rules 

and Regulations  
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 Drugs for medical methods of abortion should be procured and supplied to 24*7 PHCs (up to 7 

weeks) and in FRUs and above (as per national guidelines) and should be need based. These 

should be included in the essential drug list of the State.  

  Funds for heads like equipments, infrastructure etc. should be budgeted under respective RCH 

II/ NRHM head.  

 Certification of private health facilities also needs to be done to ensure wider availability of 

this service, through District level Committees as laid down in the MTP Act.  

 District level committee to certify private sector facilities for MTP services need to be 

activated and pending applications for certification should be processed on priority.  

 Physical  progress on CAC services  may  be provided to GOI   on an ongoing basis every six 

months on the monitoring format sent by GOI to all States 

 For PIP Appraisal, physical and financial progress to be provided on the comprehensive format 

at Annexure X. 

 Training of service providers and other health workers/ community workers on providing 

confidential counseling for MTP, Family Planning, and Post Abortion care counseling should 

be conducted. 

 Medical officers should be trained in safe MTP techniques as per the provisions in the Act  and 

the CAC Guidelines ,and the focus should be on training in the latest techniques including 

MVA/EVA and  MMA  

 Reorientation training of Medical College faculty, Gynaecologists at District Hospital and 

FRU level should be conducted wherever needed as per Guidelines 

 Trained providers must be placed at FRUs and 24x7 facilities, particularly at the identified 

delivery points, to make services available at these institutions, along with necessary support 

(equipment, drugs, etc.). 

 Utilization of the trained providers should be monitored to ensure that services are being 

delivered. Funds should also be kept for monitoring the operationalization of Safe Abortion 

Services. 

 Private sector abortion data should be captured and it should be ensured that all private 

facilities providing MTP services are registered under the MTP Act, which binds them to 

report regularly. 

 Effective BCC/IEC on the different objectives of the MTP Act and the PC and PNDT Act for 

service providers, frontline workers and the community should be done. 

 Maternal Death Review Process to classify correctly deaths due to unsafe abortions should be 

strengthened. For this training of providers for better/correct classification of maternal deaths 

is crucial.  

 Private and NGO sectors should be encouraged to provide quality MTP services 

 

10. RTI/STI Services:  

 Funds to be kept in the PIP for printing of training modules& operational guidelines & also for 

replication of IEC material & Job Aids as per standard prototypes of which are available with 

SACS  

 Holistic Plan for operationalization of comprehensive STI/RTI service provision including 

training of staff, provision of drugs, lab investigations and monitoring is advised as per agreed 

framework of convergence with the NACP (THROUGH SACS)  

 Need based funds for strengthening of sub-district facilities for RTI/STI services have to be 

kept. Funds for heads like equipments, infrastructure etc. should be budgeted under respective 

RCH II/ NRHM head if required. .  

 Ensure standardized STI/RTI care as per National Guidelines on Prevention, Management and 

Control of RTI infections including STIs.  

 RTI/STI Drugs are to be added in the essential drug list as per list already shared with States.  

 Existing outreach services to be linked with RTI/STI Service provision. 



 

 

 

- 54 - 

 Ensure linkages between AFHS Clinics and ICTC Counselors with RTI/STI services 

 Regular reporting to be ensured in HMIS from all districts for the indicators on RTI/STI. 

 Ensure availability of RPR Test kits to test for syphilis among STI/RTI patients and all 

pregnant women accessing antenatal care. The RPR kits can be positioned with ICTC 

technicians so as to enable testing for HIV and syphilis together or with technicians 

performing other tests for ANC mothers. If needed funds can be kept for procurement of RPR 

kits.  

 Treatment of all syphilis seropositive mothers should be ensured as per guidelines.  

 Ensure referral for HIV testing and counseling for all STI/RTI patients 

 Funds should also be kept for monitoring the operationalization of RTI/STI services and 

conducting regular supportive supervisory visits. 

 Ensure availability of testing facilities for HIV AIDS at the delivery points especially at 24x7 

PHCs or down below depending on the case load.  

 Status of STI/RTI service provision to be provided as per Annexure A-XIII 

  

11. Free Entitlements under Janani Shishu Suraksha Karyakaram (JSSK) 

The initiative has been rolled out under the overall umbrella of NRHM and entitles all pregnant 

women delivering in public health institutions to absolutely free and no expense delivery, including 

caesarean section.  This initiative also provides for free transport from home to institution, between 

facilities in case of a referral and drop back home. Similar entitlements have been put in place for all 

sick newborns accessing public health institutions for treatment till 30 days after birth.   

The entitlements under JSSK: 

Entitlements for pregnant women: 

 Free and cashless delivery 

 Free C-section 

 Free drugs and consumables 

 Free diagnostics  

 Free diet during stay in health institutions (up to 3 days for normal delivery and 7 days for 

Caesarean sections) 

 Free provision of blood 

 Free transport from home to health institution, between health institutions in case of referral, 

and drop back home after delivery. 

 Exemption from all kinds of user charges, including for seeking hospital care upto 6 weeks 

post delivery (for post natal complications) 

 

Entitlements for sick newborn till 30 days after birth: 

 Free treatment at the public health institutions 

 Free drugs and consumables 

 Free diagnostics 

 Free provision of blood 

 Free transport from home to health institution, between health institutions in case of referral, 

and drop back home after treatment. 

 Exemption from all kinds of user charges 

 

Steps for JSSK Implementation  

 Issue G.O. on free entitlements with priority on  delivery points 

 Identify nodal officer at State and district level 
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 Widely disseminate entitlements in the public domain 

 Institute grievance redressal mechanism to ensure commitments are fulfilled in letter and spirit 

 Ensure regular procurement and availability of drugs and consumables at health institutions 

 Strengthen diagnostic services and ensure that labs are functional 

 Review implementation during CMO meetings / other reviews 

 Establish and Operationalise blood banks at district level and blood storage units at FRUs 

 Establish district-wise assured referral linkages; GPS fitted vehicles; centralised control rooms 

 Provide required finances and necessary authorisation / G.O.s  

 Financially empower the districts and facility in-charges, particularly for emergencies / stock 

outs 

 Regularly monitor and  monthly reports on designed formats shared with GOI(Annexure A-

XI) 

 Review implementation status during State and district level meetings 

 The key elements for implementation are given in the JSSK Guidelines 

Key points: 

 All the free entitlements as per JSSK guidelines shall be implemented and no user charges will 

be taken from the beneficiary. 

 

Referral Transport 

a. There is a need for free assured referral linkage from Home to facility, inter-facility in case of 

referral and  drop back   

b. State needs to establish such system either through government mechanism or through 

outsourcing.  

c. Outsourcing of referral transport can be preferred than the purchase of government vehicle and 

regular driver for providing Referral transport 

d. Cost benefit analysis of referral transport mechanism should be done taking into consideration 

cost incurred per referral, no of pt being referred to pvt sector and no of lives saved in public 

sector.  

e. EMRI model /call centers for referral should be evaluated in terms of cost & benefit before 

scaling up.  

f. Establishment of a Centralized Call Centre along-with   Toll Free No (if not already done)   is 

a mandatory requirement for providing Referral Transport services to the pregnant women and 

neonates.   

g. Cash reimbursement for referral transport is not permissible and instead Govt should place 

assured referral linkage either through government transport or through PPP mode. 

h. Primary referral to the tertiary centers should not be permitted unless type of complication   

justifies care at the tertiary centre 

i. Data  on how many women and  neonate actually  transported shall have to be maintained  

along-with expenditure on it  

j. Names of the nodal Officers for JSSK and Grievance Redressal Officer at State level to be 

given in the PIP and also ensure that the same be nominated at district levels. 

k. The pace of its implementation needs to be accelerated. States must give a commitment in the 

PIP that all entitlements are launched at all functional delivery points (which conduct 

deliveries above a minimum benchmark) if not already implemented, then latest by March, 

2012.  

l. These also are expanded to all other health facilities within an identified timeframe in the 

coming year. 

m. Close monitoring is required to ensure availability of drugs, diagnostics, and assured referral. 

All the health facilities where deliveries are being undertaken must display the entitlements. 

n. Staff provided under NRHM in 24x7 PHCs / FRUs not conducting normal deliveries / C 

sections respectively should not be continued or relocated to facilities with higher case loads. 

o. Grievance redressal: System to be put in place at all districts; Help desks involving ASHAs 

can also be set up. 
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p. Diet: Provision from District Hospitals to PHCs wherever deliveries are being conducted.; Tie 

up with Self Help Groups /NGOs, etc can be undertaken to provide cooked meals. 

q. Implementation is ensured in letter and spirit. 

r. Implementation would require systemic strengthening and putting in place robust systems for 

drugs, diagnostics & blood  

s. All CMOs and MO I/C need to be sensitized for ensuring all the provisions under JSSK at 

their health facility 

t. ANMs and ASHAs need to be sensitized for communicating to the pregnant women  the 

availability of  free entitlements under JSSK 

u. Proper IEC needs to be conducted for popularizing this scheme  making use  of Print and Non-

Print Media  

 

12. Incentives linked to Performance of MH Activities  

 All incentives related to provision of maternal health service delivery given to medical and 

Para-medical staff   and also ASHA should be tabulated in the maternal health section of the 

PIP for taking a comprehensive view regarding the rationale and approval of the incentives 

proposed.   

 Each incentive proposed should have a brief depicting its rationality and its need and how it 

will affect the outcome of the service delivery. 

 Please also indicate how payment of incentive will be monitored and criteria for the payment. 

As far as possible, it should be linked with MCP Card particularly for ANMs and ASHA. 

Similarly for MO and other staff, it should be linked with the performance of the facility. 

 Incentives scattered under various heads cause a great deal of confusion while giving 

comments on incentives proposed. It also results in duplication under other heads. 

 Fixed and performance based incentives   should be   given to LSAS and EmOC Trained 

doctors.  

  Similarly  performance based incentive can be given to the ANMs   attending home  

deliveries  and also  to the doctors and  the staff  posted in hilly areas/LWE areas/ and few 

selected and  notified  tribal and hard to reach areas  

 A format in this regard is enclosed at Annexure-XII for indicating Incentives proposed under 

MH. 

 There needs to be an Additional Director (MCH and FP). Under him, 2 Deputy Director is 

proposed. 1 incharge of MCH services and other incharge of FP, Immunization and ARSH. 

Each of these Deputy Directors needs to be assisted by 2-3 consultants  

 Enabling Environment- Office space, Computers, Laptop, adequate TA/DA provision for 

proper accommodation and transport needs to be provided to the above hierarchy for proper 

implementation and monitoring of RCH interventions. 

 A Monitoring Roster needs to be developed with defined checklist for the above officials for 

regular monitoring visits. Minutes of the Monitoring reports should be regularly reviewed at 

the Mission Director level for taking corrective actions on the gaps identified. 

 

13. Other Strategies and Activities for Preparation of PIP 2012-13: 

 States should have an exclusive nodal person for RCH and programme officers for maternal 

health; child health & immunization; ARSH & school health and family planning at the State 

level for effective running of the programmes.  

 Specific plan for those districts classified as poor performing in the NRHM should have a 

separate priority plan.  

  

 State may define difficult, most difficult and inaccessible areas as per geographical location or 

in terms of difficulty to find HR for these areas.  

 State should take measure to ensure continuity of contractual appointments and take steps to 

regularize them. .  
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 States are not encouraged to routinely train TBAs as primary providers of delivery care.  

However, the flexibility  can be given to train TBAs for fulfilling roles as a “Community 

Resource” e.g. as helper to ANM in providing ante-natal, intra-natal and post-natal care to 

pregnant women which includes deliveries at sub-centres and at home; in birth preparedness, 

as a birth companion; arranging referral transport/escorting the pregnant woman to the 

institutions for delivery, assisting in home-based newborn care, reporting births and deaths of 

neonates, infants and mothers etc., particularly in villages where there is no ASHA.  

 For the areas where home delivery is inevitable, the State needs to develop a plan for 

conducting all the home deliveries by ANM or a skilled provider. Additional incentives need 

to be given to such providers. Simultaneous plan  for  bringing all such deliveries  in the 

institutional fold  also needs  to be chalked out like good quality  IPC with focus on 

entitlements under JSSK and JSY ,  creating birth waiting homes, provision of assured referral   

 Besides the above, as a time gap arrangement States can be given the flexibility based on need, 

to notify those remote and inaccessible areas in tribal belts, for which TBAs are required to be 

trained to conduct deliveries at home, where women are not willing to go to institutions for 

delivery or are not able to access institutions easily at the time of delivery.  This flexibility is 

to be provided as an exception rather than the rule.   

 A proposal in the PIP for delivery by TBA needs to be linked with State‟s plan for ultimately 

bringing these deliveries in the institutional fold. 

 Unit cost of the Blood camp should be indicated and such camps should be linked with blood 

banks and NACO. 

 The accreditation guidelines for any of the RCH services should synchronize with GoI guidelines 

on accrediting private health facilities.  

 The focus of such accreditation scheme should be at sub-district level.  

 New constructions are not permitted under RCH. So funds for new SCs construction should be 

reflected under NRHM and ID division.  

 State needs to look into the quality of the service provided by the NGOs running APHCs. Cost 

effectiveness of these outsourced PHCs needs to be evaluated before scaling up.  

 PPP for health facilities be preferably allotted on competitive bidding and service quality should be 

monitored closely.  

 PPP for skill based training should be encouraged as per GoI guidelines. Close monitoring in such 

cases should be undertaken to ensure skill practice by the trainees at such facilities.  

 

F.  Budget: 

 Budgeting should be as per GoI criteria and norms, and should not be duplicated.  

 ASHA incentive for any scheme should be budgeted under Mission Flexi pool and too many 

fragmentations should be avoided.  

 RCH Drugs/Any other drugs should be budgeted under State head or under NRHM except for 

those States whose procurement procedures are in accordance with World Bank Guidelines.  

 Budget head under each activity for previous years should include both allocation and expenditure.  

 JSY deliveries should be co-linked with service provision and facility upgradation and budgeted 

accordingly.  

  Adequate funds for monitoring of MH activities including trainings should be kept. 

 Final costing should be as per the competitive bidding and following procurement procedure. 

 Sub-heads related to monitoring visits and should form part of comprehensive monitoring. 

 Funds from Untied grant to VHSCs should be budgeted under NRHM.  

 Rent for SC should be under Infrastructure.   

 Funding for BCC/IEC components should be the part of comprehensive BCC/IEC strategy. 
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Annexure A-I 

Total functional delivery points in Public Health Facilities of the States/UT 

 State/UT-       Date as on ----- 

S.No Indicator Number 

1 Total No. of SCs  

a No. of  SCs  conducting >3 deliveries/month  

2  Total No. of  24X7 PHCs  

a No. of  24X7 PHCs conducting > 10 deliveries /month  

3 Total No. of  any other PHCs  

a No. of  any other PHCs conducting > 10 deliveries/ month  

4 Total No. of  CHCs   ( Non- FRU)  

a No. of  CHCs   ( Non- FRU) conducting > 10 deliveries /month  

5 Total No. of  CHCs   ( FRU)  

a No. of  CHCs  (FRU) conducting > 20 deliveries /month  

b No. of  CHCs  (FRU) conducting  C-sections    

6 Total No. of  any other FRUs (excluding CHC-FRUs)  

a No. of  any other FRUs (excluding CHC-FRUs) conducting > 20 

deliveries /month 

 

b No. of  any other FRUs (excluding CHC-FRUs) conducting  C-

sections  

 

7 Total No. of  DH    

a No. of  DH conducting > 50 deliveries /month  

b No. of  DH conducting  C-section    

8 Total No. of  District Women And Children hospital (if separate 

from DH) 

 

a No. of  District Women And Children hospital (if separate from DH) 

conducting > 50 deliveries /month 

 

b No. of  District Women And Children hospital (if separate from DH) 

conducting C-section   
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9 Total No. of Medical colleges  

a No. of Medical colleges conducting > 50 deliveries per month  

b No. of Medical colleges conducting C-section    

10 Total No. of Accredited PHF  

a No. of  Accredited PHF conducting > 10 deliveries per month   

b No. of  Accredited PHF conducting  C-sections  

*Provide the status in a soft copy and upload it on the State/UT NRHM website 

. 

*Upload on State/UT NRHM website, the name wise list of the above facilities which are delivery points.  

* Send the name wise list of these delivery points, in soft copy. eg. Names of all sub-centres conducting 

>3 deliveries per month; names of all DH conducting > 50 deliveries per month; names of all DH 

conducting C sections, etc. 

 

Signature 

 

Name & Designation 

 



 

 

 

60 

Monthly Reporting Format  on Delivery Points  on key Performance Indicators(KPI) Annexure A-II 

  

Name of the  State 

  

For the month of 

Na

me 

of 

the 

Dis

tric

t 

Sl.No 

(Deliver

y Point) 

 

Name  

and Type 

of the 

Facility 

(MC,DH, 

DWH, 

SDH, 

CHC-

FRU, 

CHC- 

Non-FRU, 

24x7 

PHC, 

Other 

PHC, SC, 

Any  

other 

Type of 

Facility  

 Total 

deliveries 

in the 

reporting 

month in 

the 

facility(inc

luding C-

Section) 

No. of 

C-

sectio

ns 

(wher

e 

applic

able)   

Total 

No. of 

PW  

detecte

d with 

Hb 

level  7 

gm and 

below   

Number of 

Maternal 

Deaths in 

the facility 

in the 

reporting 

month 

Fn        

LR with 

NBCC(Y/

N) 

Fn 

OT 

(Y/N) 

F

n 

B

S

U/ 

B

B 

(Y

/N

) 

Availa

bility 

of 

Essen. 

Drugs 

(Y/N)  

BM

W  

(Y/N

) 

MOs 

& 

Specia

list( 

Menti

on No 

of 

Anest

h. 

OBG, 

Pedia. 

LSAS 

/ 

EmO

C  

Train

ed 

MO 

and 

other 

MO 

NO. of  

SNs/ 

ANMs 

posted 

at the  

facility 

1 

1                        

2 

 

                     

3                         

    Total                      

2 

1                         

2 

 

                     

3                         

     Total                      

 

Note : Please add more rows   as per  the no of delivery points and districts    
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Annexure A-III 

 

 

 

 

 

 

Format for Capturing of Institutional Deliveries in  Public & Private Health Facilities every month 

Name of the State 

Report for the Month of : MM/YY 

  

Type of Facility Total number 

of estimated 

deliveries in the 

State in current  

FY (2011-12) 

Total No. of deliveries 

Conducted in current 

month       ( Please 

specify) 

Cumulative 

No. of 

deliveries 

Conducted  in 

Fy. Year 

(April, 2011- 

to current 

month) 

No of  

C-sections  

Conducted in 

the current 

month       

(Please specify)  

Cumulative 

No. of C-

sections  

Conducted  in 

Fy. Year 

(April, 2011- 

to current 

month) 

No. of 

Maternal 

Deaths 

Reported  

in Fy. 

Year 

(April, 

2011- to 

current 

month) 

Public Health 

Facilities             

Private  

Accreditated   

Health Facilities              

Other Private 

Health Facilities              

       Note:   The 1st report must be sent to the MOHFW on  1st week of November,2011 
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Annexure A-IV 

Key Performance Indicators (KPIs) for Maternal Health( District Compiled Sheet) 

  Name of the  State   

  For the month of   

  Date of Submission of the data   

  Estimated No. of Pregnancies in  the year   

  Estimated No. of Deliveries in the year   

S. N. 
Key Performance Indicators for Maternal 

Health 
Reported during the month 

Cumulative achievement for the 

current Fin. Yr.( April, 2011 to 

current  month) 

1 Total No. of Registered pregnancies     

  Pregnancies registered within 12 weeks     

2 Deliveries conducted at Institution     

  Public      

  Private     

3 Total No of C-section      

  Public      

  Private     

4 Tracking of severe Anaemia      

  

Total No. of PW  detected with Hb level below 

7 gm      

5 Total No. of Maternal Deaths      

  Public      

  Private     

  

Home  
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 Availability of District-Wise Human Resource  in the State – Annexure A-V 

S. 

No. 

Name 

of 

District 

 

Availability(in position) of Specialist/PGMO, MO, and other Staff ( Give total  Numbers available in the  

district)   

Paediatrics Anaesthetics Gynaecology No. 

of 

MO

s 

No  

of 

SNs 

 No 

of 

ANM

s 

M

Os 

trai

ned  

in 

LS

AS 

Mos 

trained  

in 

EmOC 

No. of 

SBA 

Trained 

SNs/ 

ANMs 

No. 

of 

LTs  Regul

ar 

Contra

ctual 

Regul

ar 

Con

tract

ual 

Regul

ar 

Con

tract

ual 

1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 

                             

                            

                              

                              

                              

                              

                              

  

 

                          

                              

Note : Add more Rows if required   

  

                    

                

 



 

- 64 - 

 

 
Annexure A-VI 

Information required for LSAS & EmOC trained doctors by Govt. of India 
 

Name of the State: …………………………  

S.No. 
Name of 

District 

Posting and performance  of   EmOC Trained  

doctor 

Posting and performance  of   LSAS  

Trained  doctor 

Name of 

EmOC 

Trained 

Doctor 

Name and 

type of 

Facility  

where EmOC 

Trained 

doctor is 

posted 

Performance 

of EmOC 

Trained 

doctor 

Name of 

LSAS 

Trained 

Doctor 

Name and 

type of 

Facility  

where 

LSAS 

Trained 

doctor is 

posted 

Performance 

of EmOC 

Trained 

doctor 
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Annexure A VII 

 

 

 

 

 

 

 

 

 

Name of the State :                                                                                                                  Progress of MH Trainings  

Type of 

Training 

No. of 

Medical 

Colleges 

conducting 

training 

No. of 

Distri

ct 

Hospi

tals 

condu

cting 

traini

ng 

Any 

other 

Facilit

ies 

condu

cting 

trainin

g 

No. of 

Master 

Trainers 

Trained 

Targ

et 

for 

NR

HM 

peri

od 

(up 

to 

2012

) 

Achieve

ment 

cumulati

ve till 

March 

2011 

Targ

et for 

2011-

12 

Achiev

ement 

or 

Nos. 

traine

d in 

2011-

12  

(April 

11-till 

Decem

ber, 

2011) 

* 

Target 

for 

2012-

13 

No. of 

trained 

MOs posted 

at facilities 

where their 

skills are 

being 

utilised  - 

eg. FRUs 

for LSAS & 

EmOC/ 

MTP; 24X7 

PHCs for 

BeMOC/M

TP; 

Facilities 

conducting 

delivery for 

SBA in the 

relevant 

column 

Performan

ce      

(Specify 

No. of 

deliveries, 

No. of C-

section  

and  No. of 

Spinal 

Anaesthesi

a, No. of 

MTPs,  

No. of any 

other 

complicati

ons 

attended 

in the 

relevant 

column) 

Cumulativ

e since 

2005 till 

date 

LSAS                      

EmOC                      

BEmOC                      

SBA                      

MTP                      

RTI/STI                      

*including the current batches undergoing training 
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Annexure A- VIII 

 

QUALITY ASSURANCE CELL  

Structure & Terms of Reference 

A. Background: 

For improving the functioning of the public health facilities and help in strengthening the processes 

for the providing quality public health care services throughout the State, provision for QA Cell can 

be done  in FY 11-12. Quality Assurance intervention in NRHM will be an attempt to move forward 

by initiating and operationalizing programmatic interventions. It proposes to develop and 

institutionalise the use of the field based, practical and feasible indicators in quality assessment and to 

transform existing supervision practices into a more standardized and structured process. Any 

sustainable change in terms of institutionalisation of Quality Assurance (QA) will come from 

within the system and not from outside. It is hoped that interventions from demand side (for example, 

community and individuals demanding better services) will also put pressure on the system to deliver 

quality services which will in turn give impetus for investing in QA. 

B. Objective of the Quality assurance Cell 

 

 To facilitate the improvement of systems and processes of service delivery in the healthcare 

facilities as per the standard technical protocol to meet the laid down standards (e.g. IPHS/GOI 

guidelines) as appropriate. 

 To establish &develop quality management systems at the hospital level, leading to enhancement 

in service quality and leading to Quality certifications by the Quality assurance cell. 

 To implement & monitor quality of reproductive health services/ MCH services at health facilities 

and consequently improve service quality by focusing on and addressing the gaps identified 

during the assessment process.  

 To undertake periodic assessment visits through State and district quality assurance cell/ 

committees using specific tools and based on the gaps identified, to guide the service providers in 

addressing specific service quality elements and sub-elements. 

 To undertake such other GOI / State initiatives entrusted with the QAC from time to time (e.g. 

MDR, MCTS etc.) 

 
C. Structure of Quality Assurance Cell    i. At State Level 

 

 

 

Mission Director 

(Heads the Cell) 

 
1. State Quality Assurance Nodal Officer. 

 

2. Full time Consultant Quality Assurance – 

(Qualification: Public health with 5 years of 

experience in MCH). 
 

3. Full time Consultant Quality Assurance – 

Technical (Qualification: Public health with 5 

years of experience in Family Planning). 
   

4. Consultant QA (Expertise in statistics). 
 

5. Data entry Operator. 

 

 

Members of the State QA 

Committee, medico legal 

advisor and other 

resource person will 

Operationalise the cell 
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In order to assist the State Quality Assurance Cell, a State Working Group consisting of 

members / technical experts:- 

1. Members of State QA cell (State Quality Assurance Officer/ Nodal Officer; Full time Consultant 

Quality Assurance (Experience in MCH); Full time Consultant Quality Assurance (Experience in 

Family Planning); Full time Consultant Quality Assurance – Managerial. 

2. Maternal Health expert , professionals from medical Colleges and  development partners. Any 

other person of eminence 

3. Officials from Directorate, Technical Expert and State Program officers and Consultants . 

4.  SIHFW may be called for technical assistance as and when required. 

5.  Any other expert as  per the State  design 
ii. At Regional Level: Regional Program Management Unit as Regional Quality Assurance Unit 

headed by RDDs. On quarterly basis the functioning of the QAC and progress would be 

reviewed by Divisional Commissioner. 

 

iii. At District level:  

 

iv.  

 

 

 

 

 

 

 

 

 

 

D. Terms of References 

For  State QAC :- 

 

1. Adapt standard protocols in maternal, neonatal, child health & family planning services as well 

as for disease control programme implementation in tune with national guidelines. 

2. Ensure adequate dissemination and monitor the adherence to these standards through a set of 

quality indicators.   

3. Sensitize & orient the health personnel involved in quality management on the quality protocols 

& tools. 

4. Formulate strategies with timelines for the Quality Improvement at each level of health 

institution e.g. Sub Centers, PHCs, RHs, SDHs, District Hospitals, Medical College & private 

All State 

Program Officers 

and Consultants 

(Provide 

Technical Input 

and Support) 

 

District Magistrate will review the progress of the QAC. 

1. Civil Surgeon/ CMO  - Chairperson  

2. DPM  – Convenor 

3. ACMO - Member secretary (Hospital manager  will assist) 

4. Members: 

i. District Gynaecologist and/or district surgeon and /or district Anaesthetist/or 

dist.Paediatrician 

ii. District Nursing head 

iii. District RCH officer/FW officer 

iv.District Program officer, TB, Vector Borne, Blindness and leprosy 

v.DPC 

6. Technical assistance  

a. Two health educator (competency on computer) can be deputed to the cell 

by CS 

7. Secretarial assistance – District M&E Officer 

8. Special Invitee: Representative from Development Partners in the district 

 

 

All Program Officers 

and Consultants at 

DHS (Provide 

Technical Input and 

Support) 
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health facilities accredited to the govt. of India PPP schemes as well as for outreach based 

programmes. 

5. Provide technical and managerial guidance to program officers at State and districts on the 

implementation of measures for improving the quality of maternal, neonatal, child health & 

family planning (including sterilization services) in the State. 

6. Develop and recommend a joint field travel plan of officers from GoB, SHSB and DPs for 

undertaking Quality Assurance visits to districts at regular intervals using Checklists for 

reviewing facilities, community based interventions, implementation of schemes under MNCH. 

The scope of visits should include accredited private facilities as well.  Share the field visit 

feedbacks received from teams with all QAC members and recommend concrete measurable 

corrective actions with timeline for different levels. 

7. Review the report and recommendations of member‟s field observations and District Quality 

Assurance Committee (DQAC) and recommend corrective actions to the chair.   

8. Review the report from cases of adverse outcomes/complications in maternal, neonatal health & 

child health; maternal, infant & child deaths; deaths & complications following sterilization, 

cases of conception due to failure of sterilization in the State in the State. 

9. Implementing infection prevention & bio-medical waste management. 

10. Meet once every three months. 

11. A minimum of half + one members shall constitute the quorum. 

 

For State Quality Assurance Working Group: 

 

1. Prepare, adopt and ensure dissemination of SOPs, Guidelines and Manuals for the Facilities. 

2. The Working Group will meet every month to review the reports being received from the 

districts. The members may ask for additional information from the district committees if 

needed.  

3. Review the reports of District-level committees received from the regional QAC and present the 

progress before the State QAC.  

4. Create a pool of district trainers for disseminating quality assurance concept, tools and 

methodology at district and sub district level. 

5. Periodic visit to the district, evaluate the QA in the district using standardised format and give 

necessary inputs to the regional / district QA team. 

6. Visit both public and private accredited facilities (under PPP schemes) providing various health 

services in the State to ensure implementation of national standards and provide feedback for 

consideration during the accreditation renewal process of the facilities. 

7. Review (desk review / field visit, if required) cases of death / complications following 

sterilization and cases of conception due to failure of sterilization in the State. 

8. Review the cases of maternal and infant deaths/any adverse outcomes in maternal, neonatal & 

child health. 

9. Review & monitor the quality of trainings under RCH II/National disease control programmes 

organized at State & district level and undertake follow-up of selected sample of trainees during 

field visits.  

For Regional QAC:  

1. Monitoring of health facilities and guiding the District level teams on development of 

processing for ensuring quality health care services from that facility. 

2. Ensuring adherence of treatment protocols on public health management and to ensure 

delivery of quality health care services focusing more on the medical colleges, district 

Hospital and FRUs. 

3. Planning, controlling, management of the medical staff, demography and bio-statistic, 

management of research in health care, epidemiology and community health and strategic 

management. 

4. Ensuring proper functioning of the Hospital Management Information system and will also 

ensures and monitor the maintenance of the medical records, as prescribed.  
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5. Management of health and related services within the medical colleges / hospital premises to 

achieve optimal care by providing staff with managerial leadership, experts advice and 

opinion to aid diagnosis, management and treatment of patients 

6. To provide quality of care through the monitoring and evaluation of services, development of 

protocols, supervision of staff and continuing education 

7. Review the cases of maternal & infant deaths and report from cases of adverse 

outcomes/complications in maternal, neonatal health & child health. 

8. To provide technical inputs to the medical colleges/ District Hospital / FRUs within the 

division for improving their functioning. 

For District QAC:- 

1. Meet once every month. 

2. Develop half yearly action plan of district for quality assurance intervention in the facilities 

(Based on facility wise planning for infrastructure strengthening and strengthening of services 

at the facility). 

3. Provide technical and managerial guidance to blocks on the implementation of action plan for 

improving the quality of services in the facilities disease control programme service delivery 

in the State. 

4. Monitor the Quality Improvement of programme and track progress based on identified 

quality indicators at each level e.g. Sub Centres, PHCs, RHs, SDHs, District Hospitals and 

Medical College. Also keep a check whether the facilities are providing the essential service 

package as per standards and protocols being adhered to. 

5. Review the cases of maternal & infant deaths and report from cases of adverse 

outcomes/complications in maternal, neonatal health & child health. 

6. Collecting information on all hospitalization cases related to complications following 

sterilization as well as sterilization failure.  

7. Processing all cases of failure, complications requiring hospitalization, and deaths following 

sterilization for payment of compensation.  

8. Reviewing all static institutions, i.e. government and accredited private / NGOs and selected 

camps providing sterilization services and safe abortion services, for quality of care as per the 

standards laid down, and recommending remedial action for institutions not adhering to the 

standards. 

9. Conducting medical audits from time to time of all maternal & infant deaths and deaths 

related to sterilization and sending reports to the State QAC office. 

10. Review & monitor the quality of trainings under RCH II/National disease control 

programmes organized at State & district level and undertake follow-up of selected sample of 

trainees during field visits. 

11. Review of different community based interventions, implementation of schemes under 

MNCH.  

12. Plans QAC visits and make necessary preparations for visit to facilities and use the 

standardized QA Checklists to conduct the assessment and debriefs the Medical Officer In-

charge of the facility with guidance on what actions needs to be taken.  

13. Compiles findings during the visits at the district level and distributes the District Summary 

Report and discusses these at the monthly meeting with medical officers. Forward the minutes 

of the monthly QAC meeting and actions to be taken to the concerned officials; regional and 

State QAC. 

14. Shares the district visit reports with the State Committee on monthly basis and initiates 

actions based on recommendations from State committee. To address the State level actions, 

the district has to take the initiation and pursue the State authorities and follow-up. 

15. Keeps a record of follow-up and actions taken so that these can be reviewed on subsequent 

visits to the facility. 

 Note : This  composition of  the cell and  TOR can be revised  as  per the State specific 

situation  
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Annexure A-IX 

MATERNAL DEATH REVIEW 

REPORTING FORMAT TO ASCERTAIN THE STATUS OF IMPLEMENTATION  

Name of State:  

SN. Activity  Status / Remarks 

1 Name, contact no. and e-mail 

address of State Nodal Officer for 

MDR 

 

2 

Number of medical/paramedical 

personnel trained or oriented on 

MDR  

Medical College faculty  

State officials  

(Directorate. SPMU, etc.) 
 

District Officials  

(CMO, DRCHO, DPMU, others) 
 

Others including I/Cs of private 

hospitals 
 

Block Officials  

(BMOs, BPMU, etc.) 
 

MO I/Cs of public health facilities  

ASHAs/ AWWs/ ANMs/ SHGs/ 

others 
 

3 

Constitution of Maternal Death 

Review Committee / Task Force 

as per GOI guidelines { Give no. 

at each level} 

State Task Force (Yes/No)  

Number of districts in the State  

Number of districts where MDR 

Committee has been constituted) 
 

Total number of health facilities 

(FRUs, DHs, private accredited  

hospitals) identified for FBMDR  

 

Number of health facilities where   

FBMDR Committees has been 

constituted  

 

 4 Total number of MDs reported at 

the State level (April to the 
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reporting month, 2011-12) 

5 Total number of MDs reported at 

the State level (April to the 

reporting month,2011-12)  

Through CBMDR (Community 

Based MDR) 
 

Through FBMDR (Facility Based 

MDR) 
 

6 Total number  of MDs reviewed  

by District MDR committees 

(CMO)  (April to the reporting 

month, 2011-12)  

 

 

7. Number of MDs reviewed by 

State Task Force out of total 

reported in column 4  

 

 

8 Causes of maternal deaths reported in column 4 (in numbers) 

8.1 Haemorrhage   

8.2 Sepsis   

8.3 Abortion   

8.4 Obstructed labour   

8.5 Hypertensive disorders in 

pregnancy (includes eclampsia) 

 
 

8.6  “Others” (include anaemia)   

9 Analysis of MDR findings done 

by the State e.g. major causes of 

MDs (medical/systemic/others),   

geographical distribution- 

concentration in specific 

districts/blocks, whether 

conforming to the AHS High 

Mortality districts etc. 

 

10 Compliance with submission of 

State Monthly MDR Reports for 

April to the reporting month 

(2011-12); reasons for non-

compliance. 
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Annexure A-X 

Format for Performance on Comprehensive Abortion Care at State Level (April-September 2011) 

Name of State/U.T: .............................   Month and Year of reporting: ................. 

Number of districts in the State: ..............  

1)         Indicators: 

SN         Indicator Numbers 

1 Number of districts where District Level Committee (DLC)* has not 

been constituted   

 

2 Number of applications pending 

in the districts with the DLCs  

For one year  

More than one year   

3 Is MVA equipment being procured and supplied to the districts? 

(Y/N) 

 

4 Are the drugs for MMA included in the essential drug list? (Y/N)  

                       * As per MTP Act, Rules and Regulations 2002-2003 

2) Service Availability and Utilisation:  

Availability: Number of institutions providing 

services 

 

 

Utilisation: Number of MTPs 

performed-any method 

Type of Health 

Facility 

Up to 12 

weeks 

services 

Up to 20 

weeks 

services 

Up to 12 weeks  12 -20 weeks 

Government 

(Total) 

    

Private certified 

(Total) 

    

“Delivery Points” providing services. 

 

 

PHCs/non FRU 

CHCs 

     

FRUs (CHCs, 

SDH etc.) 

    

DHs /DWH etc.     

Medical Colleges     

Private certified     

 

3) Does the State have an IEC/BCC plan for MTP Services(Y/N)...........................................? 
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If yes, please indicate frequency/ periodicity of IEC/BCC activities 

SN IEC/BCC Activity Frequency/ periodicity  

1 Print  

2 Audio  

3 Video  

4 Any Other (specify)  

 

 

Annexure A- X(Contd.) 

