
Improving Service Delivery through Measuring Rate of Absenteeism Improving Service Delivery through Measuring Rate of Absenteeism Improving Service Delivery through Measuring Rate of Absenteeism Improving Service Delivery through Measuring Rate of Absenteeism 
in 30 Health Centres in Tonk District of Rajasthan, Indiain 30 Health Centres in Tonk District of Rajasthan, Indiain 30 Health Centres in Tonk District of Rajasthan, Indiain 30 Health Centres in Tonk District of Rajasthan, India    

    

Final Analytical Report Final Analytical Report Final Analytical Report Final Analytical Report     
    

    

    

    

    

    

    
CUTS Centre for Consumer Action, Research and Training (CUTS CART) 

in partnership with  
the Result for Development (R4D) Institute 

 
George Cheriyan1 
Om Prakash Arya2 
Amar Deep Singh3 

 
 
 

                                                           
1
Director, CUTS International and Head, CUTS CART. 

2
 Project Co-ordinator, CUTS CART. 

3
 Project Officer, CUTS CART. 

 



 

                 

  

2 

 
Table of ContentsTable of ContentsTable of ContentsTable of Contents    

 
Acronyms           4  
Acknowledgement          5  
Executive Summary           
1.1 Abstract           6  
1.2 Strategy Adopted         7 
1.3  Key Research Findings        7 
1.4  Policy Implications         10 
1.5  The Future Plan         12 
Introduction 
2.1 Background          14 
2.2 Context of the Study        14  
2.3 About the Project         16  
2.4 National Programme        18 
2.5 Implementation arrangements in Rajasthan     21 
2.6 Project Area Profile: District Tonk       22 
Research Design 
3.1 Study Approach and Methodology      25 
3.2 Approaches towards Sustainability      27 
Summary Statistics 
4.1 Participatory Absenteeism Tracking Process     29 
4.2 Citizen Report Card         34 
4.3 Interview with Service Providers       41 
4.4 Other Observations         42 
4.5 Focus Group Discussion        44 
4.6 Individual Cases         45 
4.7 Secondary Data Findings        47 
Vicious Circle of Poor Service Delivery at PHCs     49 



 

                 

  

3 

Recommendations          52 
Problems Encountered         55 
Evidence-based action and advocacy       56 
Initial Impact of Advocacy and Community Monitoring     84 
References           86 
Event Photographs          87 
News Clippings          96 
Annexes   



 

                 

  

4 

List of AcronymsList of AcronymsList of AcronymsList of Acronyms    
 
ASHA      Accredited Social Health Activist 
ANM      Adult Nurse Midwife  
BPL      Below Poverty Line 
CMHO      Chief Medical & Health Officer 
CRC      Citizen Report Card 
CHC      Community Health Centres 
CMC      Community Monitoring Card  
CHM      Complaints Handling Mechanisms 
CUTS CART     Consumer Action, Research & Training  
DPM      District Programme Manager 
DLHS      District Level Household & Facility Survey  
FGD      Focused Group Discussions 
GO-NGO     Government Organisations-Non-GOs 
JSY      Janani Suraksha Scheme 
MDGs      Millennium Development Goals  
NMBS      National Maternity Benefit Scheme 
NRHM               National Rural Health Mission 
OPD      Outpatient Department 
PATP      Participatory Absenteeism Tracking Process 
PHC      Primary Health Centre 
R4D      Result for Development Institute 
RPRIs      Representative of Panchayati Raj Institutions 
PRIs      Panchayati Raj Institutions  
SHGs      Self-Help Groups 
VHSC      Village Health and Sanitation Committee 
WHO      World Health Organisation 

    



 

                 

  

5 

AcknowledgementsAcknowledgementsAcknowledgementsAcknowledgements    
 
In the process of carrying out the assessment and generating this report, we express our 
sincere thanks and gratitude to the Result for Development (R4D) Institute for its partnership 
and support, especially Courtney Tolmie, Senior Program Officer, for the guidance, advice 
and suggestions at every stage of the implementation of the project and also Maggie Koziol, 
governance specialist of the World Bank, and Courtney Heck for their support during 
workshops.  
 
We also sincerely thank our peer partners in various parts of Asia and Africa for their 
feedback and support during the peer review workshops and later. We particularly thank Ms. 
Indira Sandilya, communication expert, for her contribution in providing insights for advocacy 
plan. 
  
Our due thanks go to the Principal Secretary and Secretary, Department of Health and 
Family Welfare, Government of Rajasthan and the state and district level NRHM team for 
their valuable guidance and support in making the implementation of this project possible. In 
this regard, we owe much to the local health officials of the Health Department and the health 
officials at the PHCs and representatives of the Panchayati Raj Institutions for their valuable 
time and feedback during the interviews and interface meetings. We laud the efforts of district 
administration, especially the former Zilla Pramukh of Tonk, Ram Vilas Chaudhary, and the 
District Collector for its support and time. 
 
The project implementation would not have been possible without the support and inputs 
from 10 partner organisations in various blocks, the district co-ordinator, community monitors, 
researchers and respondents.  
 
    
    



 

                 

  

6 

EXECUTIVE SUMMARYEXECUTIVE SUMMARYEXECUTIVE SUMMARYEXECUTIVE SUMMARY    
    
1.11.11.11.1    ABSTRCTABSTRCTABSTRCTABSTRCT    
    
Delivery of various services through welfare schemes takes huge allocation of budget and 
expenditure in India, but the outcome is not proportionate and far below than expected. To 
break this phenomenon of low public expenditure outcome, which exhausts a big chunk of 
the taxpayers’ money in vain, the Government of India is taking development as a mission. 
The situation is improving, but the speed is still slow. Apart from many other impediments, 
absenteeism is one major obstacle, especially in the area of health and education, which 
hampers effective delivery of services.  
 
India is implementing the National Rural Health Mission (NRHM) for improving the health 
service delivery in rural areas, for which the expenditure was Rs 14000 Crore (US$3.02bn) 
for the financial year 2010-11. The scheme is well designed to achieve the improved status 
of health in rural areas and also includes the component of community monitoring to engage 
the relevant stakeholders in the process of scheme to hold the public servants accountable.  
 
This community monitoring project executed in Tonk district of Rajasthan aimed at improving 
and ensuring service deliveries at Primary Health Centres (PHCs) by measuring 
absenteeism of the health officials through developing a community-based monitoring model, 
reasoning out the factors responsible for such behaviour through interviewing the service 
providers, assessing the satisfaction of the citizens through Citizen Report Card (CRC), and 
after all  doing evidence based advocacy for bringing changes.  
 
The objective of the study was to evolve a community-based model of monitoring 
absenteeism in public health centres that can induce demand accountability of service 
providers, along with measuring the rate of their absenteeism and the satisfaction of the 
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beneficiaries, and to do evidence-based advocacy for adopting the model and improving the 
service delivery. 
    
1.21.21.21.2 STRASTRASTRASTRATEGY ADOPTEDTEGY ADOPTEDTEGY ADOPTEDTEGY ADOPTED    
    
The Investigation was conducted in a partnership mode. Ten local grass-roots organisations, 
showing keen interest in the project activities, were identified and selected from various 
blocks of the district, called partner organisations. They were made responsible for the 
activities related to few particular PHCs.    
    
Five unemployed educated youths were selected from the catchment area of each PHC, with 
the help of local partners, and trained in executing monitoring of absenteeism. They were 
given the CMC, the tool for monitoring the absenteeism, in advance to test and practice it. 
Later, on a fixed date, all the monitors started to make unannounced visits to the PHCs to 
record absenteeism. Since there were five monitors for each PHC, the 1st monitor got his 
next chance to record absenteeism on sixth day and again on next sixth day 
 
The head of the partner organisations conducted the interview of service providers and 
beneficiaries were surveyed with the help of surveyors identified each for a particular to PHC 
from the team of community monitors. All of them were trained rigorously for conducting the 
interviews. 
 
Several other methods of research like secondary data collection, focus group discussions, 
interface meetings etc were also adopted to get the real picture of service delivery at the 
PHCs. Information regarding the progress of the activities was provided to the local and state 
level administration to build an ownership of them in the project and its findings. RPRIs were 
also kept in the loop from the beginning. 
 
1.31.31.31.3 KEY RESEARCH FINDINGSKEY RESEARCH FINDINGSKEY RESEARCH FINDINGSKEY RESEARCH FINDINGS    
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Participatory Absenteeism Tracking Process (PATP) 
    
The PATP found that absenteeism among all categories of health officials exists on an 
average at the rate of 27 percent. However, the range of absenteeism was found to be 
between 12 percent in case of the male nurses and 36 percent for the Doctors or the Medical 
Officers.  
 
The health officials were considered as absent if they were not found at the health centre, for 
whatever reason. Therefore, to get the actual absenteeism data, the attendance record of the 
officials was collected and it was found that there is an average 10 percent difference 
between the data obtained through community monitoring and the attendance record. 
 
The study also tried to establish a simple correlation between the quality of infrastructural 
arrangements at the PHC and absenteeism and found that non-availability and quality of the 
facilities like public transport, toilet, water and government residence affects the presence of 
health officials at the health facility. 
 
Citizen Report Card (CRC) 
 
902 beneficiaries were surveyed using the CRC questionnaires on the health services 
provided at PHCs. 96 percent of the respondents said that the PHCs are easily accessible to 
them and 94 percent of the respondents are heavily dependent on the services provided by 
PHCs. 69 percent of the respondents said that they get either no medicines or only few from 
the PHCs. Reporting on the satisfaction, only 56 percent of the respondents found to be 
satisfied. More than 90 percent of the respondents like going to PHCs, like building of the 
PHCs, like the way they are looked after by the health officials, but in case of facilities and 
medicines, around 20 percent respondents do not like the service. 
 
Only 35 percent of the people confirm the availability of health service at night at the PHC 
and 82 percent of the respondents don’t know where to complain about any problem 
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regarding poor service delivery at the PHC. Only two percent of the respondents paid money 
for getting the services and 34 percent of the respondents reported that nobody visits their 
village regularly to know their health status. 
 
Interviews 
 
Interviews of 58 service providers were conducted particularly to know the reasons behind 
the absenteeism and also the other factors responsible for their non-availability. It was found 
that only 22 percent respondent use government residence, however 72 percent of the 
personnel reside within a periphery of 1 km. Among the respondents, 60 percent travel on 
foot, 12 percent by bus and 14 percent on bikes. 
 
The average number of training the service providers have received was found to be 5.4 and 
the average age of employment of the service providers is 9.1 years and the average time 
spent on the current PHC was found to be 3.9 years. 
 