 

Proposed Budget 2012-13: 

Area Budget Head & 

Activity code 

Unit Cost  Budget proposed in PIP 2012-13 

MMA Drugs    

MVA/ EVA 

Equipments 

   

MTP-Training MOs    

MTP training of other 

field functionaries 

(counselling and post 

abortion care) 

   

MTP-IEC/BCC 

activities 

   

MTP: Monitoring and 

Supervision 
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Annexure A- XI 

IMPLEMENTATION STATUS OF JANANI SHISHU SURAKSHA KARYAKARAM (JSSK): STATE 

LEVEL 

State/ UT: ............................................   No. of districts: ........  No. of Blocks: …………   Reporting Month/Year: 

…………… 

State Nodal Officer in place (Y/N): ……..………….   State Grievance Redressal Officer in place (Y/N): 

Name Mobile and e-mail of State Nodal Officer (JSSK)------------------------------------------------------------------------

- 

No. of District Nodal Officers in place: ….…………   No. of District Grievance Redressal 

Officers in place: …………….. 

A) ENTITLEMENTS: CASHLESS SERVICES & USER CHARGES 

S.No

. 

Provision for Cashless deliveries for all pregnant women 

and sick newborns at all public health facilities 

Whether 

G.O. 

issued 

(Y/ N) 

Month when 

started / 

proposed 

timeline 

No. of 

districts 

implementin

g 

1. Provision of Free Drugs/ Consumables     

2. Provision of Free Diagnostics     

3. Provision of Free Diet     

4. Provision of Free Blood (inclusive of testing fee)    

5. Provision of Free treatment to Sick newborns up to 30 days    

6. Free Referral Transport for PW (to & fro, 2
nd

 referral)    

7. Free Referral Transport for Sick newborns  (to & fro, 2
nd

 referral)    

8. Exemption from all user charges for all PW and sick newborns    

9. Empowerment of MO in-charge to make emergency purchases    

NOTE: Pls. provide a copy of relevant Govt. Order(s)(provide one time, and when any updation/ revision is done) 

B) ENTITLEMENTS: REFERRAL TRANSPORT (RT) 

Sno. Referral transport services  State 

owned 

EMRI/ 

EMTS  

PPP  Other 

1. Total number of ambulances/ referral vehicles in the State/ UT     

2. Whether vehicles fitted with GPS (specify no.)     

3. Call centre(s) for the ambulance network: Districts (no.s) - ……………………… State (Y/N): 

……………………… 

4. Toll free number (provide number, if available): ……………………………………….. 
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C) IMPLEMENTATION: CASHLESS SERVICES 
 

Sn

o. 

Provision for Cashless deliveries for all pregnant women and sick newborns at all Govt. health 

facilities 

Status 

1. No. of districts where free entitlements are displayed at all health facilities  

2. No. of districts where free diet is available to PW (at all facilities 24x7 PHC and above level)  

3. No. of districts where lab is functional for basic tests for PW (at all facilities 24x7 PHC and above level)  

3a. No. of districts where any facility has stock outs of lab reagents / equipment not working  

4. No. of districts where any facility has stock outs of essential drugs / supplies for PW and sick newborns  

5. No. of districts where any facility has user charges for PW / sick newborns for:  i. OPD  

  ii. Admission / delivery / C-

section 

 

 iii. Lab tests / diagnostics  

 iv. Blood  

6. Total no. of govt. medical colleges in the State  

7. Total no. of govt. medical colleges not levying any type of user charges  

SERVICE UTILISATION: REFERRAL TRANSPORT (RT) 

Sn

o. 

Referral transport services State 

vehicles 

EMRI/ 

EMTS  

PPP  Other 

1. No. of PW who used RT services for:     

 i. Home to health institution     

 ii. Transfer to higher level facility for complications     

 iii. Drop back home     

2. No. of sick newborns who used RT services for:     

 i. Home to health institution     

 ii. Transfer to higher level facility for complications     

 iii. Drop back home     

D) GRIEVANCE REDRESSAL 

Sno. Grievance redressal Status detail 

1. No. of complaints/ grievance cases related to free entitlements   

2. No. of cases addressed / no. of cases pending  
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STATUS OF STI/RTI SERVICES DELIVERY IN THE STATE 

1. Allocation of fund for STI/RTI services in the PIP: 

Fund Allocated for the STI/RTI services in 2001-12: 

Activities Fund allocated in the PIP (in 

Lacs) 

Expenditure till date (in 

Lacs) 

Training of Doctors, Nurse and Laboratory 

Technician (Training cost, printing of 

module, stationary, venue etc) 

  

Monitoring and supervision of the facilities   

Upgrading of infrastructure of the facilities 

(audio-visual privacy, examination 

facilities, speculum, gloves etc) 

  

RPR test Kits   

Colour coded STI/RTI drug kits    

Total Budget in PIP   

 

2. Coordination Meetings: 

Activities Number of meeting 

conducted with dates, 

Participants of the 

meeting. 

If not 

conducted 

than Reasons 

If meeting 

not 

conducted,  

Timeline 

when the 

meeting will 

be conducted 

Meeting with MD/ED NRHM by the State 

team (SACS and State RCH officer/State 

NRHM team) on STI/RTI service on 

convergence 

   

Meeting between SACS STI focal Person 

and State NRHM representatives (State 

RCH Officer/State MH Officer/SPMU) on 

convergence.  

   

Meeting with 

CDMO/CMOH/CMHO/DHO/Civil 

Surgeon conducted for sensitizing them on 

STI/RTI service delivery at the sub-district 

level. 
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Any Other meeting conducted for Service 

delivery convergence  

   

3. Training: 

 

a. Training of the District Level trainer including District RCH Officer: 

Name of the district Number of 

District Level 

trainer  to be 

trained (at least 3 

per district) 

Number of 

District level 

trainer Not 

trained 

Reasons why 

training was Not 

conducted. 

Timeline when 

the training will 

be completed 

     

     

Total     

b. Training of the Sub-district level Health Facilities staffs:  

i. Two Doctors from each of the CHC and Block PHC, one or two doctors from 

PHC to be trained. 

ii. One staff Nurse and one laboratory technician from each of the Block 

PHC/CHC/PHC to be trained.  

Training Status of Sub-District Level Staffs: 

 Consolidated Number for the State: 

Type of Staffs Number to be 

trained 

Number Trained Name of the 

Districts where 

training is Not 

Conducted 

Time Line when 

the training will 

be completed 

Doctors     

Nurse     

Laboratory Technician     

Total     

 

4. Supply of STI/RTI colour Coded Drug Kits: 

Name of the District Has the District 

Received all the 

STI/RTI Drug 

Kits 

Has the Drug 

Kits been 

Distributed to 

the 

PHC/CHC/Block 

PHC etc.) 

If not Reasons of 

not being 

distributed 

Timeline when it 

will be 

distributed 
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5. Implementation of STI/RTI Service Delivery: 

 

Has the service delivery started at the sub district health facilities? 

 

Name of the District  Service Delivery 

Started (Yes/NO) 
If No, Reasons why 

the Services have not 

started  

Time Line when the 

Service will start 

    

    
  

6. Reporting Status on STI/RTI: 

  

Name of the district Is this district reporting in 

HMIS/SIMS on STI/RTI (M 

-8, a,b column) 

If not what is the reason and 

when the reporting will start 

   

   

7. Monitoring of Services:  

Has the each of the District has nodal person for STI/RTI (i.e RCH Officer)? 

 Number of monitoring visit conducted by the State and District level team for Service 

Implementation: 

State /District Team Number of Visit made 

to the District for 

programme 

Implementation 

Number of District 

Visited 

Number of Sub-district 

health Facilities Visited 

State RCH Officer/MH 

Officer 

   

SPMU    

District RCH 

Officer/ADMO in-

charge of RCH 

Programme 

   

DPMU    
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CHILD HEALTH  

The PIP for Child Health component should be prepared in the following format:   

1. Estimated Child Population (of the State/UT) 

Estimated live births per year  

 

 

Estimated number of children under 5 years  

 

 

 

2. Situation Analysis (STATE/UT) 

 

Child Mortality  SRS 2007 SRS 2008 SRS 2009 Trend Analysis 

Neo Natal Mortality Rate     

Infant Mortality Rate     

Under Five Mortality     

 

Nutrition NFHS 3 CES* 2009 

% of children (under 5 years) of age with anaemia    

% of children (under 5 years) who are underweight   

% of children (under 5 years) who are severely 

wasted /SAM (< -3SD) 

  

*Coverage Evaluation Survey 

Infant & Young Child Feeding NFHS 3 DLHS 3 CES 2009 

Children age 6 months and above exclusively 

breastfed  

   

 

Diarrhoea & ARI NFHS 3 DLHS 3 CES 2009 

Children with Diarrhoea in the last 2 weeks who 

received ORS 

   

Children with ARI or fever in the last 2 weeks who 

were given treatment at facilities. 
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 Vitamin A Supplementation  NFHS 3 DLHS 3 CES 2009 

Percentage of children (age 9 months and above) 

received at least one dose of Vitamin A supplement  

   

 

Newborn Care Source : 

Percentage of institutional deliveries  CES  

Percentage of newborns with low birth weight HMIS 

Percentage of mothers staying for 48 hours at 

the facility 

CES  

 

3. Guidelines for Child Health Components  

 3.1 Essential New born Care 

1. Essential newborn care includes establishment of Newborn care corners (NBCC) at delivery 

points and training of health care providers in NSSK.  

2. States should ensure that all newborns are provided essential care at birth. For this New Born Care 

Corners (NBCCs) should be established at all delivery points (those identified under Maternal 

Health).  

3. NBCC should be established both in labour room/s and in Operation theatre/s where Caesarean 

sections are conducted.  

4. A quarter-wise time line for establishing NBCCs should be provided.  

5. NSSK trainings should be conducted for all health service providers posted at delivery points. For 

this reason number of NBCCs proposed should be „in sync‟ with the training plan for NSSK.  

S.No. Name of the 

district 

No. of existing 

delivery points 

No. of NBCCs 

operational 

No. of NBCCs 

proposed (2012-2013) 

Remarks 

High Focus districts  

      

      

Other districts 

      

      

Total      

 

Name of 

the 

district 

Total Units 

(NBCCs)  proposed 

in 2012-2013 

2012-13 Remarks  

  Q1 Q2 Q3 Q4  

High Focus Districts 

       

Other districts 

       

Total       
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3.2 Care of sick newborn 

1. Detailed guidelines have been published by GOI in 2011 (Facility Based newborn Care 

Operational Guide) and should be followed during the planning process. 

2. State should present the cumulative achievement in operationalization of Special Newborn Care 

Units (SNCUs) and Newborn Stabilization Units (NBSUs). 

3. It is recommended that while planning for procurement, an exercise should be conducted in order to 

have information on Status of Newborn Care Equipments already available in the State but lying 

unused at various facilities e.g. in case of Radiant warmers, the following information would be 

essential (also for Phototherapy): 

- Radiant warmer functional,  

- Radiant warmer non-functional but repairable and  

- Radiant warmer non-functional and non-repairable.  

4. The aim for the State should be to have an SNCU (12-20 bedded) is each district. Those sub district 

hospitals where more than 3,000 deliveries are conducted per year, should also be considered for 

establishing SNCU. Budget may also be proposed for Existing Government Medical Colleges for 

upgradation as per GoI norms.  

5. NBSU (4-6 bedded) should be established at the level of CHC/FRU.  

6. One time establishment cost (indicative) of SNCU is Rs 41 lakhs (12 bedded unit) and that of NBSU 

is 5.75 lakhs (4 bedded). Operational cost (indicative) of existing SNCU is Rs 10 lakhs (12 bedded 

unit) and existing NBSU (4 bedded) is 1.75 lakhs.  

7. Running cost of SNCUs should be utilized for the purpose of counselling on exclusive breastfeeding 

till 6 months of age, monitoring of survival outcome (deaths reported for newborns discharged from 

SNCUs), weight gain (by use of MCP card), early diagnosis of SAM prevalence, neuro-

developmental disorders (visual, hearing) etc by way of follow up visits (Follow up clinic) after 

discharge at 15 days, 1 month, 2 months, 6 months and till 1 year of age. 

8. Dedicated staff for SNCUs is an essential requirement and units should have a designated Medical 

officer-in charge responsible for ensuring correct reporting of data and a Staff Nurse in-charge 

responsible for ensuring maintenance of key clinical protocols besides usual duties. 

9. States/UTs should propose for Rapid Assessment of New Born Care facilities using Checklist 

provided in FBNC Operational guide, 2011 when the unit has been operational for a reasonable 

period (6 months-1 year after being completely functional). 

S.No

. 

Name of 

the 

district 

Existing 

SNCU 

(Yes/No) 

If yes, date 

of 

operational

ization 

SNCU 

Proposed for 

2012-2013 

(Yes/No) 

Timeline Remarks 

     Q1 Q2 Q3 Q4  

High Focus Districts  

          

Other districts  

          

Total          

*Only those units where patients are being admitted should be considered as functional units. 

S.No. Name of 

the 

district 

No. of 

existing 

NBSUs  

No. of NBSUs 

proposed for 2012-

2013 

Timeline Remarks 

    Q1 Q2 Q3 Q4  

High Focus Districts  

         

Other districts  
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Total         

10. JSSK Guidelines, 2011 provide the list of entitlements for sick newborns (till 30 days after birth) 

and should be followed for providing free diagnostics, drugs, treatment and transport. The cost of 

free drugs, diagnostics, treatment has been worked out as follows: 

 

Around 10% newborns require emergency care. Considering Rs 1000 for one newborn and with 

average stay of 5 days, the indicative cost would be 10% of Estimated births x Rs 1000. This budget 

needs to be projected under JSSK entitlements for treatment of newborn and all other costs like 

transport etc should be budgeted as part of JSSK under maternal health component.  

 

3.3 Home Based New Born Care  

 

1. States should ensure that all newborns are provided with home based care through a series of home 

visits by ASHAs. 

2. Home based Newborn Care Operational Guidelines, 2011, published by GOI provides provide the 

schedule for home visits and relevant details for planning and monitoring of the scheme.   

3. Incentives proposed for ASHAs can be calculated by multiplying „expected number of births in the 

State/district, with „Rs. 250‟, which is the incentive proposed for ASHA. (Expected no. of births x 

250). 

4. All ASHAs are entitled for HBNC incentives irrespective of their training status in IMNCI or 

Module 6 & 7.  

5. It is important that ASHAs have the skills to provide essential care to newborns during home visits. 

Therefore training of ASHAs in Module 6 and 7 is to be prioritised.  

6. Plan for provision of equipments, medications and consumables for the ASHA kits (as specified in 

the guidelines).  

3.4 Promoting IYCF practices 

1. States should specify the activities planned for promotion of appropriate infant and young child 

feeding practices. Available technical guidelines (Infant and Young Child Feeding Guidelines: 

2010, Indian Academy of Paediatrics) should be disseminated and used for orientation of service 

providers.  

2. It is important that breastfeeding is established within first hour after birth and pre lacteal feeds are 

avoided. Training programmes for health service providers in IYCF counselling should be 

considered. 

3. Improving infant feeding practices in all MCH facilities through applying the Ten Steps to 

Successful Breastfeeding should be included. 

4. Service providers at New Born Care Facilities and NRCs should be especially trained to provide 

counselling to mothers/caregivers of low birth weight newborns about IYCF.  

5. Specific IEC, BCC component should be included (budget should be included under NRHM (IEC, 

BCC Child Health). Existing IEC material can be adapted /translated in local languages. 

6. Community based promotion of IYCF (through mother support groups, VHNDs, targeted 

communication strategies) should be included. Orientation of frontline workers should be included. 

3.5 Micronutrient supplementation 

Vitamin A 

1. State should specify if biannual rounds are being conducted for Vit. A supplementation or if it is part 

of routine services.  

2. Communication strategies for creating awareness about Vitamin A and dietary diversification should 

be included.   

3. Deworming can be combined with Vitamin A supplementation during biannual rounds.  
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IFA 

1. GOI guidelines, 2007, recommend IFA supplementation for ALL children 6 -60 months. 

Accordingly the State specific strategy to reach out to all children with IFA should be presented.  

2. Supply issues from State/district upto sub centre level should be strengthened.  

3. Mechanisms for close monitoring of IFA supplementation /Anaemia control programme in children 

should be described.  

3.6 Managing children with malnutrition  

1. State specific programme for addressing under-nutrition in children should be outlined. It should 

include both facility and community based activities and describe if linkages have been established 

with DWCD/ICDS.  

2. Mechanism for regular growth monitoring and identification of children with growth faltering and 

various grades of malnutrition should be highlighted. 

3. Detailed plan for new units to be established in 2012-2013 should be provided. Refer to Operational 

Guidelines for Facility Based Management of Children with SAM, 2011, GOI for 

recommendation regarding human resources, equipments, supplies and treatment protocols. 

4. It is suggested that States should prioritize the establishment of NRCs in „High Need Areas‟. These 

include Tribal and High Focus Districts identified under NRHM, districts with high under-five 

mortality (based on SRS or Annual Health Survey Data) and districts with high under nutrition rates.   

S.No. Name of 

the district 

No. of 

existing 

NRCs  

No. of NRCs 

proposed for for 

2012-2013 

Timeline Remarks 

 Q1 Q2 Q3 Q4  

High Focus Districts 

         

Other Districts 

         

Total         

 

5. The NRCs should be established at Medical College Hospitals and District Hospitals. Sub-District 

Hospitals and Community Health Centres can be considered where paediatric emergencies and 

complications in children with SAM can be managed. 

6. Follow up plan for children discharged from NRCs and linkages with community based programme 

and ICDS should be specified. 

3.7 Integrated Management of Child hood and Neonatal Illnesses 

1. IMNCI is the key intervention for managing common childhood illnesses in children such as 

diarrhoea, ARI and malnutrition.  

2. IMNCI training is to be imparted to ANMs and LHVs.  

3. For community based newborn care, ASHAs are to be trained in Module 6 and 7. 

4. Medical Officers and Staff Nurses should be trained in F-IMNCI.  

5. States should equally focus on establishing supportive supervision, drug supply and other logistics 

(such as reporting formats). 

6. Pre-service IMNCI should be included in the curriculum of ANM and Nursing training schools. 

Institutions/trainings schools where pre-IMNCI trainings have been instituted (incorporated in 

curriculum) should be listed. F-IMNCI should be included in the undergraduate teaching curriculum 

of medical colleges. 
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3.8 Diarrhoea Management and ARI  

1. Wide dissemination of Diarrhoea Management Guidelines both among public and private 

providers, ensuring supply of low osmolality ORS & dispersible zinc tablets up to sub centre level 

(and in ASHA kit) and IEC- BCC strategy (focusing on hygiene, hand washing, preparation and use 

of ORS, feeding during a episode of diarrhoea and healthcare seeking behaviour) should be included 

as part of diarrhoea management strategy in the States/UTs. 

2. 1day orientation programme for MOs and ANMs, LHVs can be planned. 

3. ORS corners may be established in facilities (where the space permits) in order to inform and educate 

mothers presenting to health facilities. 

4. States should also reach out to private providers through short duration workshops/meetings with 

Diarrhoea Management Guidelines as nearly 70-80 percent of mothers/caregivers of children with 

diarrhoea are expected to consult these providers in the first instance. 

5. Use of Zinc tablets should be monitored and guidelines reinforced during various trainings/meetings 

of ASHAs, and other frontline workers. 

6. Initiatives for addressing ARI should be incorporate in PIP 2012-13.  

 

4. Trainings: 

All Trainings need a robust post training supervision plans to ensure effective outcomes or impact of 

training. It is essential to retain trained staff for a minimum period of 2-3 years along with rational 

deployment. Assessment of training program during the year should also be planned to identify gaps 

and hence forth mid-course correction, if any. States/UTs should present the overall child health 

training status in the table below. 

 

Achievement in 

Child Health 

Training  2011-

2012 

IMNCI F-IMNCI  NSSK  Total 

Numb

er of 

ASHA

s in the 

State 

ASHA

-

Modul

e 6 & 7  

Round 

One 

ASHA

-

Modul

e 6 & 7 

Round 

Two  

ASHA

-

Modul

e 6 &  

7 

Round 

Three  

ASHA

-

Modul

e 6 &  

7 

Round 

Three 

 

Prop

osed 

Achi

eved 

Prop

osed 

Ach

ieve

d 

Pro

pose

d 

Ach

ieve

d 

 

Achieved   

Number of 

Districts 

covered 

 

 

  

 

  

 

  

 

  

  

AWW  

 

 

 

 

 

 
  

 
  

  

ASHA 

 

 

 

 

 

 
  

 
  

  

ANM 

 

 

 

 

 

 
  

 
  

  

MPW (M) 

 

 

 

 

 

 
  

 
  

  

LHV  
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Supervisor (M) 

 

 

 

 

 

 
  

 
  

  

SN 

 

 

 

 

 

 
  

 
  

  

MO 

 

 

 

 

 

 
  

 
  

  

Others   
 

  
 

  
 

  
 

  
  

Total    
 

  
 

  
 

  
 

  
  

Budgeting for Child Health Trainings should be done under appropriate budget line. 

4.1 IMNCI:  

 

1. Training of health personnel is one key component of IMNCI implementation. A realistic and 

feasible training plan, taking into account the number of functional training sites and Master trainers, 

should be presented.   

2. Medical Officers should only be trained in F-IMNCI.  

3. ASHAs are not to be included in IMNCI trainings as Module 6 and 7 is designed to provide similar 

skill sets (for newborn and child health).  

4. ASHAs already trained in IMNCI are not to be trained in Module 6 & 7.  

5. IMNCI implementation through AWWs (Already Trained Previously) should be reviewed at State 

level. Logistic supply needed for IMNCI implementation should be discussed with State DWCD 

department. Decision to further train AWWs should be taken jointly (Training cost to be borne by 

DWCD in case DWCD agrees on continuing training of AWW in IMNCI) and only when a plan for 

the follow up and supervision of AWWs has been put in place or agreed upon.  

Status of IMNCI trainings 

Cadre Cumulative 

Target (from 

inception to 

March 2012) 

Cumulative 

Achievement 

(Since 

inception -till 

date) 

Proposed 

numbers  to 

be trained in 

2012-13 

Timeline 2012-2013 (specify the 

number of batches to be trained in 

each quarter) 

Remarks 

    Q1 Q2 Q3 Q4  

MO         

SN         

ANM         

LHV         

AWW         

Others          

Total          

 

4.2   F-IMNCI 

1. States/UTs should plan to train doctors/ Medical officers in F-IMNCI package. Those doctors, who 

have already undergone training in IMNCI, should be given additional 5 days package. 

2. Doctors (and Staff nurses) posted at facilities where NBSUs are located or have inpatient facilities 

for paediatric patients and newborns should be prioritised for this training. 

3. Operational guidelines for F-IMNCI published by GOI, 2009 should be referred for further 

details. 
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Status of F IMNCI Training 

Cadre  Cumulative 

Target (from 

inception to 

March 2012)  

Cumulative 

Achievement 

(Since 

inception -till 

date) 

Proposed 

numbers  to 

be trained in 

2012-13 

Timeline 2012-2013 (specify the 

number of providers to be trained 

in each quarter) 

Remarks  

    Q1 Q2 Q3 Q4  

MO         

SN         

Total          

 

C. NSSK  

1. NSSK training should be prioritised for health service providers posted at delivery points. 

2. SBA trained service providers should be prioritised for NSSK training.  

3. Posting of SBA and NSSK trained personnel at delivery point and in labour room should be ensured. 

Status of NSSK training 

Cadre Cumulative 

Target (from 

inception to 

March 2012) 

Cumulative 

Achievement 

(Since 

inception -till 

date) 

Proposed 

numbers  to 

be trained in 

2012-13 

Timeline 2012-2013 (specify the 

number of batches to be trained 

in each quarter) 

Remarks 

    Q1 Q2 Q3 Q4  

MO         

SN         

ANM         

Total          

 

D. ASHA training in module 6 & 7  

Implementation of Home Based New born Care (HBNC) and counselling mothers regarding Infant and 

young child feeding (including breastfeeding) requires skills which are linked to training in Module 6 and 

7. Therefore training of ASHAs in ASHA module 6 & 7 should be rolled out and scaled up in States on 

priority basis.  

ASHAs already trained in IMNCI should not be trained in module 6 & 7.  

Training Plan for ASHA Module 6 and 7 

Module 6 

and 7 

Total training 

load, 2012-

2013 

To be achieved in 

 

Remarks  

Q1 Q2 Q3 Q4 

Round 1       

Round 2       

Round 3       

Round 4       
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E. Orientation on MCP card:  

Status of roll out of Mother Child Protection Card should be provided, including. Indicate if the card has 

been adapted or translated in local language/s and if any training or orientation has been conducted for 

frontline workers (LHV, ASHA, ANM).  

ANMs and ASHAs should be oriented on use of MCP card. This should be undertaken during 

consecutive monthly meetings. However if there is a felt need, brief orientation programme can be 

organised. The target should be to cover all LHVs, ANMs and ASHAs. This particular activity can be 

coordinated by District ASHA coordinators under the guidance of DPM or District RCH officer and in 

consultation with DWCD.  

F.  Facility Based Management of children with SAM:  

1. States/UTs should indicate if they have already undertaken this training for NRC staff. In this case 

the number of Master trainers available in the State and number of providers trained should be 

mentioned.  

2. Training package for Facility Based Management of children with SAM has been finalised. Training 

of staff posted at NRCs (doctors, SNs and Dieticians) should be taken up before the unit is 

operationalized or as early as possible, soon after, as treatment protocols are required to be should be 

strictly adhered to in NRCs.  

3. Facilities having functional NRCs or paediatric units where children with SAM are being managed 

should be identified for trainings  

4. A group of experts/ resource persons should be identified as Master trainers for the State. 

Cadre  No. of service 

providers 

trained in 

management 

of children 

with SAM, 

2011-2012 

Proposed  

training 

load for 

2012-2013 

To be achieved in 

 

Remarks  

Q1 Q2 Q3 Q4 

MOs        

SNs        

Others        

Total         

 

G. SNCU training 

1. Training of health service providers posted at SNCU should be undertaken. A 4 days training 

programme (batch size 24), along with 12 days of Observership (batch size 4) at an identified facility 

is recommended.  

2. National Collaborative Centre at Kalawati Saran Children‟s Hospital (Delhi) and Regional 

Collaborative Centre at ICH (Chennai), PGIMER Chandigarh, AMC (Dibrugarh), KEM Mumbai, 

Maulana Azad Medical College (Delhi) and IPGMER (Kolkata) should be contacted for assistance in 

training and any support required for newborn care units.  

3. State/UT needs to identify one Medical College in consultation with National/ State Collaborative 

Centre to coordinate with identified Regional Resource Centre and utilize their services for the 

purpose of capacity building, mentoring, operational research etc. 

SNCU training plan 4 days with batch size 24 

Cadre  Total training To be achieved in Remarks  
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load 2012-

2013 

 

Q1 Q2 Q3 Q4 

MOs       

SNs       

Others       

Total        

SNCU Observership 12 days National/ Regional/ State Collaborative Centre batch size 4 

Cadre  Total training 

load 2012-

2013 

To be achieved in 

 

Remarks  

Q1 Q2 Q3 Q4 

MOs       

SNs       

Others       

Total        

 

4. Miscellaneous: 

1. Dissemination of guidelines: States/UTs can propose budget for Dissemination of various 

guidelines (mentioned throughout this section). 

2. Reporting formats for Newborn Care Units (SNCU & NBSU) and NRC: State/Districts should 

use the reporting formats included in the operational guidelines. State Nodal Officers, State and 

District Programme Managers and Unit In-Charges should be oriented on these reporting formats, so 

as to streamline the process and bring in data consistency.    

3. Quarterly Reviews: Budget for Quarterly Child Health review meetings at the State level and 

district level should be included. 

4. Tribal Areas: Tribal areas in each State should be mentioned and the facilities (eg; new born care 

units, NRCs) planned for these districts should be highlighted. If special incentives are proposed for 

ASHAs, it should also be highlighted. 

5. Separate strategy/proposal for High focus districts and those with high IMR and NMR can be 

proposed. 
6. States should plan for Operational research in areas of new born care and malnutrition. 

5. Child Health Activities under NRHM  

IEC, BCC –Child Health:  

1. A comprehensive IEC –BCC Plan for child health should be included. District / region specific, 

customized strategies may be required to reach out to potential beneficiaries in hilly, tribal, and 

difficult to reach areas. Available /existing IEC material can be adapted /translated.  

2. Funding for BCC/IEC components should be the part of comprehensive BCC/IEC strategy under 

NRHM.  

ASHA Incentives for CH schemes/programmes:  

1. ASHA incentive for any child health intervention or scheme should be mentioned along with the 

specific plan of intervention.  

2. ASHA incentives are to be budgeted under relevant budget head. 

 

List of child health 

interventions for which ASHA 

is to be incentivised  

Incentive Amount Functional budget head  
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Infrastructure: All infrastructure costs (both for new construction and expansion) for newborn care 

facilities or Nutrition rehabilitation centres should be mentioned under child health section but can be 

budgeted under appropriate budget head/s.  

 

Equipments: Procurements of equipments for Newborn Care Facilities or Nutrition Rehabilitation 

Centres should be made according to recommendations (and specification) made in the operational 

guidelines and in line with the indicative costs provided in the guidelines. Maintenance Contract: annual/ 

long duration is recommended while procurement of equipments.  

  

6. Human resources 

The details of new contractual staff for child health (e.g. SNCUs: MOs 4, 10 SNs, 4 support workers, 1 

Counsellor, 1 Data entry operator and 1 part-time lab technician), proposed in the PIP, should be 

specified. Cost should be budgeted under appropriate heads in NRHM. 

 

S.No. Name of the 

district 

Personnel to be hired 

(eg; Specialists, 

Medical officers, Staff 

nurses, Data 

operators, Dieticians, 

Cooks etc.) 

No. of 

personne

l to be 

hired 

Unit cost (Monthly 

remuneration x no. 

of months) 

FMR 

code 

Remarks (eg. 

Facility where these 

personnel will be 

posted, if the staff is 

being hired fro 

NRCs or New born 

care units) 

       

       

       

       

       

       

       

 

7. Budget for Child Health 

 Intervention Unit cost Physical 

Targets 

proposed for 

2012-2013 

Proposed 

budget 

FMR code Remarks 

1. Essential Newborn care      

 Cost for New NBCCs 85,000     

 Operational cost (existing + 

new) 

20,000     

2. Sick Newborn Care      

 One time cost for new SNCUs 41,00,000     

 Operational cost for SNCUs 

(existing + new) 

10,00,000     

 One time cost for new NBSUs 5,75,000     

 Operational cost for NBSUs 

(existing + new) 

1,75,000     

2.  Janani Shishu Suraksha 

Karyrakram (JSSK) 

1000 10% of 

Estimated 
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 Intervention Unit cost Physical 

Targets 

proposed for 

2012-2013 

Proposed 

budget 

FMR code Remarks 

births 

3. Home Based newborn Care      

 ASHA incentives 250  Estimated 

births 

   

 Equipments, medications &  

Consumables for ASHA kit 

     

4. Promotion of IYCF      

 Orientation programmes 

/Trainings 

     

 Other activities      

5. Micronutrient 

Supplementation programme 

     

 Vitamin A      

 IFA      

6. Management of children with 

SAM 

     

 One time cost for establishing 

new NRC 

2,00,000 

(Indicative) 

    

 Operational cost for existing + 

new NRCs 

7,80,000/ 

unit/ year 

(Indicative) 

    

7. IMNCI programme      

 Supplies, Logistics, Supportive 

supervision 

     

8. Management of Diarrhoea 

and ARI 

     

9. Trainings (Cost / Batch)      

 IMNCI (TOT) 2,52,080     

 IMNCI (HW) 2,26,320    To be planned for 

ANM, LHV not for 

AWWs 

 F-IMNCI (TOT) 1,28,800     

 F-IMNCI (MO-SN) 2,83,360     

 NSSK (TOT) 93,840     

 NSSK (HW) 90,160     

 Orientation on MCP card     Can be budgeted 

under MH/CH 

/Trainings 

 Facility Based Management 

of children with SAM 

     

 SNCU training      

 SNCU Observership      

10. Miscellaneous      

 Rapid Assessment of SNCUs      

 Dissemination of guidelines      

 Quarterly reviews      
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 Intervention Unit cost Physical 

Targets 

proposed for 

2012-2013 

Proposed 

budget 

FMR code Remarks 

 Infant Death Review       

 Orientation of programme 

managers on reporting 

formats for newborn care 

units and NRCs 

     

 Operational Research      

12. Other costs     These costs are only 

to be listed here ; 

budget to be 

included  under 

appropriate budget 

heads 

 IEC-BCC :Child Health      

 Hiring of new contractual 

staff for CH 

     

 Child Health Equipments      

 Procurement of drugs & 

supplies for CH 
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FAMILY PLANNING  

The following are the important issues that States should consider while strategizing and formulating 

the PIP (2012-13) for Family Planning:  

1. District level action plans for FP be drawn up by the CMOs for achieving the ELAs for spacing 

and limiting methods 

2. Emphasis on Spacing methods like IUCD  

3. Revitalizing Postpartum Family Planning including PPIUCD in order to capitalise on the 

opportunity provided by increased institutional deliveries.  

4. Strengthening community based distribution of contraceptives by involving  ASHAs and 

Focussed IEC/ BCC efforts for enhancing demand and creating awareness on family planning  

5. Availability of Fixed Day Static Services at all facilities. 

6. Emphasis on minilap tubectomy services because of its logistical simplicity and requirement of 

only MBBS doctors and not post graduate gynaecologists/ surgeons. 

7. Plan for recruiting Family Planning Counsellors at the district hospitals/CHCs.  

8. A rational human resource development plan for IUCD, minilap and NSV be chalked up to 

empower the facilities (DH, CHC, PHC, SHC) with at least one provider each for each of the 

services and Sub Centres with ANMs trained in IUD insertion 

9. Plan for developing/designating Regional/district clinical training centres for training service 

providers in IUCD and male and female sterilization services (may refer to “Government Of 

India Guidelines For Clinical Skill Building Trainings in Male And Female Sterilisation 

Services”) 

10. Ensuring quality care in Family Planning services by establishing Quality Assurance 

Committees at State and district levels 

11. Plan for accreditation of more private/ NGO facilities to increase the provider base for family 

planning services under PPP.  

12. Increasing male participation and promoting Non scalpel vasectomy 

13. Improving contraceptives supply management upto peripheral facilities  

14. Demand generation activities in the form of display of posters, billboards and other audio and 

video materials in the various facilities be planned and budgeted 

15. Plan for contraceptive updates for MOs, SNs, LHVs, ANMs be drawn up 

16. The States may also include any State specific schemes/innovative schemes within the family 

planning strategy and include details of the same within the PIP 

17. Strong Political Will and Advocacy at the highest level, especially in States with high fertility 

rates 

 

Information on the Family Planning component should be filled in the following format: 
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FORMAT FOR PLANNING FOR ACTIVITIES FOR 2012-13 PIP 

State: 

SN. 
STRATEGY / 

ACTIVITY 

Cumulati

ve 

achievem

ent 

(as on 31
st
 

March 

2011) 

PLAN

NED 

ACHI

EVE

D 

WORK 

PLAN 

SCHEDU

LED/ 

Trg. 

LOAD 

BUDGET 

(In lakhs) 

REMA

RKS 

2011-12 2012-13 

1 FAMILY PLANNING MANAGEMENT 

1.1 

Review meetings on 

Family Planning 

performance and 

initiatives at the State 

and district level 

(periodic; including 

QAC meetings)) 

NR       

1.2 

Monitoring and 

supervisory visits to 

districts/ facilities 

NR       

1.3 

Orientation workshops 

on technical manuals 

of FP viz. standards, 

QA, FDS approach, 

SOP for camps, 

Insurance etc. 

NR       

2 SPACING METHOD (Providing  of IUD services by districts) 

2.1 

Plan for providing 

FDS (Fixed Day 

Static) IUD services at 

health facilities in 

districts (at least 2 

days in a week at SHC 

and PHC level) – 

number of facilities to 

be provided 

       

2.2 
No. of  IUD camps in 

districts 
NR       

2.3 Compensation for IUD NR       
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SN. 
STRATEGY / 

ACTIVITY 

Cumulati

ve 

achievem

ent 

(as on 31
st
 

March 

2011) 

PLAN

NED 

ACHI

EVE

D 

WORK 

PLAN 

SCHEDU

LED/ 

Trg. 

LOAD 

BUDGET 

(In lakhs) 

REMA

RKS 

2011-12 2012-13 

2.4 
Plan for strengthening 

PPIUCD services 
NR       

3 TERMINAL/LIMITING METHODS ( Providing sterilisation services in districts) 

3.1 

Plan for facilities 

providing FEMALE 

sterilisation services 

on fixed days at health 

facilities in districts 

(number of facilities) 

       

3.2 

 Plan for facilities 

providing NSV 

services on fixed days 

at health facilities in 

districts (number of 

facilities) 

       

3.3 

Number of FEMALE 

Sterilisation camps in 

districts. 