It was found that 95 percent of the service providers like their jobs and 82 percent of them 
are not willing to do any other job on the same salary, but 69 percent of them want to change 
their PHC. At the same time, 12.5 percent of the respondents were found to be dissatisfied 
with their jobs and 25 percent of the respondents say that they don’t get leave on demand. 
41 percent of the service providers say there is shortage of staff and 12 percent of the 
respondents reported somebody having left a job recently. 
 
 
Interface Meetings 
 
Interface meetings between service providers and recipients were conducted to develop 
more understanding between them. The following facts were revealed from the interface 
meeting: 
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� Medicines to the PHC come once or twice only, not round the year. 
� Only 10 out of 35 listed medicines are made available and when they get exhausted, 

nothing can be done. 
 
 
Focused Group Discussions 
    

• SERVICES: However, there is lack of many facilities like pathological tests, injections, 
lady doctors, proper medicines, delivery facility at night, etc. Especially, there is no 
facility at PHC for the first time delivery.  

• AVAIABILITY OF STAFF: Villagers do not know how many staff members are there at 
the PHC. Many times, only few staff members are present at the PHC. Some are 
reluctant to do their duty.  

• MEDICINES: Medicines provided by the government meagre in quantity.. The few 
medicines available at PHC are given to any one, irrespective of the ailments to the 
people.  

• AWARENESS: People below poverty line are entitled for BPL card and other service 
delivery absolutely free of cost, but many people below poverty line are not made 
aware of the provisions/entitlements. 

• COMPLAIN: People don’t know where to complain about the poor services and there 
is no discussion over the poor services at the PHC.  

• PLACE OF PHC: At many places, the building of the PHCs is out of the village. 
Women cannot visit the PHC at night. Lot of political clout is also responsible for the 
placing of the PHC. 

    
1.41.41.41.4 POLICY IMPLICATIONSPOLICY IMPLICATIONSPOLICY IMPLICATIONSPOLICY IMPLICATIONS    
 
Awareness Generation 
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Lack of information about the entitlements/facilities/staffs at the centre among the villagers 
has emerged out as a severe problem during interface and community meetings. 
 
Intensive awareness generation, proactive disclosure about the number and name of the 
staff members and purpose of being outside, availability/ non availability of medicines and 
the community should be made aware that the health officials at the PHCs are well qualified 
and will provide better treatment to them. 
  
Strengthening Village Health and Sanitation Committee (VHSC)  
 
In most Village Health and Sanitation Committee meetings, the participation is either low or 
they do not take place. Lack of information about the meetings or about the committee itself 
is the prime cause for this. 
 
A day should be fixed for the VHSC meetings and it should be made known to every villager 
through various means of communication suitable to and available in the area. The Sarpanch 
and other RPRIs at the local level should be empowered and the process of community 
monitoring of the PHC that is inbuilt in NRHM should begin and continue.  

 
Availability of Medicines 
 
Sufficient availability of all listed medicines at the PHC should be ensured. A minimum buffer 
stock should be maintained at each PHC. A shop for generic medicines can be opened at 
each PHC, either on contract basis or through the government. A medicine van can move 
every month to each PHC for medicine delivery. People, other than the BPL, should not be 
provided medicines free of cost. The RPRIs need to oversee the delivery of medicines to the 
BPL. 
 
Facilities for Service Providers at the PHCs 
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Provision of additional financial allocation is needed for bringing facilities at the local level to 
make the PHCs functional. 

 
 
Deployment 
Deployment of the health officials should be optimum in quality and quantity. Along with the 
optimum deployment, there should be optimum arrangement of health related facilities at the 
PHC, so that they can perform and provide better services. 
 
Grievances Redressal Mechanism 
Use of telecommunication can be very well incorporated by setting up a local helpline on call 
centre model, with toll free number, and should be made known to all the villagers. The 
villagers will be able to register their complaint about the service delivery at the PHC and 
possible steps can be taken for improving the quality of the service delivery.   
 
Monitoring by Officials 
Regular monitoring (with increased frequency) and vigilance by various different level officials 
and PRI representatives, who should be particularly trained for monitoring, inspecting and 
investigating service delivery, should be made mandatory. 
 
Others 
A public-private partnership (GO-NGO collaboration) for monitoring of the service delivery 
should be established for bringing transparency and accountability.  
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INTRODUCTIONINTRODUCTIONINTRODUCTIONINTRODUCTION    
    
2.12.12.12.1    BACKGROUNDBACKGROUNDBACKGROUNDBACKGROUND    
    
The availability of human resources for health is an important indictor for the outreach of 
health service delivery. India lies at 124th position in case of availability of doctors among 200 
countries, according to the World Health Organisation (WHO), having six doctors per 10,000 
people. The number becomes critical when it comes to rural areas, as the distribution of 
doctors is heavily skewed towards urban areas. According to an estimate,4 the urban 
physician-to-population ratio is almost six times the rural concentration of physicians. The 
situation becomes more worrisome when the component of absenteeism is added to this 
scenario of scarce availability of health workforce. 

The other side of the coin is the allocation and expenditure of money for the health sector. 
Despite improving considerably on its health status since the Independence, the country’s 
absolute per capita expenditure is lower than most other developing countries, according to 
an Icra report on the Indian health care sector. India’s total expenditure on health amounts to 
5.10 percent of the gross domestic product (GDP), while its per capita total expenditure on 
health is US$80, compared to an average of over US$220 spent by many other developing 
countries. However, allocations for health have increased from Rs. 10,040 10,040 10,040 10,040 crore in FY 2005-
06 to Rs. 22,641 22,641 22,641 22,641 crore in FY 2009-10 – a rise of 125 125 125 125 percent, but it still needs to be increased 
and spent properly. 

 
2.22.22.22.2    CONTEXT OF THE STUDYCONTEXT OF THE STUDYCONTEXT OF THE STUDYCONTEXT OF THE STUDY    
    
Improving human capital in reaching the Millennium Development Goals (MDGs) and raising 
living standards has been the focus of investments in the social sectors and, in particular, 
health. This sector has received increasing attention and is clearly evident by the start of the 
                                                           
4
 The Centre for Enquiry into Health and Allied Themes 
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NRHM in India, for which the initial allocation made in the Indian Budget was INR 6731 crore 
(USD1.45bn) in financial year (FY) 2005-06   and that was increased to INR 14050    crore 
(USD3.02bn) in FY 2009-10.  
 
Adequate funding for the health sector is needed but, equally important, is to ensure the 
function of the health systems for improved public expenditure outcomes. The draft Approach 
Paper (2006) by Nirupam Bajpai and R.H. Dholakiya clearly states that “rural healthcare in 
most states including Rajasthan is marked by several severe problems like absenteeism of 
doctors/ health providers, low levels of skills, shortage of medicines, inadequate 
supervision/monitoring, callous attitudes and poor community participation. These problems 
in health care delivery are leaving well-intentioned spending without any desired impact.  
 
This clearly explains the need of improving service delivery in the health clinics, especially in 
the context of vulnerability of rural mass for which there is no much option except 
government aided services. 
 
Rajasthan is one among the few backward states of India where public health indicators are 
very low and this is the reason why it is put among 18 states of India identified by NRHM for 
special focus in providing effective health care. Rajasthan is one because it is weak in both 
public health indicators and infrastructure. The problem of access of people to such basic 
services is more severe in rural areas.  
 
 The figures below reveal the status of the health indicators in Rajasthan against India and 
the year-wise increase in expenditure of Rajasthan in the NRHM: 
 S. No. S. No. S. No. S. No.     Item Item Item Item     RajasthanRajasthanRajasthanRajasthan    IndiaIndiaIndiaIndia    1 Total Population (Census 2001) (in million)  56.51 1028.61 2 Decadal Growth (Census 2001) (%)  28.41 21.54 3 Crude Birth Rate (SRS* 2007)  27.9 23.1 4 Crude Death Rate (SRS 2007)  6.8 7.4 



 

                 

  

15 

5 Total Fertility Rate (SRS 2007)  3.4 2.7 6 Infant Mortality Rate (SRS 2007) 65 55 7 Maternal Mortality Ratio** (SRS 2004-06)  388 254 8 Sex Ratio (Census 2001)  921 933 
* Sample Registration System ** Pregnancy related deaths per 100 thousand mothers 
 
 
2.32.32.32.3    ABOUT THE PROJECTABOUT THE PROJECTABOUT THE PROJECTABOUT THE PROJECT    
 
This study report consolidates the results of certain social accountability tools such as 
Community Monitoring Card (CMC) utilised for participatory absenteeism tracking process 
(PATP), CRC utilised for getting the feedback of service recipients and the interviews of 
service providers executed for reasoning out the factors responsible for absenteeism.  
 
Absenteeism leads to waste of both financial and human resources and there is very less 
research done in this area in India. The policy makers are also very much aware of the 
severity of absenteeism of medical personnel, but they do not have much evidences 
collected scientifically and reasons for that. This lack of information restricts the government 
to find a way out.  
 
Keeping all these aspects in mind, all these tools were utilised mainly for measuring 
absenteeism of health officials and for deriving the highlights and gaps in the delivery of 
health services at Primary Health Centres (PHCs) running in Tonk district of Rajasthan, India. 
This district is adjacent to the capital of the state and has made significant progress in health 
indicators after the implementation of the NRHM. This district was chosen to identify what 
makes the district successful in achieving good health indicators and what is the status of the 
rate of absenteeism in such a progressive district. 
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Under the participatory absenteeism tracking process (PATP), the presence and absence of 
health service providers were recorded for 30 PHCs for the period of 30 days in continuity, 
through unannounced and secret visits to the health centres during working hours.  
 
The calculation of absenteeism is based on direct physical verification of employees’ 
presence, rather than relying on attendance registers of the health officials, as it is very easy 
to manage the attendance register, especially in the rural areas, and so attendance registers 
not provide the right picture about absenteeism. There are various tactics being adopted by 
the service providers to remain absent from the health centre without taking leave. These 
tactics were revealed during the execution of various activities under the project. At the same 
time, several genuine reasons were also found for absenteeism that must be corrected for 
reducing such cases. 
 
Under the process of CRC, 902 health beneficiaries were interviewed, with a field-tested 
questionnaire, mainly to get their feedback on the various health service deliveries by a 
group of people chosen from community monitors. The various components of the National 
Rural Health Mission (NRHM) were taken into account. Special focus was given to Janani 
Suraksha Scheme (JSY) – a scheme to improve maternal and neonatal health – which is a 
component of the NRHM to improve maternal mortality rate, through increasing institutional 
delivery, and child health for improving the infant mortality rate. This scheme also caters to 
one of the Millennium Development Goals (MDGs). In general, the findings of the CRC are 
based on the perception of the service recipients, based on the services they get from the 
health facility in the vicinity of their localities.  
 
The summary statistics on the absence of health officials includes statistics on average level 
of provider absence, cadre-wise distribution of absenteeism rate among various service 
providers, presence/absence of various medical facilities at the centre and the infrastructural 
facilities connected to the health facility. The analysis of interviews could also bring the 
reported reasons for absence and the distribution of absences among providers. It also 
examines the correlation of service provider absence between a wide range of potential 
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determinants like the distance of the facility from the town, their engagement in other official 
works and many more. 
 
The summary statistics about the perception of the service recipients is on the basis of their 
feedback about various components of the health service delivery at the PHCs. The 
feedback collection will take various entitlements given to the people through various 
schemes and programmes into account. 
 
2.4 NATIONAL PROGRAMMENATIONAL PROGRAMMENATIONAL PROGRAMMENATIONAL PROGRAMME 
The NRHM was launched in April 2005 to effect an architectural correction in the health care 
delivery system with the convergence of various health programmes. Accordingly, special 
emphasis has been given to the health sector in terms of financial allocations during later 
years of the 10th Plan and also in the 11th the Plan. It is an effort to improve public health 
services, with a special focus on states with weak public health infrastructure and indicators. 
The Goal of the Mission is to improve the availability of, and access to, quality health care for 
people, especially for those residing in rural areas, the poor, women and children, thereby 
bridging the urban-rural disparities.  
 
The vision statement of the NRHM, as described on the NRHM website and its documents, is 
as follows:  
  

• Provide effective health care to rural population throughout the country;  
• Commitment of the Central Government to raise public spending on health from 0.9 

percent of the GDP to two to three percent of the GDP;  
• Undertake architectural correction of the health system to enable it to handle 

effectively increased allocations;  
• Promote policies that strengthen public health management and service delivery in the 

country;  
• Revitalise local health traditions and mainstream Ayurveda, Yoga, Unani, Sidha and 

Homeopathic (AYUSH) treatments into public health systems;  
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• Decentralise programs for district management of health;  
• Define time bound goals and report publicly on their progress; and  
• Improve access of rural people, especially poor women and children, to equitable, 

affordable, accountable and effective primary health care.  
 
The “accountability” component for the service providers becomes very crucial for achieving 
the goals of the NRHM. In the past, there have been numerous programmes for improving 
the national health status. But, most of them were not effective enough in addressing the 
poor health status of the country. Also, the needy were not even aware about most of the 
programmes and schemes. However, Information, Education and Communication (IEC) 
activities are one of the major components under the NRHM for providing health-related 
schemes and programs to the people, which is around 2.5 percent of the total budget.  
 
The accountability framework proposed in the NRHM is a three-pronged process that 
includes internal monitoring, periodic surveys and studies and community-based monitoring. 
Community Monitoring is also seen as an important aspect of promoting community-led 
action in the field of health. The provision for Monitoring and Planning Committees has been 
made at the PHC, Block, District and State levels. The adoption of a comprehensive 
framework for community-based monitoring and planning at various levels under the NRHM 
places people at the centre of the process of regularly assessing whether the health needs 
and rights of the community are being fulfilled. 
 
 NRHM Yea NRHM Yea NRHM Yea NRHM Yearrrr----wise Allocation wise Allocation wise Allocation wise Allocation 
vs. vs. vs. vs. EEEExpenditure in Rajasthan xpenditure in Rajasthan xpenditure in Rajasthan xpenditure in Rajasthan 
(in 10 millions)(in 10 millions)(in 10 millions)(in 10 millions)    
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But, unfortunately, even after four years of the completion of the mission, the wheel of 
community-based monitoring is still not set in motion and no data is available with the 
department even after laying down the framework for the implementation of community-
based monitoring of 36 selected districts of nine states of the country. Apart from gathering 
data on absenteeism, this project aims at developing a community-based monitoring model 
and showcasing the acquired evidences from field to advocate for setting up the community-
based monitoring in motion. This will further improve the service delivery at health centres 
and public expenditure outcomes. 
.  
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2.52.52.52.5 IMPLEMENTATION IMPLEMENTATION IMPLEMENTATION IMPLEMENTATION MECHANISMMECHANISMMECHANISMMECHANISM    IN RAJASTHANIN RAJASTHANIN RAJASTHANIN RAJASTHAN    
    
Structure of Structure of Structure of Structure of HHHHealth ealth ealth ealth CCCCare are are are SSSSystem under NRHM in a Districtystem under NRHM in a Districtystem under NRHM in a Districtystem under NRHM in a District    
An illustrative structure of providers at various levels below a block, 5-6 of which jointly 
constitute a district, is given below. Therefore, a PHC is responsible for the health of a cluster 
of nearly 30-40 villages, or around 10,000 people. There are 45 PHCs in the Tonk district that 
take care of nearly a 120-thousand population. 
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2.62.62.62.6 PROFILE OF PROFILE OF PROFILE OF PROFILE OF PROJECT AREA: DISTRICT PROJECT AREA: DISTRICT PROJECT AREA: DISTRICT PROJECT AREA: DISTRICT OF OF OF OF TONKTONKTONKTONK    
 
The district of Tonk is situated 
in the north eastern part of 
the state, with area coverage 
of 7,194 sq. km. Tonk has a 
population of 1211671, 
comprising of 626436 men 
and 585235 women. The 
district has 59.93 percent of 
cultivators, having total 1100 
villages, approximately. Tonk 
is a small district, located at a 
distance of 96 kms from 
Jaipur.     
 
This is a district which is 
adjacent to the capital of the 
state and has made 
significant progress in health 
indicators after the implementation of the NRHM. DLHS, which gathered the data in 2007-08, 
keeping in mind the intentions of the NRHM, showed good progress in case of few indicators 
presented in the Table below. This district has also been under constant observation 
because of certain reasons like proximity to the state capital, plethora of agencies, including 
the UN and the World Bank, working in the district, etc. This district was chosen to identify 
what makes the district successful (or is it really successful?) in achieving good health 
indicators. This is a district, where many agencies including UN are working intensively in the 
health sector, so what changes the common man feels and reports about the status of 
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services and their satisfaction. What is the rate of absenteeism in the district and how is it 
affecting the delivery of health services? 
                 

S. No. S. No. S. No. S. No.     
IndicatorsIndicatorsIndicatorsIndicators    

    *DLHS*DLHS*DLHS*DLHS----2222    **DLHS**DLHS**DLHS**DLHS----3333    

1 
Percentage of girl's marrying before 
completing 18 years 7.1.9 61.7 

2 

Mothers who had at least 3 Ante-Natal 
care visits during the last pregnancy 
(%) 37 38.5 

3 Institutional births (%) 24.7 47.3 

4 
Children (12-23 months) who have 
received BCG (%) 64.2 94.8 

5 
Children (12-23 months) who have 
received 3 doses of DPT Vaccine (%) 34 53.9 

*District Level Household Survey *District Level Household Survey *District Level Household Survey *District Level Household Survey ----2 (20022 (20022 (20022 (2002----04)04)04)04)     **DLHS **DLHS **DLHS **DLHS----3 (20073 (20073 (20073 (2007----08)08)08)08)....    
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Health Facilities in District Tonk, Rajasthan 

    
As denoted in the picture above, in Tonk district, number of Community Health Centres 
(CHC) is 7 and the number of PHC and Subcentres are 45 and 249 respectively.        
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RESEARCH DESIGNRESEARCH DESIGNRESEARCH DESIGNRESEARCH DESIGN    
    
STUDY APPROACH STUDY APPROACH STUDY APPROACH STUDY APPROACH andandandand METHODOLOGY METHODOLOGY METHODOLOGY METHODOLOGY    
    
The NRHM primarily aims at access of health services to rural people and PHCs are the 
backbone of the service delivery to the rural people under the mission. Hence, the study 
mainly focuses on service delivery at a PHC. First and foremost, a series of visits were made 
to build acquaintance with the area, build rapport with the government officials, see the 
implementation of schemes at the grass roots, understand the dynamics of the place and 
identify the local organisations as a part of scoping visit under the project. 
 
An NGO consultation meeting was conducted for around 20 NGOs, in order to make the 
organisations familiar with the project, its goal and the activities. After a rigorous screening of 
their interests and credibility, 10 local organisations (Annexure 1) were selected as partners 
to implement the activities in the area. Simultaneously, a district co-ordinator was also 
appointed to co-ordinate with the partners. Each partner was made responsible for the 
activities of a few particular PHCs. 
 
PARTICIPATORY ABSENTEEISM TRACKING PROCESS 
 
Random sampling method was utilised to select 30 PHCs (Annexure 2) to avoid any kind of 
bias. Tonk district has the characteristics of both rural and urban area as it borders the state 
capital and thus PHCs selected for the study will have all characteristics of rural, urban, 
remote etc. This will help in drawing conclusions for whole state. 
 
Five unemployed youths were selected for each PHC from its catchment area, with the help 
of the local partner organisation, to monitor the presence/absence of the health officials. 
They were stationed for an hour at each PHC to record the data on all the 30 randomly 
selected PHCs at various points of time during duty hours. The providers’ presence was 
recorded for 30 consecutive days, except Sundays. The presence of the health officials was 
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recorded at three different points of time according to chart A (Annexure 3). Thus, five 
community monitors for 30 days collected 900 observations for eight categories of the health 
workers working at the 30 PHCs in the district, through the use of Community Monitoring 
Card (Annexure 4).  
 
The categories of the health workers are Doctor, Doctor Ayush (Ayurvedic), Male Nurse, 
Female Nurse, Lab Technician, Lady Health Visitor, Pharmacist and Adult Nurse Midwife. 
The observers did scoping of the PHC before starting the monitoring. The observers 
monitored the presence at three points of time (10.00 am, 11.30 am and 5.00 pm). To avoid 
any kind of disturbances due to the monitoring process, monitors were strictly instructed to 
do monitoring on every 6th alternate day and not in sequence. This project paid token 
honorarium to every monitor for conduction the monitoring. 
 
CITIZEN REPORT CARD 
 
30 service recipients from each PHC were randomly selected for conducting the CRC from 
among the people coming to the PHCs for availing any kind of service. Earlier, it was 
attempted to do a random sampling on the basis of Outpatient Department (OPD) list, but the 
same was not found properly maintained. Thus, 902 people were asked to provide their 
report on the service delivery on the basis of questionnaire (Annexure 5). The survey work 
was executed by one community monitor best out of five related to the particular PHC. 
 