NR       

3.4 
Number of NSV 

camps in districts. 
NR       

3.5 
Compensation for 

sterilisation (female) 
NR       

3.6 

Compensation for 

sterilisation NSV 

(male) 

NR       

3.7 

Additional mobility 

support to surgeon‟s 

team (if required) 

NR       

3.8 

 Accreditation of 

private centres/ NGOs 

for sterilization 

services (number 

accredited) 
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SN. 
STRATEGY / 

ACTIVITY 

Cumulati

ve 

achievem

ent 

(as on 31
st
 

March 

2011) 

PLAN

NED 

ACHI

EVE

D 

WORK 

PLAN 

SCHEDU

LED/ 

Trg. 

LOAD 

BUDGET 

(In lakhs) 

REMA

RKS 

2011-12 2012-13 

3.9 
Plan  for post partum 

sterilisation 
NR       

4 SOCIAL MARKETING OF CONTRACEPTIVES  

4.1 

Delivery of 

contraceptives by 

ASHA at door step 

NR       

4.2 

Any other social 

marketing activity for 

family planning 

NR       

5 FAMILY PLANNING TRAINING 

5.1 IUD Insertion training  

5.1.1 TOT for IUD insertion        

5.1.2 

Training of Medical 

officers in IUD 

insertion 

       

5.1.3 

Training of staff 

nurses in IUD 

insertion 

       

5.1.4 

Training of ANMs / 

LHVs in IUD 

insertion 

       

5.1.5 
Refresher training in 

IUD 
       

5.2 PPIUCD training 

5.2.1 
TOT for PPIUD 

insertion 
       

5.2.2 

Training of Medical 

officers in PPIUD 

insertion 
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SN. 
STRATEGY / 

ACTIVITY 

Cumulati

ve 

achievem

ent 

(as on 31
st
 

March 

2011) 

PLAN

NED 

ACHI

EVE

D 

WORK 

PLAN 

SCHEDU

LED/ 

Trg. 

LOAD 

BUDGET 

(In lakhs) 

REMA

RKS 

2011-12 2012-13 

5.2.3 

Training of staff 

nurses in PPIUD 

insertion 

       

5.3 Laparoscopic Sterilisation Training  

5.3.1 
 TOT on laparoscopic 

sterilisation 
       

5.3.2 

Laparoscopic 

sterilisation training 

for service providers 

(gynaecologists 

/surgeons)  

       

5.3.3 
Refresher training (if 

required) 
       

5.4 Minilap Training for MOs/ MBBS  

5.4.1 TOT on Minilap        

5.4.2 

Minilap training for 

service providers 

(medical officers) 

       

5.4.3 
Refresher training (if 

required) 
       

5.5 Non-Scalpel Vasectomy (NSV) Training  

5.5.1  TOT on NSV        

5.5.2 
 NSV training for 

medical officers 
       

5.5.3 
Refresher training (if 

required) 
       

5.5 

No. of Contraceptive 

Update trainings for     

health providers in the 

districts 
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SN. 
STRATEGY / 

ACTIVITY 

Cumulati

ve 

achievem

ent 

(as on 31
st
 

March 

2011) 

PLAN

NED 

ACHI

EVE

D 

WORK 

PLAN 

SCHEDU

LED/ 

Trg. 

LOAD 

BUDGET 

(In lakhs) 

REMA

RKS 

2011-12 2012-13 

5.7 

Other family 

planning trainings 

(please specify) 

       

6 

„World Population 

Day‟ celebration 

(such as mobility, 

IEC activities etc.): 

funds earmarked for 

district and block 

level activities. 

NR       

7 

BCC/ IEC activities - 

Campaigns/ melas / 

print/ audio/ video 

materials for family 

planning 

NR       

8 PROCUREMENT of DRUGS/MATERIALS 

8.1 NSV Kits        

8.2 IUD insertion Kits        

8.3 Minilap Set        

8.4 
Procurement/ repair of 

laparoscopes 
       

8.5 

Provision for buffer 

stock for (subject to 

maximum of 25% of 

last year‟s utilisation):  

       

 IUDs        

 Tubal Rings        

 Condom        

 OCPs        

 ECPs        
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SN. 
STRATEGY / 

ACTIVITY 

Cumulati

ve 

achievem

ent 

(as on 31
st
 

March 

2011) 

PLAN

NED 

ACHI

EVE

D 

WORK 

PLAN 

SCHEDU

LED/ 

Trg. 

LOAD 

BUDGET 

(In lakhs) 

REMA

RKS 

2011-12 2012-13 

9 

Other innovatory 

schemes for 

promoting FP at 

State or district level 

NR        

10 

Performance based 

rewards to 

institutions and 

providers for FP 

performance at State 

and district level 

NR       

 

States to provide separate targets, quarter-wise, for 2013 for high focus districts (consolidated) and State 

total 
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ADOLESCENT REPRODUCTIVE AND SEXUAL HEALTH (ARSH)  

Adolescents constitute a vulnerable and large (22%) segment of the population in need of focused 

attention. Adolescent Reproductive & Sexual Health (ARSH) has been identified as one of the four 

strategies under RCH-II and implementing context – sensitive ARSH interventions is now over five 

years old. While preparing for the PIP 2012–13 States are requested to make a holistic plan for ARSH 

interventions. This may include the following: 

1. List of districts where ARSH program has already been rolled out. 

2. List of districts where the State plans to roll out ARSH program 2012-13. 

3.  Parameters on the basis of which the State has decided to identify these districts. 

4. Plan of the State to address the ARSH needs of school/college/non-school going children.  

5. Is there any existing community based ARSH programme which has increased facility 

utilization? Please provide details.  

6. IEC activities under taken on ARSH issues in the State. 

7. Innovations by the State if any. 

Please also provide details of the ARSH program as per the formats in Annexure II 

 

The districts to be selected for implementation of ARSH strategy in 2012-13 could be selected based 

on following DLHS-3 indicators: 

1. Sex Ratio in age 10-19 years 

2. Female literacy rate in 10-19 years 

3. Mean age at marriage of women in district 

4. Rate of deliveries in 15-19 years age group. 

5. Women (age 15-19) who heard of HIV/AIDS 

 

Checklist for ARSH Activities 

Activity Status as on 

01.04.2012 

Planned 

for 2011-

12 

Achievement 

against Plan till 

31.12.11 

Plan for 

2012-13 

State Level Training of Trainers (3 

days) 

    

Translation of Training Modules      

Printing of Training Modules for 

MO and ANM/LHV 

    

Helpline for ARSH     

Peer Educators Trained       

Any other Activity (Please 

Specify) 

    

States to provide separate targets, quarter-wise, for 2012-2013 for high focus districts 

(consolidated) and State total 
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ARSH Training 

District Training Status as on 

01.04.12 

Training Planned for 

2012-13 

Achievement Against 

Plan Till 31.12.2011 

Planning for 2012-

13 

 M

O 

ANM/

LHV 

Counsel

lor  

MO ANM/

LHV 

Couns

ellor  

MO ANM/

LHV 

Couns

ellor  

M

O 

ANM/

LHV 

Coun

sellor  

     

     

States to provide separate targets, quarter-wise, for 2012-2013 for high focus districts 

(consolidated) and State total 

Adolescent Friendly Health Clinic (AFHC) 

Total 

Districts  

Total 

DH 

Total DH with 

Functional 

AFHC 

Planned in 

2011-12 

Achievement 

Against Plan for 

2011-12 till 31.12.11 

Planned AFHC in 

DH in 2012-13 

      

      

  

AFHC in CHC and PHC 

Total 

Districts  

Total 

CHC 

Total CHC with 

Functional AFHC 

Planned 

in 2011-

12 

Achievement Against 

Plan for 2011-12 till 

31.12.11 

Planned AFHC 

in CHC in 2012-

13 

      

      

Total 

Districts  

Total 

PHC 

Total PHC with 

Functional AFHC 

Planned 

in 2011-

12 

Achievement Against 

Plan for 2011-12 till 

31.12.11 

Planned AFHC 

in PHC in 2012-

13 

      

States to provide separate targets, quarter-wise, for 2012-13 for high focus districts (consolidated) and 

State total 

OUTREACH ACTIVITIES 

As part of the ARSH programme, efforts are underway to reach out to the adolescents at community 

level as well as in schools and colleges besides the clinic based interventions. All outreach activities at 

institution level including schools, colleges, VHND, teen clubs, SHGs, school health teams, mobile 

medical units, youth clubs, vocational training centres, youth festivals, health melas etc need to be 

reflected in this section.  
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Total Number of 

Outreach 

Sessions  

In-School 

2011-12 

Out-of-School 

2011-12 

Planned with 

In-School 

2012-13 

Planned with Out-

of-School 

2012-13 

 Male Female Male  Female Male  Female Male  Female 

Direct in schools         

Direct in colleges         

VHNDs         

School Health 

Team 

        

Mobile Medical 

Unit 

        

Teen Clubs         

Youth 

clubs/Gymnasium 

        

SHGs         

Vocational 

Training Centres 

        

Youth Festivals         

Health Mela         

Others         

The peer educators are another mode of reaching out to adolescents in the community. This section is 

to provide details of the status of implementation and activities planned under the peer educator 

approach.    

Peer 

Educators 

Identified in 

2011-12 

Trained in 

2011-12 

To be Identified 

in 2012-13 

To be Trained in 2012-

13 

 Male Female Male Female Male Female Male Female 

         

Activities planned with peer educators 

Activities planned with peer educators Timeline Remarks 
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SCHEME FOR PROMOTION OF MENSTRUAL HYGIENE AMONG ADOLESCENT 

GIRLS (10-19 YRS) IN RURAL AREAS   

The Ministry of Health and Family Welfare is implementing a new scheme for the promotion of 

menstrual hygiene among adolescent girls in the age group of 10-19 years in rural areas. This 

programme is aimed at ensuring that adolescent girls (10- 19 years) in rural areas have adequate 

knowledge and information about menstrual hygiene and the use of and access to sanitary napkins. 

This scheme is being initiated in 152 districts across 20 States in the first phase.  

 

The Ministry is procuring the NRHM brand of sanitary napkins - Freedays from M/s HLL for 107 of 

the 152 districts which are being supplied at the block level to 1091 blocks identified by the respective 

States. The first supplies have already reached the blocks and the process of distribution and sale as 

well as behaviour change communication in under way.  As part of this scheme, Freedays, is being 

sold to the girls by the ASHA at Rs. 6/- for a pack of 6 napkins at the village level. ASHA is paid an 

incentive of Re. 1 for the sale of each pack. She also gets a free pack each month for this financial 

year 2012-13 for her personal use and an incentive of Rs. 50 for facilitating the monthly meeting with 

adolescent girls.  

 

In 45 districts, States are in the process of procuring sanitary napkin packs from women SHGs. Funds 

for procurement from SHGs must be proposed in this section.   

 

Supply on the similar lines shall continue to the identified blocks during this financial year. The 

requirement estimates have been calculated based on the population data for each district. However, 

States should evaluate the utilisation pattern and estimate the quantities required. The formats below 

may be used for planning and estimating requirement for each of the 107 districts. The subsequent 

orders shall be placed on these requirement estimates.  

Block Level Annual Planning Format 

Data to be collected on an annual basis   

Total Number of Adolescent Girls  

Number of girls to be reached   

Number of sanitary napkin packs required   

Transport system to enable reach of sanitary napkins to the Sub-Centre   

Storage Arrangements   

Training   

Training of ASHA   

Orientation of VHSC   

Orientation of ANM   

 

District Level Annual Planning Format 

  

Data to be collected on an annual basis   

Total number of adolescent girls    
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Number of girls to be reached    

Number of packs required    

Transport systems to enable reach of packs to the blocks    

Storage arrangements if required    

Annual audit of accounts at district and block    

Training –ASHA, ANM, VHSC members    

 

State Level Annual Planning Format  

        

District  Total 

No. of 

AGs 

No of 

Girls to 

be 

Reached  

No of 

Packs 

Required  

Sourcing 

Agency  

Quality 

Assurance 

Officer/ Person  

Storage   Transport  

                

                

TOTAL                

Further, States may also plan the BCC/ IEC activities for the scheme in this section. A range of 

materials including training and IPC material have been shared with the States as well as TV and 

radio spots, posters etc. The States may plan additional activities and reflect the same in this section.  

Convergence for ARSH 

To ensure the successful implementation of the ARSH programme, it is important to ensure that the 

State health Departments work in close collaboration with the Department of Women and Child 

Development especially through the Sabla scheme and Department of Youth and Sports Affairs 

through the NYKS and NSS groups. These are effective tools to reach out to out-of-school adolescent 

girls and boys.  

Further, a plan with the State AIDS control Society, especially red ribbon express as well as with the 

School Education Department may be prepared.  States need to provide a concrete plan for 

convergence with all the above mentioned Departments and clearly specify the same in the annual PIP 

with required budget.  

Convergence for MHS 

To ensure the smooth roll-out and implementation of the scheme for promotion of menstrual hygiene 

among adolescent girls, it is important to plan the convergence efforts with Department of Women 

and Child Development (Sabla Scheme and for identification and to women SHGs for production of 

sanitary napkins), Department of School Education (for reaching out to in-school girls), Total 

Sanitation Campaign (for construction of toilets in schools for girls) Rural Development (for support 

to women SHGs) etc.  States need to provide a concrete plan for convergence with all the above 

mentioned Departments and clearly specify the same in the annual PIP with required budget.  



 

- 104 - 
 

 

Budget: 

The programme is now being implemented in most States and therefore it is necessary that the budget 

line items are also clear. The line items proposed to be included in the budget are as below:  

1.1 – Funds for new clinics to be established at  

a. DH 

b. CHC/PHC level 

1.2 – Funds for existing clinics 

1.3 – Outreach activities under ARSH including peer educators  

1.4 – Scheme for promotion of menstrual hygiene among adolescent girls 

1.5 – Printing of Training modules and IEC materials  

1.6  - Monitoring and supportive supervision 

a. Orientation workshops for State and district teams (if any) 

b. Printing of BCC material including flipbook, planner etc 

c. Monitoring and supportive supervision including budget for a resource agency 

d. Procurement from women SHGs 

Note: State may book the budget in appropriate head under RCH Flexipool and Mission 

Flexipool. 
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SCHOOL HEALTH PROGRAMME 

School health programme (SHP) is the only public sector programme specifically focused on 

school age children. Its main focus is to address the health needs of children, both physical and 

mental, and in addition, it provides for nutrition interventions, physical activities and counselling. 

This preventative and curative service provisions have long fetched dividend in the future MCH and 

RCH profile. Under the School Health Program 705.9 lakhs students (30%) in 4.93 lakhs schools 

were covered in 2010-11, with an expenditure of 4618.93 lakhs (up to Dec2010). 

The School Health Programme was launched to address the health needs of school going 

children and adolescents in the 6-18 years age group. Majority of States are providing health care to 

only few classes of students such as either primary classes or primary and secondary classes. Higher 

secondary classes are usually not covered under SHP despite this being the age of major physical and 

psychological changes with issues such as anaemia, sexual and reproductive health, lifestyle issues, 

nutrition and poor health seeking behaviour. 

To keep children free from physical and mental problems is a focus point of various 

programmes and policies of the Government of India such as Mid-Day Meal scheme, Micronutrient 

supplementation, ICDS and School Health Programme. However there is lack of efforts in identifying 

specific areas of convergence for SHP and there is no defined role of various divisions such as ARSH, 

NACO (Adolescent Education Programme), education department and WCD department.  

The programme at the national level has been developed to provide uniformity/guidance to 

States who are already implementing or plan to implement their own versions of programme and to 

give guidance in proposing a coherent strategy for school health programme in next year‟s NRHM 

PIP to those States who have not yet started their programme.  

Components of School Health Program: 

1. Health service provision through screening, health care and referral: 

a. Screening of general health, assessment and follow up of Anaemia/Nutritional status, 

visual acuity, hearing problems, dental check up, common skin conditions, heart 

defects, physical disabilities, learning disorders, behavior problems, etc. 

b. Basic medicine kit will be provided to take care of common ailments prevalent 

among young school going children. 

c. Referral Cards for service connectivity from primary, till super specialist health 

facilities. 

2. Immunisation: 

a. Fixed day activity coupled with education about the issue, as per national schedule 

3. Micronutrient (Vitamin A & IFA) management: 

a. Weekly supervised distribution of Iron-Folate tablets coupled with education about 

the issue 

b. Administration of Vitamin-A in needy cases. 

4. De-worming 

a. Biannually supervised schedule, as per national guidelines 

b. Prior IEC 

c. Inclusion Siblings of affected students with same food and water source 

5. Health Promoting Schools 

a. Establishment and maintenance of safe potable water and clean toilet facilities (for 

boys and girls) 

b. First Aid room/corners/clinics with support from education department, attended by 

trained staffs and connectivity with public health infrastructure. 

c. Regular practice of Physical education/activities,  
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d. Regular Health education and communication with students and parents,  

e. Health clubs, Health cabinets 

f. Peer leaders as health educators. 

g. Counseling services (ARSH and/or ICTC) 

6. Capacity building – for master trainers, teacher,  

7. Joint stakeholder Monitoring & Evaluation, quarterly update with stakeholders and parents 

 

Detail programme option guideline is available at  

http://mohfw.nic.in/WriteReadData/l892s/2099676248file5.pdf).  

Linkage under school for design, planning, implementation and monitoring till sub district 

level is essential with Department of Education including SSA (Special teachers 3/ Block are 

avialable), Ministry of Woman and Child Development – (Mid Day meal, nutritional assessment of 

Mid day meal, nutrition education and counselling, Sabla scheme,) Ministry of Panchyati Raj 

Institutions (local development fund earmarked under total sanitation campaign, for safe potable 

water).  

Programme components under NRHM for linkages are ARSH and menstrual hygiene 

programme (in identified districts) and AAACP. Further, NVBDCP (National Vector Borne Disease 

Control Programme), RNTCP (Revised National TB control programme), NPCB (National 

Programme for Controlled Blindness), NTCP (National tobacco Control programme), National 

Mental Health Programme, NIDDCP, have programme linkages in school. 

Check-list for SHP Planning activities 

S. 

No. 

Activity Status as on 

01.04.2011 

Planned 

for 2011-

12 

Achievement 

against plan till 

31.12.2011 

Planning 

for 2012-

13 

Remarks 

1.    Linkage mapping with other 

programmes / departments  

         

2 State/district level convergence and 

planning Workshop for SHP with 

stakeholders 

     

3  IEC for SHP (Development and 

collation from line ministries and 

disease control programmes) 

         

4   Printing of implementation guide, 

school record, Training Modules, 

health communication 

          

5  Availability of materials in schools           

6    State level Training of master 

Trainers (3 days) 

     

7  District/block level training of 

nodal  

          

8 Nodal teachers trained class 

teachers 

     

http://mohfw.nic.in/WriteReadData/l892s/2099676248file5.pdf
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9 Programme connected with ICPS 

(integrated child protection 

scheme) or with Social justice 

provisions 

     

 

Reporting indicators 

1. No of Schools covered out of total Aided and Government schools separately 

2. No. of children/students covered out of total students (Age brackets, Boys and Girls for 

General and vulnerable section) in Aided and Government schools 

3. No of Children (Age brackets, Boys and Girls for General and vulnerable section) screened 

for Disease, Deficiency and Disability 

4. No of children in General and % of identified deficient children received IFA and 

Albendazole recommended doses 

5. Percentage of referred children accessed services from public health facilities  

6. Number of Health communication sessions with students (break up class wise) and parents by 

trained nodal personnel  

7. Budget utilisation percentage 

Notes:  

a) Reporting should be quarter wise 

b) Segregated number and percentage of children for gender (Boys and Girls); social status 

(General and vulnerable section) and age brackets (class studying in).  
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URBAN RCH 

             

S.No. 

Name of cities identified for 

implementing UHPs. In the 

State PIPs. Under Urban 

RCH, so far  

Major urban health 

strategies/activities 

carried out under 

Urban RCH so far, 

city-wise 

Urban health 

strategies/activities 

as proposed now in 

the State PIP under 

Urban RCH, city-

wise   

Brief on 

activities being 

supported by 

external 

agencies 

     

     

     

 

Information in respect of Special Schemes (for each city) 

Name of city –  

Sl. No. Govt. Health Facilities 

– under Grant-in-aid 

from GOI 

Controlling agency 

(SG/LB/VO/Ors.) 

Status 

(Functional/closed) 

 

Brief summary of 

activities being 

carried out 

 No. of Health Posts    

 Type A    

 Type B    

 Type C    

 Type D    

 No. of Urban Family 

Welfare Centres 

   

 Type I    

 Type II    

 Type III    
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TRIBAL HEALTH 

 

Name of the District % of tribal 

population 

Total RCH 

budget (Rs. 

Lakhs) 

Budget allocated 

to tribal districts 

or facilities 

located in tribal 

blocks / villages* 

(Rs. Lakhs) 

% against total RCH 

budget 

     

     

     

     

     

     

     

     

     

     

     

     

 

*State should identify all facilities located in scheduled areas as per notification of Ministry of Tribal 

Affairs, GoI.  

States are expected to allocate funds at least equal to the percentage of the tribal population.  
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PRE-CONCEPTION AND PRE-NATAL DIAGNOSTIC TECHNIQUES 

(PC& PNDT), ACT & GENDER MAINSTREAMING 

The thrust areas that need to be taken into consideration while planning the PNDT activities  in State 

PIPs  are the effective implementation of PC&PNDT Act in terms of dedicated PNDT cells at 

State/district level, strengthening of man power, training and infrastructure at all levels. States should 

have a comprehensive communication strategy to address the concerns of Girl Child and publicize the 

provisions of PC&PNDT Act with a thrust on standardized IEC messages and communication. Equal 

attention to mass media, mid –media and community level IEC & IPC is also important. Attention 

need to be given to the strengthening civil registration of births to get credible real time data of sex 

ratio at birth for targeted interventions. Strengthening of monitoring mechanisms including the State 

Inspection and Monitoring Committee (NIMC), online maintenance and analysis and scrutiny of 

records under the PC &PNDT Act, digitalization of registration records are also essential with 

periodic evaluations. State may set-up a inter-departmental task force with Women and Child 

Development, Law and Justice, Information Technology, Panchayati Raj, Youth Affairs etc for an 

integrated approach to contain the decline in Child Sex Ratio. Gender mainstreaming through gender 

trainings of program managers at all levels, desegregation of data to identify gender gap, and gender 

sensitive initiatives are also decisive in the intensification of the program.  

The action plan in respect of implementation of PC& PNDT is to be prepared for PNDT Cell, 

Capacity building, innovative initiatives and IEC/ BCC activities.  Besides these main components the 

action plan should include impact assessment of the activities and monitoring and evaluation.  The 

following points are required to be considered for drafting the action Plan:    

1. Situational Analysis of the problem  

2. Desegregation of data to identify gender gap  

3. Specific constraints for the implementation of the program  

4. Strengthening program structures at all levels  

5. Capacity Building of Program Mangers and Judiciary  

6. Identification of problem areas with focused interventions 

7. Strategies, innovations to strengthen the implementation of the Act and to promote Girl Child 

8. Comprehensive Advocacy and Communication strategy  for all stake holders   

(Against each indicator State has to provide consolidated information) 

Name of the State: ……………………………………                                                        

Date:……………………………………… 

Sl. 

No. 
Indicator Type 

Facts/ Observations (if required, put Annex 

1, 2 etc.) 

1. Implementation of PCPNDT Act  

 

Whether State Board and Appropriate Authorities 

(AA), Advisory committees at different levels being 

constituted/ reconstituted? (Give details)   

 

Whether regular meeting of these statutory bodies 

under the Act taking place regularly. Please provide 

the date of the last meeting and details thereof )  
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Whether DC has been appointed as district 

appropriate? (if yes, give details)  

 

Do the State have made any provisions for legal 

assistance at different level to facilitate the 

implementation of the Act.  

 State level: (Yes/No/Under progress)  

 District level: (Yes/No/Under progress)  

 

Whether State inspection and monitoring committee 

has been constitutes (if yes give details of the 

inspections carried and action taken thereof).   

 

Whether enforcement of PCPNDT is reviewed in 

District Health Societies? (if yes, please share the 

reports )  

2. Status of Registration, renewals & court cases  

 Registration:  

 Renewals:  

 Suspensions/ Cancellation of  registrations   

 Total Prosecutions (Please provide year wise details )  

 Total Convictions (Please provide year wise details )  

 Total Number  of Doctors convicted (Give details)   

 
Total No of Doctors whose licenses have been 

suspended or cancelled by the medical council   

 Total Imprisonments in the convictions 
 

 

 Total Fines in the convictions (max: min)  

 Total FIR/ Arrests   

 
Total no of machines sealed and a follow-up action 

thereof (Please provide year wise details )  

 Total no of machines de-sealed and the reason thereof  

(Please provide year wise details ) 

 

 

 

No of cases  filed against the defaulting clinics 

identified by the National Inspection And Monitoring 

Committee   

3. Formulation of PNDT Cell  

 
Whether PNDT cell has been formulated at State and 
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District  level    

 
How much amount has been sanctioned for the 

support of PNDT cell in the State  

4. Programmes/Schemes  and IEC Plan for PNDT  

 

Whether any innovative initiative has been launched 

for strengthening the implementation of PC&PNDT 

law. Like award for whistle blowers etc. (if yes, give 

details)  

 

Whether any programme/scheme has been lunched at 

State level to improve the status of girl child? (if yes, 

give details)  

 
Whether any comprehensive IEC plan for PNDT has 

been developed? (if yes, give details)  

5. 
Whether State has blacklisted any NGO (if yes 

give details)  

 

Sl. 

No. 
Indicator Type 

Facts/ Observations (if required, put Annex 

1, 2 etc.) 

 Monitoring Structure  

 

Whether Child Sex Ratio (CSR) is used as an 

indicator for declining sex ratio and reviewed on 

monthly basis? (If yes please share the district wise 

child sex ratio at birth  data for last five  years)  

 
Whether State is sending the QPR on specified date? 

(give details)  

 

How many NIMC visits have been taken in the State 

till date? (Please share the action taken report on 

NIMC monitoring reports in the annexure)  

 

Whether State monitors or regulates ultrasound 

manufactures in terms of submissions of reports of 

sales of ultrasound equipments?  

 
Whether State has taken any punitive action against 

wrong doers if yes to what extent?  

 
Orientation and Capacity building 

 

 

Whether State has made any efforts to orient and 

sensitize following levels to facilitate the 

implementation of the Act? (If yes please share the 

number, periodicity and training material used)  
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 Service providers:  

 Other stakeholders:  

 Convergence mechanism  

 

Whether State has taken any initiatives to get 

support of civil societies, NGOs as partners in 

implementation.  

 

Whether State has been given any financial 

assistance in terms of grant in aid to external 

agencies for any projects on PCPNDT   

 

CHECKLIST FOR INCLUSION OF SOCIAL AND GENDER EQUITY 

State Level  

I.  Strengthened Institutional Mechanisms for Social and Gender Equity  

 Is there a designated government official to oversee inclusion of social and gender equity at the 

State level? Are there a technical consultant/ institution to mainstream gender and equity? 

What are the identified key entry points to ensure social inclusion and gender - specific strategies, 

capacity building, BCC, MIS  

What are the mechanisms to capture and monitor programme reach to socially excluded groups  

III Improved Health Financing  

 What is the allocation of funds for- specific strategies to reach vulnerable groups, emergency 

transport, emergency obstetric care, MTP services, maternal complications  

 Are there guidelines and plans for the use of un-tied funds at the village level and sub-centre level 

and adequately disseminated across the different districts? 

III Training 

 Is there a systematic training and capacity building strategy and plan developed on gender and 

social inclusion in relation to - ANM, ASHA, SBA, MIS, BCC person. Are they shared across the 

districts?  

 Do training plans include a focus on provision of MTP, management of RTI/STI, insertion of 

IUDs, vasectomies? 

1V Policies, Guidelines, Human Resource Policies  

 For effective out reach work by women service providers is there an anti sexual harassment policy 

and cell at the State level 

 For effect reach to socially disadvantaged groups are policies for staffing of service delivery units 

representative of excluded groups e.g. SC, ST being implemented? 
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 Are there sufficient women doctors, at least one in every PHC? 

V Facilities for Women Health Care Providers under NRHM  

 Are there plans to improve safety of housing for all ANMs/ LHVs/ Front-line workers? 

 Are there plans to improve field level functioning of ANMs/ Frontline workers e.g. provision of 

mobile phones, provision of vehicles for easy transport 

District Level  

I Strengthened Institutional Mechanisms for Social and Gender Equity  

  The key entry points identified for addressing social inclusion and gender equity - a nodal gender and 

equity person, plans to train ANMs, ASHS, district level functionaries, use of MIS, BCC  

Has the plan been built on systematic mapping of underserved districts and vulnerable social groups
1
, 

including (but not limited to) the Tribal areas.  

II Improved Services for Disadvantaged Social Groups and Women as Clients 

 Are specific strategies or mechanisms proposed to reach at a scale including budget allocations for 1) 

Under Served Districts 2. Social Group - ANC, PNC, Nutrition and Health, Ambulance and Transport 

Facilities, Trained medical staff, hospitals, safe community friendly alternative systems  

 Are there strategies specified to ensure quality of services from a woman‟s perspective (e.g. through 

expansion of district Quality of Care Protocols, district teams). Are issues such as adequate, clean and 

separate toilets for women, privacy with the help of screens/ partitions, sufficient water, clean linen etc 

included as an aspect of quality?  

 Is there a plan for adolescent friendly health services - anemia treatment, delay marriages, delay 

pregnancy, etc (inclusion of adolescent boys/girls, married and unmarried, out-of-school and in-school 

for SRH education and service provision). 

 Are there strategies for development of capacity to provide counseling services at appropriate levels 

(e.g. for Family Planning, HIV prevention and testing, STI -partner management and Gender Based 

Violence) and integrate these in health services 

III Improved Health Financing  

 Is there sufficient allocation of funds for emergency transport, emergency obstetric care, MTP 

services, maternal complications  

 Is there adequate allocation of funds for health delivery strategy made for women and BPL, SC, ST, 

migrants, urban poor, minorities and locally vulnerable groups 

IV Training 

 Do training plans include a focus on provision of MTP, management of RTI/STI, insertion of IUDs, 

vasectomies? 

VI Improved Community Involvement - RCH - NRHM  

                                                           
1 By vulnerable groups we mean SC, ST, minorities, urban Poor, women, adolescent girls and boys, 
occupation based groups, migrants, etc. 
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 Are there plans and funds for communication, networking and BCC activities through community and 

women‟s groups for improved RCH outcomes (e.g. involvement of community volunteers, health 

messages through SHGs, strengthening of Mahila Swasthya Sanghs, health action groups and 

community health dialogues)  

 Are there mechanism to ensure participation of socially marginalized groups and 50% women‟s 

participation in RKS and VHSCs 

 Are there mechanisms to involve Panchayati Raj Institutions/Self Help Groups in needs assessment 

and planning?  

VII Innovative approaches to make services and service environment client friendly 

 Are there provision for innovative approaches to making services client –centered (e.g. 24 hour help 

counters at district hospitals for assisted referrals, helplines for emergency transport) 

 Are putting up patients rights charters, rate charts, timings, in local languages at all health centres, 

putting up complaints boxes and credible grievance redressal system being practiced?  

 Are plans for linking hospitals with NGOs, Women‟s groups, help lines to address gender based 

violence  

VIII Men as partners and clients 

 Are there innovative plans and allocation to improve provision of STI services to men (e.g. through 

BCC, male health workers, partner notification and treatment) 

 Are their plans and allocations for BCC and MPW training to improve men‟s involvement in family 

planning including use of condoms and terminal methods  

IX Women Health Care Providers 

 Are there mechanisms to report or address sexual harassment at work-place at the district level? 

 Are field level functioning of ANMs/ Frontline workers e.g. provision of mobile phones, provision of 

vehicles for easy transport 

X Better implementation of PCPNDT Act 

 Are there plan and allocations for better implementation of the PNDT act to stop sex-selection, 

specifically for  

-support cells at district providing monitoring or legal help -  

- capacity-building of Appropriate Authorities and other stakeholders including for monitoring visits 

 
Training:  

Training is one of the critical areas to provide services guaranteed under NRHM. States 

should give a training calendar and names of training institutions for various categories of 

manpower. The training budget should be given in the RCH Flexible Pool in stipulated 

format. 
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DETAIL BUDGET RCH II: 2012-13 

 (States to provide details for high focus districts and for the State total) 
 

S. No. Budget Head 

BASELIN

E/ 

CURREN

T 

STATUS 

(pls 

specify, 

whether 

as on 

Novembe

r or 

December 

2010) 

Unit of 

Measur

e 

PHYSICAL 

TARGET 

(where 

applicable) 

Rate  

(Rs./Unit

) 

BUDGET 

(RS. 

LAKHS) 

Remarks / 

Justificatio

n 

Total Annual 

Total  

Annual 

Budget 

(Rs. Lakhs) 

State 

Total 

High 

focus 

district

s 

State 

Tota

l 

High 

focus 

district

s 

St

ate 

To

tal 

1 MATERNAL 

HEALTH 
                

1.1 Operationalise facilities 

(only dissemination, 

meetings and quality 

assurance)  

                

1.1.1 Operationalise FRUs                 

1.1.1.1 Organise dissemination 

workshops for FRU 

guidelines 

                

1.1.1.2 Prepare plan for 

operationalisation 

across districts (cost of 

plan meeting should be 

kept) 

                

1.1.1.3 Monitor progress and 

quality of service 

delivery 

                

1.1.2 Operationalise 24x7 

PHCs 
                

1.1.2.1 Prepare plan for 

operationalisation 

across districts (cost of 

plan meeting should be 

kept) 

                

1.1.2.2 Monitor progress and 

quality of service 

delivery 

                

1.1.3 Operationalise Safe 

abortion services 

(including MVA/ EVA 

and medical abortion)at 

health facilities 

                

1.1.3.1 Prepare plan for 

operationalisation 

across districts 

(priortise facilities for 
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safe abortion services; 

cost of plan meeting 

should be kept) 

1.1.3.2 Monitor progress and 

quality of service 

delivery 

                

1.1.4 Operationalise RTI/STI 

services at health 

facilities 

                

1.1.4.1 Prepare plan for 

operationalisation 

across districts 

(priortise facilities for 

RTI/STI services; cost 

of plan meeting should 

be kept) 

                

1.1.4.2 Monitor progress and 

quality of service 

delivery. 

                

1.1.5 Operationalise sub-

centres 
                

1.1.5.1 Prepare plan for 

operationalising 

services at sub-centres 

(for a range of RCH 

services including 

antenatal care and post 

natal care; cost of plan 

meeting should be kept) 

                

1.1.5.2 Monitor quality of 

service delivery and 

utilisation including 

through field visits 

                

1.2 Referral Transport 

(home to facility, 

interfacility, dropback) 

                

1.3 Integrated outreach 

RCH services  
                

1.3.1 RCH Outreach Camps 

in un-served/ under-

served areas (State 

should focus on facility 

based services and 

outreach camps to be 

restricted to areas 

without functional 

health facilities) 

                

1.3.2.  
Monthly Village Health 

and Nutrition Days 
                

1.3.2.1 
Monitor quality of 

services and utilisation 
                

1.4. 
Janani Suraksha 

Yojana / JSY  
                

1.4.1 

Dissemination of JSY 

guidelines to districts 

and sub-districts 

                

1.4.2 
Implementation of JSY 

by districts. 
                

1.4.2.1 Home deliveries                 
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1.4.2.2 Institutional deliveries                  

1.4.2.2.1 Rural                 

1.4.2.2.2 Urban                 

1.4.2.2.3 C-sections                 

1.4.3 Other activities (JSY)                 

1.4.3.1  ASHA Incentive                 

1.4.3.2 Admin Cost (5%)                 

1.5 

Maternal Death Audit 

(both in institutions and 

community) 
                

1.6 

Other 

strategies/activities 

(please specify) 
                

1.6.1 
 

JSSK- Janani Shishu 

Surakhsha Karyakram 

                

1.6.1 Mother and Child Care                 

1.6.1.1 Diagnostic                  

1.6.1.2 Blood Transfusion                 

1.6.1.3 Diet (3 days for Normal 

Delivery and 7 days for 

Caesarean) 
                

1.6.2 Drugs and 

Consumables 
                

1.6.2.1 Drugs and 

Consumables  for 

Normal Deliveries 
                

1.6.2.2 Drugs and 

Consumables for 

Caesarean Deliveries 
                

1.6.3 Referral Transport                 

1.6.4 Others (Pl. specify)                 

  

Sub-total Maternal 

Health (excluding 

JSY) 

                

  Sub-total JSY                 

2.   CHILD HEALTH                 

2.1 IMNCI                 

2.1.1 

Prepare detailed 

operational plan for 

IMNCI across districts  

                

2.1.2 

Implementation of 

IMNCI activities in 

districts  

                

2.1.3 

Monitor progress 

against plan; follow up 

with training, 

procurement, etc 

                

2.1.4 

Pre-service IMNCI 

activities in medical 

colleges, nursing 

colleges, and ANMTCs 
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2.2 
Facility Based 

Newborn Care/FBNC 

(SNCU, NBSU, NBCC) 

                

2.2.1 

Prepare detailed 

operational plan for 

FBNC across districts 

(including training, 

BCC/IEC, drugs and 

supplies, etc.; cost of 

plan meeting should be 

kept). 