Simultaneously, interviews of the service providers, each of a Doctor, Adult Nurse Midwife 
(ANM), Accredited Social Health Activist (ASHA) and a representative of Panchayati Raj 
Institutions (RPRIs) for every PHC, were conducted. The high level authorities at the district 
level, like the Chief Medical and Health Officer (CMHO), the District Programme Manager 
(DPM), etc., were also interviewed for better clarity on certain issues. The interviews of the 
service providers were either done by the head of the partner organisation or by the member 
of project management team. 
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Category of RespondentsCategory of RespondentsCategory of RespondentsCategory of Respondents    Sample SizeSample SizeSample SizeSample Size    ActuActuActuActual Interviews al Interviews al Interviews al Interviews DDDDoneoneoneone    
 

BeneficiariesBeneficiariesBeneficiariesBeneficiaries    900900900900    902902902902    

Doctors 30 29 

Adult Nurse Midwives 30 29 

ASHAs 30 30 

RPRIs & VHC Members 30 30 

TotalTotalTotalTotal    1020102010201020    1020102010201020    

 
Other than the PATP, the CRC and the interviews, several focused group discussions 
(FGDs) with service providers and service recipients were conducted during the course of the 
investigation.  
 
SECONDARY DATA COLLECTION 
Constant watch was kept on the local newspapers of the project area and also the leading 
newspapers to gather the relevant news related to the project. Simultaneously, the Internet 
was also used for the purpose of collecting secondary data. 
 
APPROACH TOWARDS SUSTAINABILITY 
The project was partnered by ten local grass-roots organisations showing keen interest in the 
project activities and goals. These partners already have rapport built in the areas where the 
PHCs were located. This helped in getting the community monitors. Since partner 
organizations were based locally, the monitoring of the monitors and other survey work 
remain easy for them in true sense. The project was able to initiate this process of 
community monitoring with the involvement of local partners, because they were familiar with 
the PRIs and the SHG groups in the particular area. Initially, a community meeting was 
organised in several PHC catchments to select the volunteer monitors. Several interface 
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meetings between the service providers and recipients were also conducted to improve the 
understanding between them and also to devise ways to improve the service delivery at the 
health centres.  
 
The sustainability of this model depends on two points: first, if government adopts this 
community-based monitoring model and institutionalises the process and, second, if the 
RPRI and community jointly take the decision to carry the model forward through its revenue.  
 
All the work of data collection and civic engagement at one of the PHCs was deliberately 
done by the district co-ordinator appointed for the project area, mainly to understand the 
dynamics of the PHC and people availing services, in order to enrich the research work. 
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SUMMARY STATISTICSSUMMARY STATISTICSSUMMARY STATISTICSSUMMARY STATISTICS    
 
4.14.14.14.1    Participatory Absenteeism Tracking ProcessParticipatory Absenteeism Tracking ProcessParticipatory Absenteeism Tracking ProcessParticipatory Absenteeism Tracking Process    
 
Providers’ Absence RateProviders’ Absence RateProviders’ Absence RateProviders’ Absence Rate    
 
Provider’s average absence rate for all categories of health officials was found to be 27 
percent, which means out of the 900 observations, on an average, health officials were found 
absent during 27 percent cases of observations. The rate of absenteeism5 ranges from 12 
percent for Male Nurses to 36 percent for Doctors or Medical Officers. As described, there 
were 900 observations made of 30 PHCs for each category of employee. 
 
To know the amount of cases where the health officials manage to sign the register without 
visiting the health centre, the team obtained Xerox copies of the attendance sheets and a 
comparison was done. It was found that an average difference of 10 percent exists. This 
means, on an average, on 10 percent days health officials do not come to the PHC, but 
manage it to sign. This was found highest in the case of Lab Technicians and lowest in case 
of Male Nurses.  
 
De-segregation of Absenteeism by Key Health Care Cadre 
 

S.S.S.S.
NoNoNoNo
....    

Medical ProvidersMedical ProvidersMedical ProvidersMedical Providers    Absence Rate Absence Rate Absence Rate Absence Rate     
(in Percentage)(in Percentage)(in Percentage)(in Percentage)    

Absence Rate Absence Rate Absence Rate Absence Rate     
(in %)(in %)(in %)(in %) O O O Obtained  btained  btained  btained  
through through through through AAAAttendance ttendance ttendance ttendance 
SSSSheetheetheetheet    

DifferenceDifferenceDifferenceDifference    

1 Medical Officers 
(Doctors) 

36363636    31313131    5555    

2 Lab Technicians 34 14 20 
                                                           
5
 In calculating absence rates, a provider was coded as absent if he or she was not found in the premises of PHC at the time of 
observation because of any reason like leave, official duty outside like training or monitoring visits to the sub-centres and absent 
without information. 
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3 Lady Health Visitors 33 15 18 
4 Adult Nurse Midwives 22 15 7 
5 Male Nurses 12121212    12121212    0000    
    AverageAverageAverageAverage    27272727    17171717    10101010    

 DayDayDayDay----wise wise wise wise DDDDoctors’ octors’ octors’ octors’ AAAAbsence bsence bsence bsence     
    
While analysing the day-wise absence in order to know the concentration of absenteeism for 
any particular day, it was found that slightly higher rates were found for Mondays and 
Wednesdays. The overall absence rate varies between 32 to 41 percent for Doctors. The 
hypotheses behind this investigation was that the health officials remain absent more on 
Saturdays and Mondays, as they move out of station and take a day or two extra in joining 
the duty again. This proved true in case of Mondays, where absenteeism was found highest, 
however, in case of Saturdays, it did not hold true. Instead of Saturday, Wednesday was 
found the day when maximum absenteeism found. 
 
DaysDaysDaysDays    MondayMondayMondayMonday    TuesdayTuesdayTuesdayTuesday    WednesdayWednesdayWednesdayWednesday    ThursdayThursdayThursdayThursday    FridayFridayFridayFriday    SaturdaySaturdaySaturdaySaturday    
AbsenteeismAbsenteeismAbsenteeismAbsenteeism    
 (in %) (in %) (in %) (in %) 

41 35 39 35 35 32 

 
Status of the Status of the Status of the Status of the AAAAvailability of Medical vailability of Medical vailability of Medical vailability of Medical FFFFacilities at PHCacilities at PHCacilities at PHCacilities at PHC    
 
Availability of few of the essential facilities and their quality was also checked during the 
Participatory Absenteeism Tracking Process at the Primary Health Survey. This was also 
reported by the community monitors on the basis of their observations. Information on the 
availability of these facilities and their quality was also asked for in the same monitoring card 
used for absenteeism tracking purpose. 
 
ResponseResponseResponseResponse    ImmuniImmuniImmuniImmunissssationationationation    Drug Drug Drug Drug 

DDDDistributionistributionistributionistribution    
Blood TestBlood TestBlood TestBlood Test    DeliveryDeliveryDeliveryDelivery    
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YesYesYesYes    44 73 51 63 
NoNoNoNo    55 26 35 33 
Can’t SayCan’t SayCan’t SayCan’t Say    1 1 14 4 
 
Few of the facilities which can be responsible for the presence of the service providers at the 
facilities were also counted during the process. 
 
Availability of Infrastructural Availability of Infrastructural Availability of Infrastructural Availability of Infrastructural FFFFacilitiesacilitiesacilitiesacilities    
 
S. S. S. S. 
No.No.No.No.    

Infrastructural Facilities at the Health CentreInfrastructural Facilities at the Health CentreInfrastructural Facilities at the Health CentreInfrastructural Facilities at the Health Centre    Yes Yes Yes Yes 
(%)(%)(%)(%)    

No No No No     
(%)(%)(%)(%)    

1111    Public Transport to the PHC 80 20 
2222    Toilets 90 10 
3333    Water 83 17 
4444    Electricity 87 13 
5555    Government Residences 73 27 
 
Quality of Infrastructural Quality of Infrastructural Quality of Infrastructural Quality of Infrastructural FFFFacilitiesacilitiesacilitiesacilities    
 
S. S. S. S. 
No.No.No.No.    

Quality of Infrastructural Facilities at Quality of Infrastructural Facilities at Quality of Infrastructural Facilities at Quality of Infrastructural Facilities at 
the Health Centrethe Health Centrethe Health Centrethe Health Centre    

Good Good Good Good 
(%)(%)(%)(%)    

Average Average Average Average 
(%)(%)(%)(%)    

Bad Bad Bad Bad 
(%)(%)(%)(%)    

No No No No 
ResponseResponseResponseResponse    
(%)(%)(%)(%)    

1111    Public Transport to the PHC 50 37 7 20 
2222    Toilets 37 43 17 10 
3333    Water 40 43 13 17 
4444    Electricity 37 47 13 13 
5555    Government Residences 37 27 20 27 
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Absence Rates of the Absence Rates of the Absence Rates of the Absence Rates of the 
SSSService ervice ervice ervice PPPProviders: Some roviders: Some roviders: Some roviders: Some 
SSSSimple imple imple imple CCCCorrelationsorrelationsorrelationsorrelations    
    
We review briefly the 
simple correlations 
between providers’ 
absence and facilities 
connected to the health 
care centre. These correlations suggest that all facilities like public transport, toilets, water 
and government residences matters in context of the providers’ absence at the health facility. 
 
Cost of Absenteeism 
For Doctors Only in Whole Rajasthan 

• Salary of a doctor at entry level: INR 16,800 + 6000 (200 per day allowance) 
• Number of doctors in Rajasthan: 1,542 
• Financial loss in Tonk (for 45 PHCs): Rs. 4.4 million per annum (USD0.1mn)  
• Total loss in Rajasthan: Rs. 150 million per anum (USD3.33mn)  

 
For Various Cadres in Tonk District 
 
S.S.S.S.    No.No.No.No.    Medical ProvidersMedical ProvidersMedical ProvidersMedical Providers    Absence Rate Absence Rate Absence Rate Absence Rate     

(in Percentage)(in Percentage)(in Percentage)(in Percentage)    
Salary with Salary with Salary with Salary with 
Allowances Allowances Allowances Allowances 
per Monthper Monthper Monthper Month    

No. of No. of No. of No. of 
OOOOfficials (in fficials (in fficials (in fficials (in 
Tonk )Tonk )Tonk )Tonk )    

Loss of Loss of Loss of Loss of 
ResourceResourceResourceResource    

1 Medical Officers 
(Doctor) 

36 22800 42 4136832 

2 Lab Technicians 34 8000 36 1175040 
3 Lady Health 

Visitors 
33 8000 35 110800 

4 Adult Nurse 22 5200 47 645216 
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Midwives 
5 Male Nurses 12 12900 73 1356048 
    TotalTotalTotalTotal                8421936842193684219368421936    

 
It is evident from the from the above Table that total financial loss due to absenteeism in five 
prominent cadres for service delivery at PHC in Tonk is nearly INR 8 million.
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4.24.24.24.2    CITIZEN REPORT CARDCITIZEN REPORT CARDCITIZEN REPORT CARDCITIZEN REPORT CARD    
 
RespondentsRespondentsRespondentsRespondents’’’’ Demographics Demographics Demographics Demographics    
    
Out of the total 1020 respondents, 902 were the recipients of the services from the PHC, 88 
were the service providers at the PHC and 30 were the representatives of the Panchayati Raj 
Institutions. 
 
Out of 902 respondents from service recipients section: 

• 52 percent were males and 48 percent were females; 
• 95 percent were from Hindu community and five percent were from the Muslim 

community; 
• 79 percent were APL and 20 percent were BPL and one percent were unclear about 

their status; 
• 39 percent were from nuclear families, 59 percent were from joint families and two 

percent were not clear. 
• 64 percent were from the age group of 19-40, 17 percent from 41-60 years, that 

together constitutes 81 percent; and 
• 76 percent people were below the monthly income of Rs. 5000. 

 
Key CRC FindingsKey CRC FindingsKey CRC FindingsKey CRC Findings    
    
Janani Suraksha Yojna (JSY) 
 
The Janani Suraksha Yojna (JSY), under the overall umbrella of the National Rural Health 
Mission (NRHM), is a modified version of the earlier National Maternity Benefit Scheme 
(NMBS). The JSY integrates the cash assistance with antenatal care during the pregnancy 
period, institutional care during delivery and immediate post-partum period in a health centre, 
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by establishing a system of co-ordinated care by field level health worker. It is a 100 -percent 
centrally-sponsored scheme. 
 
The CRC was conducted to know the status of the provisions of the JSY from which the 
findings reveal both positive and negative feedbacks. The findings are compiled in form of a 
Table.  
    

S. S. S. S. 
No.No.No.No.    

Questions Questions Questions Questions RRRRelated to the Provisions/elated to the Provisions/elated to the Provisions/elated to the Provisions/EEEEntitlements under JSYntitlements under JSYntitlements under JSYntitlements under JSY    YesYesYesYes    NoNoNoNo    Can’t Can’t Can’t Can’t 
SaySaySaySay    

1 Are you registered under JSY? 80 5 14 
2 Were you given the iron tablets during pregnancy period? 76 8 16 
3 Was any lab test done at the PHC during pregnancy? 75 11 14 
4 Does government encourage institutional delivery in your 

opinion? 
82 5 13 

5 Do health workers come to patient’s home for delivery 
purpose? 

50 35 14 

6 Whether your ANM has required skills for delivery? 87 9 4 
7 Was economic help given after delivery? 68 12 20 
8 Does your hospital have 24–hour delivery facility? 63 24 13 

    
It is evident from the data gathered that 10-20 percent of pregnant women are not having 
proper awareness about the JSY, which is weakening the demand-side of the service 
delivery. If we take the first question, all the women are registered under JSY, but are 
unaware of their registration. Poor awareness leads to poor demand and hence poor service 
delivery. It is surprising that 12 percent of the people said they have not got any economic 
help after pregnancy. 
 
Child Health 
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Child Health Care Services are also given a wide importance under the NRHM. Essential 
new born care, integrated management of neonatal and childhood illness, exclusive breast 
feeding and timely introduction of complimentary feeding, immunization, Vitamin A 
supplement, etc., are key strategies for attaining better child health in the country. 
 
Keeping these strategies in mind, Keeping these strategies in mind, Keeping these strategies in mind, Keeping these strategies in mind, the the the the CRC gathered the feedback on certain activities CRC gathered the feedback on certain activities CRC gathered the feedback on certain activities CRC gathered the feedback on certain activities 
implemented for better child health.implemented for better child health.implemented for better child health.implemented for better child health.    
    

S. S. S. S. 
No.No.No.No.    

Questions Questions Questions Questions RRRRelated to the elated to the elated to the elated to the CCCCertain ertain ertain ertain AAAActivities ctivities ctivities ctivities IIIImplemented for mplemented for mplemented for mplemented for 
BBBBetter etter etter etter CCCChild hild hild hild HHHHealthealthealthealth    

YesYesYesYes    NoNoNoNo    Can’t Can’t Can’t Can’t 
SaySaySaySay    

1 Is your child immunized? 93 3 4 
2 Has your child been given Vitamin A supplement? 81 14 4 
3 Were you told for exclusive breast feeding to your child? 88 7 5 
4 Does your PHC provide your child security against 

malnutrition and other infectious diseases? 
78 17 5 

    
The figure related to immunisation was found to be very enthusiastic in case of child health. 
Ninety-three percent parents said that their children are immunised. However, intensive work 
is needed in case of providing Vitamin A supplement and also in case of gaining confidence 
of people.  
 
Family Planning and Other Curative Services 
 
It was found that the percentage of the people visiting the PHC in connection with availing 
the curative services is as high as 50 percent and becomes 56 percent after including the 
people coming for family planning services. The percentage of respondents informed about 
the family planning methods was found to be 92 percent and 92 percent respondents 
confirmed the availability of contraceptives and other family planning methods. At the same 
time, 95 percent of the respondents reported the availability of services for other curative 
diseases and 96 percent of the respondents are happy with prompt and appropriate referral.  
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Complaint Handling Mechanism 
 
Complaint Handling Mechanisms (CHMs) are critical tools for promoting transparency and 
accountability, reducing corruption, improving service delivery and enhancing overall 
effectiveness in public expenditure. But, the condition of complaint handling mechanism was 
found very abysmal. Eighty-two percent of the people reported that they do not know where 
to complain about any fault in the service delivery at the PHC. 
 
Awareness Generation 
 
Awareness generation on various health needs, provisions and entitlements under the 
NRHM is vital to trigger the demand of services, which ultimately generates success of any 
scheme. To know the status of awareness among people about the general health practices, 
report from the respondents was taken. The Table below denotes the status of the 
awareness among the people. 
 

S. S. S. S. 
No.No.No.No.    

Questions Questions Questions Questions RRRRelated to elated to elated to elated to the the the the AAAAwareness wareness wareness wareness 
GGGGenerationenerationenerationeneration    

Completely Completely Completely Completely 
AAAAwarewarewareware    

Partially Partially Partially Partially 
AAAAwarewarewareware    

Totally Totally Totally Totally 
UUUUnawarenawarenawarenaware    

1 On breast feeding 55 16 28 
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2 Introduction of complementary feeding 49 22 29 
3 Spacing between the children 60 15 25 
4 Legal age of marriage 67 8 24 
5 Registration of birth/death 52 15 32 

 
 
Opinion on PHC 
 
The CRC also tried to find out the general opinion about the PHC and the services provided 
there. It was found more people are having positive opinion about their respective PHCs and 
the service provided there.  
 

S. S. S. S. 
No.No.No.No.    

ItemsItemsItemsItems    YesYesYesYes    NoNoNoNo    Can’t Can’t Can’t Can’t 
SaySaySaySay    

1 Like going to a PHC nearby 97 1 2 
2 PHC has a good building 93 6 1 
3 Health officials are present continuously 90 9 1 
4 Health officials do quality diagnostics 93 5 2 
5 Good medical facilities are available in the PHC 74 21 5 
6 Medicine are available free of cost 77 19 4 

 
However, most of the respondents had a good perception about the building of the PHC and 
the availability of the health officials and they said that they like going to the hospital, but in 
case of medical facilities present at the PHC and the availability of medicines, a significant 
percentage of the respondents did not have a good opinion. 
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Community Participation 
 
Community-based monitoring of health services is a key strategy of the National Rural Health 
Mission (NRHM) to ensure that the services reach those for whom they are meant, especially 
for those residing in rural areas, the poor, women and children. Community monitoring is also 
seen as an important aspect of promoting community-led action in the field of health. 
Formation of Village Health and Sanitation Committees (VHCs) was one of the strategies to 
enhance civic engagement. 
 
Respondents were simply asked about their knowledge about the VHC. Only 53 percent of 
the people accepted that they know about such a committee and only 46 percent of the 
respondents accepted that they have ever met any VHC member. 
 
Accessibility and Availability of the Health Services 
 
Under the National Rural Health Mission (NRHM), and the government has shown 
commitment to improve the availability of and accessibility to quality health care by people, 
especially for those residing in rural area. To get a feedback on the accessibility of the health 
services, few questions were asked to the respondents. 
 
96 percent of the respondents6 said that the PHCs are in their easy access and 94 percent of 
the respondents are heavily dependent on the services provided by the PHC. However, 83 
percent of the people said that they find health officials at the PHC when they go, but 69 
percent of the respondents say that they get either no medicines or only few from the PHCs. 
When their suggestion was asked to improve the services at the PHC, 11 percent of the 
people said  the supply of medicines should be improved and more medicines should be 
added to the list of medicines being provided. 
 
                                                           
6
 The questionnaires were filled with the people coming to the hospital. Since CRC is done with the actual user of the 

services and when we tried to get the list of actual users. The OPD list is not maintained with the names and addresses of 

the beneficiaries. At the same time, it also needs to be taken into consideration that most of the respondents do not have 

any choice other than the government hospitals. 
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Some General Findings/Facts 
 

1. Average distance of the PHC from respondents home: 2 km; 
2. Average time in journey to PHC and check up for a respondent: 1.3 hours; 
3. Only 56 percent of the people are satisfied with the service delivery at PHC; 
4. 90 percent of the people said that they never paid any money to avail the health 

services; 
5. Only in 35 percent cases respondents affirm health service delivery at night at PHCs; 

and 
6. Only 63 percent respondents accept that some body visits their village regularly. 

 
 
 



 

                 

  

40 

4.34.34.34.3 Interview of Interview of Interview of Interview of SSSService ervice ervice ervice PPPProvidersrovidersrovidersroviders    
 
The interviews of the 58 service providers were conducted particularly to know the reasons 
behind the absenteeism and also the other factors responsible for their non-availability. It 
was found that only 22 percent respondents use government-provided residence. However, 
72 percent of the personnel reside within the periphery of 1 km. Among the respondents, 60 
percent travel on foot, 12 percent by bus and 14 percent on bikes. 

 

Average number of training the service 
providers have received was found 5.4 and the average age of service of the service 
providers is 9.1 years and average time spent on the current PHC was found 3.9 years. 
 
It was found that 95 percent of the service providers like their jobs and 82 percent of them 
are not willing to do any other job on the same salary, but 69 percent of them want to change 
their PHC. At the same time, 12.5 percent of the respondents found dissatisfied with their 
jobs and 25 percent of the respondents say that they do not get leave on demand. Forty-one 
percent of the service providers say there is shortage of staff and 12 percent of the 
respondents reported about somebody leaving job recently. 
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4.44.44.44.4    Other ObservationsOther ObservationsOther ObservationsOther Observations    
 
Several other findings were gathered through various interface meetings and focused group 
discussions with service providers which provided insights to understand the problems in 
service delivery. 
 