                

2.2.2 

Monitor progress 

against plan; follow up 

with training, 

procurement, etc. 

                

2.3 
Home Based Newborn 

Care/HBNC  
                

2.3.1 
Prepare and disseminate 

guidelines for HBNC. 
                

2.3.2 

Prepare detailed 

operational plan for 

HBNC across districts ( 

cost of plan meeting 

should be kept). 

                

2.3.4 

Monitor progress 

against plan; follow up 

with training, 

procurement, etc. 

                

2.4 
Infant and Young 

Child Feeding/IYCF  
                

2.4.1 
Prepare and disseminate 

guidelines for IYCF. 
                

2.4.2 

Prepare detailed 

operational plan for 

IYCF across districts ( 

cost of plan meeting 

should be kept). 

                

2.4.3 

Monitor progress 

against plan; follow up 

with training, 

procurement, etc. 

                

2.5 

Care of Sick Children 

and Severe 

Malnutrition at 

facilities (e.g. NRCs, 

CDNCs etc.) 

                

2.5.1.   
Prepare and disseminate 

guidelines. 
                

2.5.2 

Prepare detailed 

operational plan for 

care of sick children 

and severe malnutrition 

at FRUs, across districts 

( cost of plan meeting 

should be kept). 

                

2.5.3 
Implementation of 

activities in districts. 
                

2.5.4 
Monitor progress 

against plan; follow up 
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with training, 

procurement, etc. 

2.6 

Management of 

Diarrhoea, ARI and 

Micronutrient 

malnutrition 

                

2.7 
Other 

strategies/activities 

(please specify) 

                

2.8 Infant Death Audit                 

2.9 
Incentive to ASHA 

under child health 
                

  Sub-total Child Health                 

3 FAMILY PLANNING                 

3.1 
Terminal/Limiting 

Methods 
                

3.1.1 

Orientation workshop 

and dissemination of 

manuals on FP 

standards & quality 

assurance of 

sterilisation services  

                

3.1.1.1 

Prepare operational 

plan for provision of 

sterilisation services at 

facilities (fixed day) as 

well as camps , review 

meetings 

                

3.1.1.2 

Implementation of 

sterilisation services by 

districts(including fixed 

day services and PP 

sterilization) 

                

3.1.2 
Organise female 

sterilisation camps  
                

3.1.3 Organise NSV camps                 

3.1.4 
Compensation for 

female sterilisation  
                

3.1.5 
Compensation for NSV 

Acceptance 
                

3.1.6 

Accreditation of private 

providers to provide 

sterilisation services  

                

3.2 Spacing Methods                 

3.2.1 IUD camps                 

3.2.2 

Implementation of IUD 

services by districts 

(including fixed day 

services at SHC and 

PHC) 

                

3.2.2.1 

Provide IUD services at 

health facilities / 

compensation 

                

3.2.2.2 PPIUCD services                 

3.2.3 

Accreditation of private 

providers to provide 

IUD insertion services 
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3.2.4 

 Social Marketing of 

contraceptives 

(includng delivery of 

contraceptive by ASHA 

at door step) 

                

3.2.5 
Contraceptive Update 

seminars 
                

3.3 

POL for Family 

Planning/ Others 

(including additional 

mobilty support to 

surgeon's team if req) 

                

3.4 
Repairs of 

Laparoscopes 
                

3.5 
Other 

strategies/activities 

(please specify): 

                

3.5.1 

Monitor progress, 

quality and utilisation 

of services (both 

terminal and spacing 

methods) including 

complications / deaths / 

failure cases. 

Note: cost of insurance 

/ failure and death 

compensation NOT to 

be booked here 

                

3.5.2 
Performance reward if 

any 
                

3.5.3 

World Population Day’ 

celebration (such as 

mobility, IEC activities 

etc.): funds earmarked 

for district and block 

level activities 

                

  

Sub-total Family 

Planning (excluding 

Sterilisation 

Compensation and 

NSV Camps) 

                

  

Sub-total Sterilisation 

Compensation and 

NSV Camps 

                

4 

ADOLESCENT 

REPRODUCTIVE 

AND SEXUAL 

HEALTH / ARSH 

                

                    

4.1 
 Adolescent  services at 

health facilities 
                

4.1.1 
Disseminate ARSH 

guidelines. 
                

4.1.2 
Establishment of new 

clinics at DH level 
                

4.1.3 

 Establishment of new 

clinics at CHC/PHC 

level 

                

4.1.3.1  Operating expenses for                 
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existing clinics 

4.1.4. 

Outreach activities 

including peer 

educators 

                

4.2 
School health 

programme 
                

4.2.1 

Prepare and disseminate 

guidelines for School 

Health Programme. 

                

4.2.2 

Prepare detailed 

operational plan for 

School Health 

Programme across 

districts (cost of plan 

meeting should be kept) 

                

4.2.3 

Implementation of 

School Health 

Programme by districts. 

                

4.2.4 
Monitor progress and 

quality of services. 
                

4.3 

Other 

strategies/activities 

(please specify) 

Details of the 

Menstrual Hygiene 

project to be provided 

and budgeted under 

this head 

                

  Sub-total ARSH                 

5 
URBAN RCH (focus 

on Urban slums) 
                

5.1 Urban RCH Services                 

5.1.1 

Identification of urban 

areas / mapping of 

urban slums 

                

5.1.2.  
Prepare operational 

plan for urban RCH  
                

5.1.3 

Implementation of 

Urban RCH plan/ 

activities 

                

5.1.3.1 

Recruitment and 

training of link workers 

for urban slums 

                

5.1.3.2 

Strengthening of urban 

health posts and urban 

health centres 

                

5.1.3.3 
Provide RCH services 

(please specify) 
                

5.1.4 

Monitor progress, 

quality and utilisation 

of services. 

                

5.1.5 
Other Urban RCH 

strategies/activities 

(please specify) 

                

  
Sub-total Urban 

Health 
                

6.  TRIBAL RCH                 

6.1 Tribal RCH services                 
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6.1.2 
Prepare operational 

plan for tribal RCH  
                

6.1.3 
Implementation of 

Tribal RCH activities 
                

6.1.4 

Monitor progress, 

quality and utilisation 

of services. 

                

6.1.5 
Other Tribal RCH 

strategies/activities 

(please specify) 

                

  
Sub-total Tribal 

Health 
                

7 PNDT Activities                  

7.1 Support to PNDT cell                 

7.1.1 
Operationalise PNDT 

Cell 
                

7.1.2 

Orientation of 

programme managers 

and service providers 

on PC & PNDT Act 

                

7.2 
Other PNDT activities 

(please specify) 
                

  
Sub-total PNDT 

activities  
                

8 

TRAINING 

(for each type of 

training, please 

provide the batch size 

in the rows below as 

applicable; in the 

physical target 

columns, pls put in the 

number of persons to 

be trained) 

                

8.1 

Strengthening of 

Training Institutions 

(SIHFW, ANMTCs, 

etc.) 

                

8.1.1 

Carry out repairs/ 

renovations of the 

training institutions 

                

8.1.2 

Provide equipment and 

training aids to the 

training institutions 

                

8.1.3 

Developing systems for 

monitoring & 

evaluations of training 

programmes. 

                

8.1.4 
Other activities (pl. 

specify) 
                

8.2 
Development of 

training packages 
                

8.2.1 

Development/ 

translation and 

duplication of training 

materials 

                

8.2.2 
Other activities (pl. 

specify) 
                

8.3 Maternal Health                 
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Training 

8.3.1 
Skilled Attendance at 

Birth / SBA 
                

8.3.1.1 
Setting up of SBA 

Training Centres 
                

8.3.1.2 TOT for SBA                 

8.3.1.3 

Training of Medical 

Officers in 

Management of 

Common Obstetric 

Complications 

(BEmOC) 

                

8.3.1.4 
Training of Staff 

Nurses in SBA 
                

8.3.1.5 
Training of ANMs / 

LHVs in SBA 
                

8.3.2 EmOC Training                 

8.3.2.1 
Setting up of EmOC 

Training Centres 
                

8.3.2.2 TOT for EmOC                 

8.3.2.3 
Training of Medical 

Officers in EmOC 
                

8.3.3 

 Life saving 

Anaesthesia skills 

training 

                

8.3.3.1 

Setting up of Life 

saving Anaesthesia 

skills Training Centres 

                

8.3.3.2 
TOT for Anaesthesia 

skills training 
                

8.3.3.3 

Training of Medical 

Officers in life saving 

Anaesthesia skills 

                

8.3.4 

Safe abortion services 

training (including 

MVA/ EVA and 

Medical abortion) 

                

8.3.4.1 
TOT on safe abortion 

services 
                

8.3.4.2 

Training of Medical 

Officers in safe 

abortion 

                

8.3.5 RTI / STI Training                 

8.3.5.1 
TOT for RTI/STI 

training 
                

8.3.5.2 
Training of laboratory 

technicians in RTI/STI 
                

8.3.5.3 
Training of Medical 

Officers in RTI/STI 
                

8.3.5.4 
Training of Staff 

Nurses in RTI/STI 
                

8.3.5.5 
Training of ANMs / 

LHVs in RTI/STI 
                

8.3.6 BEmOC training                  

8.3.7 
Other maternal health 

training (please specify) 
                

8.4 IMEP Training                 

8.4.1 TOT on IMEP                 
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8.4.2 

IMEP training for State 

and district programme 

managers 

                

8.4.3 
IMEP training for 

medical officers 
                

8.5 Child Health Training                 

8.5.1 

IMNCI & F-IMNCI 

Training (pre-service 

and in-service) 

                

8.5.1.1 
TOT on IMNCI (pre-

service and in-service) 
                

8.5.1.2 
IMNCI Training for 

ANMs / LHVs 
                

8.5.1.3 
IMNCI Training for 

Anganwadi Workers 
                

8.5.2 F-IMNCI Training                  

8.5.2.1 TOT on F-IMNCI                 

8.5.2.2 
F-IMNCI Training for 

Medical Officers 
                

8.5.2.3 
F-IMNCI Training for 

Staff Nurses 
                

8.5.3 
Home Based Newborn 

Care / HBNC 
                

8.5.3.1 TOT on HBNC                 

8.5.3.2 
Training on HBNC for 

ASHA 
                

8.5.4 

Care of sick children 

and severe malnutrition 

at FRUs 

                

8.5.4.1 

TOT on Care of sick 

children and severe 

malnutrition 

                

8.5.4.2 

Training on Care of 

sick children and severe 

malnutrition for 

Medical Officers 

                

8.5.5 
Other child health 

training (please specify) 
                

8.5.5.1  NSSK Training                 

8.5.5.1.1 TOT for NSSK                 

8.5.5.1.2 
NSSK Training for 

Medical Officers 
                

8.5.5.1.3  NSSK Training for SNs                 

8.5.5.1.4  
NSSK Training for 

ANMs 
                

8.5.5.2 
Other Child Health 

training 
                

8.6 
Family Planning 

Training 
                

8.6.1 
Laparoscopic 

Sterilisation Training 
                

8.6.1.1 
TOT on laparoscopic 

sterilisation 
                

8.6.1.2 
Laparoscopic 

sterilisation training for 
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doctors (teams of 

doctor, SN and OT 

assistant) 

8.6.2 Minilap Training                 

8.6.2.1 TOT on Minilap                 

8.6.2.2 
Minilap training for 

medical officers 
                

8.6.3 
Non-Scalpel Vasectomy 

(NSV) Training 
                

8.6.3.1 TOT on NSV                 

8.6.3.2 
NSV Training of 

medical officers 
                

8.6.4 IUD Insertion                 

8.6.4.1 TOT for IUD insertion                 

8.6.4.2 

Training of Medical 

officers in IUD 

insertion 

                

8.6.4.3 
Training of staff nurses 

in IUD insertion 
                

8.6.4.4 
Training of ANMs / 

LHVs in IUD insertion 
                

8.6.5 
Contraceptive 

update/ISD Training 
                

8.6.6 
Other family planning 

training (please specify) 
                

8.7 

Adolescent 

Reproductive and 

Sexual Health/ARSH 

Training 

                

8.7.1 TOT for ARSH training                 

8.7.2 

Orientation training of 

State and district 

programme managers 

                

8.7.3 
ARSH training for 

medical officers 
                

8.7.4 
ARSH training for 

ANMs/LHVs 
                

8.7.5 
ARSH training for 

AWWs 
                

8.8 

Programme 

Management Training 

(e.g. M&E, logistics 

management, HRD 

etc.) 

                

8.8.1 

Training of SPMSU 

staff (pls add rows to 

specify type of training) 

                

8.8.2 

Training of DPMSU 

staff (pls add rows to 

specify type of training) 

                

8.9 
Other training (pl. 

specify) 
                

8.1 Training (Nursing) 0   0 0   

   

8.10.1 

Strengthening of 

Existing Training 

Institutions/Nursing 

School (HR)           

   8.10.2 New Training           
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Institutions/School 

(Other strengthening) 

8.11 Training (Other 

Health Personnel's) 

0 

  

0 0 

  

   

8.11.1 

Promotional Trig of 

health workers females 

to lady health visitor 

etc.           

   

8.11.2 

Training of AMNs,Staff 

nurses,AWW,AWS           

   

8.11.3 

Other training and 

capacity building 

programmes           

     Sub-total Training                 

9 
 PROGRAMME 

MANAGEMENT 
                

9.1 

Strengthening of State 

society/ State 

Programme 

Management Support 

Unit 

                

9.1.1 

Contractual Staff for 

SPMSU recruited and 

in position 

                

9.2 

Strengthening of 

District society/ District 

Programme 

Management Support 

Unit  

                

9.2.1 

Contractual Staff for 

DPMSU recruited and 

in position 

                

9.3 Strengthening of Block 

PMU (Including HR, 

Management Cost, 

Mobility Support, Field 

Visits) 

          

   9.4 Strengthening (Others)           

   9.5 Audit Fees           

   9.6 Concurrent Audit 

system           

   9.7 Mobility Support, Field 

Visits to 

BMO/MO/Others           

     Sub-total Programme 

Management 
                

10 
VULNERABLE 

GROUPS 
                

10.1 

Other vulnerable 

communities not 

covered by Urban and 

Tribal RCH such as salt 

pan workers, migrants 

etc. 

                

10.2 
Services for Vulnerable 

groups 
                

10.2.1 
Mapping of vulnerable 

groups 
                



 

- 128 - 
 

 

10.2.2 

Prepare operational 

plan for vulnerable 

groups (including 

infrastructure and 

human resources, 

training, BCC/IEC, 

equipment, drugs and 

supplies, etc.; cost of 

plan meeting should be 

kept). 

                

10.3 
Implementation of RCH 

activities 
                

10.4 
Other 

strategies/activities 

(please specify) 

                

  
Sub-total Vulnerable 

Groups 
                

  TOTAL RCH II 

FLEXIPOOL 
                

  TOTAL RCH II 

DEMAND SIDE 
                

  GRAND TOTAL                 

  *in case of                  
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 4.B MISSION FLEXI POOL 
 

B.i CORE ACTIVITIES  

 

Non Negotiable components: 

 

For certain components, the allocation of funds has to be made as per pre-determined norms and the 

States cannot deviate from them. These non negotiable components are- Village Health and Sanitation 

Committee Funds, Untied Funds for different levels of facilities, Annual Maintenance Grants to health 

facilities, Rogi Kalyan Samiti Funds and ASHA training and drug kits. The norms for allocation of 

funds under non negotiable components are as under: 

 

 Facility level funds: 

 

Levels of facility  Annual Maintenance Grant  Untied Funds  RKS 

Grants 

(RKS)  
(UF)  

Sub-centre  Rs.    10,000  Rs. 10,000  ---  

PHC  Rs.    50,000  Rs. 25,000  Rs. 

1,00,000  

CHC/SDH  Rs. 1,00,000  Rs. 50,000  Rs. 

1,00,000  

DH  ---  ---  Rs. 

5,00,000  

 

 

 Village Health and Sanitation Committee Funds:  Rs 10,000 per year  

 

 ASHA : Rs 10,000 per ASHA per year for training and drug kits 

 

 The State may ensure that the untied fund, RKS and AMG Grant will be provided to the facilities 

on the basis of utilization of funds of the previous financial year.  

 

B.i.a ASHA: 

So far 8.06 lakhs ASHAs have been engaged across the country between community and health 

system. 83% of them have been trained up to 5
th
 Module and more than 75 % have been given drug 

kits. Following information should be provided on ASHAs in the PIP. 

1. Number of ASHA  

Number of ASHA 

Required as per Rural 

population 

Number of ASHA selected Number of 

ASHA engaged 

Shortfall Target for 

2012-13 
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2. Status of ASHA Training 

Sl. No Number of ASHA Trained Target for 2012 - 13 

Module 1     

Module 2     

Module 3     

Module 4     

Module 5     

Module 6     

Module 7     

 

3. The timely and sustainable availability of drug kits 

 

Number of ASHA Engaged  

Number of ASHA having Drug Kits  

Shortfall  

Target to achieve shortfall  

Status of Drug Replenishment in 2011-12  

% Utilization of Drug Kits ( No. of ASHA 

replenished drug kits/ Total no of ASHA 

having drug kits) 

 

 

4. Proposed Performance incentive with rates 

 

Sl. 

No Incentive  

Amount proposed per 

ASHA 

Total Amount 

Proposed 

1 Incentive under JSY    

2 Incentive under Maternal Health    

3 Incentive under Child Health    

4 

Incentive under immunization 

programme   

 

5 Incentive under Family Planning    
 

6 Incentive under DOTS  Programme    

7 Incentive under leprosy Programme    

8 

Incentive under Disease control 

Programmes   

 

9 Any other (please specify)    

 

5. Non monetary incentives proposed for ASHAs 

6. Action taken to streamline payment of performance incentives to ASHAs and reduce delay. 

7. Supervisory and supportive  structure for ASHAs 

 

i. State Level 

ii. District Level 
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iii. Block Level 

iv. Village Level 

v. Status of ASHA Facilitator 

vi. Status of Capacity Building of ASHA Community Mobilizers ( no. of training/ 

workshops conducted in 2011-12) 

vii. Status of monthly orientation/ meeting of ASHA ( elaborate issues discussed during 

these meetings) 

 

8. Availability of HR for ASHA 

 

 

Human Resource Sanctioned as per norms In position Shortfall Target 

for 

2012-

13 

ASHA Coordinator at State 

Level 

        

ASHA Coordinator at District 

Level 

        

ASHA Coordinator at Block 

Level/ Block Community 

Mobilizer for ASHA 

        

ASHA Facilitator 

 

        

Any other please specify 

 

        

 

9. Attrition of ASHAs 

10. Specify any other issues of ASHAs including action taken by the State 

11. State specific innovation under ASHA program. 

 

B.i.b: Village Health Sanitation and Nutrition Committee: 

NRHM envisaged constitution of 100% VHSNC in over 6 lakhs villages and provision of untied 

grants to them by 2008. A total of 483496 VHSNCs have been formed in the country, covering about 

76% of the villages. The issues pertaining to VHSNC which require a deeper look are: 

a. Constitution of the Village Health Sanitation and Nutrition Committee 

b. Orientation for planning process and capacity building of community leaders/PRIs in Village 

Level Planning  

c. Utilization of the Untied fund for the VHSNC and large unspent balances 

d. Details of major activity for which VHSNC fund has been utilized in 2011 -12  

e. Village Health Plan prepared in 2011-12 

f. Block wise details of meetings held for VHSNC in 2011-12 

g. Convergence with PRI & ICDS ( specify constraints/ action taken) 

h. Role of NGO/SHG in VHSNC ( please specify name and thematic area of work ) 

 

In the PIP details of strategies/activities to be undertaken to tackle above mentioned issues and other 

issues which have been highlighted in the performance assessment of VHSNCs should be given. 

Progress made so far should be indicated in the following format: 
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Activity Cumulative Achievements so far 

No. of Revenue Villages   

Number of Village Health Sanitation & Nutrition 

committees constituted ( specify if panchayat 

level) 

  

No. of Joint Account opened   

Total funds released to VHSCs  (Rs in lakh)   

Total amount spent by VHSCs so far   

Total unspent balance   

Number of VHSNC utilized less than 50% of fund 

( in 2010 -11) 

  

No of VHSCs members trained   

No. of Village Health Plan Prepared    

 

B.i.c Untied Fund: 

 

To enhance functionality, administrative and financial autonomy of various field units‟ provision of 

untied funds have been made under NRHM. Following issues pertaining to Untied Funds have been 

highlighted in assessments and feedbacks: 

 

1. Pace of utilization of untied fund at various levels of health facilities to be enumerated  

2. Major areas in which the untied  funds have been utilized 

3. Number of health facilities utilizes less than 50 % of untied funds in 2010-11 and 11-12 

4. Improvements made in the health facilities as a result of untied funds 

5. Innovative and best practices adopted  

6. Number of training/workshops conducted in 2011-12 for PRI members in regards of untied fund 

(at sub center level) 

7. Any specific issue/ constraints related with utilization of untied fund in the State/UT 

 

 Cumulative achievements so far should be indicated in the following format: 

(Rs in lakh) 

Facility level  Number of 

facilities in 

position as 

per norm 

Number of 

facilities 

received untied 

fund ( 2011-12) 

Total 

amount 

released 

so far 

Total 

amount 

utilized  

No of 

Facilities 

that have 

utilized 

less than 

50 %  of 

their 

funds in 

2010-11 

Unspent 

balance 

Untied Fund 

for SCs 
           

Untied fund for 

the facility 

below PHC & 

above SC 

           

Untied Fund 

for PHCs 
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Untied Fund 

for CHCs 
           

Untied Fund 

for SDH 
           

Untied Fund 

for DH 
           

 

 

 

In the PIP of 2012-13 details of strategies/activities to tackle above mentioned issues and other issues 

highlighted in assessment of utilization of untied fund should be given. 

B.i.d Annual Maintenance Grant: 

Annual Maintenance Grants given to the health facilities for proper maintenance of physical 

infrastructure to ensure quality services at various levels. To improve the facilities continuously 

through regular maintenance and repair works AMG funds should be effectively utilized.  The issues 

pertaining to AMG which require a deeper look are:  

 

1. Pace of utilization of Annual Maintenance Grant at various levels of health facilities to be 

enumerated  

2. Number of health facilities utilizes less than 50 % of Annual Maintenance Grant in 2010-11 and 

11-12 

3. Improvements made in the health facilities as a result of AMG 

4. Innovative and best practices adopted 

5. Any specific issue/ constraints related with utilization of AMG in the State/UT 

Requirement of funds should be indicated in the following format:  

 

(Rs in lakh) 

 

Facility level  Number 

of 

facilities 

in 

position 

as per 

norm  

Number 

of 

facilities 

situated 

in Govt. 

Building 

Number 

of 

facilities 

received 

AMG in 

2011-12 

Total 

amount 

released 

so far 

Total 

amount 

utilized  

No of 

Facilities 

that have 

utilized 

less than 

50 %  of 

their 

funds in 

2010-11 

Unspent 

balance 

AMG for SCs              

AMG for the 

facility below 

PHC & above 

SC 

             

AMG for PHCs              

AMG for 

CHCs 
             

AMG for SDH              
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AMG for DH              

 

In the PIP of 2012-13 details of strategies/activities to tackle above mentioned issues and other issues 

highlighted in assessment of utilization of Annual Maintenance Grant should be given. 

B.i.e  Rogi Kalyan Samiti: 

The Rogi Kalyan Samiti as the pivot of facility based planning and community involvement. RKSs 

have contributed to local level leadership and need based decision making. So far 678 district 

hospitals, 4875 CHCs, and 27596 other facilities have a registered RKS in place. The issues which 

now need to find a reflection in planning would interalia relate to:  

 

 Constitution of RKS in 100% facilities 

 Functional RKS against constituted facilities 

 Performance of RKS and pace of utilization of funds  

 Major heads under which RKS funds are being utilized 

 Facilities utilized less than 50 % of RKS fund in 2010-11 & 11 -12  

 Activities being under taken by RKS  

 Capacity building of RKS members ( including number of training/workshop conducted for 

RKS members to revitalize the expectations of RKS in 2011-12) 

 Status of RKS meetings 

 Sharing of success stories and best practices.  

 Monitoring and Review of functioning of RKS 

 

Details of status and activities to be undertaken on above mentioned issues should be given in the PIP. 

Information on cumulative amount released to Rogi Kalyan Samitis and amount utilized so far should 

be summarized in the following format: 

 

 

Facility   Number of 

RKS  

Total 

amount 

released so 

far 

Total 

amount 

utilized  

No of 

Facilities that 

have utilized 

less than 50 

%  of their 

funds in 

2010-11 

Unspent 

balance 

District Hospital 

 
         

Sub Divisional 

Hospital 
         

Community Health 

Centres  
         

Primary Health Centres 

 
         

Other health facilities 

(Please Specify) 
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Facility wise list of RKS meetings held in 2011-12: 

(Rs in lakh) 

 

Health Facilities Number of RKS meetings held in 

2011-12  

Target for 2012-13 

DH Level     

SDH Level     

CHC Level     

PHC Level     

Any other      

 

 

B.ii  HEALTH CARE INFRASTRUCTURE: 

 

Civil Constructions 

 

All infrastructure proposals both for new construction and expansion shall be based on both facility 

and area mapping exercise and not just a district wise allocation exercise. The need of the underserved 

areas has to be taken into consideration and strengthening of facilities in close contiguity needs to be 

discouraged unless justified by a heavy case load. Therefore the focus should be on consolidation and 

need based expansion supplemented with a HR plan. A bird‟s eye view of available infrastructure 

should be given in the following format: 

 

States Requirement of Infrastructure   DH   SDH CHC PHC SHC 

Required as per population norms      

Existing Facilities      

Under Construction      

Shortfall       

Mapping of facilities undertaken       

Requirement of  new facilities after mapping exercise       

 

Information on New Constructions 

 

 

Health 

Facility 

New Construction sanctioned under 

NRHM so far in High Focus Districts 

New Construction sanctioned 

under NRHM so far in Non High 

Focus Districts 

Total 

  2007-

08 

2008

-09 

2009-

10 

2010-

11 

2011-

12 

2007-

08 

2008

-09 

20

09

-

10 

2010-

11 

20

11

-

12 

DH                       
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SDH  

and  

other 

hospital

s above 

CHC 

                      

CHCs                       

PHCs                       

Other 

Health 

facilities 

above 

SC but 

below 

block 

level 

(may 

include 

APHC 

etc.) 

                      

Sub-

Centres 

                      

 

 

Information on Upgradations 

 

 

Health 

Facility 

New Construction sanctioned under 

NRHM so far in High Focus Districts 

New Construction sanctioned under 

NRHM so far in Non High Focus 

Districts 

To

tal 

  2007-08 2008

-09 

2009-10 2010-11 201

1-

12 

2007-08 2008-

09 

2009

-10 

2010-11 201

1-

12 

DH                       

SDH  

and  

other 

hospitals 

above 

CHC 

                      

CHCs                       

PHCs                       

Other 

Health 

facilities 

above 

SC but 

below 

block 

level 

(may 

include 
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Health 

Facility 

New Construction sanctioned under 

NRHM so far in High Focus Districts 

New Construction sanctioned under 

NRHM so far in Non High Focus 

Districts 

To

tal 

  2007-08 2008

-09 

2009-10 2010-11 201

1-

12 

2007-08 2008-

09 

2009

-10 

2010-11 201

1-

12 

APHC 

etc.) 

Sub-

Centres 

                      

 

 

 

Health Facility Progress of New Constructions  

Completed Under Construction Sanctioned but Yet to 

start 

  High Focus 

Districts 

Non High 

Focus 

Districts 

High 

Focus 

Districts 

Non High 

Focus 

Districts 

High 

Focus 

Districts 

Non High 

Focus Districts 

DH             

SDH  and  other 

hospitals above CHC 

            

CHCs             

PHCs             

Other Health 

facilities above SC 

but below block level 

(may include APHC 

etc.) 

            

Sub-Centers             

 

 New constructions to be focused on blocks that have least infrastructure and are backward 

 Plans for new constructions should be in accordance to the latest developments in 

technologies for hospital constructions. This may be facilitated by engaging personnel 

specialized in hospital constructions if they are not already engaged.  

 All civil works are to be budgeted under Mission Flexipool only including budget for minor 

civil works which earlier used to be booked under RCH Flexipool 
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Proposal for new Constructions: 

 

S.No Type of 

Health 

Institute 

New Construction Repairs/Upgradation Total 

Physic

al 

Target 

Budget 

Required 

Propose

d 

Timeline 

for 

Complet

ion 

Physical 

Target 

Budget 

Require

d 

Propose

d 

Timeline 

for 

Complet

ion 

Physical 

Target 

Budget 

Require

d 

1 District 

Hospital 

                

2 Sub 

District 

Hospital 

                

3 CHC                 

4 PHC                 

5 SHC                 

   Total                 

 

 

 Complete list of facilities that are proposed for new construction and upgradations should be 

annexed 

 If facilities are chosen for IPHS upgradation kindly provide the names of the facilities 

 Progress on quality assurance should be clearly submitted. 

 Full justification for expansion needs to be provided if consolidation of available 

infrastructure has not been achieved. Need based expansion clearly articulating the area of 

requirement needs to be highlighted with a clear human resource placement plan. 
 

B.iii  MOBILE MEDICAL UNITS  
 

State specific requirement of MMUs needs to be assessed realistically. Performance parameters which 

help in gauging performance of MMUs like, a)Frequency of Visit b)Following of Schedule c) 

Advance Intimation of Schedule d) Duration of Stay and Timing of MMU e)Doctors accompanying 

f)Availability of Medicine g)Cured of illness in last visit h)People satisfaction about skill and 

behaviour i)Location of MMU j)Average distance travelled to MMU k)average time taken per patient 

l)Availability of diagnostics m) Follow up of Patients etc  need to be reflected in the MMU plan. 

Information on cumulative achievements (since launch of NRHM) so far should be provided the 

following:  
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B.iv EMERGENCY REFERRAL TRANSPORT: 
 

 State should clearly mention the year of operation and admissible amount on 

reducing balance basis (60%, 40%, and 20%) for Emergency Medical 

Transport System ambulances. 
 Expenditure of EMRI for last financial years should be reflected in current year‟s PIP in the 

following format.  

 

 

Financial and Performance Data on EMRI 

  

No. of 

Emergencies 

handled 

No. of 

Pregnancy 

cases 

State 

Contribut

ion 

NRHM 

Contribut

ion 

Total 

Expend

iture 

Capit

al 

Expe

nditu

re 

Oper

ating 

Expe

nditu

re 

No. of 

Ambulances 

Operational 

                ALS BLS 

2006-

07                   

2007-

08                   

2008-

09                   

2009-

10                   

2010-

11                   

2011-

12                   

 

 

 

 

 

Activity  Cumulative Achievements so far 

Physical  financial 

Year 2007-

08 

2008-

09 

2009-10 2010-

11 

2011

-12 

2007

-08 

2008-

09 

2009

-10 

201

0-

11 

2011-

12 

Mobile 

Medical 

Unit(MMU) 

provided 

under NRHM 

          

MMUs from 

other sources 
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B.v HUMAN RESOURCES  
 

Key Guidelines for Human Resources including Programme Management Staff 

 

The most important aspect in this section is the plan for augmentation of the human resources in the 

next 5 years. For sustainable human resource development, policy reforms for restructuring of 

deployment and more from contractual to regular employees should be expedited. The State is thus 

requested to present the plan for creation of new posts & filling up of regular posts under the State 

Government so that the contractual appointments can be slowly reduced and a sustainable HR 

structure developed.  

 

Provision of human resource should be based on gap analysis with adequate / incentivized provision 

for difficult and hard to reach areas. Following issues in provision of human resources continue to 

need attention: 

1. Capacity and skill development of the human resource both contractual and permanent. 

2. Filling up of existing vacancies by the State Government  

 

Efforts and roadmap to address these issues should be elaborated in the PIP. 

 

PERFORMANCE AT DELIVERY POINTS AND HR POSTING 

No. of  facilities State total District 

1 

District 

2 

District* 

Total no. of sanctioned sub centres      

Total no. of SCs  existing / having infrastructure      

No. of SCs having one ANM     

Total no. of SCs having two ANMs     

No. of SCs having two ANM  conducting less than 3 

deliveries per month 

    

Total no. of sanctioned PHCs/ APHCs/ mini PHCs 

(sub block) 

    

Total no. of 24x7 PHCs     

Total no. of non 24x7 PHCs     

No. of PHCs not having any MO (MBBS)     

Total no. of PHCs having 3 staff nurses/ 3 ANMs 

conducting less than 10 deliveries per month 

    

Total no. of FRUs (except DH)      

Total no. of CHC which are non-FRUs     

No. of FRUs NOT having full complement of 

specialists i.e. Gynaecologist, Anaesthetist, 

Paediatrician  

    

No. of FRUs conducting less than 20 deliveries per 

month and not conducting c-sections 

    

* State should provide the data for the entire districts 
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PERFORMANCE BASED INCENTIVES 

 

 

 

 

 

 

Name of 

the 

Scheme/ 

Activity 

 

Type of 

work 

being 

incentivized 

 

Level of 

Facility 

(CHCs/ 

PHCs/ Sub- 

Centers 

Amount 

Of            

Incentive 

 

 

No of 

workers 

given 

incentive 

  

    

Type of 

worker 
Performance 

Expected 

Quantifiable Output 
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OVERALL STATUS OF HR 

 

Category/ type 

of personnel 

State total  High focus district total  Total  posts 

proposed in 

2012-13 PIP 

(existing+new) 

*Requir

ed 

Regular Contractual  

Total 

in 

positio

n 

A+B+

C 

Requ

ired 

Regular Contractual  State 

total  

HF dist. 

Sanctione

d posts 

In 

position 

(A) 

Sancti

oned 

posts 

In 

position 

(through 

State/othe

r sources) 

(B) 

In 

position 

from 

NRHM 

(C) 

Sanct

ioned 

posts 

In 

position 

from 

NRHM 

(D) 

Sancti

oned 

posts  

In position 

(through 

State/othe

r sources) 

(E) 

In 

positio

n from 

NRHM 

(F) 

Total 

in 

positi

on 

D+E

+F 

  

1
st
 ANM                 

2
nd

 ANM                 

MPW/ Male 

HW 

                

Staff Nurse 

total  

                

LHV/ 

PHNsOther 

supervisory 

cadre 

                

LTs                 

Pharmacists                 

Paramedics                 

AYUSH 

Paramedics 

                

X ray 

Technician 

                

MOs total                  

AYUSH MO                 

Specialists total                  

   

Gynaecologist  

                

   Anaesthetist                  

   Paediatrician                 

All other staff 

employed 

under the 

Mission in the 

following Rows 

               

*The Basis of requirement to be spelt out clearly (e.g. IPHS, State Norms etc. 
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B.vi  PROGRAMME MANAGEMENT: 

In order to obtain a clear understanding of the programme management arrangements, States should provide detailed 

organisation charts for the department of health and family welfare at State, district and sub district levels including 

position of the State and district programme management units (set up with staff on contract). DP programme related 

structures, where applicable should also be shown. Ensure that the proposed organization structure is consistent with 

NRHM goals and strategies and reflect expertise in various areas including district planning, HRD, quality, equity/ 

gender, M&E, BCC, financial management etc. Provide brief job descriptions including indicators for assessment of 

performance and delegation of powers. Key aspects such as background of person having overall responsibility for 

NRHM RCH II at State and district levels and assured tenure of at least 3 years; establishment of programme planning and 

monitoring systems, etc need to be addressed. The programme management would also include system of supportive 

supervision at State, district and block level.  

Guidelines for strengthening the organization structure are as under:  

 A single post of Commissioner Family Welfare cum Mission Director, NRHM . 

 A dedicated / full time Director /State level officer for RCH (including MH, CH, FP and ARSH)  

 Director RCH/ State RCH Officer to be supported by separate dedicated / full time directorate officials for MH, 

CH, FP and ARSH as well as for key cross cutting functions i.e. facility operationalization, training and quality 

assurance systems. 

 Staff to be identified for key strategies / functions within the above areas as follows:  

 

Jt. Director 

Facility Oper., QA 

systems 

Joint Director 

Training 

Jt. 

Director 

MH 

Jt. Director 

CH & 

Immunization 

 

Jt. Director 

FP 

& PNDT* 

Jt. Director 

Adolescent & 

School Health 

 Facility 

Operationalizati

on  

 QA systems 

 IMEP 

 

 Administrative 

matters 

pertaining to 

SIHFW 

 Technical 

support to 

ANMTCs and 

Nursing schools 

e.g. updating of 

syllabus 

 Infrastructure 

and HR in 

ANMTCs and 

Nursing schools 

 Mentoring of 

in-service 

nurses and 

ANMs by nurse 

mid-wife/ 

master trainer  

 Safe 

abortion 

services; 

RTI /STI 

 Obstetric 

Care 

 JSY 

 Referral 

Transpor

t 

 MDR 

 JSSK 

 IEC/ 

BCC 

 M&E 

 State Imm. 