• Deficiency of medicine was one of the major obstacles found for poor service delivery, 
according to service providers and service recipients as well. In many cases, the 
villagers reported that very few medicines are available with the PHC and the doctor 
or other staff gives the same medicines irrespective of the problems they have. The 

A dA dA dA doctoroctoroctoroctorssss    ssssayayayayssss not sufficient medicines are given to the PHCs because of which we are 
unable to provide proper services. We need to manage with the situation. One list of 
medicines with rates is given to us. We are allowed to buy only those listed medicines on 
the given rates. But, many of them are not found on medical shops even. People after 
seeing the list ask for the medicines which are listed and blame us for not providing. The 
rates given for the medicines are also old and do not match with the market rates. 
 
I am a doctor and my duty is to provide treatment to the patients, but I am doing the data 
feeding work at the PHC. If I am found at the PHC on Wednesday, then the authority will 
ask why I am here. If we raise more questions in the monthly meetings, the monitoring of 
the PHC becomes more. Quality of the training is also not fine. The training is nominal and 
there is no benefit of the training. There is a gap of three hours in between the two shifts, 
which is useless for us. There should be change in timings. Travel allowance and better 
facilities like lab instruments, etc., should be given. During interview, a female came with 
pain in her ear. She was given paracetamol. After her departure, the interviewer told the 
doctor that it was not the medicine for pain in the ear. The doctor said that the required 
medicine is not here and if any medicine was not given to the person, she would have 
cried and said that you people eat the medicines. 
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villagers said that they do not have faith in government-supplied medicines. Since 
there are no shops available at the Gram Panchayat level, people prefer to go to the 
community health centre at the block level or the district hospitals so that they can buy 
medicines from the shop, if not available at the hospital. 

 
• Due to lack of medicines and other facilities, generally, people do not go to the 

hospital and they also do not take much interest in the hospital affairs. Because of the 
poor demand of service delivery and less monitoring by the authorities, the health 
officials manage to remain absent. People also are hesitant to come to the service 
point, when they find poor or no services at the PHC. The high deficiency of medicine 
was supported by several medical officers that medicines are provided only once or 
twice. The incidence of filling the OPD list by fake names was also mentioned by few 
service providers, mainly to increase the number, as actual number of patients is very 
low. In many cases, it was found that the health officials carry purchased medicines 
and provide to the patients at villages. It was also found that staff like male nurses, 
etc., keep general medicines with them and visit the village to provide services on a 
private basis. 

 
• It was also found in some cases that villagers are not supportive of the service 

providers. They excrete near the hospital and even steal some property of the 
hospital. In one case, the garage built in the hospital was encroached by the villagers 
for their use. 

 
• It was also found that because of the regular absence of doctors in some PHCs, the 

villagers do not know whether a doctor is appointed at the PHCs or not. 
 

• Since doctors do not stay in the village, people do not have the confidence whether, 
when they come, he or she will get the treatment. 

 
• At some PHCs, posts are vacant and not filled quickly. 
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• Generally, the poor and illiterates come to the PHC and those who have money call 

the doctors at home and take treatment by paying fees. People also prefer the 
treatment by male nurse, as he carries the medicines with him, whereas doctors write 
medicines, which they need to bring from the district level, as no medical store is there 
at the GP level. 

 
• Pregnant women are given good care, but they are demanded money to get the baby 

delivered in the hospital.. The delay is made in delivery of cheques to the mother 
under Janani Suraksha Yojana to get bribe. 

 
• Most of the doctors are deputed to the head office for official work. 

 
4.54.54.54.5    Focused Group DisFocused Group DisFocused Group DisFocused Group Discussionscussionscussionscussions    
    

• SERVICES: Although there is benefit of having a PHC nearby, there is lack of many 
facilities like pathological tests, injections, lady doctors, proper medicines, delivery 
facility at night, etc., especially there is no facility at PHC for the first time delivery. 
Generally, one male nurse and one female nurse execute most of the work at the 
PHC. In some instances, when patients came from a far away place after spending a 
lot of money in travelling, they found the doctor absent or had gone on training or was 
on leave. 

 
• AVAIABILITY OF STAFF: Villagers do not know how many members of staff are there 

at the PHC. Many times, only few members of staff are present at the PHC. Some are 
reluctant to do their duty. They do not stay at the PHC, even if the government has 
provided them residence. The need for help of a doctor can come at the any time, so 
they should be available at any time. 
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• MEDICINES: Medicines provided by government are in meagre quanitity. The few 
medicines available with the PHC are given to anyone, irrespective of the patients’ 
ailments. Health officials say that because of unavailability of medicine, they 
sometimes give the medicines which are not meant for the purpose. They do it 
because of the fear that if they do not give any medicine, people will react negatively. 
Because of unavailability of medicines at PHCs, the villagers are bound to visit 
quacks, which is costly, villagers said. 

 
• AWARENESS: People below poverty line are entitled for BPL card and other service 

delivery absolutely free of cost, but many people below poverty line are not made 
aware of the provisions/entitlements. 

 
• COMPLAINT HANDLING: People do not know where to complain about the poor 

services and there is no discussion over the poor services at the PHC. People who 
are capable enough to demand services and accountability from the health officials 
are provided better services and the poor and the marginalised keep suffering. 

 
• LOCATION OF PHC: At many places, the building of the PHC is out of the village. 

Women cannot visit the PHC at night. Lot of political clout is also responsible for the 
placing of the PHC. 

 
4.64.64.64.6 Individual CasesIndividual CasesIndividual CasesIndividual Cases    

    
The building of the GhaadGhaadGhaadGhaad PHC is small. The government had provided money to extend the 
building, but the money got lapsed because of the lacklustre approach of the RPRI. This 
Gram Panchayat, where this PHC is located, is a small town and several small villages are 
connected to this PHC. Only three members of staff – one male doctor, one male nurse and 
one female nurse – run this PHC and they do not complete the duty hours and nobody stays 
at the PHC at the night. The villagers feel that the doctor is not competent, because of which 
people do not visit the hospital for delivery. The male nurse is very rude and comes to the 
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PHC from outside and the time of his arrival and departure is not known. If somebody asks 
any question or information, he says bring order form CMHO (Ghaad). 
    
The building of AanavaAanavaAanavaAanava PHC is new, but is situated at the outskirts of the village, nearly 1 km 
from the village. People face problem in visiting hospital at night and is nearly impossible to 
visit PHC at night, if need arises. Most of the medicines are not available at the PHC and no 
staff stays at the PHC at night. One male and one female nurse handle the major work of the 
hospital. 
 
A medical store is available nearby NanerNanerNanerNaner PHC and people around are well aware. This PHC 
witnesses the availability of staff all the time, as the doctor stays in the government-provided 
residence, but the post of ANM is vacant. 
 
The building of KathmanaKathmanaKathmanaKathmana PHC is in good shape, but the doctor does not stay at night for the 
reason of unavailability of the government residence and also lack of drinking water facility 
and electricity. People have complained of unavailability of capsules, injections and other life-
saving drugs. 
 
There is no medical store nearby, no drinking water, electricity and residence facility for the 
PHC at Arania KedarArania KedarArania KedarArania Kedar,,,, which leads to poor service delivery at the PHC. 
 
Most of the cases are referred to the CHC Niwai, because the Medical Officer is not there at 
the PHC of Dangarthal. Dangarthal. Dangarthal. Dangarthal. The Medical Officer is on leave for the last six months due to 
personal reasons, but no alternative arrangements have been made yet. 
 
The doctor of the Pachewar Pachewar Pachewar Pachewar PHC does private practice during the duty hours. There is no 
ANM at the PHC and pregnant ladies need to travel either to Bhavda, 9 km, or to Malpura, 22 
km. Mostly, there is dearth of medicines and staff at the centre and health facilities. 
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The doctor of KhareraKhareraKhareraKharera PHC comes not more than twice in a month and other staff also does 
not remain present at the centre regularly. Because of lack of medicines and staff, there is 
poor service delivery at the PHC. 
 
No timely opening of the PHC, no sanitation facilities, not sufficient beds, broken beds, 
unwashed covers, no drinking water facility, no functional BPL counter, the doctor remains 
outside mostly at his home – this is the case of DatwasDatwasDatwasDatwas PHC. 
 
4.74.74.74.7 Secondary Data FindingsSecondary Data FindingsSecondary Data FindingsSecondary Data Findings    
    
PHC Population Density 
 
It was found that in some areas the density of PHCs is very high, whereas in some, it is very 
low. On discussion, it was found that due to political clout of one health minister in the area, 
she was able to get maximum PHCs in the area of her vote bank.  
Distance mapping was done for every PHC and found long distance variation among the 
PHC location. 
  

S. S. S. S. 
No.No.No.No.    

Distance Distance Distance Distance of of of of the nearest PHC the nearest PHC the nearest PHC the nearest PHC     NumberNumberNumberNumber    

1 Below or equal to five kilometres 6 
2 Below or equal to ten kilometres 27 
3 More than or equal to fifteen kilometres 15 
4 More than or equal to twenty kilometres 7 

    
Post Sanctioned, Appointed and Vacant in all 45 PHCs in Tonk 
 
The average number of posts vacant for five cadres for all PHCs in Tonk is nearly 12 
percent, as evident from the Table below. 
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S.S.S.S.    No.No.No.No.    Medical ProvidersMedical ProvidersMedical ProvidersMedical Providers    PostPostPostPostssss    
SanctionedSanctionedSanctionedSanctioned    

AppointedAppointedAppointedAppointed     Vacant Vacant Vacant Vacant    % Vacan% Vacan% Vacan% Vacantttt    

1  Doctors (MO) 47 42 5 11 
2 Lab Technicians 42 36 6 14 
3 Lady Health Visitors 47 35 12 25 
4 Adult Nurse 

Midwives 
50 47 3 6 

5 Male Nurses 77 73 4 5 
    AverageAverageAverageAverage                12121212    
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VICIOUS CIRCLE OF POOR SERVICE DELIVERY AT VICIOUS CIRCLE OF POOR SERVICE DELIVERY AT VICIOUS CIRCLE OF POOR SERVICE DELIVERY AT VICIOUS CIRCLE OF POOR SERVICE DELIVERY AT PHCsPHCsPHCsPHCs    
    
Primary Health CentrePrimary Health CentrePrimary Health CentrePrimary Health Centre    
    

• Medicine comes once or twice in a year. Out of listed 35 medicines, only 10-15 
medicines are provided and most of the times when requisition goes to the 
department, message of medicines not available comes. Most of the PHCs do not 
have any medical shop nearby. 

 
• There is no proper infrastructure for health officials to stay near PHCs. At many of the 

places, even proper drinking water is not available. The problem of road, electricity, 
government quarters, market, etc., exists at many PHCs. 

 
• No proper monitoring is done and monitoring is not done keeping service delivery in 

mind. Monitoring is not done to identify the problems to improve service delivery. 
 

• There is a poor demand of services because of the negative perception of the people 
about the PHCs, their staff, facilities, etc. 

 
• The PHC is not located in the centre of the village, but it is at a distance from the 

village. 
 

• In some cases, officials at the PHCs have to fill the OPD list with fake names to show 
that the PHC is functional as there is criteria of  a minimum number of patients for a 
PHC to run. 

 
Health OfficialsHealth OfficialsHealth OfficialsHealth Officials    
 

• They do not have required medicines to treat the patients. They also cannot prescribe 
as there is no medical shop. Sometimes, they do not have the medicines even for first 
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aid. They manage to buy the first aid medicines from the money collected through the 
patient registration charges. The community blames the health officials for non-
availability of medicines. For BPL people, doctors are provided with money to buy 
medicines on the rate given by the department, but the rates are old and do not match 
with the market price. 

 
• They have to be involved in data-related work and the quantum of this work is very 

high sometimes. Many times, they are called to the department to execute certain 
work without even taking them on deputation. The officials keep signing the register. 

 
• Doctors have to play various roles like inspection of the sub-centres, running 

immunisation camps, family planning camps, meetings at district level, training, etc. 
When somebody asks where the doctor is, some reasons are given for the absence of 
the doctor. In some cases, it was also found that fresher join the PHC for money and 
experience and also keep preparing for higher studies and do not come to the PHC. 

 
• In the absence of doctors, the male nurse becomes the head of the centre and he 

performs most of the jobs at the PHC. Since the number of staff members per patients 
is very high, they manage to come one day and abscond the next day, with some 
understanding among them. Many people prefer to call the male nurse at home, 
where he does the check ups and provides medicines brought from some medical 
store of nearby town and charge money. This generally happens during the free hours 
between the two shifts of the day. 

 
• The trainings imparted to them are also of no use, mostly. 

 
• Many times, the health officials, especially doctors, are not sanctioned leave. 

    
CommunityCommunityCommunityCommunity    
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• The community members do not show the ownership to the PHC because of absence 
of their engagement in the functions of PHCs as envisaged under NRHM. 

 
• They also do not have faith in the medicines provided at the PHCs. 

 
• They also encroach/steal/damage, sometimes, the property of the PHCs. 

 
• Lack of medicines at the PHCs leads them to quacks, where they get the medicines 

for their ailments. 
 
 
Health Department at Health Department at Health Department at Health Department at DDDDistrict istrict istrict istrict LLLLevelevelevelevel    
 
 

• There are not enough doctors available with the Department ready to work in the rural 
areas and stay there at the remuneration given by the government. 

 
• The supply of medicines is less due to poor mechanism for medicine procurement and 

delivery. 
 

• Under the NRHM, lot of data is to be provided, for which staff is not sufficient. 
 

• There is political interference in transfers, selection of the location of the PHCs, etc., 
and more people try to get postings in the PHCs nearer the city/ their homes, etc. 
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RECOMMENDATIONSRECOMMENDATIONSRECOMMENDATIONSRECOMMENDATIONS    
 
Most of the beneficiaries appeared positive towards the scheme and its implementations, as 
evident from the data. However, there is lack of awareness on entitlements. People are 
happy as they are having a PHC nearby under the NRHM. 
 
Strengthening Village Health and Sanitation Committee (VHSC) 
 
Mostly the VHSC meetings are either not well attended or do not take place. Lack of 
information about the meetings or about the committee itself is the prime cause for this. 
 
For effective functioning of the VHSC, following needs to be taken into account: 
• A day should be fixed for VHSC meeting and it should be made known to every villager 

through various means of communication suitable to and available in the area. 
• The Sarpanch and other RPRIs at the local level should be informed about their rights 

and duties in order to make VHSC meetings function properly by involving people, 
discussing the problems related to the particular health centre and sorting them out. 

• The process of community monitoring of the PHC that is inbuilt in the NRHM should begin 
and continue. The use of telecommunication can be very well incorporated for community 
monitoring of the PHC, like a system of community monitoring through SMS, etc., can be 
developed. 

 
Awareness Generation 
 
Lack of information about the entitlements/facilities/staff at the centre among the villagers has 
emerged as a severe problem during interface and community meetings. 
 

• Intensive awareness generation on the entitlements through rural means of 
communication must take place. 
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• The number and name of the staff should also be made public somewhere at all the 
PHCs and they should strictly write down the purpose of leaving the hospital during 
duty hours and the probable arrival time. 

• The availability/non availability of medicines/facilities should also be proactively 
disclosed. 

• The community should be made aware that the health officials at the PHCs are well 
qualified and will provide better treatment to them than quacks. 

 
Availability of Medicines 
 

• Sufficient availability of all the listed medicines at the PHC should be ensured. A 
minimum buffer stock should be maintained at each PHC. A shop for generic medicine 
can be opened at each PHC, either on contract basis or through the government. A 
medicine van can move every month to each PHC for medicine delivery. People other 
than the BPL should not be provided medicines free of cost. 

• The RPRIs need to oversee the delivery of medicines to the BPL. 
 
Facilities at the PHCs 
 

• The health officials face several difficulties in staying at the PHCs because of lack of 
facilities. Functional toilets and drinking water must be available at every hospital.  

• The provision of additional financial allocation is needed for bringing facilities at the 
local level to make the PHC functional. 

• Medical facilities should also be enhanced, in order to provide better service delivery 
at the centre. This will lead to the re-generation of the faith of the community in the 
health centre. 

  
Deployment 
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Deployment of the health officials should be optimum. There are PHCs which run for 24 
hours of all seven days [24*7] with one doctor and that is impossible. The PHCs should be 
well equipped with the personnel as well as the health facilities. A lab technician is of no use 
if there are no facilities of lab at the PHC. At several places, lack of lower grade staff, like 
sweeper, etc., was found and also there are PHCs which are overstaffed. There are PHCs 
which, because of their proximity to the city, have more staff than required. The staff needs to 
be present during the duty hours and if this not possible, there should be alternative 
arrangements. This is needed for building up the faith of the community in the hospital. The 
Health Department should not be inhuman in cancelling the leaves of the health officials and 
there should be separate arrangement for data collection. 
 
Grievance Redress Mechanism 
 
Use of telecommunication can be very well incorporated in setting up a local helpline on call 
centre model, with toll free number, and should be made known to all the villagers. The 
villagers will be able to register their complaint about the service delivery at the PHC and 
possible steps can be taken for improving the quality of the service delivery.  It will be very 
helpful for illiterate people to demand for better service delivery. This will solve several 
problems of grievance redress, information dissemination and awareness generation. 
 
Monitoring by Officials 
 
Regular monitoring (with increased frequency) and vigilance by various different level officials 
and PRI representatives, who should be particularly trained for monitoring and inspection and 
investigating service delivery, should be made mandatory. 
 
Others 
 
A public-private partnership (GO-NGO collaboration) for monitoring of the service delivery 
should be established for bringing transparency and accountability.  
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 PROBLEMS ENCOUNTERED PROBLEMS ENCOUNTERED PROBLEMS ENCOUNTERED PROBLEMS ENCOUNTERED    
 

• Delays due to ‘code of conduct’ in place for Panchayat and Municipal Elections 
 

Due to code of conduct in place for two kinds of elections and one village health 
campaign, the district administration showed their inability to participate in the events 
and support for any activity under the project. 
 
Action Taken: Action Taken: Action Taken: Action Taken: The project team postponed the activities, where the participation of 
district administration was needed, and, in the meantime, other activities under project 
were completed. 
 

• Change of leadership in the Panchayati Raj Institutions (PRIs)    
 

Representatives of the RPRIs are one of the key stakeholders, who are given proper 
space in the NRHM and most of them are replaced by others after elections. The new 
RPRIs will take time to understand their role in the NRHM and its community 
monitoring component. 
    
Action Taken: Action Taken: Action Taken: Action Taken: The project team has taken both new and old RPRIs in to consideration 
for the purpose of community engagement in the scheme and also helping in building 
community based monitoring model. 

 
• Frequent transfers of relevant government officials at various levels 

 
Transfers of the key officials at the district and state levels proved to be a big 
constraint for the implementation of the project. Officials, who assumed the position 
were also found not capable of supporting and guiding, since they were taking too 
much  time to understand about the functions of their own department. .  
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Action Taken: Action Taken: Action Taken: Action Taken: The project team has started communication from the scratch each 
time. 
 

• Non-responsiveness of the local level authorities 
 

Even after taking the officials on board from the beginning, the local level authorities 
are reluctant to provide the required support, as they are not convinced that the 
absenteeism data will not affect them negatively. 

  
Action Taken: Action Taken: Action Taken: Action Taken: The project team is still in search of champions at various levels of 
administration. 

 
• Sensitivity of the issue of tracking absenteeism 

 
There is fear among the service providers at various levels that the data collected will 
be used against them for initiating some disciplinary action and hence they are 
reluctant to share any official records. 

 
Action Taken: Action Taken: Action Taken: Action Taken: The project team member keep reiterating at various platforms that the 
study is not meant for fault finding, but it is a fact finding process and wants to 
highlight the problems in service delivery. They will also get the insight by the study. 
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EVIDENCEEVIDENCEEVIDENCEEVIDENCE----BASED ACBASED ACBASED ACBASED ACTION AND ADVOCACYTION AND ADVOCACYTION AND ADVOCACYTION AND ADVOCACY    

    
(A) (A) (A) (A) Project Launch MeetingProject Launch MeetingProject Launch MeetingProject Launch Meeting    
Tonk, Rajasthan, December 22, 2009 Tonk, Rajasthan, December 22, 2009 Tonk, Rajasthan, December 22, 2009 Tonk, Rajasthan, December 22, 2009  
 

Introduction Introduction Introduction Introduction     
CUTS Centre for Consumer Action, Research & Training (CUTS CART) in partnership with 
Results for Development (R4D) organised launch meeting of the project entitled, ‘Ensuring 
Health Service Delivery through Community Monitoring in PHCs of Tonk, India’ at Jila 
Parishad Conference Hall, Tonk, on December 22, 2009.  

Objective Objective Objective Objective     
 
The objective of the meeting was to launch the project formally and to inform about its 
objectives to the concern government officials and the relevant stakeholders. It was also 
aimed to create a platform for various stakeholders to discuss health issues and work 
together in order to improve the health service deliveries.    

ParticipationParticipationParticipationParticipation    
More than 70 participants including 
officials from district health 
departments, medical officers, 
doctors, health workers from various 
primary health centres (PHCs), 
partnering organisations, selected 
community monitors, representatives of civil society organisations (CSOs), media and other 
individuals working on health issues attended the meeting.  
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ProceedingsProceedingsProceedingsProceedings    
 
The meeting commenced with screening of a documentary film ‘Social Accountability in 
Action’ narrating the experiences from grassroot level of using social accountability tools in 
getting better service delivery. Amar Deep SinghAmar Deep SinghAmar Deep SinghAmar Deep Singh, Project Officer, CUTS welcomed all 
participants and guests.  
 