Officer/ AEFI 

 Cold Chain 

Officer 

 Immunisation 

training  

 IMNCI;  

 HBNC; IYCF 

 FBNC 

 NRC 

 IMNCI/ ARI; 

Diarrhoea  

 Infant death 

review  

 PCPNDT 

 IEC/ BCC 

 M&E 

 Permanent  

 methods 

 Spacing 

methods 

 Compensation  

 scheme 

 IEC/ BCC 

 M&E 

 PC-PNDT 

 

 School 

Health 

 Menstrual 

Hygiene 

 Facility based  

 Adol. 

Services 

 Community 

based Adol. 

services 

 IEC/ BCC 

 M&E 

 

*(under FP to balance the work-load) 

The above could be a mix of directorate staff and consultants. As a minimum, there should be a designated person for 

each function with supervision being provided by a directorate official.  
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High focus districts 

Dedicated multi functional teams (drawn from the above staff) should be responsible for groups of high focus districts. 

These teams would be required to travel a minimum number of days per month and be responsible for ensuring that each 

high focus district has a realistic plan and effective implementation takes place. The district teams would need to be 

adequately trained and supported by checklists/ supervision guidance notes. 

DISTRICT LEVEL STRUCTURES  

At each district, the staffing level could be as follows: 

 A dedicated directorate official (possibly Additional CMHO/ RCH Officer ) for RCH (including MH, CH, FP and 

ARSH)  

 Additional CMHO, RCH to be supported by separate dedicated / full time staff for MH, CH, FP and ARSH  

 A nurse-midwife/ master trainer/ SN who would mentor / provide supportive supervision to LHVs/ ANMs in 

improving quality of service delivery across MH, CH and FP.  

 Key cross cutting functions i.e. facility operationalisation, and quality assurance systems should be under the 

purview of the DPMU which could be strengthened accordingly. 

The above is on the assumption that LHVs are in place to provide first level supervision.  

STAFFING LEVELS 

The number of staff would need to be determined by each State on the basis of estimates of work load and extent of 

supervision required. State could also consider placing a nurse-midwife/ master trainer/ SN at the block level to strengthen 

quality of service delivery. 

ACCOUNTABILITY/ HR RELATED ASPECTS 

To improve accountability, it is desirable to: 

 Ensure that staff have a job description with indicators of performance including clearly defined targets against 

appropriate indicators  

 Delegate necessary authority to staff 

 Monitor performance against targets; this should form an integral part of the performance appraisal system for 

staff.  

 Train staff across all areas of RCH such that during field visits they do not limit themselves only to their area of 

functional expertise.  
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Information on Programme Management Units 

Level No. of Regular Staff No. of contractual Staff in 

important positions like 

Programme managers and 

Consultants who have been 

employed for their technical 

expertise 

No. of contractual 

support staff such 

as programme 

assistants/ DEOs/ 

typists/ peons  

Total Number of 

Staff in SPMU 

SPMU         

DPMU         

BPMU         

Total         

Category wise number of people in SPMU, DPMU & BPMU should also be indicated: 

A. SPMU 

Sr. No Category  (all posts including DEOs, other 

Staff and regular people) 

Number of people 

in 2011-12 

No. of 

People 

proposed 

in 2012-13 

Salary  

          

          

B. DPMU 

Sr. No Category  (all posts including DEOs, other 

Staff and regular people) 

Number of people 

in 2011-12 

No. of 

People 

proposed 

in 2012-13 

Salary  

          

          

c. BPMU 

Sr. No Category  (all posts including DEOs, other 

Staff and regular people) 

Number of people 

in 2011-12 

No. of 

People 

proposed 

in 2012-13 

Salary  
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B.vii  INNOVATIONS 

 

Some local problems that emerge as priority in the Block/District Action Plans may require innovative solutions. Such 

innovative measures may be supported under NRHM. States should provide the details of innovations and suggest cost as 

per need.  

 

B.viii. FUNDS FOR IMPACT ASSESSMENT OF NRHM AND ASSESSMENT OF VARIOUS COMPONENTS: 

 

Continuous assessment and evaluation of the program is important to keep us focused and do the necessary course 

corrections swiftly. States must propose an amount from NRHM Flexipool for evaluation and assessment activities of 

NRHM and components like ASHA, VHSCs, RKS, etc. Reputed medical, Public Health, Management and Research 

Institutes should be identified for such evaluation/assessments and should be accredited with the Government of India. 

Only such accredited institutes may be allowed to take up the assessment work. 

 

B.ix.  ADDITIONAL FUNDS FOR COMMUNICABLE DISEASES: 

 

 States should analyze and identify areas/ Districts that have a high burden of communicable diseases. The additional 

funds required to tackle the same should be budgeted for in the NRHM Mission Flexipool. Detailed information should be 

provided under the concerned disease control program. A summary of information should be provided under this section.  

 

 

B.x.  ACTIVITIES TAKEN UP WITH SUPPORT UNDER OTHER PROGRAMMES:  
 

Activities taken up with support under other programmes such as Donor Partners, Minority Development, Finance 

Commission Award, Labour, DONER and any other scheme etc. to be clearly reflected in this section. Similarly details of 

PPP activities, Health Insurance scheme and any other district innovation funds being solicited, details need to be spelt out 

in this Part. 

 

B.xi.  STATE LEVEL HEALTH RESOURCES CENTER (SHSRC) 

 

Year Amount Approved Expenditure Physical 

performance * 

2007-08       

2008-09       

2009-10       

2010-11       

2011-12       

* This includes research studies, policy documents prepared by SHSRC.  

 

The PIP should include detailed activities taken up by SHSRC in the current year. 

 

B.xii.  PROCUREMENT 

State should provide detailed information on procurements of drugs and equipments from the NRHM funds. It should be 

procured under following head: 

 

Item Procured  Amount of 

Expenditure in 2011-

12 

Amount Proposed in 2012-

13 

Procedure 

followed for the 

procurement  

Remarks  
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Procurement of Equipment  

Procurement of 

equipment:  MH 
    

Procurement of 

equipment:  CH 
    

Procurement of 

equipment:  FP 
    

Procurement of 

equipment:  IMEP 
    

Procurement of 

Others  
    

 Procurement of Drugs and supplies 

 

Drugs & supplies for 

MH (excluding 

JSSK) 

    

Drugs & supplies for 

CH (excluding JSSK) 
    

Drugs & supplies for 

FP 
    

Drugs & supplies for 

ARSH 
    

Drugs & supplies for 

School health  
    

Supplies for IMEP     

General drugs & 

supplies for health 

facilities 

    

 

B.xiii. DISTRICT PLANS  

 Each District is required to prepare a District Health Action Plan (DHAP) for NRHM including RCH II & 

Immunization. For this purpose, a guideline (“Broad framework for preparation of District Health Action Plan, 

August 2006”) has been issued by MoHFW and is available on the website of the ministry. DHAPs should be 

prepared in accordance with the above manual and these would feed into preparation of the PIP.  

 

 While Districts have primary responsibility for outcomes/ delivery and utilization of services in their respective 

geographic areas, the State would typically be responsible for various support functions such as release of funds 

on time, dissemination of guidelines, distribution of medical supplies, training of trainers, etc. The State PIP 

should spell out the role of the State especially the specific areas for which the State is directly accountable. In the 

PIP work-plan the post of the officer responsible for a particular head/activity should be clearly indicated. Similar 

exercise should be carried out for DHAPs. 
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CONSOLIDATED BUDGET SHEET FOR MISSION FLEXIBLE POOL 

(Rs. In Lakh) 

Sl. No. Activity 

Unit Cost 
Physical 

Targets 
Amount Proposed 

Mission Flexible Pool 

B1 ASHA       

B1.1 
Selection & Training of ASHA 

      

B1.2 Procurement of ASHA Drug Kit       

B1.3 Incentive to ASHAs under JSY       

B1.4 Incentive under Family Planning Services       

B1.5 Incentive under Child Health       

B1.6 Other Incentives to ASHAs       

B1.7 Awards to ASHA's/Link workers       

B2 Untied Funds       

B2.1 Untied Fund for CHCs       

B2.2 Untied Fund for PHCs       

B2.3 Untied Fund for Sub Centers       

B2.4 Untied fund for VHSC       

B.3 Annual Maintenance Grants       

B4.1 CHCs       

B4.2 PHCs       

B4.3 Sub Centers       

B.4 
Hospital Strengthening        

B.4.1 
Upgradation of CHCs, PHCs, Dist. Hospitals to IPHS)       

B4.1.1 District Hospitals        

B4.1.2 CHCs       

B4.1.3 PHCs       

B4.1.4 Sub Centers       
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Sl. No. Activity 

Unit Cost 
Physical 

Targets 
Amount Proposed 

B4.1.5 
Others 

      

B 4.2 

Strengthening of District, Su-divisional Hospitals, CHCs, 

PHCs       

B.4.3 Sub Centre Rent and Contingencies       

B.4.4 Logistics management/ improvement       

B5 

New Constructions/ Renovation and Setting up       

B5.1 CHCs       

B5.2 PHCs       

B5.3 
SHCs/Sub Centers       

B5.4 

Setting up Infrastructure wing for Civil works       

B5.5 

Govt. Dispensaries/ others renovations       

B5.6 

Construction of BHO, Facility improvement, civil work, 

BemOC and CemOC centers 

      

B.5.7 

Major civil works for operationalisation of FRUS       

B.5.8 

Major civil works for operationalisation of 24 hour services 

at PHCs 

      

B.5.9 

Civil Works for Operationalise Infection Management & 

Environment Plan at health facilities 

      

B.6 Corpus Grants to HMS/RKS       

B6.1 District Hospitals       

B6.2 CHCs       

B6.3 PHCs       

B6.4 Other or if not bifurcated as above       

B7 
District Action Plans (Including Block, Village) 

      

B8 Panchayati Raj Initiative       

B8.1 

Constitution and Orientation of Community leader & of 

VHSC,SHC,PHC,CHC etc 

      

B8.2 

Orientation Workshops, Trainings and capacity building of 

PRI at State/Dist. Health Societies, CHC,PHC       

B8.3 Others       
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Sl. No. Activity 

Unit Cost 
Physical 

Targets 
Amount Proposed 

B9 Mainstreaming of AYUSH       

B9.1 
Activities other than HR  

      

B10 IEC-BCC NRHM       

B.10 Strengthening of BCC/IEC Bureaus (State and district 

levels)       

B.10.1 Development of State BCC/IEC strategy 

      

B.10.2 Implementation of BCC/IEC strategy  

      

B.10.2.1 BCC/IEC activities for MH       

B.10.2.2 BCC/IEC activities for CH       

B.10.2.3 BCC/IEC activities for FP       

B.10.2.4 BCC/IEC activities for ARSH       

B.10.2.5 Other activities (please specify)       

B.10.4 Health Mela 
      

B.10.5 Creating awareness on declining sex ratio issue 

      

B.10.6 Other activities       

B11 Mobile Medical Units (Including recurring expenditures)       

B12 Referral Transport       

B12.1 Ambulance/ EMRI       

B12.2 Operating Cost (POL)       

B13 School Health Programme       

B14 PPP/ NGOs       

B14.1 

Non governmental providers of health care RMPs/TBAs 

      

B14.2 PNDT and Sex Ratio       

B14.3 Public Private Partnerships       

B14.4 

NGO Programme/ Grant in Aid to NGO 

      

B14.5 Other innovations( if any)       

B15 Planning, Implementation and Monitoring       

B15.1 

Community Monitoring (Visioning workshops at State, 

Dist, Block level)       

B15.1.1 State level       

B15.1.2 

District level 

      

B15.1.3 

Block level  

      

B15.1.4 Other        
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Sl. No. Activity 

Unit Cost 
Physical 

Targets 
Amount Proposed 

B15.2 Quality Assurance       

B15.3 Monitoring and Evaluation       

B15.3.1 Monitoring & Evaluation / HMIS       

B15.3.2 Computerization HMIS and e-governance, e-health       

B15.3.3 Other M & E       

B.16 PROCUREMENT       

B16.1 Procurement of Equipment        

B16.1.1 Procurement of equipment:  MH       

B16.1.2 Procurement of equipment:  CH       

B16.1.3 Procurement of equipment:  FP       

B16.1.4 Procurement of equipment:  IMEP       

B16.1.5 Procurement of Others        

B.16.2  Procurement of Drugs and supplies       

B.16.2.1 Drugs & supplies for MH       

B.16.2.2 Drugs & supplies for CH       

B.16.2.3 Drugs & supplies for FP       

B.16.2.4 Supplies for IMEP       

B.16.2.5 General drugs & supplies for health facilities       

B.17 PNDT Activities       

B.18 Regional drugs warehouses       

B.19 New Initiatives/ Strategic Interventions (As per State 

health policy)/ Innovation/ Projects (Telemedicine, 

Hepatitis, Mental Health, Nutition Programme for Pregnant 

Women, Neonatal) NRHM Helpline) as per need (Block/ 

District Action Plans)       

B.20 Health Insurance Scheme       

B.21 Research, Studies, Analysis       

B.22 State level health resources center(SHSRC) 

      

B23 Support Services       

B23.1 Support Strengthening NPCB       

B23.2 Support Strengthening Midwifery Services under medical 

services       

B23.3 Support Strengthening NVBDCP       

B23.4 Support Strengthening RNTCP       

B23.5 Contingency support to Govt. dispensaries 

      

B23.6 Other NDCP Support Programmes       

B.24 Other Expenditures (Power Backup, Convergence etc)  
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    4.C  IMMUNISATION 

 
 Overall objective of the immunization programme is to achieve 100% coverage for all the antigens (OPV, BCG, 

DPT, measles including hepatitis B and JE where applicable). The principles and planning process explained in 

the previous chapters are applicable to immunization as well.  

 

 Planning for immunization would include assessment of the total number of VHND/ immunization sites needed to 

cater to the entire population. The sites would include sub-centres, PHC and other health facilities, Angan Wadi 

Centres (AWC), other sites in villages/hamlets without AWCs. The existing plan and data at PHCs would provide 

the number of sites under each ANM and the ANMs schedule would provide the number of sessions she holds. 

Developing a micro-plan would involve figuring out the difference between the number of sessions needed and 

number of sessions being held, reasons for shortfall in coverage and ways to bridge the gap. The States need to 

identify areas within the State which have low coverage and may require a more focussed approach. The State and 

districts should use data from surveys, data collected through the State systems and HMIS for situation analysis 

and micro-planning. Micro-plan would also include plans to bring the children and pregnant women to the session 

sites primarily through ASHA. The State also needs to figure out how the vaccines/vaccinator would reach the 

immunization sites. Strategies may include a system of alternate vaccine delivery. Functionality of cold chain 

equipments and their maintenance should also be addressed in the PIP.  

 

 Issues to be addressed in PIP: Among other issues the PIP should also include mechanisms of convergence 

between AWW and ANM, better utilization of services of second ANM, system of supportive supervision and 

periodical review and monitoring. The State also needs to ensure that key officers such as State Immunization 

Officer and District Immunization Officer are in place and there are systems to ensure stability of their tenure. 

 

 Planning and budget formats: Annex 1-6 provide planning and budget formats for immunization. The budget for 

2012-13 should be summarized in the format given in annex. 

 

The details of the activities should be given as follows: 

1. Situation Analysis 

2. Progress so far – achievement and expenditure in 2010-11 and 2011-12 (April-December) 

3. Objectives, Strategies and Activities for 2012-13  

The Immunisation chapter of the PIP should essentially cover the aspects below (detailed guidelines provided in 

Annex 8c) 

a) HR status (and steps to ensure tenure of at least 3 years) 

 State Immunization Officer in place: Yes/No 

 Number of districts without DIO (out of total no. of districts): 

 

RI staff at district level Required Sanctioned In position Vacant 

Cold chain handlers         

Cold chain mechanics         

Any other         
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b) System put in place for alternate vaccine delivery and its impact 

c) Systems put in place to ensure: 

 Microplanning of Immunization 

 Strategy for increasing coverage, including vulnerable population -urban slums, migrants, tribal pockets 

 Proper maintenance of cold chain equipments 

 MIS for efficient inventory management for vaccines and other supplies 

 Strategy to reduce vaccine wastage 

 Integration of UIP and pulse-polio 

 Co-ordination among ANM, AWW and ASHA 

 

Situation analysis of the State Immunization Program 

 

(The States/UTs should provide a brief write-up covering all the following issues) 

 

1. Current scenario of implementation of immunization program 

a. State level coverage as per District Level Household Survey-3, Coverage Evaluation Survey 

2009 & Reported coverage for 2010-11, 2011-12 till Dec‟11. 

b. District wise coverage levels of all antigens for 2010-11, 2011-12 till Dec‟11 (including JE 

wherever applicable). 

c. Reasons for Shortfall in coverage 

d. Reporting and incidence of VPDs for 2011-12 till Dec‟11. 

e. Reporting and Response to Outbreaks and AEFIs for, 2011-12 till Dec‟11. 

2. Strategies for further improving Routine Immunization 

a. What is the target of immunization coverage for this year? 

b. To improve the accessibility of routine immunization services (reflected by BCG and DPT-1 

coverage); identify the districts and blocks with poor access and reasons thereof. 

c. To reduce dropouts (reflected by DPT3 coverage); reasons for dropout and specify steps taken 

for this. 

d. To create community demand for routine immunization;(write specific steps taken) 

e. Any other innovation started for strengthening of routine immunization in the State. 

3. Status of microplanning- Number of districts where RI micro-plans have been updated in 2011-12. 

(Provide details in the format enclosed) 

4. What are the roles & responsibilities pertaining to immunization of 1
st
 ANM ,  2

nd
 ANM, and 

HW(Male) ?  

5. What is the mechanism of coordination & convergence between AWW and ASHA? 

6. Alternate Vaccine Delivery System- what system is in place, whether it is working and what are issues 

faced? 

7. Supervision and Monitoring-Status of Routine Immunization cell, Supportive Supervision Structure in 

field, Review meetings and data analysis and action taken at all levels etc) 

8. Status of RIMS implementation for monitoring (details of districts uploading data regularly, issues 

with other districts and proposed support required)  

9.  Co-ordination with Partners (ICDS, Public Private Partnerships, Other agencies)  

10. Component-wise receipt & expenditure of funds received from 2010-11 onwards (format attached). 

11. Status of Cold Chain Equipment- 

i.)  ILRs, DF, Voltage stabilizers  

a. Plan for replacement of all condemned or non service able equipment which is beyond repair.  

b. Expansion: - Need based depending on the setting up of New PHC/ cold chain points  

c. All CFC equipments supplied till 1992 has been replaced with Non CFC equipment. The 

expansion plan should include replacement of remaining CFC equipments supplied during 

the period of 93-98  
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ii.) Cold boxes, Vaccine carriers - replacement plan for expansion or replacement of condemn 

equipment. 

iii.) Insulated/Non Insulated vaccine van: Plan for supply of insulated vaccine vans against condemned 

vehicles and expansion plan for supply of vaccine van for newly created district. 

iv.) Mechanism for cold chain maintenance and repairs- HR structure, AMC(if any) etc.  

12. Status of implementation of Procurement Management Information System (ProMIS) 

13. IEC plan for strengthening UIP; however the budget for IEC is to be provisioned under RCH. 

14. Infrastructural and manpower requirements that are essential for implementation of UIP but not 

admissible under Part C (Immunization) may be provisioned under the NRHM/RCH heads. (eg; 

Refrigerator mechanics, renovation of stores etc.) This should include district level need for godown 

for vaccine/logistics. 

15. Additional support required to improve Routine Immunization; for any State specific need please 

provide a separate write-up on objective, strategy, expected output and budgetary basis for the 

activities.  

 

A. Basic information of the State/UT related to Immunization Programme 

Position Name & Designation Contact No./Email 

State Immunization Officer  

 

 

State Cold Chain Officer  

 

 

State Level Data Assistant  

 

 

District Immunization Officers (DIO)  

No. of Districts…………. 

 

No. of DIOs in position………. 

   

What are the systems of ensuring stability of tenure for these key officers?  

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

______________________________________________________________________ 

S.No Beneficiaries 
Target 

2010-11 2011-12 2012-13 

1.  Pregnant women       

2.  0 to 1 yr infants       

3.  1-2 yr       

4.  2-5 yr       

5.  5 yr       

6.  10 yr       

7.  16 yr       

 

The following information is to be filled based on the RI micro-plans. Please provide the details of held 

sessions for 2010-11 & 2011-12, while for 2012-13 the number of planned sessions is to be provided: 

S.No Routine Immunization Sessions 2010-11 2011-12 2012-13 

1.  Total Sessions planned 
   

2.  Total Sessions Held 
   

3.  No. of Outreach Sessions  
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4.  No. of Fixed site sessions        

5.  No. of Sessions in Urban Areas       

6.  No. of Sessions in Rural Areas       

7.  No. of sessions in hard to reach areas 

   8.  No. of session with hired vaccinators*       

9.  No. of hired vaccinators*       

10.  No. of villages where sessions are held monthly 

   

11.  

No. of villages (smaller) where sessions are held 

on alternate months    

12.  No. of villages where sessions are held quarterly    

 

 

B. Existing Support to the States 

Sl 

No  
Item  

Stock (functional) as on 31st 

Dec'11 

Requirement 

Remarks 2010-

11 

2011-

12 

2012-

13 

1 Cold Chain Equipments -      

a) WIC           

b) WIF           

c) ILR            

d) DF           

e) Cold Boxes           

f) Vaccine Carrier           

g) Ice Pack           

h)  Vaccine Van            

2 Vaccine stock and requirement (including 25% wastage and 25% buffer)     

a) TT           

b) BCG           

c) OPV           

d) DPT           

e) Measles           

f) Hep B           

g) JE (Routine)           

3 Syringes including wastage of 10% and 25 % buffer     

a) 0.1 ml           

b) 0.5 ml           

c) 
Reconstitution 

Syringes   

  

      

4 Hub Cutters           
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C. Additional Support required by the State 

Service 

Delivery: - 
Norms* 

Expenditure & Achievement Remarks 

2010-11  2011-12 (till Dec) 2012-13 

 

E
x
p

en
d

it
u

re
 

A
ch

ie
v
em

en
t 

E
x
p

en
d

it
u

re
 

A
ch

ie
v
em

en
t 

Funds 

requireme

nt 

Target 

Mobility 

support for 

supervision 

@Rs.50,000  per 

District for 

district level 

officers (this 

includes POL 

and 

maintenance) 

per year 

 

No of 

sessions 

Supervised 

          

No of 

sessions 

Supervis

ed 

 

No of 

sessions 

Supervi

sed 

 

Supervisory 

visits by State 

and district 

level officers 

for monitoring 

and 

supervision of 

RI 

   

By State level 

officers @ 

Rs.100,000 

/year 

 

No of 

districts 

visited for 

RI review  

No of 

districts 

visited 

for RI 

review 
 

No of 

districts 

visited 

for RI 

review 
 

   

Cold Chain 

maintenance 

@ Rs 500 per 

PHC/CHC per 

year District Rs 

10,000 per year 

 

% Funds 

used 

 

% Funds 

used 

 

% 

Funds 

used 
 

   

Focus on slum 

& underserved 

areas in urban 

areas: 

Hiring an ANM 

@Rs.300/sessio

n for four 

sessions/month/

slum of 10000 

population and 

Rs.200/- per 

month as 

contingency per 

slum of i.e. total 

expense of Rs. 

1400/- per 

month per slum 

of 10000 

population. 

 

 

No of 

sessions 

with hired 

vaccinators 

 

No of 

sessions 

with 

hired 

vaccinato

rs 

 

No of 

sessions 

with 

hired 

vaccina

tors 

 

   

Mobilization @ Rs 
 

No. of 
 

No. of 
 

No. of 
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Service 

Delivery: - 
Norms* 

Expenditure & Achievement Remarks 

2010-11  2011-12 (till Dec) 2012-13 

 

E
x
p

en
d

it
u

re
 

A
ch

ie
v
em

en
t 

E
x
p

en
d

it
u

re
 

A
ch

ie
v
em

en
t 

Funds 

requireme

nt 

Target 

of children 

through 

ASHA/ 

mobilizers 

150/session (for 

all States/UT.s) 

sessions 

with ASHA 

sessions 

with 

ASHA 

sessions 

with 

ASHA 

   

Alternative 

Vaccine 

Delivery: 

Geographically 

hard to reach 

areas (eg. 

Session site>30 

kms from 

vaccine delivery 

point, river 

crossing etc.) @ 

Rs 100 per RI 

session 

 

No of 

sessions 

with AVD 
 

No of 

sessions 

with 

AVD 

 

No of 

sessions 

with 

AVD 

 

NE States and 

Hilly terrains 

@100 per RI 

session 

       

For RI session 

in other areas @ 

Rs.50 per 

session. 

       

Support for 

Computer 

Assistant for 

RI reporting 

(with annual 

increment of 

10% w.e.f. 

from 2010-11) 

State @Rs 

12,000- 15,000 

p.m. 
 

 

      

Districts @ Rs 

8000- 10,000 

p.m 
 

No of C.A. 

in position 

 

No of 

C.A. in 

position 
 

No of 

C.A. in 

position 
 

 

   

Printing and 

dissemination 

of 

immunization 

cards, tally 

sheets, 

monitoring 

forms, etc. 

@ Rs 5 per 

beneficiary        
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Service 

Delivery: - 
Norms* 

Expenditure & Achievement Remarks 

2010-11  2011-12 (till Dec) 2012-13 

 

E
x
p

en
d

it
u

re
 

A
ch

ie
v
em

en
t 

E
x
p

en
d

it
u

re
 

A
ch

ie
v
em

en
t 

Funds 

requireme

nt 

Target 

Review 

Meetings 

Support for 

Quarterly State 

level Review 

Meetings of 

district officers 

@ Rs 

1250/participant

/day for 3 

persons 

(CMO/DIO/Dist 

Cold Chain 

Officer) 

 

No of 

meetings 

held 

 

No of 

meetings 

held 

 

No of 

meeting

s held 

 

   

 

Quarterly 

Review & 

feedback 

meeting for 

exclusive for RI 

at district level 

with one Block 

MO.s, ICDS 

CDPO and other 

stakeholders@ 

Rs 100/- per 

participant for 

meeting 

expenses (lunch, 

organizational 

expenses) 

       

 

Quarterly 

review meeting 

exclusive for RI 

at Block level 

@Rs  50/-pp as 

honorarium for 

ASHAs (travel) 

and Rs 25 per 

person at the 

disposal of MO-

I/C for meeting 
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Service 

Delivery: - 
Norms* 

Expenditure & Achievement Remarks 

2010-11  2011-12 (till Dec) 2012-13 

 

E
x
p

en
d

it
u

re
 

A
ch

ie
v
em

en
t 

E
x
p

en
d

it
u

re
 

A
ch

ie
v
em

en
t 

Funds 

requireme

nt 

Target 

expenses(refresh

ments, 

stationery and 

misc. expenses) 

Trainings 
 

 

No of 

persons 

trained 

 

No of 

persons 

trained 

 

No of 

persons 

trained 

 

District level 

orientation 

training for 2  

days ANM, 

Multi Purpose 

Health Worker 

(Male), LHV, 

Health 

Assistant 

(Male / 

Female), Nurse 

Mid Wives, 

BEEs & other 

specialist ( as 

per RCH 

norms) 

As per revised 

norms for 

trainings under 

RCH 

   

Three day 

training of 

Medical 

Officers on RI 

using revised 

MO training 

module 

As per revised 

norms for 

trainings under 

RCH 

 

No of 

persons 

trained 
 

No of 

persons 

trained 
 

No of 

persons 

trained 
 

One day 

refresher 

training of 

District RI 

Computer 

Assistants on 

RIMS/HMIS 

and 

As per revised 

norms for 

trainings under 

RCH 
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Service 

Delivery: - 
Norms* 

Expenditure & Achievement Remarks 

2010-11  2011-12 (till Dec) 2012-13 

 

E
x
p

en
d

it
u

re
 

A
ch

ie
v
em

en
t 

E
x
p

en
d

it
u

re
 

A
ch

ie
v
em

en
t 

Funds 

requireme

nt 

Target 

Immunization 

formats under 

NRHM 

Two day Cold 

Chain handlers 

training for 

block level 

cold chain 

handlers by 

State and 

District Cold 

Chain Officers  

and DIO for a 

batch of 15-20 

trainees and 

three trainers 

As per revised 

norms for 

trainings under 

RCH 

 

No of 

persons 

trained 
 

No of 

persons 

trained 
 

No of 

persons 

trained 
 

One day 

Training of 

block level 

data handlers 

by DIO and 

District Cold 

chain Officer 

to train about 

the reporting 

formats of 

Immunization 

and NRHM 

As per revised 

norms for 

trainings under 

RCH 

 

No of 

persons 

trained 
 

No of 

persons 

trained 
 

No of 

persons 

trained 
 

Microplanning 
        

To develop 

sub-center and 

PHC 

microplans 

using bottom 

up planning 

with 

participation of 

ANM, ASHA, 

@ Rs 100/- per 

subcentre 

(meeting at 

block level, 

logistic) 

   

No.of 

Districts 

have 

updated 

micropla

ns this 

year 

 

No. of 

District

s have 

updated 

micropl

ans this 

year 

 

For 

consolidation of 

microplan at 

PHC/CHC level 
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Service 

Delivery: - 
Norms* 

Expenditure & Achievement Remarks 

2010-11  2011-12 (till Dec) 2012-13 

 

E
x
p

en
d

it
u

re
 

A
ch

ie
v
em

en
t 

E
x
p

en
d

it
u

re
 

A
ch

ie
v
em

en
t 

Funds 

requireme

nt 

Target 

AWW @ Rs 1000/- 

block   & at 

district level @ 

Rs 2000/- per 

district 

 

 

POL for 

vaccine 

delivery from 

State to 

District and 

from district to 

PHC/CHCs 

 

Rs100,000/ 

district/year 
 

% Funds 

used 

 

% Funds 

used 

 

% 

Funds 

used 

 

   

Consumables 

for computer 

including 

provision for 

internet access 

for RIMS 

@ 400/ - month/ 

district        

Injection 

Safety  

 

% funds 

used 

 

% Funds 

used 

 

% 

Funds 

used 

 

Red/Black 

Plastic bags etc 

@ Rs 

2/bags/session    

Bleach/Hypoc

hlorite solution 

@ Rs 500 per 

PHC/CHC per 

year 
   

Twin bucket 

@ Rs 400 per 

PHC/CHC per 

year 
   

Any State 

Specific Need 

with 

10 % of total 

amount of 

approved PIP 
 

% funds 

used  

% Funds 

used  

% 

Funds 

used 
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Service 

Delivery: - 
Norms* 

Expenditure & Achievement Remarks 

2010-11  2011-12 (till Dec) 2012-13 

 

E
x
p

en
d

it
u

re
 

A
ch

ie
v
em

en
t 

E
x
p

en
d

it
u

re
 

A
ch

ie
v
em

en
t 

Funds 

requireme

nt 

Target 

justification 

(Please 

provide a 

separate write-

up on 

objective, 

strategy, 

expected 

output and 

outcomes, 

basis for cost 

estimates etc.) 

       



 

 

 

163 

District –wise Coverage reports (in numbers) (upto December 2011) 

S. 

No 

Name of 

District 

Yearly Target  

(2011-12) 

BCG 

Coverage (in 

Numbers) 

OPV - 1st 

Dose 

Coverage  

( in 

Numbers) 

OPV - 3rd 

Dose 

Coverage  

( in 

Numbers) 

DPT - 1st Dose 

Coverage  

( in Numbers) 

DPT - 

3rd Dose 

Coverage  

( in 

Numbers) 

Infants 

Preg

nant 

Wo

men 

2011-12 2011-12 2011-12 2011-12 2011-12 

                  

                  

   TOTAL               

 

S. No 
Name of 

District 

Measles 

Coverage 

Measles 

2
nd

 dose 

Coverage 

TT2+Booster 

Coverage 

Hep B - 

Birth Dose 

Coverage  

Hep B - 

1st Dose 

Coverage  

Hep B - 3rd 

Dose 

Coverage  

JE-routine 

(Wherever 

applicable) 

Infants 
Pregnant 

Women 
2011-12 2011-12 2011-12 2011-12 2011-12 

                  

                  

   TOTAL               

 

District –wise VPD reports in 2010-11 & 2011-12 (in numbers) 

S. 

No 

Name of 

District       

  
2010-

11 

2011-

12* 

2010-

11 

2011-

12* 

2010-

11 

2011-

12* 

2010-

11 

2011-

12* 

2010-

11 

2011-

12* 

2010-

11 

2011-

12* 

                          

                          

 TOTAL                         
* 

till Dec‟11 

 District 1 District 2 

Disease Cases Deaths  Cases Deaths  

Diphtheria     

Whooping Cough     

Neonatal Tetanus     

Tetanus(Other)     

Measles     

Polio     

AES     



 

 

 

164 

  

Consolidated Budget Sheet Immunization for FY 2012-13 

 

 

 

    State:             

       Budget 2012-13 (Rs. Lakhs)        

 FMR 

Code  

 Activities( As proposed 

by the State)  

 

Q1   Q2  

 

Q3  

 

Q4  

 ANNUAL 

TOTAL  

 C.1   RI Strengthninig Project (Review meeting, Mobility Support, Outreach services etc  

 c.1.a  

 Mobility Support for 

supervision for distict level 

officers.      

      

 c.1.b  
 Mobility support for 

supervision at State level       

      

 c.1.c  

 Printing and dissemination 

of Immunization cards, 

tally sheets, monitoring 

forms etc.       

      

 c.1.d  

 Support for Quarterly 

State level review meetings 

of district officer       

      

 c.1.e  

 Quarterly review meetings  

exclusive for RI at district 

level with one Block Mos, 

CDPO, and other stake 

holders      

      

 c.1.f  

 Quarterly review meetings 

exclusive for RI at block 

level       

      

 c.1.g  

 Focus on slum & 

underserved areas in urban 

areas/alternative vaccinator 

for slums    

      

      

 c.1.h  

 Mobilization of children 

through ASHA or other 

mobilizers      

      

 c.1.i   Alternative vaccine 

delivery in hard to reach 
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areas  

 c.1.j  
 Alternative Vaccine 

Deliery  in other areas       

      

 c.1.k  
 To develop microplan at 

sub-centre level  

 

  

      

 c.1.l  
 For consolidation of 

microplans at block level       

      

 c.1.m  

 POL for vaccine delivery 

from State to district and 

from district to PHC/CHCs  

  

  

      

 c.1.n  

 Consumables for computer 

including provision for 

internet access for RIMs   

  

  

      

 c.1.o   Red/Black plastic bags etc.             

 c.1.p  

  Hub 

Cutter/Bleach/Hypochlorite 

solution/ Twin bucket   

          

          

 c.1.q   Safety Pits            

 c.1.r   State specific requirement            

 C.1-Sub Total            

 C.2   Salary of Contractual Staffs -Sub Total  

 c.2.a  

 Computer Assistants  

support for State level  

      

      

 c.2.b  

 Computer Assistants  

support for District level  

      

      

 C.2-Sub Total            

 C.3   Traininng under Immunization    

 c.3.a  

 District level Orientation 

training including Hep B, 

Measles & JE(wherever 

required) for 2 days ANM, 

Multi Purpose Health 

Worker (Male), LHV, 

Health Assistant 

(Male/Female), Nurse Mid 
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Wives, BEEs & other staff 

( as per RCH norms)  

 c.3.b  

 Three day training 

including Hep B, Measles 

& JE(wherever required) of 

Medical Officers of RI 

using revised MO training 

module)      

      

 c.3.c  

 One day  refresher traning 

of distict Computer 

assistants on RIMS/HIMS  

and immunization formats       

      

 c.3.d  

 Two days cold chain 

handlers traning for block 

level cold chain hadlers by 

State and district cold chain 

officers      

      

 c.3.e  

 One day traning of block 

level data handlers by 

DIOs and District cold 

chain officer       

      

 C.3-Sub Total            

 C.4   Cold chain maintenance              

 C.5  
 ASHA incentive for full 

Immunization (proposed)      

      

  C.6  
  Pulse Polio Operational 

cost(Tentative)       

      

   TOTAL            
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4.D DISEASES CONTROL PROGRAMS 
 

D.1 NATIONAL IODINE DEFICIENCY DISORDERS CONTROL 

PROGRAMME (NIDDCP)  

 Programme components /activity:                              

1. Establishing of State IDD Cell.    

2. Establishment of State IDD monitoring laboratory. 

3. Supply of iodated salt. 

4. District IDD survey/re-survey. 

5. Salt testing kits requirement for creating awareness & monitoring of iodated salt at household by 

ASHA/Health functionaries. 

6. Health education and publicity. 

Information to be given in the PIP: 

 Status of State IDD Cell including filled/vacancy posts i.e. Technical Officer, Statistical 

Assistant and LDC/DEO. 

 Status of State IDD monitoring laboratory including filled/vacancy posts i.e. Lab 

Technician and Lab Assistant. 

 Details of district IDD survey/re-survey conducted during the year 2010-11 and 2011-12 ( 

up to November 2011). 

 Brief details of health education activities including Global IDD Day Celebration 

conducted during the year 2010-11 and 2011-12 (up to November 2011). 

 Brief details of physical achievement under the programme including salt samples 

quantitative (titration) as well qualitative (Salt Testing Kit) analysis results and urine 

analysis results of 2010-11 and 2011-12 ( up to November 2011). 

 Brief details of financial expenditure during the year 2010-11 & 2011-12 ( 1
st
 & 2

nd
 

Quarter). 

 Brief details if any significant activity has been under taken.   
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D.2 INTEGRATED DISEASE SURVEILLANCE PROGRAMME 
 

1. Training :Following trainings to be conducted in a year 

 One day training of Hospital Doctors 

  One day training  of Hospital Pharmacist / Nurses  

 One day training  of Medical College Doctors  

 One day training Data entry and analysis training for Block Health Team 

  One day training of DM  & DEO 

 

These are State level trainings. The State may decide about the number of batches that could be 

trained in one year (IDSP trainings are generally conducted for 20 participants per batch) and the 

budget may be calculated as per NRHM guidelines. 

2. Human Resources- Contractual staff provided under IDSP 

 

Staff State District Suggested Remuneration 

Epidemiologists 1  1 Rs 25,000-Rs 40,000 

Microbiologists 1 1 each at identified dist 

labs 

Rs 25,000-Rs 40,000 

(Medical Graduates) 

Rs 15,000 – Rs 25,000 

(Others) 

Veterinary Consultant* 1 0 Rs 25,000-Rs 40,000 

Consultant training/technical 1 0 Rs 15,000 – Rs 25,000 

Entomologists 1 0 Rs 14,000 

Consultant 

Finance/procurement 

1 0 Rs 28,000 

Data Manager 1 1 Rs 14000(At State HQ) 

Rs 13500 (At district) 

DEO 1 1 Rs 8500 

One DEO is provided for identified Medical College, Premier Institute, ID Hospital 

The State Health Societies may fix the remuneration as per IDSP guidelines or less as per State policy. 
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*Subject to approval of the 12
th
 Plan Proposal for the project. One additional contractual position for a 

veterinary (consultant) is proposed to improve inter-sectoral coordination. 

3. Operational Costs  

 Transport: Reasonable amount may be calculated for additional support in outbreak 

investigations. 

 Office Expenses – printing of reporting forms, maintenance and minor repairs of ICT 

equipments, contingencies. 

 Broadband Expenses 

 Collection and transportation of samples during outbreaks  

 Other Misc. Expenses (to be specified) 

Note: Total not to exceed Rs 2, 40,000/- per district per annum and Rs 5, 00, 000/- per State 

HQ/SSU per annum 

4. Laboratory support 

 District Priority Labs: 

 

o Not more than Rs 4, 00, 000/- per priority district lab per annum (applicable only for 

functional IDSP district priority labs and where manpower and equipment has been 

provided under NRHM). Budget to be modified according to the expected sample 

workload. 

Note: Development of district public health labs by provision of technical manpower 

(except microbiologist), civil work and equipment will be done under NRHM. 

Remuneration for Microbiologist and consumables will be provided under Disease 

Surveillance and Response Programme.  

 Referral Network of laboratories (Govt. Medical College labs): 

 

o Reimbursement based payment for tests. Not more than Rs 3,00,000/-per referral lab per 

annum (Identified No. of  already approved labs in States are as follows: Andhra 

Pradesh-9, Gujarat-8, Karnataka-8, Maharashtra-10, Punjab-4, Rajasthan-6, Tamil Nadu-

8, Uttarakhand-3, West Bengal-9)                                                  

A total of 25  labs (Govt. Medical College) are proposed to be included into the network 

in this year from Kerala - 5, Haryana - 2, Bihar - 6, Orissa - 3, J&K - 3, Assam - 3, 

Tripura - 2, Manipur - 1. (Subject to approval) 

(Identified Tests- ELISA /rapid test for leptospirosis, ELISA for Dengue, ELISA for 

Viral Hepatitis, ELISA for Measles, Rapid test for Meningococci, Blood culture for 

Typhoid, Diphtheria culture, Cholera culture, other (State specific diseases) 

o Expenses on account of consumables, operating expenses, office expenses, transport of 

samples, part time staff, miscellaneous. Not more than Rs 2, 00, 000/-per referral lab per 

annum      (Identified No. of already approved labs in States is as follows: Andhra 

Pradesh-9, Gujarat-8, Karnataka-8, Maharashtra-10, Punjab-4, Rajasthan-6, Tamil Nadu-

8, Uttarakhand-3, and West Bengal-9).                                     
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A total of 25  labs (Govt. Medical College) are proposed to be included into the network 

in this year from Kerala - 5, Haryana - 2, Bihar - 6, Orissa - 3, J&K - 3, Assam - 3, 

Tripura - 2, Manipur - 1. (Subject to approval 

5. ID Hospital Network 

 Expenses on account of continuation of ID Hospital Network @ Rs 3,00,000/- per annum 

per IDH (Limited to a total of 7 IDH presently participating viz. Kasturba Hospital, 

Mumbai; Communicable Disease Hospital, Chennai; Sir Ronal Ross Tropical and 

Infectious Disease Hospital, Hyderabad; Infectious Disease Hospital, Delhi; Beleghata 

General & Infectious Disease Hospital, Kolkata; Infectious Disease Hospital, 

Ahmedabad; and Infectious Disease Hospital, Bangalore). 

 

6. Surveillance in Metro Cities 

 Expenses on account of continuation of various activities under disease surveillance in 

metro cities @ Rs 10, 00, 000/- per annum per metro city. (Presently limited to three 

metros, Mumbai, Maharashtra; Kolkata, West Bengal; and Chennai, Tamil Nadu which 

are participating in the project). Funds to be released through State Surveillance Unit. 

 

7. Expenses on account of newly formed Districts which are not yet under IDSP 

 

 Not exceeding Rs 3, 50, 000/- per newly formed district on account of non-recurring 

costs (Computer Hardware & Accessories etc) to make the DSU functional with regards 

to all the activities under IDSP. 

Activity Sub-activity cost 
No of 

units 

Propose

d Budget 

for 2012-

13 

1.Training  One day training of Hospital Doctors  as per NRHM guidelines 

    

  One day training  of Hospital 

Pharmacist / Nurses 

as per NRHM guidelines 

    

  One day training  of Medical College 

Doctors 

as per NRHM guidelines 

    

  One day training Data entry and 

analysis training for Block Health 

Team 

as per NRHM guidelines 

    

  One day training of DM  & DEO  as per NRHM guidelines 
    

  SUB TOTAL       

2. Human 

Resources 

Remuneration*       

State/district Epidemiologists (1 at 

State HQ-SSU and 1 each at district 

HQs - DSUs)       

State/ district Microbiologists ( 1 at 

State/UT HQ- SSU and 1 each at 

identified district priority labs)       
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Veterinary Consultant (1 at State/UT 

HQ - SSU)** 
      

Entomologist (1 at State/UT HQ - 

SSU)       

Consultants Finance (1 at State/UT 

HQ - SSU)       

Consultants Training (1 at State/UT 

HQ - SSU)       

Data Managers (1 at State/UT HQs - 

SSUs and 1 each at district HQs - 

DSUs)       

Data Entry Operators (1 at State/UT 

HQs - SSUs, 1 each at district HQs - 

DSUs and 1 at identified Medical 

Colleges/Other institutions viz. ID 

Hospitals)identified under IDSP 
      

* The State Health Societies may fix the remuneration as per IDSP 

guidelines or less as per State Policy.     

** One additional contractual position for a veterinary (consultant) at 

State level is proposed  to improve inter-sectoral coordination (Subject 

to approval with the same remuneration as the medical epidemiologist)     

  SUB TOTAL       

3. 

Operation

al 

Expenses 

Operational  Costs       

Transport  Rs 2,40,000/- per district per 

annum and Rs 5,00,000/- per 

State HQ/SSU per annum.  

    

Office Expenses, Broadband 

Expenses, ICT equipment 

maintainence, State weekly alert 

bulletin, monthly meeting,Annual 

Reports, collection and transportation 

of samples and other misc.expenses 

(to be specified)     

  SUB TOTAL       

  SUB TOTAL (Human Resources 

i.e. Remuneration + Operational 

costs)       

4. 

Laborator

y support 

Consumables and kits for Priority 

district labs  

Not more than Rs 4,00,000/- 

per priority district lab per 

annum (applicable only for 

functional IDSP district 

priority labs and where 

manpower  and equipment 

has been provided under 

NRHM). Budget to be 

modified according to the 

expected sample workload. 

    

  culture-media & reagents     

  diagnostic kits     

  glass ware     

  miscellanious required items 

    

  Referral lab network services 

(Mapping of districts with Govt. 

Medical Colleges)       
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  Reimbursement-based payments for 

tests (10 categories of tests.With each 

category priced individually)Cost of 

test to be reimbursed to be decided by 

the State 

Not more than Rs 3,00,000/-

per referral lab per annum 

(Identified No. of  already 

approved labs in States are as 

follows: Andhra Pradesh-9, 

Gujarat-8, Karnataka-8, 

Maharashtra-10, Punjab-4, 

Rajasthan-6, Tamil Nadu-8, 

Uttarakhand-3, West Bengal-

9)                                                 

A total of 25  labs (Govt. 

Medical College) are 

proposed to be included into 

the network in this year from 

Kerala - 5, Haryana - 2, 

Bihar - 6, Orissa - 3, J&K - 

3, Assam - 3, Tripura - 2, 

Manipur - 1. (Subject to 

approval) 

    

  ELISA /rapid test for leptospirosis     

  ELISA for Dengue     

  ELISA for Viral Hepatitis     

  ELISA for Measles     

  Rapid test for Meningococci     

  Blood culture for Typhoid     

  Diptheria culture     

  Cholera culture     

  other (State specific diseases) 

    

  Minor laboratory operating expenses 

(consumables, reagents, kits, office 

expenses, part-time staff costs, 

transport costs, minor repairs, etc) 

Not more than Rs 2,00,000/-

per referral lab per annum      

(Identified No. of  already 

approved labs in States are as 

follows: Andhra Pradesh-9, 

Gujarat-8, Karnataka-8, 

Maharashtra-10, Punjab-4, 

Rajasthan-6, Tamil Nadu-8, 

Uttarakhand-3, West Bengal-

9).                                     A 

total of 25  labs (Govt. 

Medical College) are 

proposed to be included into 

the network in this year from 

Kerala - 5, Haryana - 2, 

Bihar - 6, Orissa - 3, J&K - 

3, Assam - 3, Tripura - 2, 

Manipur - 1. (Subject to 

approval)     

5. ID 

Hospitals 

Office Expenses, Broadband 

Expenses, ICT equipment 

maintainence, monthly/weekly alert 

bulletin, monthly meeting, Annual 

Reports, collection and transportation 

of samples and other misc.expenses 

(to be specified) 

Not more than Rs 3,00,000/- 

per year per site (Kasturba 

Hospital, Mumbai; 

Communicable Disease 

Hospital, Chennai; Sir Ronal 

Ross Tropical and Infectious 

Disease Hospital, Hyderabad; 

Infectious Disease Hospital, 

Delhi; Beleghata General & 

Infectious Disease Hospital, 

Kolkata; Infectious Disease 

Hospital, Ahmedabad; 

Infectious Disease Hospital,     
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Bangalore). 

6. 

Surveillan

ce in 

Metro 

Cities 

Office Expenses, Remunerations, 

Broadband Expenses, ICT equipment 

maintainence, monthly/weekly alert 

bulletin, monthly meeting, Annual 

Reports, collection and transportation 

of samples and other misc.expenses 

(to be specified). Funds to be released 

through the State Surveillance Unit. 

Not more than Rs 10,00,000/- 

per year per city (Mumbai, 

Chennai, Kolkata). 

    

7. New 

Districts 

 Expenses on account of newly 

formed Districts which are not yet 

under IDSP 

Not exceeding Rs 3,50,000/- 

per newly formed district on 

account of non-recurring 

costs (Computer Hardware & 

Accessories etc).     

  Total     
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D.3. NATIONAL VECTOR BORNE DISEASE CONTROL PROGRAM 

(NVBDCP)  

General Instructions 

 The PIP in respect of National Vector Borne Disease Control Programme (NVBDCP) is to be prepared 

for diseases viz., Malaria, Dengue, Chikungunya, Japanese Encephalitis, Lymphatic Filariasis and Kala-

azar. The following points are required to be considered for drafting the PIP.  

1. Epidemiological situation: Disease wise situation analysis for all Vector Bone Diseases (VBD) for 

previous completed year and current year should be indicated in PIP.  For kala-azar the block-wise 

details of Kala-azar cases detected and treated may be indicated. The endemicity map for the diseases, 

the map of vector prevalence and vector susceptibility map should also be included.  

2. PIP should mention the national goal and the State target to achieve the goal.  

3. Resource allocation: District wise resource allocation indicating the assistance required from 

NVBDCP, NRHM flexi fund and State resources should be indicated in a separate sheet (as per 

attached  format). 

4. Diseases wise details should be indicating in the PIP as per guidelines. Detail guidelines have already 

been circulated to the programme officers for preparing the action Plan which will facilitate the 

preparation of PIP.  

5. The guidelines for patterns of assistance to the State/UTs under National Vector Borne Disease 

Control Programme vide MOH&FW letter F.No. Z-17013/1/2009-VBD GoI, MOHFW, dated 8
th
 Oct. 

2010 has also been circulated which may be referred while Preparing PIP. 

6. The PIP should be prepared in consultation with IDSP, ICMR institutions, Medical Colleges and RD 

offices of GOI.  

7. The PIP should also enclose the executive summary for NVBDCP part in following format: 

 

Format for Executive Summary: 

The Executive Summary should give an overview of diseases prevalence in the State, strategy, goals set 

for the year and financial support required. The disease situation in the State should be indicated  is as 

below: 

Year Malaria 

cases 

Malaria 

Deaths  

Dengue 

cases 

Dengue 

deaths 

Chikungunya 

cases 

AES/JE 

cases 

AES/JE 

deaths 

Microfilaria 

rate 

2009         

2010         

 

 In the State (Name the diseases) vector borne diseases are major public health problem.  

 Malaria is endemic in --- (No.) districts viz; --------------------------------------. 

 Dengue is endemic in --- (No.) districts viz; --------------------------------------. 

 Chikungunya is endemic in --- (No.) districts viz; --------------------------------------. 
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 AES including JE is endemic in --- (No.) districts viz; --------------------------------------. 

 Filaria is endemic in --- (No.) districts viz; --------------------------------------. 

 Kala azar is endemic in --- (No.) districts viz; --------------------------------------. 

The general strategy for Prevention and Control of Vector Borne diseases are: 

 Integrated vector control (IRS, fish, chemical and bio-larvicide, source reduction) 

 Early diagnosis and complete treatment 

 Behaviour Change Communication 

 Vaccination only against J.E. 

 No specific drugs against Dengue, Chikungunya and J.E.  

 Annual Mass Drug Administration for Lymphatic Filariasis Elimination   

The requirement for programme implementation has been indicated in detail and the summary is 

indicated below: 

Disease Balance 

from 

previous 

years 

Committed 

expenditure 

Cash 

assistance 

from 

NVBDCP 

Cash 

assistance 

from NRHM 

flexi fund 

State 

resources 

Malaria 

a. Domestic Budget Support 

b. World Bank fund for project  

      States 

c. GFATM fund for project States 

     

Dengue      

Chikungunya      

AES including JE      

Filaria      

Kala-azar      

Kala-azar World Bank Project 

assistance 

     

Total      
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Guidelines for preparing PIP in respect of National Vector Borne Disease Control Programme 

The action plan in respect of NVBDCP is to be prepared for Malaria, Filariasis, Kala-azar, Japanese 

Encephalitis, Dengue, Chikungunya, Capacity Building, IEC/BCC activities and Quality Assurance.  

Besides these technical activities, the Action Plan should include the plan for human resource 

management, establishment, monitoring and evaluation of technical activities as well as utilization of 

funds as per the guidelines.  The following points are required to be considered for drafting the Action 

Plan: 

1. Situation analysis of the disease 

2. Specific Constraints for implementation of the programme 

3. Prioritization of the  areas including the criteria of prioritization 

4. Strategy & innovations proposed. 

5. Requirement for commodity as per technical norms and considering balance of stores, 

consumption capacity and justification. 

6. Cash assistance required from Centre and unspent balance available with State 

7. Assistance for Capacity Building and IEC/BCC/PPP activities may be incorporated. 

 

Malaria 

Target: Annual Parasite Incidence of 1.3 and reduction in malaria mortality by                                      

50% taking the base year of 2006. 

1. Situation analysis of the disease:  (In this section following should be indicated): 

Population of the State: 

Infrastructure Number 

Districts  

CHCs  

PHCs  

HSCs  

Villages  

FTDs  

Any other  
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2. District-wise status of Manpower (sanctioned & vacant)   

      Regular Posts Sanctioned In Position Vacant 

District Malaria Officer    

Assistant Malaria Officer    

Medical Officer    

Senior Malaria Inspector    

Malaria Inspector    

Multi Purpose Health Supervisor    

Multi Purpose Health Assistant or Multi 

Purpose Worker 

   

Lab. Tech.    

Any other category ( pl. specify)    

 

3.Contractual Posts (applicable for the States where MPWs have been sanctioned by NVBDCP and 

Project staff in project districts ( World Bank & GFATM Districts) 

Position Number Remarks 

MPW  Financed by State or 

NRHM 

MPW  NVBDCP 

Lab.Tech.   

Consultants  

(District level & State level) 

  

Malaria Technical Supervisors    

Project monitoring unit staff both at State 

and district level ( indicate positions ) 

  

 

4. Epidemiological Data for 2010 (give district-wise details)* 
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Distric

t 

Persons 

Examined 

Positive Pf No. of 

deaths 

ABER API Pf% SPR SFR 

BSE RDT 

           

    *   Identify districts based on epidemiological situation (using map) for prioritization for focused    

         Interventions and for epidemic preparedness (like deployment of RDK, ACT and targets areas for   

         IRS, LLINs and improvement in surveillance).  

 

Dengue and Chikungunya 

 

1. Disease Situation:  The disease situation for 2010 may be given district-wise as per following 

table: 

 

Sl

. 

N

o. 

Name of 

district/ 

Corporatio

n 

Dengue Chikungunya Remark

s 

Suspecte

d cases 

Blood 

sample

s tested 

Positiv

e 

cases 

Death

s 

Suspect

ed 

cases 

Blood 

sample

s tested 

Positi

ve 

cases 

Death

s 

 

1           

2           

 Total          

 

2. Specific constraints, newer strategy and innovations proposed for implementation of the 

programme:  

 In this section problems related to social mobilization for vector control, inter-sectoral 

coordination, involvement of the village health and sanitation committee, other community based 

organizations etc. should be highlighted. Besides, emergency hospitalization plan in case of 

epidemic/ outbreak in each district, availability of rapid response team & their performance, 

problems for monitoring & evaluation and constraints for analyses of entomological indices for 

early warning signals, time lag in receiving reports from Sentinel Surveillance Hospitals & 

implementation of remedial measures etc should also be described. Availability of the blood 

banks and blood component separation facility at district level & State level should also be 

mentioned.   

Based on the analysis and constraints, the innovative plan in prioritized districts with high disease 

prevalence should be described with detail calendar of activities. 

 

3. Strategy and innovations proposed:  

This section should describe the strategy for reducing the morbidity due to both dengue & 

Chikungunya and to reduce the dengue case fatality rate like,   
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a) Intensification of the entomological surveillance, vector control strategies including 

community involvement for elimination of vector breeding for transmission risk 

reduction and prevention of occurrence of outbreak.   

b) Diagnostic facilities:  No. of Sentinel surveillance Hospitals (SSH) functional against 

number identified should be mentioned district-wise and the performance should be given 

in the following table: 

 

Name 

of 

district 

Name of 

the SSH 

identified 

Name of 

SSH 

functional 

Kits received from 

NIV, Pune/utilized 

Samples received/ 

tested 

Found positive 

Dengue Chik. Dengue Chik. Dengue Chik. 

   -/- -/- -/- -/-   

         

Total         

 

4. Requirement for commodity as per technical norms and considering balance of stores, 

consumption capacity and justification 

Insecticides and larvicides are decentralized items and dealt under urban malaria scheme (UMS). 

Please indicate the requirement for Dengue and Chikungunya together with UMS.  

 

Month wise, institute wise requirement of test kits should be worked out for both Dengue and 

Chikungunya and included in the PIP. For Dengue both ELISA based NS1 antigen detection kit 

(introduced in 2010) and IgM capture ELISA should be worked out based on the epidemiological 

situation (both the kits 1 = 96 tests).  

 

5. Financial Requirement for Dengue and Chikungunya: The assistance required should be 

indicated in the Annexure enclosed. 

Acute Encephalitis Syndrome including Japanese Encephalitis 

 

1. Disease Situation:  The number of cases and deaths of the preceding year may be given in the 

following table: 

Sl.

No 

Name of the District  No. of AES 

cases  

No. of 

Deaths  

No. of Sera/CSF 

Sample tested  

No. Confirmed 

for JE 

      

 

2. Specific constraints, newer strategy and innovations proposed for implementation of the 

programme:   

Details of the specific constraints and innovations made therewith at various levels in the 

following format may be given: 

Sl.No Name of the 

District 

Implementation level at 

which constraint 

observed  

(village/PHCs/CHCs) 

Type of 

constraint   

Suggested 

Solutions   

Any new 

Innovations in 

light of 

constraints  
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3. Monitoring of functioning of Sentinel surveillance Hospital separately for Japanese 

Encephalitis. 

 

Sl.No Name of the 

District 

Total No. of 

Sentinel Sites 

identified  

No. of 

functional    

Reasons for 

non functional 

status  

Suggested 

solutions  

      

 

4. Financial Requirement for JE: The assistance required should be indicated in the Annexure 

enclosed. 

Lymphatic Filariasis 

Goal:  Elimination of lymphatic Filariasis by 2015.  To achieve elimination the micro-filaria rate in all 

the endemic districts should be less than 1% to interrupt the transmission.   

The status of LF endemic districts should be described below for the year 2009 and 2010 (against MDA 

2009 round and 2010 round): 

 

SI. 

No. 

Name of 

Districts 

Population 

at risk 

Coverage 

of eligible 

population 

under 

MDA 

Microfilaria 

rate 

No. of line 

listed total 

lymphoedema 

cases 

No. of line 

listed 

total 

hydrocele 

cases 

No. of 

hydrocele 

operations 

        

The analysis should be done for the districts: 

1. Reporting microfilaria rate more than 1%  

2. Less hydrocele operations conducted.   

After the analysis the plan should be indicated for the poor performing districts.  The plan should describe 

for all the preparatory activities with time schedule and the funds requirement for performing activities as 

per the format.  The third column is to place those activities in the functional heads under NRHM. 

6. Financial requirement for Elimination of Lymphatic Filariasis (ELF): The assistance required should 

be indicated in the Annexure enclosed.The requirement of drugs for the districts to be covered 

under MDA 2011 should be given as per the format indicated below: 

Name of District Population at risk  DEC 100 mg. 

(population x 2.5) 

Albendazole 400 mg 

tabs.(Population x 1)  
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TOTAL    

 

KALA –AZAR (Endemic only in Bihar, West Bengal, Jharkhand and parts of U.P.) 

Goal: Kala-azar is targeted for elimination by 2010 (Global goal is by 2015).  The elimination is to bring 

down the number of kala-azar cases less than 1 per 10,000 populations at block level. 

1. Disease Situation:  The number of Kala-azar cases detected and treated may be indicated in a 

tabular format district-wise as mentioned below.  The map of each district showing PHC, sub-

centres and villages should be drawn indicating the number of Kala-azar cases and deaths.   

Monitoring of Diagnosis and Treatment Compliance of Kala Azar Patients 

% age of people treated after diagnosis  

% age of people completed treated  

Districts Cases  Deaths Cases treated Cases fully 

treated 

(Treatment 

compliance) 

% Treatment 

compliance 

           

           

2. Analysis and implementation plan for next year:   

 

The districts with poor treatment compliance and poor spray coverage should be identified and 

the detail plan should be indicated in PIP for improvement of treatment compliance and also the 

plan for spray coverage of targeted population with date for first and second round alongwith the 

previous year‟s performance should be given.  

3. Strategy & innovations proposed:   

This section should describe the strategy for elimination of Kala-azar to achieve the goal of its 

elimination by 2010.  The intensification in implementation of strategy would require innovations 

at local level which need to be highlighted in this section. If any success due to such innovations 

has been experienced in the past, the same may be highlighted with its achievement.  

4. Requirement for commodity as per technical norms and considering balance of stores, 

consumption capacity and justification:   

The requirement of all the commodities as per technical norms and the balance available should 

be projected.   

5. Financial assistance required from Centre:  100% support for operational cost is provided 

under domestic budget support from GoI and additional support is also provided under assistance 

from World Bank.  Therefore, the demand should be as per the format indicated below: 
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Annexure-I 

Financial Proposal for Vector Borne Diseases 

 

Component (Sub- Component) 

Financial 

requirem

ent (in 

Rs.) 

To be placed in 

functional head as per 

NRHM 

Malaria    

DBS    

MPW  Human Resource 

ASHA Honorarium  
Honorarium and Incentive 

State Project Management Unit (erstwhile GFATM States - 

Orissa , Jharkhand , West Bengal dropped from Rd 9) 

 
  

Consultant (M&E)  Human Resource 

Consultant (Finance)  Human Resource 

Consultant (IEC / PPP)  Human Resource 

Secretarial Assistant   Human Resource 

DEO   Human Resource 

District ( erstwhile GFATM project district dropped from Rd 9 )    

Malaria Technical Supervisor (MTS)   Human Resource 

LT  Human Resource 

IRS Indoor Residual Spray    

Operational Cost     

Spray Wages - for NE States and UTs without legislation  Operating Cost 

Impregnation  of Bed nets-  for NE States  Operating Cost 

Monitoring , Evaluation & Supervision & Epidemic Preparedness 

including mobility 

 
Operating Cost 

Procurement of Bednet / LLIN  Procurement 

IEC/BCC  IEC & BCC 

PPP / NGO activities  PPP/NGO 

Training / Capacity Building  Training 

Drugs    

Chloroquine phosphate tablets  Procurement 

Primaquine tablets  Procurement 

Quinine sulphate tablets  Procurement 

Quinine Injections  Procurement 

Sulphadoxine + Pyremethamine tablets  Procurement 

RDT Malaria (For Non Project Areas)  Procurement 

ACT ( For Non Project Areas)  Procurement 

Insecticides    

DDT 50% wdp  Supplied 

by GOI  
Procurement 

Synthetic Pyrethroid - for UT without legislation  Procurement 

Malathion 25% wdp / Technical  Procurement 

UMS – Larvicides    
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Temephos, Bti(WP), Bti(AS) (for polluted & non polluted water)  Procurement 

Pyrethrum extract 2%  Procurement 

Additional support under World Bank States    

Human Resource  Human Resource 

Training /Capacity building   Training 

Mobility support for  Monitoring Supervision & Evaluation & 

review meetings, Reporting format( for printing formats)  

 
Operating Cost 

Additional support under GFATM  States    

Project Management Unit (NE States except Sikkim)  Human Resource 

Training/Capacity Building  Training 

Planning and Administration( Office expenses recurring 

expenses, Office automation , printing and stationary for running 

of project) 

 

Operating Cost 

Infrastructure and Other Equipment (Computer Laptops, printers, 

Motor cycles for MTS ) 

 
Infrastructure 

Mobility support for  Monitoring Supervision & review 

meetings,( including travel expenses, operational research, project 

evaluation etc) 

 

Operational Cost 

Total Malaria (DBS + EAC)    

Activities for Dengue & Chikungunya   

Strengthening surveillance  (As per GOI approval) 

 Apex Referral Labs recurrent @ Rs.1.00 lakh per lab. 

 Sentinel surveillance Hospital recurrent @ Rs. 0.50 lakhs per 

lab. 

 Financial aid/grant 

to institutions 

Test kits (Nos.) to be supplied by GoI (kindly indicate numbers of 

ELISA based NS1 kit and Mac ELISA Kits required separately) 

Supplied by 

GoI 

Not applicable 

Monitoring/Supervision and Rapid Response  Operating cost  

Epidemic Preparedness   Operating cost 

IEC/BCC/Social Mobilization  IEC 

Training/Workshop  Training 

Total Dengue/Chikungunya   

Activities for AES/JE   

Sentinel Sites which will include diagnostics and management as 

well as supply of Elisa kits  

 Procurement 

IEC/BCC specific to J.E. in endemic areas  IEC 

Training specific for J.E. prevention and management  Training 

Monitoring  Operating cost 

Procurement of insecticides (Technical Malathion)  Procurement 

Activities for ELF   

State level meeting viz. State Task Force meeting, State Technical 

Advisory Committee  (TAC) meeting  

 Operational Cost 

 

Training/sensitization of district level officers on ELF  Training 

IEC/BCC for ELF at State level   IEC 

Printing of forms for line listing, MDA reports & registers for 

drug distributors etc. 

 Operational Cost 

Mobility support for M&E   Operational Cost 

Dist. Coordination committee meeting in each district    Operational Cost 

Sensitization of Media and other voluntary organizations   Operational Cost 
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IEC/BCC for ELF at district level, CHC, PHC, Sub-centre, 

Village including VHSC/GKS for community mobilization efforts 

to realize the desired drug compliance of 85% during MDA 

 IEC 

Capacity building of peripheral health workers and drug 

distributors for MDA 

 Training 

Demonstration of home based morbidity management for 

lymphoedema cases  

 Operational Cost 

Hydrocelectomy for lymphoedema cases   Operational Cost 

Microfilaria survey in the night in identified sentinel and random 

villages and wards in urban areas before MDA in each filaria 

endemic districts  

 Operational Cost 

Honorarium to drug distributors including ASHA involved in 

MDA  
 Honorarium & 

Incentives   

Honorarium to supervisor to Drug distributors   Honorarium & 

incentives  

Monitoring and supervision by district, block, PHC and health 

supervisors including mobility support and support for rapid 

response team  

 Operational Cost 

Post MDA assessment by medical colleges (Govt. & private)/ 

ICMR institutions.  

 Operational Cost 

 Any other Innovations  Operational Cost 

Total financial requirement as per NRHM functional heads 

a) Training 

b) IEC 

c) Operational Cost 

  

Total Filaria elimination   

Activities for Kala-azar   

DDT 50% Supplied by GoI  

Not applicable Amphotericin-B 

Miltefosine 

RDK for Kala-azar 

Case search  Operating cost 

Spray Pumps  Procurement 

Operational cost for spray including spray wages  Operating cost 

Mobility/POL   Operating cost 

Training for spraying  Training 

BCC/IEC  IEC 

Monitoring & Evaluation  Operating cost 

Kala-azar Sub-Total (DBS)   

Kala-azar World Bank assisted Project (EAC)   

Human resource  Human Resource 

Capacity building  Training 

Mobility  Operating cost 

Kala-azar Sub-total (World Bank Project assistance)   

Kala-azar Total   

Grand total for cash assistance under NVBDCP    

Total cash assistance required under NRHM flexi fund   

Assistance required for decentralized commodities    

Grand total   
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Statement showing the Budget District -wise/Scheme-wise break-up  2012-13 in respect of  NVBDCP  

(Figures in Lakhs) 
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Note 1 : The total should be projected in detail in PIP. This is to facilitate district wise allocation from NRHM while 

release the funds 

Note 2 : These are not the financial head but only for activities 

Note 3 : Any acitivity(s) which is required for the programme may be added in a separate column 
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D.4 NATIONAL LEPROSY ERADICATION PROGRAMME 
 

 The year 2012-13 is to be the first year of the 12
th
 Five Year Plan. The 12

th
 Plan proposal is now 

under consideration of the Govt. and once the same is finalized, actual allocation under each category will 

be known. However the State/District will have to prepare the Action Plan based on proposed rates 

indicated in these guidelines. The emphasis here is on the planning of the Physical targets to be achieved 

during the year. 

 As in the past years, while preparing the State action plan following points may please be kept: 

 The District action plans will be first drawn up. 

 The State will compile the District plans and prepare the State plan for submission to the 

GOI for sanction.  

 While preparing the District/State plans the NRHM authorities at District/State will be duly 

consulted and get approval for.  

 The State action plan will also include activities to be supported by ILEP indicating clearly 

the items, Quantity, time frame and budget.  

The action plan should cover all important activities for achievements of the results proposed, 

indicating unit cost, physical targets and proposed budget required for each activity. The action plan 

should be realistic, comprehensive and specific, so that it is clear and performance can be measured at 

appropriate intervals. As mentioned earlier financial norms indicated in these guidelines be followed now, 

which can be subsequently modified, alongwith the NRHM financial guidelines issued from time to time.  

I. Situation analysis  

Identify the strength, weakness, opportunities and threats, indicate new initiatives suggested to 

improve physical & financial performance of the State/UT (if any). 

 

II. Performance under NLEP 

 

S.No. Indicators 2006-

07 

2007-

08 

2008-

09 

2009-

10 

2010-

11 

1 No. of new cases detected 

(ANCDR/100,000) 

          

2 No. of cases on record at year end 

(PR/10,000) 

          

3 No. of Grade II disability among new cases 

(%) 

          

4 Treatment Completion Rate           

5 Reconstructive Surgery conducted           

Total     -     

 

(Cumulative number to be mentioned and Rate/Percentage to be given in brackets). 
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III. NLEP annual plan for the year 2012-13 

 

The main thrust areas under NLEP for the XIIth Plan are: 

1. Achieving elimination of leprosy in all the districts of the country  

2. Reduction in Gr. II disability through prevention of disability (POD) and Reconstructive 

Surgery.  

  To make NLEP planning compliant with NRHM guidelines, the 12
th
 plan proposal has been 

made a result based plan. Following 8 results are proposed to be achieved at the end of the 12
th
 Plan 

period i.e. by March 2017. 

i. Improved early case detection 

ii. Improved case management  

iii. Stigma reduced 

iv. Development of leprosy expertise sustained 

v. Research supported evidence based programme practices 

vi. Monitoring supervision and evaluation system improved 

vii. Increased participation of persons affected by leprosy in society  

viii. Programme management ensured  

 

 The State/UT may outline their annual plan for achievements of above results under the following 

functional heads: 

1. Improved early case detection 

 

Under this result based initiative following two activities need to be planned district wise - 

1.1. Performance based incentive to ASHA and sensitisation to new ASHA. 

 

S.NO No. of ASHA activity Number Unit Cost per 

person (Rs.)  

Total amount 

(Rupees) 

1   100  

2 Incentive to ASHA MB 

PB 

500 

300 

 

Total - -  

1.2. Special activities in high endemic districts where ANCDR is more than 10 per 100,000 

population 

Special activities in high endemic district No. of 

Block 

Unit cost 

per Block 

(Rs.) 

Amount for 

districts 

(Rupees) 

Special activities*       

In High endemic districts 

-       Active search 

-       Capacity building of staff 
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-       Awareness drive 

-       Enhanced - monitoring and supervision – 1 person per 

block 

-       Validation of MB and child cases 

 

2. Improved case management 

Activities to be planned are- 

2.1. DPMR services – To be calculated for each district 

 

S.No Item No. required Unit cost 

(Rupees) 

Total 

amount 

(Rupees) 

1 MCR footwear Persons with insensitive feet 

X 2 pairs 

300   

2 Aids & appliance 24000 

3 Welfare allowances for RCS 

patient 

5000 

4 RCS reimbursement to 

Institutions 

5000 

Total - -   

2.2. Urban Leprosy Control 

To be calculated for State/UT based on identified urban areas located. 

S.No Category of urban 

area 

Number Unit cost 

(Rupees) 

Total 

amount 

(Rupees) 

1 Township   114000   

2 Medium city –I 240000 

3 Medium city – II 472000 

4 Mega city 560000 

Total       

2.3. MDT Supply 

 

To be supplied to the States/UTs by the centre, not to be budgeted by State/UT. 

2.4. Materials and supplies 

To be calculated for State/UT according to the number of districts 

S.No Item No. of 

districts 

Unit cost per 

district 

(Rupees) 

Total 

amount 

(Rupees) 

1 Supportive Drugs & dressings   50,000   

2 Laboratory reagents and 

equipments 

  10,000   

3 Printing works   20,000   
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2.5. NGO Services 

 

To be calculated at State level on the basis of NGO involved through SET Schemes. 

No. of NGO under SET 

Scheme 

Unit cost per NGO (Rupees) Amount (Rupees) 

  800,000   

 

3. Stigma reduced 

 

Objective of the communication plan will be – 

 

 To develop effective communication vis-à-vis the target audiences and take on the task of 

effectively delivering the same. 

 To complement and support the detection and treatment services being provided through 

the General Health Care System, making it more acceptable to the community. 

 To strive to remove stigma surrounding leprosy and prevent discrimination against 

leprosy affected persons. 

 To specifically cover clients, Health providers, influencers and the masses. 

State/UT IEC plan will be drawn up in the Annual Plan under the following heads: 

S.No Medium No. of 

districts 

Unit cost per 

district 

(Rupees) 

Total 

amount 

(Rupees) 

1 Mass Media   28,000   

(TV, Radio Press) 

2 Outdoor Media   28,000   

3 Rural Media   39,000   

4 Advocacy meeting   5000   

Total   100000   

 

 *The State Leprosy Officer will be able to distribute the total funds on the basis of actual 

requirements of each district keeping adequate funds at State level under Mass Media and 

Advocacy meetings.  

4. Development of Leprosy Expertise sustained 

The training plan will be prepared at the district level based on actual need per year. Need 

assessment will first be done so that annual plan can be developed as below- 

A. Calculated for each district – 

 



 

 

 

190 

S.No Type of training No. to be 

trained in 

the 

District 

No. of 

course for 

30 persons 

Unit cost 

per course 

(Rs.) 

Amount 

(in Rs.) 

1 Medical Officer ( 2 days)     74500   

2 Physiotherapist (2 days)     50400   

3 Lab. Technician (2 days)     50400   

4 Health Supervisor/ Health Worker (2 days)     50400   

Total     -   

B. Calculation for State/UT 

S.No Type of training No. to be 

trained in 

the 

District 

No. of 

course  for 

30 persons 

Unit cost 

per course 

(Rs.) 

Total 

amount 

(in Rs.) 

1 District level Training from Table - A - - -   

2 Management Training for District Nucleus 

Teams 

    108000   

Total -   -   

5. Research supported evidence based programme practices 

 

This activity will be organised from the Central Level. However, States are often 

involved in Operational Research as a Partner with WHO, ILEP, ICMR and other research 

organizations with fund support from such organizations. Such details may be included under the 

Additional ties proposed separately in the plan. 

6. Monitoring, Supervision and Evaluation system improved 

 

6.1. Travel cost and Review Meetings  

 

S.No. Activity No. of unit 

(State/District) 

Unit cost 

(Rupees) 

Total 

(Rupees) 

1 Travel cost for contractual persons at State 

level (Tick one of these) 

>50 distt. 1,50,000   

>25-49 distt. 100,000 

>10-24 distt. 80,000 

>5-9 distt. 60,000 

Upto 5 distt. 40,000 

2 Travel cost for contractual persons at district 

level 

  25,000   

3 State level Review meetings (Quarterly) 4 20000 to    

50,000 

Total - -   

 

 



 

 

 

191 

6.2. Office operation and maintenance 

 

This may be calculated for State/UT according to number of districts 

 

S.No Item No. of 

districts 

Unit cost 

per district 

(Rupees) 

Total 

amount 

(Rupees) 

1 Rent, Telephone, Electricity, P&T 

charges, Miscellaneous District 

  35000   

2 State Leprosy Cell   75000   

3 Office Equipment Maintenance cost   50000   

State Leprosy Cell 

Total       

 

6.3. Consumables 

This may be calculated for State/UT according to number of districts 

 

S.No Item No. of 

districts 

Unit cost 

per district 

(Rupees) 

Total 

amount 

(Rupees) 

1 Stationary Items District   30000   

2 State Leprosy Cell   50000   

  Total       

 

6.4. Vehicle Hiring and POL/Maintenance  

S.No Item No. of 

districts 

No. of 

Vehicle 

Unit cost 

per district 

(Rupees) 

Total 

amount 

(Rupees) 

1 District Leprosy Unit   1 150000   

2 State Leprosy Cell   2 200000   

  Total         

 

7.  Increased participation of persons affected by Leprosy in Society 

 

One member from the local leprosy Disabled Persons Organisations (DPO) may be 

included to encourage increased participation of persons affected by leprosy in planning as well 

as in programme implementation in each of the following Committees: 

 

i) Village Health, Sanitation & Nutrition committee 

ii) PHC Health Monitoring and Planning committee  

iii) Block Health Monitoring and Planning committee 

iv) District Health Monitoring and Planning committee   
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v) State Health Monitoring and Planning committee 

 

8. Programme Management ensured 

 

8.1. Contractual staff at State level – as per existing strength  

 

 

S.No Category No. of 

posts 

Unit cost * 

per month 

Cost per 

year 

(Rupees) 

1 Surveillance Medical Officer   40,000   

2 BFO Cum Admn. Officer   30,000   

3 Admn. Asstt.   16,000   

4 DEO   12,000   

5 Driver   11,000   

Total - -   

*The salaries are indicative and need to be firmed up considering respective State salaries and 

NRHM scale for similar categories of staff. 

8.2. District Leprosy Societies 

 

Few contractual posts for the high endemic districts proposed in 12
th
 Plan.. States may plan 

indicating their need for this purpose subject to final approval. 

S.No Category of post No. of district 

identified 

Unit cost 

per month 

Unit cost 

per year 

Total 

cost 

1 Medical Officer (high endemic district)   40,000     

2 Physiotherapist at District Hospital 

(endemic district) 

  25,000     

3 Driver (General)   11,000     

Total - - -   

 

 

8.3. Special Provision for selected States/UTs 

 

As in the previous plans, the staff provided on contractual basis may be planned as below: 

 

S.No State/UT No. of 

NMS 

Unit cost 

per month 

(Rs.) 

Unit cost 

per year 

(Rs.) 

Total cost 

(Rs.) 

1 Punjab 20 20,000 2,40,000 48,00,000 

2 Haryana 21 20,000 2,40,000 50,40,000 

3 Delhi 10 20,000 2,40,000 24,00,000 

4 Chandigarh U.T. 2 20,000 2,40,000 4,80,000 

5 Dadra & Nagar Haveli 2 20,000 2,40,000 4,80,000 
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6 Lakshadweep 1 20,000 2,40,000 2,40,000 

Total 56 - - 134,40,000 

 

8.4. High endemic Blocks 

 

Special provision for providing one Para Medical Worker on contractual basis for leprosy 

supervision, monitoring and programme implementation in high endemic blocks have been 

proposed and to be provided subject to approval of the Govt. The States/UT may prepare the plan 

as below- 

 

S.No Category of post No. of 

high 

endemic 

blocks 

identified 

Unit cost 

per month 

(Rs.) 

Unit cost 

per year 

(Rs.) 

Total 

cost 

(Rs.) 

1 Paramedical Worker   16,000 1,92,000   

IV. Additionality in Annual Plan 

1. NRHM  
Details of activities with justification for which Additionality funds are proposed 

and agreed by the State NRHM may be indicated. 

 

2. WHO, ILEP, ICMR and Other Organizations 

Project activities planned to be carried out with such other partner organizations 

with justification indicating budget may be shown separately for each 

organization. 

NOTE :  A summary of the State/UT budget proposal will be indicated in the 

attached Format. 

 

Format for submitting budget proposal under NLEP for 2012-13(Rs. in lakhs) 

Sl. 

No. 

  
Functional head wise budget  

Name of 

ASHA 

S

pecial 

Activi

ties 

(209D

istt.) 

Improved case management 

S

tigm

a 

Redu

ction 

(IEC

) 

Trai

ning 

Moni

torin

g & 

Supe

rvisi

on 

Pr

og

ra

m

m

e 

M

an

ag

e

m

en

t 

(C

on

Total 

Budget 

District 

    

  

  

DPMR Urban 

Mate

rial 

& 

NGO 

  

  

  
Supp

lies   
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tr

ac

tu

al 

P

os

t) 

1   
                    

  

2   
                    

  

A- Total of 

Districts                     

  

  B- State  

                    

  

  HQ Cell 

 Grand total 

(A+B)                     

  

 

Additionality 

 

 

 

 

 

 

 

 

 

 

Organization Project details Total Budget 

NRHM     

WHO     

ILEP     

Other Organization (Specify)     

Total     
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D.5 NATIONAL PROGRAMME FOR CONTROL OF BLINDNESS: 

 

NATIONAL PROGRAMME FOR 

CONTROL OF BLINDNESS 

GRANT-IN-AID TO STATES/UTS 

FOR VARIOUS 

PHYSICAL 

TARGET 

 

FUNDS 

REQUESTED 

 

REMARKS 

 

 

 

 

 

 

 

*Recurr

ing 

Grant-

in aid 

a. For Free Cataract 

Operation schemes as 

per financial norms@ 

Rs.750/- per case 

   

B. Other Eye Diseases@ 

Rs.1000/- 

   

c. School Eye Screening 

Programme@ Rs.200/- 

per case 

   

d. Blindness Survey    

e. Private Practitioners 

@as per NGO norms 

   

f. Management of State 

Health Society and 

Distt. Health Society 

Remuneration (salary , 

review meeting, hiring 

of vehicle and Other 

Activities & 

Contingency) @ Rs.14 

lakh/ Rs.7 lakh 

depending on the size 

of State 

   

g. Recurring GIA to Eye 

Donation Centers @ 

Rs.1000/-  per pair 

   

h. Eye Ball  Collection 

and Eye Bank @ 

Rs.1500/- per pair 

   

i. Eye Ball Collection@ 

Rs.1500/- 

   

j. Training PMOA     

k. IEC, Eye Donation 

Fortnight, World Sight 

Day &  awareness 

programme in State & 

districts etc.  

   

l. Procurement of 

Ophthalmic Equipment 
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m. Maintenance of 

Ophthalmic 

Equipments 

   

Non- 

Recurri

ng 

Grant-

in-aid 

a. For RIO (new) @ Rs.60 

lakh 

   

b. For Medical College@ 

Rs.40 lakh 

   

c. For  vision Centre @ 

Rs.50000/- 

   

d. For Eye Bank @ Rs.15 

lakh 

   

e. For Eye Donation 

Centre @ Rs.1 lakh 

   

f. For NGOs @ Rs.30 

lakh 

   

g. For Eye Wards and Eye 

OTS @ Rs.75 lakh 

   

h. For Mobile Ophthalmic 

Units with tele-network 

@ Rs.60 lakh 

   

 i. Grant-in-aid for 

strengthening of   Distt. 

Hospitals @ Rs.20 lakh 

   

 j. Grant-in-aid for 

strengthening of   Sub 

Divisional. Hospitals@ 

Rs.5 lakh 

   

Contrac

tual 

Man 

Power 

a. Ophthalmic Surgeon@ 

Rs.25000/- p.m 

   

b. Ophthalmic Assistant 

@ Rs.8000/- p.m 

   

c. Eye Donation 

Counsellors @ 

Rs.10000/- p.m. 

   

Total     

* The unutilized funds in any of the above said recurring components may be used in any 

other recurring component. 
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D.6 REVISED NATIONAL TUBERCULOSIS CONTROL PROGRAM 
 

Annual Plan for Programme Performance & Budget for the year 

1
st
 April 2012___ to 31

st
 March_2013___ 

State: ___________________ 

 

Objectives: 

1. To achieve and maintain a cure rate of at least 85% among newly detected infectious (new sputum 

smear positive) cases, and 

2. To achieve and maintain detection of at least 70% of such cases in the population 

 

This action plan and budget have been approved by the STCS. 

 

Signature of the STO__________   _______ 

Name_______________   __________________ 

Section-A – General Information about the State 

1 State Population (in lakh) please give projected population for next year  

2 Number of districts in the State  

3 Urban population   

4 Tribal population   

5 Hilly population  

6 Any other known groups of special population for specific interventions 

(e.g. nomadic, migrant, industrial workers, urban slums, etc.) 

 

(These population statistics may be obtained from Census data /State Statistical Dept/ District plans) 

No. of districts without DTC: ______ 

No. of districts that submitted annual action plans, which have been consolidated in this State plan: _____ 

Organization of services in the State: 

S. 

No. 

Name of the District Projected 

Population (in 

Lakhs) 

Please indicate number of 

TUs of each type 

Please indicate no. of 

DMCs of each type in the 

district 
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Govt NGO Public 

Sector* 

NGO Pri

vat

e 

Se

cto

r^ 

        

        

 Total       

*Public Sector includes Medical Colleges, Govt. health department, other Govt. department and PSUs 

i.e. as defined in PMR report 

^ Similarly, Private Sector includes Private Medical College, Private Practitioners, Private 

Clinics/Nursing Homes and Corporate sector 

RNTCP performance indicators:  

Important: Please give the performance for the last 4 quarters i.e. Oct 2010 __ to September 2011_____ 

Name of the 

District (also 

indicate if it is 

notified hilly or 

tribal district) 

Total 

number of 

patients 

put on 

treatment* 

Annualised 

total case 

detection rate 

(per lakh 

pop.)  

No of new 

smear 

positive 

cases put 

on 

treatment * 

Annualised 

New smear 

positive case 

detection rate 

(per lakh 

pop) 

Success 

rate for 

cases 

detected 

in the last 

4 

correspon

ding 

quarters 

Plan for the next 

year 

Proport

ion of 

TB 

patient

s tested 

for 

HIV 

No. of 

MDR 

TB 

suspects 

identifie

d and 

subjects 

to 

C/DST 

of 

sputum 

No. of 

MDR 

TB 

cases 

diagnose

d & put 

on 

treatmen

t 

Annualized 

NSP case 

detection 

rate 

Succe

ss 

rate  

           

           

Total           

* Patients put on treatment under DOTS regimens only are to be included.
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Section B – List Priority areas at the State level for achieving the objectives planned:  

S.No. Priority areas Activity planned under each priority area 

1  

 

1 a) 

1 b) 

1 c) 

2  2 a) 

2 b) 

2 c) 

3  3 a) 

3 b) 

3 c) 

4  4 a) 

4 b) 

4 c)  

5  5 a) 

5 b) 

5 c) 

Priority Districts for Supervision and Monitoring by State  during the next year 

S No 

 

District Reason for inclusion in priority list 
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Section C – Consolidated Plan for Performance and Expenditure under each head, including 

estimates submitted by all districts, and the requirements at the State Level  

1. Civil Works 

Activity No. 

required 

as per 

the 

norms in 

the State  

No. 

already 

upgraded/ 

present in 

the State  

No. 

planned to 

be 

upgraded 

during next 

financial 

year  

Pl provide 

justification if an 

increase is planned 

in excess of norms 

(use separate sheet 

if required) 

Estimated 

Expenditure 

on the 

activity 

Quarter 

in which 

the 

planned 

activity 

expected 

to be 

completed 

 (a) (b) (c) (d) (e) (f) 

STDC/ IRL       

STO Office       

DOTS Plus 

Sites 

      

SDS       

DTCs        

TUs        

District Drug 

Stores  

      

DMCs        

TOTAL   

2. Laboratory Materials 

Activity Amount 

permissible 

as per the 

norms in 

the State  

Amount 

actually 

spent in 

the last 

4 

quarters  

Procurement 

planned 

during the 

current 

financial 

year (in 

Rupees) 

Estimated 

Expenditure 

for the next 

financial year 

for which plan 

is being 

submitted 

(Rs.) 

Justification/ Remarks 

for (d) 
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 (a) (b) (c) (d) (e) 

Purchase of Lab 

Materials by 

Districts 

     

Lab materials for 

EQA activity at 

STDC (eg.  Lab 

consumables for 

trainings, 

preparation of 

Panel slides etc) 

     

Lab materials & 

consumables for 

Culture/DST 

activity at IRL and 

other Accredited 

Culture & DST 

labs in Govt. sector 

including Medical 

Colleges 

     

 

13. Honorarium 

Activity Amount 

permissible 

as per the 

norms in 

the State  

Amount 

actually 

spent in 

the last 

4 

quarters  

Expenditure 

(in Rs) 

planned for 

current 

financial 

year  

Estimated 

Expenditure for the 

next financial year 

for which plan is 

being submitted 

(Rs.) 

Justification/ 

Remarks for 

(d) 

 (a) (b) (c) (d) (e) 

Honorarium for 

DOT providers 

(both tribal and 

non tribal 

districts) 

     

Honorarium for 

DOT providers of 

Cat IV patients 
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Actual Fares for 

Public transport 

to MDR TB 

patients (on 

DOTS‐Plus 

Treatment) and 1 

attendant for 

travel to 

DTC/DOTS Plus 

site/IRL for 

follow up 

examination.  

     

      

 

 No. presently involved in 

RNTCP 

Additional enrolment proposed for the next 

fin. year 

Community volunteers in 

all the districts* 

  

* These community volunteers are other than  salaried employees of Central/State government and are 

involved in provision of DOT e.g. Anganwadi workers, trained dais, village health guides, ASHA, other 

volunteers, etc. 

Annual Action Plan Format Advocacy, Communication and Social Mobilization (ACSM) for 

RNTCP 

1) Information on previous year‟s Annual Action Plan  (Communication Facilitators ) 

a) Budget proposed in last Annual Action Plan: ……………….  

b) Amount released by the State: ………………….. 

c) Amount Spent by the district- ………………… 

2) Permissible budget as per norm :  …………………… 

3) Budget for next financial year for the district as per action plan detailed below: 

………………………. 

Program 

Challeng

es to be 

tackled 

by 

ACSM 

during 

the Year 

WHY 

 

ACSM 

Objective 

For 

WH

OM 

 

Targ

et 

Audi

WHAT 

 

ACSM 

Activities 

When 

 

Time Frame 

 

By 

WHO

M 

 

Monitoring 

and 

Evaluation 

 

Budget 
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20012-13 ence 

 

Based on 

existing 

TB 

indicators 

and 

analysis 

of 

communi

cation 

challenge

s  

(Maximu

m 3 

Challeng

es ) 

Desired 

behavior 

or action 

(make 

SMART: 

specific, 

measurabl

e, 

achievable

, realistic 

& time 

bound 

objectives) 

 

 Activ

ities  

Medi

a/ 

Mate

rial 

Requ

ired 

Q

1 

Q

2 

Q

3 

Q

4 

Key 

implem

enter 

and 

RNTC

P 

officer 

respons

ible for 

supervi

sion 

Outp

uts;  

 

Evid

ence 

that 

the 

activi

ties 

have 

been 

done  

Outco

mes:  

 

Evide

nce 

that  it 

has 

been 

effecti

ve 

Total 

expenditur

e for the 

activity 

during the 

financial 

year 

Challenge 1.  

 Advocacy Activities  

             

      

      

     

 

 

Communication Activities  

          1.    

           

         

         

Social Mobilization activities  
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Challenge 2:  

Advocacy Activities  

  2.            

Communication Activities  

             

        

Social Mobilization  

             

Challenge 3:-  

Advocacy activities  

 

 

            

Communication activities  

 

            

            

            

Social Mobilization Activities  

             

                                                                                                                                             

TOTAL BUDGET 

 

Comments, if any:-  

Prepared by:- 
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5.Equipment Maintenance: 

Item No. actually 

present in the 

State  

Amount 

actually 

spent in 

the last 

4 

quarters  

Amount 

Proposed 

for 

Maintenance 

during 

current 

financial yr.  

Estimated 

Expenditure 

for the next 

financial year 

for which plan 

is being 

submitted 

(Rs.) 

Justification/ 

Remarks for (d) 

 (a) (b) (c) (d) (e) 

Computer  

(maintenance includes 

AMC, software and 

hardware upgrades, 

Printer Cartridges and 

Internet expenses) 

     

Binocular Microscopes 

(RNTCP) 

     

STDC/ IRL Equipment      

Any Other (pl. specify)      

TOTAL      
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5. Training: 

Activity No. in the 

State  

No. 

already 

trained in 

RNTCP  

No.  planned to be trained 

in RNTCP during each 

quarter of next FY (c) 

Expenditur

e (in Rs) 

planned for 

current 

financial 

year  

Estim

ated 

Expen

diture 

for the 

next 

financ

ial 

year  

Justifi

cation

/ 

remar

ks 

(Rs.) 

  (a) (b) Q1 Q2   Q3  

Q

4 

(d) (e) (f) 

Training of STO/STDC/APM- 

Epidemiologist/TB-HIV 

coordinator /IRL Microbiologist 

and other staff/ Medical College 

Faculties /DTOs (at National 

level) 

                  

Training of  Sr DOTS Plus & TB 

–HIV Supervisor  

                  

Training of MO-TCs                   

Training of MOs (Govt + Non-

Govt) 

                  

Training of LTs of DMCs- Govt 

+ Non Govt 

                  

Training of MPWs                   

Training of MPHS, pharmacists, 

nursing staff, BEO etc 

                  

Training of Community 

Volunteers 

                  

Training of Pvt Practitioners                   

Other trainings # Re- training of 

MOs 

                  

Re- Training of LTs of DMCs                   

Re- Training of MPWs                   

Re- Training of MPHS, 

pharmacists, nursing staff, BEO  

                  

Re- Training of CVs                    

Re-training of Pvt Practitioners                   
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#  Please specify              TOTAL    ______________ 

Activity No. 

in 

the 

State  

No. 

already 

trained 

in 

RNTCP  

No.  planned to be 

trained in RNTCP 

during each 

quarter of next FY 

(c) 

Expenditure 

(in Rs) 

planned for 

current 

financial 

year  

Estimated 

Expenditure 

for the next 

financial 

year  

(Rs.) 

Justification/ 

remarks 

   Q1       Q2 Q3 Q4    

TB/HIV Training of MO-TCs 

and MOs 

         

TB/HIV Training of STLS, 

LTs , MPWs, MPHS, 

Nursing Staff, Community 

Volunteers etc 

         

TB/HIV Training of STS          

Training of MOs and Para 

medicals in DOTS Plus for 

management of MDR TB 

         

 

Provision for Update 

Training at Various Levels # 

         

Review Meetings at State 

Level          

Any Other Training Activity 

(Sates hosting National 

DOTS Plus Training--- 

Budget it here) 
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7. Vehicle Maintenance: 

Type of Vehicle Number 

permissible 

as per the 

norms in 

the State  

Number 

actually 

present  

Amount spent 

on POL and 

Maintenance 

in the 

previous 4 

quarters  

Expenditure 

(in Rs) 

planned for 

current 

financial 

year 

Estimated 

Expenditure for the 

next financial year 

for which plan is 

being submitted 

(Rs.) 

Justification/ 

remarks 

 (a) (b) (c) (d) (e) (f) 

Four Wheelers       

Two Wheelers       

TOTAL   

 

8. Vehicle Hiring*: 

Hiring of 

Four 

Wheeler 

Number 

permissible 

as per the 

norms in the 

State  

Number  

actually 

requiring 

hired 

vehicles   

Amount 

spent in 

the prev. 

4 qtrs  

Expenditure (in 

Rs) planned for 

current 

financial year 

Estimated 

Expenditure for the 

next financial year for 

which plan is being 

submitted (Rs.) 

Justification/ 

remarks 

 (a) (b) (c) (d) (e) (f) 

For STC/ 

STDC 

      

For DTO       

For MO-TC       

TOTAL   

* Vehicle Hiring permissible only where RNTCP vehicles have not been provided 
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9. NGO/ PP Support: 

NGO/ PP Support: (New schemes w.e.f. 01-10-2008) 

Activity No. of 

currently 

involved 

in 

RNTCP  

Additional 

enrolment 

planned 

for this 

year  

Amount 

spent in 

the 

previous 

4 

quarters  

Expenditure 

(in Rs) 

planned for 

current 

financial 

year 

Estimated 

Expenditure 

for the next 

financial 

year for 

which plan 

is being 

submitted 

(Rs.) 

Justification/ 

remarks 

 (a) (b) (c) (d) (e) (f) 

ACSM Scheme: TB 

advocacy, 

communication, and 

social mobilization 

      

SC Scheme: Sputum 

Collection Centre/s 
      

Transport Scheme: 

Sputum Pick-Up and 

Transport Service 

      

DMC Scheme: 

Designated Microscopy 

Cum Treatment Centre 

(A & B) 

      

LT Scheme: 

Strengthening RNTCP 

diagnostic services 

      

Culture and DST 

Scheme: Providing 

Quality Assured Culture 

and Drug Susceptibility 

Testing Services 

      

Adherence scheme: 

Promoting treatment 

adherence 

      

Slum Scheme: 

Improving TB control in 

Urban Slums 
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Tuberculosis Unit 

Model 
      

TB-HIV Scheme: 

Delivering TB-HIV 

interventions to high 

HIV Risk groups 

(HRGs) 

     
 

 

TOTAL   

 

10. Miscellaneous: 

Activity* 

e.g. TA/DA, 

Stationary, etc 

Amount 

permissibl

e as per 

the norms 

in the 

State  

Amount 

spent in 

the 

previous 4 

quarters  

Expenditure 

(in Rs) 

planned for 

current 

financial year 

Estimated 

Expenditure for 

the next 

financial year  

(Rs.) 

Justification/ remarks 

 (a) (b) (c) (d) (e) 

      

      

TOTAL   

* Please mention the main activities proposed to be met out through this head 

11. Contractual Services: 

Category of Staff No. 

permissible 

as per the 

norms in 

the State  

No. 

actually 

present 

in the 

State  

No. 

planned to 

be 

additionally 

hired 

during this 

year  

Amount 

spent in 

the 

previous 

4 

quarters  

Expenditure 

(in Rs) 

planned for 

current fin. 

year 

Estimated 

Expenditure 

for the next 

financial 

year  

(Rs.) 

Justification/ 

remarks 

 (a) (b) (c)  (d) (e)  

Asst, Program 

Officer/Epidemiologist 

       

Medical Officer (State)        

TB-HIV Coordinator        
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Urban TB 

Coordinators 

       

DOTS Plus Site Sr. 

Medical Officer 

       

DOTS Plus Site 

Statistical Assistant 

       

Microbiologist (IRL)        

Sr. LT (IRL)        

IEC Officer        

Accounts Officer/ State 

Accountant 

       

Secretarial Assistant        

Pharmacist/Storekeeper        

Store Assistant (SDS)        

DEO (State TB Cell)        

DEO (IRL)        

Driver        

Medical Officer 

(District) 

       

Sr. DOT Plus & TB-

HIV Supervisor 

       

STS        

STLS        

Contractual LT        

TBHV        

DEO        

Accountant (part time)        
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Driver (District Level)        

Any other contractual 

post approved under 

RNTCP 

       

TOTAL   

 

12. Printing: 

Activity Amount 

permissible 

as per the 

norms in the 

State  

Amount 

spent in 

the 

previous 4 

quarters  

Expenditure 

(in Rs) 

planned for 

current 

financial year 

Estimated Expenditure for 

the next financial year for 

which plan is being 

submitted 

(Rs.) 

Justification/ 

remarks 

 (a) (b) (c) (d) (e) 

Printing-State level:*      

Printing- Dist. Level:*      

* Please specify items to be printed in this column 

13. Research and Studies (excluding OR in Medical Colleges): 

Any Operational Research projects planned (Yes/No) ______________________________________ 

Estimated Total Budget ____________________________________________ 

14. Medical Colleges 

Activity Amount 

permissible 

as per norms  

Estimated 

Expenditure for 

the next 

financial 

year(Rs.) 

Justificati

on/ 

remarks 

 (a) (b) (c) 

Contractual Staff:  

 MO-Medical College (Total approved in State ___ ) 

 LT for Medical College (Total no in State ___ ) 

 TBHV for Medical College (Total no in State___) 
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Research and Studies: 

 Thesis of PG Students 

 Operations Research* 

   

Travel Expenses for attending STF/ZTF/NTF meetings and 

Monitoring and Supervision by STF 

   

IEC: Meetings and CME planned    

Equipment Maintenance at Nodal Centres    

 

15. Procurement of Vehicles: 

Equipment No. actually 

present in the 

State  

No. planned for 

procurement 

this year (only if 

permissible as 

per norms)  

Estimated Expenditure for the 

next financial year for which 

plan is being submitted (Rs.) 

Justification/ 

remarks 

 (a) (b) (c) (d) 

4-wheeler **     

2-wheeler     

** Only if authorized in writing by the Central TB Division        

16. Procurement of Equipment: 

Equipment No. 

actually 

present 

in the 

State  

No. planned 

for this year  

(only as per 

norms) 

Estimated Expenditure 

for the next financial 

year for which plan is 

being submitted (Rs.) 

Justification/ 

remarks 

 (a) (b) (c) (d) 

Office Equipment (Computer, 

modem, scanner, printer, UPS 

etc.) 

    

Any Other     
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Section D: Summary of proposed budget for the State –  

Category of Expenditure Budget estimate for the coming FY 200_ - 200_ 

(To be based on the planned activities and expenditure in Section C)  

1. Civil works   

2. Laboratory materials   

3. Honorarium   

4. IEC/ Publicity   

5. Equipment maintenance   

6. Training   

7. Vehicle maintenance   

8. Vehicle hiring   

9. NGO/PP support   

10. Miscellaneous   

11. Contractual services   

12. Printing   

13. Research and studies   

14. Medical Colleges   

15. Procurement –vehicles   

16. Procurement – equipment   

 Additionality Funds from NRHM-Details of the activities with justification for which Additionality 

Funds are proposed to be sought. 
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D.7 NATIONAL PROGRAMME FOR PREVENTION AND CONTROL OF 

FLUOROSIS (NPPCF)  
I. implementation of Programme in Newly Selected district, the component wise break-up as follows:- 

(Rs. in lakhs) 

S.No. Activities fund to be released 

1. 

 

Salary of one consultant @ 35,000/- per month and 

Salary of three Field Investigators @ 10,000/- per month for 6 months only. 

7.50 

2. District Laboratory Equipments (Non-recurring) 7.00 

3. 

 

Recurring expenditure for laboratory diagnosis facilities including salary of 

Laboratory Technician @  Rs. 10,000/- per month 

3.50 

4. Training of medical and para-medical districts level 3.00 

5. One Coordination Meeting at district level 1.00 

6. Medical management of fluorosis cases including treatment, surgery, rehabilitation 16.60 

7. Health Education and publicity 3.50 

 T O T A L 42.10 

II Implementation of Programme in previous surveyed districts, @ 28 lakh per district component wise fund break-up 

as follows: 

(Rs. in lakhs) 

S.No. Activities fund to be released 

1. 

 

Salary of one consultant @ 35,000/- per month 5.00 

3. Recurring expenditure for laboratory diagnosis facilities including salary of 

Laboratory Technician @  Rs. 10,000/- per month 

3.50 

4. 

 

One Coordination Meeting at district level 1.00 

5. Medical management of fluorosis cases including treatment, surgery, rehabilitation 17.00 

6. Health Education and publicity 1.50 

 T O T A L 28.00 
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4. E INTER SECTORAL CONVERGENCE & SOCIAL DETERMINANTS OF 

HEALTH  
 

      E.1 Mainstreaming of AYUSH 

 

    The budget requested from NRHM for Ayush manpower and other activities should be reflected in the 

concerned budget sheet under NRHM Flexipool. Information related to number of Government AYUSH 

hospitals, number of beds, AYUSH dispensaries, co-location of AYUSH facilities in PHC/CHCs/DH and 

AYUSH manpower deployed in district hospitals should be included in the quarterly MIS reports.  In the PIP of 

2012-13,  States may give an overview of AYUSH activities, their plans to mainstream and strengthen AYUSH 

hospitals, dispensaries and manpower with full justification. Information regarding requirement of funds and 

targets should be provided in the following format: 

 

AYUSH Manpower 

 

 Component Engaged in  

(2012-13) 

Proposed during 2012-13 

 

Manpower Institution Number  Number Amount(Rs in 

Lakhs) 

AYUSH Doctors 

PHCs    

CHCs    

DHs    

Paramedical Staff 

(AYUSH) 
PHCs    

CHCs    

DHs    

 

Training of AYUSH Manpower  

Name of Training Category Trained till date Proposed in the Year 2012-13 

   No. of 

Batches 

Duration Training 

Load 

 

Financial 

(in 

Lakhs) 

       

Total       

 

AYUSH Medicines for allocated facilities 

 

Funds requirement with detailed justification should be provided. 

 

Support from Department of AYUSH for PIP 2012-13: 

 

Co-location under NRHM 

 

S. No.  Centre  One time assistance Recurring assistance Total Amount 

  No. of 

Units 

Amount New 

Units 

Old 

Units 

Cumulative 

Amount 

 

 PHC       

 CHC        

 DH        
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 Total       

 

Upgradation of AYUSH Hospitals 

 

S. 

No.  

Centre  One time assistance Recurring assistance Total 

Amount 

  No. of 

Units 

Amount New 

Units 

Old 

Units 

Cumulative 

Amount 

 

        

 

Up gradation of AYUSH Dispensaries 

 

S. 

No.  

Centre  One time 

assistance 

Recurring assistance Total 

Amount 

  No. of 

Units 

Amount New 

Units 

Old 

Units 

Cumulative 

Amount 

 

        

 

i)  Establishment of Programme Management Unit (AYUSH)/HMIS 

 

S. No.  State  One time 

assistance 

Recurring 

assistance 

Total 

Amount 

     

 

ii) Procurement of Essential Drugs for AYUSH Hospitals and Dispensaries 

 

S. No.  Unit Stream Recurring assistance Total 

Amount 

     

 

E.2: Intersectoral Convergence activities with line Departments: 

 

Inter-sectoral Convergence activities for promotion of health with line Departments to be specified in this part of 

PIP including:  

  Panchayati Raj Institution  

 ICDS  

 Rural Development 

  PHED / Water supply 

 Education 

 Labour 

 Others  

  

E.3: Social Determinants of Health 

 Social Determinants of Health are the conditions in which people live & work, and the conditions that 

affect their opportunities to lead healthy lives. They are the conditions in which people are born, grow, live, work 

and age, including the health system.  The social determinants of health are mostly responsible for health 

inequities - the unfair and avoidable differences in health status seen within and between countries. Some of the 

common determinants of health in our country include income and income distribution, education, working 

conditions, social exclusion, gender, nutrition and availability of health services etc. In this section, States/ UTs 

are expected to specify the activities for convergence and addressing social determinants of Health  
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To address the determinants of health sector actions to be taken include: 

 

1. Identifying the social determinants for example food security, reproductive health, prevalence of 

communicable and noncommunicable diseases, malnutrition among children, child and maternal health, 

provision of safe drinking water and sanitation, health and gender, access to healthcare, superstition and 

religious constraints and road traffic accidents.  

2. Advocacy for cleanliness and personal hygiene. 

3. Creating regular platforms for dialogue and problem solving with other sectors 

4. Evaluating the effectiveness of intersectoral work and integrated policy-making in partnership with other 

stakeholders; 

5. Building capacity for convergence through better mechanisms, resources, and skilled and dedicated staff; 

6. Working with other arms of government to achieve their goals and, in so doing, advance health and well-

being. 

7. The health sector should be instrumental in establishing a dialogue on why health and health equity are 

shared goals across society and identifying how other sectors can benefit from action on social 

determinants.  

8. The sector should assess the health consequences of the policies of other sectors and if required take 

action against policies having negative impact on health of people. 

9. Institutionalize equity into health systems governance. 

 Governance of health systems must respond appropriately in allocating resources and prioritizing 

disadvantaged groups across all health system functions. 

 Health care financing to ensure equitable universal health coverage i.e. access to and use of quality 

services through the continuum of care, for all people in a society  poses particular challenges for 

health system governance. 

10. Health-seeking behaviour change through active participation of NGOs in improved access to 

government hospitals and NGO run clinics. 

11. Improved equity in health access due to introduction of health insurance, demand-led financing for 

maternal health and user copayment leading to reduction in misuse of facilities and medicines. 

12. Improvement in environmental health through legal ban on plastic bags, piped water supply to slums and 

commissioning of more deep tube wells. 

13. Women-friendly hospitals for antenatal care and treatment of complicated delivery cases.  

14. Enhanced budgetary allocation for health. 

15. Special aid for construction of health facilities, medical equipment, mobile health centres or ambulances. 

16. Implementing a poor people health insurance scheme (as a subsystem of Social Health Insurance) 

17. Introducing a programme of cheap drugs for people. 

States/UTs should submit a write up on action taken or actions planned by the State/ UT 

governments to address social determinants of health. 
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CHAPTER-5: MONITORING AND EVALUATION 

 

The physical and financial progress of NRHM is periodically assessed through monitoring and evaluation 

activities like HMIS, Surveys and Evaluation Studies. Some of the developments for improving the M&E 

interventions and strengthening the reporting systems are listed below. The States may ensure that the data 

reported through the HMIS Portal remains the single source for all reports to be sent to MoHFW. 

 

(i) For HMIS Portal: 

 Facility based reporting for improving physical performance (HMIS) of the States is emphasized on 

HMIS portal. All States were to shift to Facility based reporting during 2011-12. 22 States/UTs have been 

shifted to facility based reporting till now and rest may take necessary action at the earliest for the same. 

 States may also take steps to get data from the private sector health facilities. 

 The MIS for the National Disease Control Programmes has been integrated on the HMIS Portal and all 

States are to report their progress from the District level. 

 The FMRs, infrastructure details, facility survey reports are also integrated on the HMIS portal and all 

States need to ensure that it is regularly uploaded. 

 Inbuilt checks for identification of outliers  and validation errors are provided on the HMIS portal to 

check the consistency and validity of data. These may be used for improving the quality of data. 

 Standard reports on data reporting status, data item wise report, facility wise report etc. available on 

HMIS portal may also be utilized for monitoring of districts on various data related issues. 

 

(ii) For MCH Tracking system (MCTS) 
 

 NIC has developed the software for data capturing and reporting. All State Nodal Officers and NIC 

Officers have been trained on the software. MCTS is fully functional now. States should submit an action 

plan with timelines  in the PIP for the following: 

 100% registration of pregnant women and children in MCTS 

 Completeness and correctness of data 

 Universal internet connectivity to all health facilities 

 Data entry from all health facilities 

 Validation of data  

 Verification of service delivery 

 Regular analysis and utilization of data 

 
(iii) A Core Team comprising faculty of PRCs and officers of Regional Directors (MoHFW) has been 

constituted to continuously support States in checking the validity and reliability of data. States need to 

constitute similar teams at the State and District level involving the State Demographer and District 

Statistical Officer/Assistant and institutionalize a mechanism for reviewing the HMIS data in regular 

review meetings. It may also be ensured that the health interventions included in the State and District 

PIPs are supported with HMIS and survey data. 

 

2. To exploit the full benefits of the HMIS Portal, States may require augmenting its IT infrastructure and 

human resources including their training at various levels. Such initiatives may be backed by a comprehensive 

strategy for strengthening Monitoring & Evaluation in the State and detailed in the PIP with the associated budget 

head. This strategy may include the following components: 

 

(a) Integration of Monitoring & Evaluation activities across programmes: States need to integrate their 

Monitoring & Evaluation activities across health programmes to avoid duplication in the available resources 

like manpower, IT infrastructure, finances etc. Augmentation of these resources at any level should be need 

based. The Quality Assurance protocols may also be scaled up under this head. Surveys and Studies should 

be undertaken by States in areas not already covered through the DLHS-IV and Annual Health Survey. 
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(b) M&E Action Plan: The PIP should have a detailed M&E Action Plan for strengthening HMIS and MCH 

tracking. The Action Plan is to include the current status of HMIS and MCH tracking in the State and the 

districts and the plan of action proposed (with activities and budget-line) for data capturing at the Sub District 

level including training plans. This should also include integration issues with the national HMIS and MCH 

tracking initiatives.  

 

(c) Ensuring Nodal M&E Officers: Nodal M&E officers are available at the State, District and Sub District 

levels for all health related information, HMIS, MCTS and for sending feedback to the lower formations. 

Adequate mobility provision may be kept for their supervisory visits. The PIP should include details on the 

status of notification of Nodal M&E Officers up to the block level.  If different Nodal M&E Officers are 

designated for HMIS and MCH tracking, details should be clearly spelled out. 

 

Notification of Nodal M&E Officers for HMIS and MCH tracking 

Level Nos.  Required Nos. Present Remarks  

State    

Districts    

Blocks    

 

(d) Strengthening IT infrastructure at appropriate levels: The IT infrastructure available across various 

programmes needs to be integrated to facilitate capturing physical and financial performance across 

programmes through the HMIS Portal.  All efforts should first be made to utilize the resources available with 

other programmes including the Common Service Centres (CSCs) of the Department of Information 

Technology, GOI. Appropriate budgetary provisions may be made with timelines. 

 

(e) Training Strategy for M&E: Each State may put in place a strategy for training of human resources in 

monitoring and evaluation activities. This would include identification of nodal institutions like the SIHFWs, 

RHFWTCs etc. that could impart regular training courses on use of information for decision making in the 

Health Sector and creating capacities in these institutes. Appropriate budget along with the training plans, 

training load and timelines may be provided.  

 

(f) Strengthening Mother and Child Tracking System (MCTS): The States have been advised to expedite the 

name based tracking of pregnant women for ANC/PNCs and children for immunisation using the MCTS 

software prepared by NIC. The States may make adequate provision for strengthening of the IT 

infrastructure, as required, to ensure smooth implementation of the MCTS in all districts with timelines (if not 

already implemented).  

 

3. An integrated section giving the M&E strategy with budget lines for HMIS, Mother and Child Tracking 

System (MCTS), Quality Assurance, etc. across programmes may be provided, clearly mentioning the source of 

funding, that is, whether from NRHM, RCH, NVBDCP funds etc. 

4. Budget Allocation: The budget for M&E in the State PIPs may be provided in the following format; 

Major 

Head  
Minor Head    

Budget 

in Rs 

Details 

(including 

cost per unit) 

Remarks Amount 

approved 

in 2011-

12 

Actual 

expenditur

e in 2011-

12 

1.Strengthe

ning of                                  

M&E/HMI

S/ MCH 

Tracking                                                                 

Salaries of M&E, MIS & 

Data Entry Consultants 
1.1 

  

   

Mobility for M & E 

Officers 
1.2 

    

   

Workshops/Training on 

M & E 
1.3 
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Major 

Head  
Minor Head    

Budget 

in Rs 

Details 

(including 

cost per unit) 

Remarks Amount 

approved 

in 2011-

12 

Actual 

expenditur

e in 2011-

12 

M&E Studies 1.4 

  

   

Others (specify) 1.5 

  

   

2. Procurem

ent of 

HW/SW 

and  other 

equipments   

Hardware/Software 

Procurement  
2.1 

  

Give 

deployme

nt details  

  

Internet connectivity 2.2 

  

   

Annual Maintenance 2.3 

  

   

Operational Costs 

(consumables etc)  
2.4 

  

   

Others (Specify) 2.5 

  

   

3.Operation

alising 

HMIS at 

Sub District 

level 

Review of existing 

registers – to make them 

compatible with National 

HMIS 

3.1 

  

   

Printing of new 

registers/Forms 
3.2 

  

   

Training of staff 3.3 

  

   

4.Operation

alising 

MCH 

tracking 

Printing and reproducing 

Registers/ Forms 
4.1 

  

   

Capacity building of 

teams 
4.2 

  

   

Ongoing review of MCH 

tracking activities 
4.3 

  

   

Monitoring data 

collection and data 

quality 
4.4 

  

   

Others (Specify) 4.5   
   

 

Experts for monitoring and evaluation activities will be budgeted under Mission flexipool. Detailed write-up on 

the same should be given under the chapter on monitoring and evaluation. The PIP should include a road map for 

Monitoring at State level, District level and Block level. State should also give a plan for strengthening 

monitoring activities from State and District level authorities. The monitoring plan should include the frequency 

of the visits. A nodal officer should be at the States level for monitoring of districts. HE should be responsible for 

all monitoring activities related to the district. States to provide the name of the nodal officer in the following 

format:  

 

Sr. No Name of District Name of State level Nodal 

Officer Responsible for 

monitoring the progress in 

the District 

Designation of the Officer 

        

 

 

The State should ensure the third party evaluation of various activities in terms of quality of services delivered 

and the number of the quality services delivered (qualitatively and quantitatively). State should also give detail 

plan for external evaluation of Infrastructure and programmes.   
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CHAPTER-6: FINANCIAL MANAGEMENT 

 

The States are expected to provide detailed information on the present status and the proposals on various 

important issues of financial management and implementation of finance, accounts, audit, fund flow and other 

financial guidelines issued by the MoHFW.  A separate chapter on Financial Management under NRHM may be 

incorporated in the PIP, providing information on the following key issues to bring about effective financial 

management and ensure timely and proper utilisation of funds to achieve the objectives of NRHM: 

1. Budgeting for various Activities 

      The budgeting for various programmes/activities under NRHM should be proposed strictly in accordance with 

Financial Monitoring Report (FMR) Format so as to facilitate proper analysis of the progressive utilisation of 

funds and taking remedial measures.  Indicate whether the Program Management cost has been kept within 

the ceiling of 6% and whether the proposals for construction works are within the ceiling of 33% for high 

focus States and 25% for non-high focus States as per norms.  

2. Financial Management Staff: 

Status of Financial Management personnel whether Director (F&A), SFM, SAM, Accountants and Data 

Assistants are in position at State/District/Block levels may be indicated. If not, the action plan to fill up 

vacant positions may be given.  It may also be Stated whether the remuneration of the PMU staff including 

NDCPs has been revised and suitable incentive scheme worked out considering local conditions. 

3. Statutory Audit 

Whether Statutory Audit Report and UCs for 2009-10 have been submitted and deficiencies 

intimated/feedback given by FMG has been complied with.  Any problem being faced regarding the audit 

process may also be highlighted.  

4. Concurrent Audit 

Whether Concurrent Audit has been implemented at the State and all Districts and quarterly summary reports 

sent to MoHFW.  If not reasons therefore. Status of Concurrent Auditor appointment for 2012-13 and action 

plan therefore may be incorporated. 

1. Implementation of Tally 

Whether Tally has been procured, training initiated and made operational at State and district level.  If not, 

reasons therefore and the action plan for ensuring that this is done may be indicated. 

6. Mode of Fund Transfer 

 Whether funds are being released electronically to all districts and blocks?   If not reasons therefore and the 

expected time frame for achievement of e-transfer may be indicated. 

 

7. Uploading of FMRs on HMIS Portal 

Present district wise status may be indicated. If the data is not being uploaded, the reasons therefor along 

with the action plan for implementation of the same may be given. 
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8. Financial reporting under NRHM  

FMRs are not timely and accurate which leads to non- availability of reliable data.  The State and District 

level FMGs shall monitor the release and utilization of funds for all programmes under NRHM including 

NDCPs and send a consolidated FMR for all programmes under NRHM including NDCPs.  Mention 

whether FMR upto 31.12.10 has been submitted and deficiencies complied with. 

9. MIS 

The submission of monthly MIS/FSP and quarterly MIS along with head wise and age wise details of 

advances upto 31.12.2010 may be indicated. 

10.  Statutory Audit 

The audit reports for the accounts of 1009-10 including all NDCPs and covering 100 per cent of the DHS 

and 40% of the blocks should have been submitted to the FMG by 31 December 2010.  This may be 

confirmed.  Release of funds in the second tranche is dependent on submission of the audit reports.   

11.   RCH-I Unspent Balance 

 Indicate whether Unspent Balance of RCH-I has been refunded and utilisation certificates or refunds the 

activity specific releases by individual program divisions during 2005-06 and 2006-07 have been sent. 

12. Key Areas for Priority during 2012-13 

A clear Action Plan for identified backward districts on special interventions for identified high focus 

districts/backward areas such as difficult, left wing affected,  minority,  tribal,  SC/ST,  gender etc. for 

special incentives to medicos and para-medicos for performing duties in such difficult areas may be 

incorporated with appropriate financial and other incentives scheme for attracting qualified human resource 

in may be worked out and proposed in the  PIP with time-bound targets for addressing the key issues and 

optimum utilization of funds to ensure effective implementation of NRHM. 

13. Committed and Uncommitted Unspent balances 

The programme-wise committed unspent balances for the activities approved during the last years which are 

under implementation may be indicated, showing the amount already utilised and the timeframe for 

utilisation of the remaining amount with time frame for completion of the activities.  Similarly, the details of 

uncommitted balances for the activities approved during previous years but not yet taken may also be given 

programme-wise along with reasons for non-start of such activities and whether the same are proposed to be 

implemented during 2012-13. 

Conditions to be fulfilled to ensure smooth release of funds to the States 

a. The State shall not make any change in the allocation among different components/activities without approval 

of GOI.  Any proposal for reappropriation between activities/functional heads within activities should be 

submitted to MoHFW in advance and should reflect realignment of activities in accordance with priority to 

high focus districts/involvement of NGOs. etc. 

b. The State shall ensure that 15% of its share, based on release of funds by MoHFW is credited to the account 

of the SHS within one month of issue of the release order. The overall expenditure on health by the State 

should also go up by a minimum of 10% each year. 
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c. The State shall ensure complete delegation of administrative and financial powers at State, district and block 

levels to ensure smooth fund flow at all levels. 

d. The State shall ensure timely submission of the Quarterly and Monthly MIS reports in the prescribed format 

including the Statement of funds position and the age-wise and head-wise details of advances given to various 

implementing agencies. 

e. The State shall also intimate the interest amount earned on unspent balances which could be utilised against 

activities already approved and will also count towards the central share.  

Functional Head Wise Classification of the Budget 

Sl.No. Activity 
Unit Cost 

Physical 

Targets 

Required fund 

under NRHM 

          

Human Resources 

A RCH       

1 Contractual Staff & Services       

1 Contractual Staff & Services(Excluding 

AYUSH)       

A.9.1 ANMs,Supervisory Nurses, LHVs,       

A.9.1.1 Laboratory Technicians,MPWs       

A.9.1.2 Specialists (Anesthetists, Pediatricians, 

Ob/Gyn, Surgeons, Physicians, Dental 

Surgeons, Radiologist, Sonologist, 

Pathologist,Specialist for CHC )       

A.9.1.3 PHNs at CHC, PHC level       

A.9.1.4 Medical Officers at CHCs / PHCs        

A.9.1.5 

Additional Allowances/ Incentives to M.O.s 

of  PHCs and CHCs       

A.9.1.6 

Others - Computer Assistants/ BCC Co-

ordinator etc       

A.9.1.7 Incentive/ Awards etc. to SN, ANMs etc.       

A.9.1.8 

Human Resources Development (Other than 

above)       

A.9.1.9 Other Incentives Schemes (Pl.Specify)       

A.11 PROGRAMME / NRHM 

MANAGEMENT COSTS       

A.11.1 Strengthening of SHS /SPMU (Including 

HR, Management Cost, Mobility Support, 

Field Visits  )       

A.11.2 Strengthening of DHS/DPMU (Including 

HR, Management Cost, Mobilty Support, 

Field Visits )       

A.11.3 Strengthening of Block PMU (Including HR, 

Management Cost, Mobilty Support, Field 

Visits )       

A.11.4 Strengthening (Others)       

A.11.5 Audit Fees       

A.11.6 Concurrent Audit        

A.11.7 Mobility Support , Field Visits to 

BMO/MO/Others       

B NRHM Additionalities        

B.9 Contractual Staff & Services(Only       
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AYUSH) 

B.9.1 

Staff/ Supervisory Nurses /Other Staffs for 

PHCs,CHCs        

B9.2  Medical Officers at CHCs/ PHCs        

          

          

C Routine Immunisation       

C.2 A) Computer Assistants Salary       

C.2 B) 

Other HR Personnels(Technicians, Cold 

Chain Mechanic)       

  
Other National Disease Control 

Programme       

D NVBDCP       

a) Remuneration to Contractual MPWs       

b) Contractual LTs       

          

E NLEP       

a) 

Contractual Services (State SMO, BFO cum 

AO, Admn. Assistant, DEO)       

b) State Driver       

c) District Drivers       

          

F NBCP       

a) Ophthalmic Surgeon       

b) Ophthalmic Assistant       

c) Eye Donation Counsellor       

          

G) RNTCP       

a) Honarium to DOT Providers       

b) Contractual Staff Payments       

H) IDSP       

a) Remuneration of Epidemiologists       

b) Remuneration of  Microbiologists       

c) Remuneration of  Entomologists       

d) Consultant-Finance       

e) Consultant-Training       

f) Data Managers       

g)  Data Entry Operators       

          

I) NIDDCP       

  IDD Control Cell-       

(i) Technical Officer       

(ii) Statistical Assistant       

(iii) LDC Typist       

  IDD Monitoring Lab-       

(i) Lab Technician       

(ii) Lab. Assistant       

          

Training 

I RCH Flexible Pool       

A.10 TRAINING       

A.10.1 Strengthening of Training Institutions 
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A.10.2 Development of training packages       

A.10.3 Maternal Health Training       

A.10.3.1 Skilled Birth Attendance  / SBA       

A.10.3.2 EmOC Training       

A.10.3.3 Life saving Anesthesia skills training       

A.10.3.4 MTP training        

A.10.3.5 RTI / STI Training       

A.10.3.6 Dai Training       

A.10.3.7 Other MH Training (ISD Refresher )       

A.10.4  IMEP Training       

A.10.5 Child Health Training       

A.10.5.1 IMNCI        

A.10.5.2 Facility Based Newborn Care       

A.10.5.3 Home Based Newborn Care       

A.10.5.4 Care of Sick Children and severe 

malnutrition       

A.10.5.5 Other CH Training (pl. specify)       

A.10.6 Family Planning Training       

A.10.6.1 Laparoscopic Sterilisation Training       

A.10.6.2 Minilap Training       

A.10.6.3 NSV Training       

A.10.6.4 IUD Insertion Training       

A.10.6.5 Contraceptive Update/ISD Training       

A.10.6.6 Other FP Training (pl. specify)       

A.10.7 ARSH Training       

A.10.8 Programme Management Training       

A.10.8.1 SPMU Training       

A.10.8.2 DPMU Training       

A.10.9 Other training (pl. specify)       

A.10.10 Training (Nurshing)       

A.10.10.1 
Strengthening of Existing Training 

Institutions/Nursing School       

A.10.10.2 New Training Institutions/School       

A.10.11 Training (Other Health Pesonnels)       

A.10.11.1 

Promotional Trg of health workers females 

to lady health visitor etc.       

A.10.11.2 Training of AMNs,Staff nurses,AWW,AWS       

A.10.11.3 

Other training and capacity building 

programmes       

2 Routine Immunisation       

2.1 

Training for Cold Chain 

Handlers/refrigerator mechanics       

2.2 Training of M.O.s /Other Staffs on R.I.       

2.3 Training for Computer Assistants       

  
Other National Disease Control 

Programme       

3 NVBDCP       

3.1 Training for MPWs       

3.2 Training for ASHAs       

3.3 Training for M.O.s       
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3.4 Training for para-medicals for MDA       

3.5 

Other Training & Capacity building 

programmes       

4 NLEP       

4.1 

Training for Newly appointed medical and 

para medical staffs       

4.2 

Training for existing medical and para 

medical staffs       

4.3 

Other Training & Capacity building 

programmes       

          

5 NBCP       

5.1 

Training /Capacity Building for Health 

personnels       

5.2 Training of Teachers & Others       

6 RNTCP       

6.1 Induction Training       

          

7 IDSP       

7.1 

Training for M.O.s,Nurses, Data Managers 

and DEO       

8 NIDDCP       

          

Note: FMR Codes of NDCP' has not been given 

  Civil Work 

B NRHM Additionalities       

B.4 Hospital Strengthening        

B.4.1 
Upgradation of CHCs, PHCs, Dist. 

Hospitals to IPHS)       

B4.1.1 District Hospitals        

B4.1.2 CHCs       

B4.1.3 PHCs       

B4.1.4 Sub Centers       

B4.1.5 Others       

B 4.2 

Strengthening of District,Su-divisional 

Hospitals,CHCs, PHCs       

B.4.3 Sub Centre Rent and Contingencies       

B.4.4 Construction (Others)         

B5 

New Constructions/ Renovation and 

Settingup       

B5.1 CHCs       

B5.2 PHCs       

B5.3 SHCs/Sub Centers       

B5.4 

Setting up Infrastructure wing for Civil 

works       

B5.6 

Construction of BHO, Facility 

improvement, civil work, BemOC and 

CemOC centers       

B.5.7 

Major civil works for operationalisation of 

FRUS       

B.5.8 

Major civil works for operationalisation of 

24 hour services at PHCs       
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B.5.9 

Civil Works for Operationalise Infection 

Management & Environment Plan at 

health facilities       

B6 Minor Civil Works       

B6.1 

Minor civil works for operationalisation of 

FRUs       

B6.2 

Minor civil works for operationalisation of 

24 hour services at PHCs       

E RNTCP       

a) Civil Works       

F IDSP       

a) Civil Works       

     Note: FMR Codes of NDCP' has not been given 

  Procurements-Drugs & Supplies 

B NRHM Additionalities       

B.16.2  Procurement of Drugs and supplies       

B.16.2.1 Drugs & supplies for MH       

B.16.2.2 Drugs & supplies for CH       

B.16.2.3 Drugs & supplies for FP       

B.16.2.4 Supplies for IMEP 
      

B.16.2.5 General drugs & supplies for health 

facilities       

C Routine Immunisation       

  
Other National Disease Control 

Programme       

D NVBDCP       

a) Procurement of Drugs       

E NLEP       

a) 

Procurement of Supportive Drugs, 

Reagents, MCR Footware, Aids 

Appliances       

F NBCP       

a) Procurement of Drugs & Supplies       

          

G RNTCP       

a) Note-Below       

          

H IDSP       

          

I NIDDCP       

          

  

    
Note: 

In RNTCP, commodity grant for anti TB Drugs has been approved from  Central Level 

procurements and specific Laboratory Equipments 

Procurements-Equipment 

B NRHM Additionalities       

B.16.1 Procurement of Equipments       

B16.1.1 Procurement under Maternal Health        

B16.1.2 Procurement under Child Health       

B16.1.3 
Procurement under Family Planning 

Services       
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B16.1.4 Procurement under IMEP       

B16.1.5 Procurement Others       

C Routine Immunisation       

  

Procurement -Equipments (e.g.ADS, 

Bags, Buckets )       

  
Other National Disease Control 

Programme       

D NVBDCP       

a) 

Procurement -Kits (e.g. Elisa Kit, 

Chikengunia Kits )       

E NLEP       

a) 

Procurement of  Equipments 

(Equipments related to RCS). Printing 

forms       

b) Other Procurements       

          

F NBCP       

a) 

Procurement of Equipments-Opthalmic 

Microscopes, Flash Auto claves etc.       

          

G RNTCP       

a) Procurement of Equipments       

b) Procurement of Two wheelers       

          

H IDSP       

a) 

Procurement of Equipements for 

Strengthening of Survillance Unit.       

b) Other Procurements       

I NIDDCP       

  Procurement of Kits (Salt Testing Kits)       

          

IEC/BCC Works 

B NRHM Additionlities       

B10 IEC-BCC NRHM       

B.10 Strengthening of BCC/IEC Bureaus             

(State and district levels)       

B.10.1 Development of State BCC/IEC 

strategy       

B.10.2 Implementation of BCC/IEC strategy        

B.10.2.1 BCC/IEC activities for MH       

B.10.2.2 BCC/IEC activities for CH       

B.10.2.3 BCC/IEC activities for FP       

B.10.2.4 BCC/IEC activities for ARSH       

B.10.2.5 Other activities (please specify)       

B.10.4 Health Mela       

B.10.5 Creating awareness on declining sex 

ratio issue       

B.10.6 Other activities       

Other NDCPs       

c)  Routine Immunisation       

  IEC-BCC Activities       

D NVBDCP       
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  IEC-BCC Activities       

E NLEP       

  IEC-BCC Activities       

          

F NBCP       

  IEC-BCC Activities       

a) Cataract Operations       

b) Eye Donation Camps       

c)  Other Activities       

          

G RNTCP       

  IEC/Publicity       

          

H IDSP       

  IEC-BCC Activites       

          

I NIDDCP       

          

          

Untied Funds 

B NRHM Additionalities       

B.2 Untied Funds       

B2.1 Untied Fund for CHCs       

B2.2 Untied Fund for PHCs       

B2.3 Untied Fund for Sub Centers       

B2.4 Untied fund for VHSC       

B.3 Annual Maintenance Grants       

B4.1 CHCs       

B4.2 PHCs       

B4.3 Sub Centres       

B8 Panchayti Raj Initiative       

B8.1 

Constitution and Orientation of 

Community leader & of 

VHSC,SHC,PHC,CHC etc       

B8.2 

Orientation Workshops, Trainings and 

capacity building of PRI at State/Dist. 

Health Societies, CHC,PHC       

B8.3 Others       

          

ASHAs 

B NRHM Additionalities       

B1 ASHA       

B1.1 Selection & Training of ASHA       

B1.2 Procurement of ASHA Drug Kit       

B1.3 Incentive to ASHAs under JSY       

B1.4 

Incentive under Family Planning 

Services       

B1.5 Incentive under Child Health       

B1.6 

Incentive to ASHA's for motivating 

families for Sanitary Toilets/Other 

Incentives       

B1.7 Awards to ASHA's/Link workers       
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C Routine Immunisation       

a) 

Special ASHA Incentive under 

Immunisation       

b) 

Social Mobilization by ASHA / Link 

Workers       

c) 

ASHA Incentive on PPI Day (may be 

considered with the cost of PPI)       

          

D NVBDCP       

a) Incentive to ASHAs       

E NLEP       

a) Services through ASHAs 

      b) 

Honorium to ASHAs, Sensitization 

through ASHAs 

F NBCP       

a) ASHA Incentive       

          

G RNTCP       

  ASHA Incentive for DOTs       

          

          

          

RKS/HMS 

1.1 RCH       

          

1.2 NRHM Additionalities       

(i) Corpus Grants to HMS/RKS       

B6.1 District Hospitals       

B6.2 CHCs       

B6.3 PHCs       

B6.4 Other or if not bifurcated as above       

JSY 

1.1 RCH       

  Maternal Health       

  Janani Suraksha Yojana / JSY       

a) Home Deliveries       

b)  Institutional Deliveries       

c) 

24 Hours Deliveries/ Others Operational 

Expenses       

d) 

Payment to Other Link 

Workers/AWW/AWS (Other than 

ASHA's)       

          

Incentive for Sterilization 

1 RCH 

A.3 FAMILY PLANNING       

A.3.1 Terminal/Limiting Methods       

A.3.1.1 Dissemination of manuals on sterilisation 

standards & quality assurance of 

sterilisation services       

A.3.1.2 Female Sterilisation camps       

A.3.1.3 NSV camps       
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A.3.1.4 Compensation for female sterilisation       

A.3.1.5 Compensation for male sterilisation       

A.3.1.6 Accreditation of private providers for 

sterilisation services       

A.3.2.1 IUD camps       

A.3.2.2 IUD services at health facilities        

A.3.2.3  Accreditation of private providers for 

IUD insertion services       

A.3.2.4 Social Marketing of contraceptives       

A.3.2.5 Contraceptive Update seminars       

A.3.3 POL for Family Planning       

A.3.4 Repairs of Laparoscopes       

          

Referral Transport 

1.1 RCH       

  Referral Transport       

a) Maternal Health       

b) Other Programmes       

          

          

1.2 NRHM Additionalities       

  Referral Transport       

a) Ambulance /EMRI       

b) Operating Cost (POL) /EMRI       

1.3 Routine Immunisation       

1.4 NVBDCP       

  Referral Services       

1.5 NLEP       

1.6 NBCP       

1.7 RNTCP       

1.8 IDSP       

1.9 NIDDCP       

          

Other RCH Activities 

1 RCH       

1.1 Maternal Health       

1.1.2 

Operationalise facilities (only 

dissemination, monitoring, and  quality)       

(i) Operationalise FRUs       

(ii)  Operationalise 24x7 PHCs       

(ii)  MTP services at health facilities       

(iv)  RTI/STI services at health facilities       

(v) Operationalise Sub-centres       

1.1.3 Integrated  outreach RCH services        

(i) RCH Outreach Camps       

(ii) Monthly Village Health and Nutrition Days       

1.1.4 CHILD HEALTH       

(i)  IMNCI       

(ii) Facility Based Newborn Care/FBNC        

(ii) Home Based Newborn Care/HBNC       

(iv) School Health Programme       

(v) Infant and Young Child Feeding/IYCF       
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(vi) 

Care of Sick Children and Severe 

Malnutrition       

(vii) 

Management of Diarrohea, ARI and 

Micronutrient Malnutrition       

(viii) Other strategies/activities       

1.1.5 URBAN RCH       

a) Establishment of New Urban Centres       

b) Urban RCH Services       

1.1.6 ADOLESCENT REPRODUCTIVE AND 

SEXUAL HEALTH / ARSH       

a) Adolescent services at health facilities.       

b) Other strategies/activities       

Vulnerable Groups 

A RCH       

A.6 TRIBAL RCH       

a) Organise Tribal Camps       

b) Other Tribal Activities       

A.7 VULNERABLE GROUPS       

          

          

          

Other Mission Flexible Pool Activities 

B NRHM Additionalities       

  Other MFP activities       

B7 
District Health Action Plans (Including 

Block, Village)       

B9 Mainstreaming of AYUSH       

B10 

Mobile Medical Units (Including 

recurring expenditures)       

B13 School Health Programme       

B15 
Planning, Implementation and 

Monitoring       

B15.1 

Community Monitoring (Visioning 

workshops at State, Dist, Block level)       

B15.1.1 State level       

B15.1.2 District level       

B15.1.3 Block level        

B15.1.4 Other        

B15.2 Quality Assurance       

B15.3 Monitoring and Evaluation       

B15.3.1 Monitoring & Evaluation / HMIS       

B15.3.2 Computerization HMIS and e-governance, 

e-health       

B15.3.3 Other M & E       

B.20 Health Insurance Scheme       

B21 Research, Studies, Analysis       

B.22 State level health resources 

center(SHSRC)       

B23 Support Services       

B23.1 Support Strengthening NPCB       

B23.2 Support Strengthening Midwifery Services 

under medical services       

B23.3 Support Strengthening NVBDCP       
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B23.4 Support Strengthening RNTCP       

B23.5 Contingency support to Govt. dispensaries       

B23.6 Other NDCP Support Programmes       

B.24 Other Expenditures (Power Backup, 

Convergence etc)        

          

          

INNOVATIONS/ PPP/ NGO 

B NRHM Additionalities       

B14 PPP/ NGOs       

B14.1 

Non governmental providers of health care 

RMPs/TBAs       

B14.2 PNDT and Sex Ratio       

B14.3 Public Private Partnerships       

B14.4 NGO Programme/ Grant in Aid to NGO       

B14.5 Other innovations( if any)       

          

C Routine Immunization       

1.4 NVBDCP       

          

D NLEP       

  NGO Services       

a) NGOs       

b) Pvt. Sector       

          

E NBCP       

  Cataract Performance       

a) NGOs       

b) Pvt. Sector       

          

F RNTCP       

  NGO/PPP Support       

          

G IDSP       

          

H NIDDCP       

          

          

Operational Cost 

  Other NDCPs        

E NVBDCP       

  Mobility Support       

  Lab Consumables/ Materials       

  Review Meetings       

  Field Visits       

  Formats and Reports       

  Communication facility to Staffs       

  Repair of Laparoscopes       

F NLEP       

  Mobility Support       

  Lab Consumables       

  Review Meetings       
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  Field Visits       

  Office Expenditures, Formats and Reports       

G NBCP       

  Mobility Support        

  Lab Consumables       

  Review Meetings       

  Field Visits       

  Formats and Reports       

H RNTCP       

  Mobility Support        

  Lab Consumables       

  Review Meetings       

  Field Visits       

  Formats and Reports       

I IDSP       

  Mobility Support       

  Lab Consumables       

  Review Meetings       

  Field Visits       

  Formats and Reports       

I NIDDCP       

  Mobility Support        

  Lab Consumables       

  Review Meetings       

  Field Visits       

  Formats and Reports       

Financial Aid /Grant to Institutions 

  For all NDCP's----       

i) Financial Aid /Grant to Medical Collages       

ii) Financial Aid /Grant to Referral Institutions       

iii) Financial Aid /Grant to Sentinel Sites       

iv) Financial Aid /Grant to Medical Hopitals       

  Financial Aid /Grant to Others (Pl. Specify)       

          

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

 

- 236 - 

CHAPTER-7:  STATE RESOURCES AND OTHER SOURCES OF FUNDS FOR 

HEALTH SECTOR 
 

In order to get a complete picture of the resources available for the health sector, the State should clearly indicate 

the resources available from the State Government and from other sources for the Health Sector and the details of 

the activities for which these funds would be utilized. Amount received or likely to be received from each source 

and the activities for which it is to be utilized along with outcomes of the same should be indicated in this 

chapter. Resources made available in BE and RE and amount spent in the last financial year should also be 

indicated.  

 

CHAPTER 8: INFRASTRUCTURE MAINTENANCE 

Infrastructure Maintenance scheme has following components: 

1. Direction and Administration (Family Welfare Bureaus at State & District level):  

Assistance for Direction and Administration includes the cost of maintaining the State and Direct Family 

Welfare Bureaux, salaries to CSSM staff and procurement of vehicles. Detailed information on estimated 

expenditure under each of those heads should be provided. Infrastructure maintenance should include 

details of categories of staff, salary head, number of staff and estimated expenditure. Category 

information on number of posts, number of posts filled up, scale of pay and financial implications should 

be provided. Increase in number of posts since 1.4.2002 should also be provided in this chapter. 

 

2. Maintenance of Sub-centres: 

The Subcenters are based on population norms of 1 subcenter at 5000 population in plain areas and 3000 

population in hilly & tribal areas. Every Sub Center has one ANM and one Male Health Worker The 

salary of ANM & LHV is borne by Central Government and that of LHV is borne by the State 

Government.  

 Information on regular ANMs, LHVs, MPWs should be provided in following format: 

 

S. 

No. 

Category  Existing as on 

1.4.2002 

Added after 

1.4.2002  

Estimate in total 

1 ANM    

2. LHV    

3. Male Multi Purpose 

health worker 

   

 

Details of estimated expenditure on drugs and equipment, justification for the same should be given. 

3. Urban family Welfare Centers (UFWCs): 

 The scheme is functioning since 1950 to provide family welfare services in the urban areas. At 

present 1083 UFWCs are functioning. There are three types of UFWCs based on population covered by 

each center. The posts sanctioned for Type-I, Type II and type III UFWCs are 2, 2, and 6 respectively. In 

addition to the salary component for the posts sanctioned in each type, the funds are provided for rent and 

contingency which are as follows: 

(In rupees per annum) 

Type Rent* Contingencies 

I - 5000 

II - 7000 

III 25,000 15,000 

 

The State should provide information in the following format: 

S. 

No. 

Type of the facility No of 

facilities 

Rent proposed Contingencies 

proposed 

Total 

1      
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HR involved 

S. No. Type of post No of posts Number of staff in 

position 

Estimated 

expenditure in 2012-

13. 

1     

 

 

4. Health Posts (Urban Revamping Scheme): 

  The scheme is introduced in 1983 with a view to provide outreach services, primary 

healthcare, family welfare and MCH services in urban areas particularly in slum areas. There are four 

types of Health posts sanctioned based on the population covered by each health post. The type wise 

break up of posts is : Tpe A, Type B, Type C and Type D. The no of posts sanctioned for each type of 

Health posts are 1,2,4 and 10. Type D health post has a provision of one female medical officer. In 

addition to the salary component for the posts sanctioned in each type, the funds are provided for rent and 

contingency which are as follows: 

 

Type Rent* Contingencies 

A - 5000 

B - 5000 

C - 15,000 

D 25,000 25,000 

 

 

The State should provide information in the following format: 

S. 

No. 

Type of the facility Rent proposed Contingencies 

proposed 

Total 

1     

 

 

HR involved 

S. No. Type of post No of posts Number of staff in 

position 

Estimated 

expenditure in 

2011-12 

1     

 

 5. Basic training of ANM/LHV training Schools 

Department of Family Welfare, Government of India has established 336 ANM/Multipurpose Health Worker 

(Female) Schools with an admission capacity of approximately 13,000 and 42 Promotional training schools for 

LHV/Health Assistant (Female) with an admission capacity of 2600 . The State needs to provide in detail, the 

information regarding the staffing pattern , total number of students enrolled and completed training in last 5 

years (2007-12) . The following format can be utilized for the purpose: 

Financial Year. Number  of training 

schools  

Total no. 

trainees trained 

in the year 

Total No. of 

staff in place 

Total funds 

allocated 

Total expenditure 

incurred 

2007-08      

2008-09      
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2009-10      

2010-11      

2011-12      

Total   

 

 The State needs to provide information for the year 2012-13 in the following format: 

S. 

No. 

Name of 

training 

school 

Total no. 

trainees 

to be 

trained in 

the year 

Total 

No. of 

staff in 

place 

Total 

amount 

proposed 

for salaries 

Amount 

required 

for 

stipend 

Amount 

required for 

contingencies 

Amount 

required 

for Rent 

Total 

         

         

 

6. Basic training for Multi-Purpose Health Workers (Male) 

The basic training of Multi-Purpose Health Workers (Male) scheme was approved during 6
th
 Five Year Plan and 

taken up since 1984 as a 100% centrally sponsored scheme. This training is provided through Health & Family 

Welfare Centres and also through Basic Training Schools of Multi-Purpose Health Workers (Male).The State 

needs to provide in detail the information regarding the staffing pattern, total number of students enrolled and 

completed training in last 5 years (2007-12). The following format can be utilized for the purpose: 

Financial Year. Number  of training 

schools  

Total no. 

trainees trained 

in the year 

Total No. of 

staff in place 

Total funds 

allocated 

Total expenditure 

incurred 

2007-08      

2008-09      

2009-10      

2010-11      

2011-12      

Total   
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 The State needs to provide information for the year 2012-13 in the following format: 

S. 

No. 

Name of 

training 

school 

Total no. 

trainees to 

be trained 

in the year 

Total No. 

of staff in 

place 

Total 

amount 

proposed 

for salaries 

Amount 

required 

for 

stipend 

Amount 

required for 

contingencies 

Amount 

required 

for Rent 

Total 

         

         

 

7.  Maintenance of Health & Family Welfare Training Centres (HFWTC) 

 47 HFWTCs were established in the country in order to improve the quality and efficiency of the Family 

Planning Programmes and to bring the changes in the attitude of the personnel engaged in the delivery of health 

services through in-service training programmes. These training centres are now conducting various in training 

programmes of Department of FW. The State needs to provide in detail the information regarding the staffing 

pattern, total number of students enrolled and completed training in last 5 years (2007-12) . 

Financial Year. Number  of training 

schools  

Total no. 

trainees trained 

in the year 

Total No. of 

staff in place 

Total funds 

allocated 

Total expenditure 

incurred 

2007-08      

2008-09      

2009-10      

2010-11      

2011-12      

Total   

 The State needs to provide information for the year 2012-13 in the following format: 

S. 

No. 

Name of 

training 

school 

Total no. 

trainees to 

be trained 

in the year 

Total No. 

of staff in 

place 

Total 

amount 

proposed 

for salaries 

Amount 

required 

for Guest 

faculty 

Amount 

required for 

contingencies 

Amount 

required 

for Rent 

Total 
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