George CheriyanGeorge CheriyanGeorge CheriyanGeorge Cheriyan, Director CUTS International while delivering the introductory remarks 
mentioned that success of any public programme largely depends on the community 
involvement. Under the project, two aspects of National Rural Health Mission (NRHM) is 
being focused, i.e. community monitoring; and enhancing the capacity of Panchayati Raj 
Institutions (PRIs) to manage and control the functioning of health services.  
 
He stated that the objective of the project is to provide feedback to the government on the 
status of the service deliveries in the PHCs through the community involvement. Social 
accountability tools will be utilised to assessing the services. As part of activities, 30 PHCs 
are selected in Tonk district and 150 monitors are selected and trained to monitor these 
PHCs. Support of district administration is expected for better implementation of the project, 
which is being implemented for fact-findings not for fault-findings. The success of this model 
can be replicated to other districts of the state.  
 
He also provided brief about CUTS and its 25 years long journey from grassroots to 
international level. In conclusion he iterated that adequate support is required from the 
government, district administration, CSOs, media, PRIs, health officials and others for the 
successful implementation of the project.  
 
Om Prakash AryaOm Prakash AryaOm Prakash AryaOm Prakash Arya, Project Coordinator, CUTS presented the overview of the project through 
power point presentation. He stated the goal of NRHM which is to improve the availability of 
and access to quality health care by people, especially for those residing in rural areas, the 
poor, women and children. But there is lack of community ownership in public health 
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programmes, which impacts the level of efficiency, accountability and effectiveness. Under 
NRHM, NGOs can be involved in monitoring, evaluation and social audit.  
 
He said that CUTS have utilised three social accountability tools in Mid-day Meal Scheme 
(MDMS), National Rural Employment Guarantee Scheme (NREGS) and now going to utilise 
it in another flagship scheme NRHM.   
 
Community Monitoring Card (CMC), Citizen Report Card (CRC) and Interview of Schedule 
are three selected tools of social accountability for the project. He told that CRC is a simple 
but powerful tool to provide public agencies with systematic feedback from users of public 
services. It helps in identifying issues that constraint the poor from assessing and using the 
services like availability, ease of access, quality, reliability and cost. He informed participants 
about the objectives, activities and expected outcome of the project.  
 
Ramvilas ChoudharyRamvilas ChoudharyRamvilas ChoudharyRamvilas Choudhary, Jila Pramukh, Tonk while delivering special 
remarks opined that Rs 11 crores have been provided to Tonk district 
under the NRHM. Due to participation of the community only, 
outcome of the programme is very poor. Involvement of the people is 
equally important for the success of any government scheme. There 
are several other factors, i.e. lack of proper system and coordination 
behind the poor implementation of public programmes. Civil society 
groups and media can play a key role in the proper implementation of these programmes.   
 
He told that district administration would provide all the necessary support for the better 
implementation of this fair study conducted by CUTS in Tonk district.   
 

Dr. RK JawaDr. RK JawaDr. RK JawaDr. RK Jawa, Additional Chief Medical & Health Officer 
appreciated CUTS for implementing this project in Tonk, which 
will provide a clear picture of the gaps in the NRHM 
implementation. He also said that involvement of the community 
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is also very important for better implementation of any health programme. He assured to 
provide necessary support for the implementation of the project in Tonk district.   
 
Subbur KhanSubbur KhanSubbur KhanSubbur Khan, District Programme Manager, NRHM talked about the implementation of 
NRHM in Tonk district. He mentioned that institutional deliveries were 20 percent in 2005, 
which increased by 64.40 percent in 2009. The target for 2010 is 70 percent which is the 
success of the Janni Suraksha Yojna (JSY). But still there is a need to improve services 
under NRHM. The gaps in these programmes need to be identified through such 
studies/projects. He assured to provide necessary support from district programme for CUTS 
study in Tonk.   
 
During open discussion, participants showed 
their active participation. Devraj Singh, Block 
Programme Manager, NRHM urged on the 
need for the community to play an effective 
role in the health related programmes. Some 
of doctors of PHCs disclosed the lack of 
facilities like water, electricity in the PHCs, 
which affects the services. Asking on the 
reason of absenteeism, one doctor pointed out the reason as rare availability of leave for 
health officials.  Auxiliary Nurse Midwives (ANMs) provided their feedback and said that they 
are only representatives in the field and working under difficult conditions. Representatives of 
the CSOs mentioned that there is need of better coordination between the community and 
service delivery. PRI members can also play important role in the health programmes.  
    
Amar Deep SinghAmar Deep SinghAmar Deep SinghAmar Deep Singh thanked all the guests and participants. In sum, he urged the participants 
to be part of the activity to find out the gaps in the services, which can be filled up through 
effective community participation.    
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Outcome Outcome Outcome Outcome     
• Created the ground for effective awareness and marked the beginning of the 

campaign under the project.  
• Government assured to provide necessary support in future activities of the project in 

the Tonk.   
• Open discussion helped to understand the common problems faced by PHC staff and 

field workers.  
• Wider media coverage helped in introducing the project, its objectives in a large 

context.  
• Successful in terms of getting the government on board from the initial stage of the 

project.    
 
 

___________________________________ 
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(B) District Level Dissemination Meeting(B) District Level Dissemination Meeting(B) District Level Dissemination Meeting(B) District Level Dissemination Meeting    
State Institute of Agriculture ManagementState Institute of Agriculture ManagementState Institute of Agriculture ManagementState Institute of Agriculture Management    
Tonk, Tuesday, 30 June 2010Tonk, Tuesday, 30 June 2010Tonk, Tuesday, 30 June 2010Tonk, Tuesday, 30 June 2010            
IntroductionIntroductionIntroductionIntroduction    
CUTS Centre for Consumer Action, Research & Training (CUTS CART), in partnership with 
the Results for Development Institute organised a District Level Dissemination Meeting 
(DLDM) under the project ‘Improving Service Delivery through Measuring Rate of 
Absenteeism in 30 Health Centres in Tonk District of Rajasthan, India’, being implemented in 
Tonk District of Rajasthan, at State Institute of Agriculture Management, Jaipur on June 30, 
2010     
    
    
    

BackgroundBackgroundBackgroundBackground    
Good governance is one of the pathways to achieve the vision of Consumer Unity & Trust 
Society (CUTS) and so it has been continuously working for improving status of governance 
at all levels of government through the use of various methods and approaches. CUTS 
center for Consumer Action, Research & Training (CUTS CART) has been utilizing various 
social accountability approaches in various flagship schemes of GoI for enhancing client 
power and engagement in the processes of implementation.  
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CUTS CART is implementing a project ‘Improving Service Delivery through Measuring Rate 
of Absenteeism in 30 Health Centres in Tonk District of Rajasthan, India’ in partnership with 
Results for Development (R4D) institute under its Transparency and Accountability 
Programme (TAP). Through the implementation of various research activities and use of 
social accountability tools like Citizen Report Card and Community Monitoring under the 
project for the duration of 10 months now, the project has come up with concrete findings 
related to the delivery of health services in Tonk district and the findings as well as the 
advocacy points drawn out of evidence were disseminated through DLDM 

ObjectiveObjectiveObjectiveObjective    

The overall objective of dissemination was to advocate for making changes and engaging 
community in the implementation procedure for the improved service deliveries at the 
PHCs  and also to show the effectiveness of community monitoring done as a project 
activities for better outcomes and cooperation among the service providers and service 
recipients. 

ParticipantsParticipantsParticipantsParticipants    

The event experienced participation of 
around 80 relevant stakeholders including Dr. 
Ramawatar Jaiswal, Deputy Director, 
Department of Health & Family Welfare, Dr. 
R. P. Meena, Chief Medical & Health Officer 
(CMHO), Dr. R. K. Jawa, Dy. CMHO, Dr. 
Gopal Saini, RCHO, Tonk, District Programme Manager, Suboor Khan, Chief Planning 
Officer, B. L. Bairwa, Block CMHOs, Block Programme Managers, Doctors from PHCs, 
Representatives of PRI, Media and others.  

Courtney Tolmie (CT), Senior Programme Officer from Results for Development Institute 
came down to Jaipur to be part of DLDM 
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Details of the ProceedingDetails of the ProceedingDetails of the ProceedingDetails of the Proceeding    

Screening of the Film Screening of the Film Screening of the Film Screening of the Film     

A film ‘Social Accountability in Action: Experiences from Grassroots’ showing the 
experiences from grassroots of using the tools of Social Accountability in getting better 
service delivery was shown to the participants.     

Welcome, Amar Deep SinghWelcome, Amar Deep SinghWelcome, Amar Deep SinghWelcome, Amar Deep Singh    

At the outset,    Amar Deep Singh, Project Officer, CUTS welcomed the distinguished 
participants and presented the overview of the project in brief  

Introductory Remarks, George CheriyanIntroductory Remarks, George CheriyanIntroductory Remarks, George CheriyanIntroductory Remarks, George Cheriyan    

George Cheriyan, Director, CUTS International, started with 
saying about the objective of the dissemination meeting of the 
project findings is to ensure maximum benefits of the health 
services in the primary health centres of Tonk by providing 
recommendations based on the evidences collected through 
various research activities and the use of social accountability tools to the district 
administration. 

He further added that this project was not a fault finding mission but an effort to suggest 
certain measures based on citizens’ report on the quality and quantity of service delivery 
entitled to poor and marginalized under NRHM. He said that huge budget is allocated for 
the National Rural Health Mission and is increasing every year as focus of government is to 
provide quality health service delivery to the people of this country so it should be made 
sure that the money is used in a proper and transparent way. He said this is possible when 
community monitoring aspect of NRHM is emphasized and implemented correctly. 
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He also added that out of all 33 district of Rajasthan, Tonk was selected to understand 
what is working well in the district as it is known as one of the progressive district under 
NRHM in Rajasthan. The idea behind considering Tonk is to see whether things are really 
working well and if working, then what is working well, so that it can also be replicated in 
other district of Rajasthan. At last he thanked Results for Development Institute and 
Courtney Tolmie for providing support to CUTS to do this study and also for coming down 
to Tonk to participate in the DLDM. 

Opening Remarks, Courtney TolmieOpening Remarks, Courtney TolmieOpening Remarks, Courtney TolmieOpening Remarks, Courtney Tolmie    

Courtney Tolmie (CT), Senior Programme Officer from 
Results for Development Institute started with her 
comment on the presence of all kind of stakeholders in 
the meeting and said that such mix groups are rarely 
seen in the US. She appreciated the CUTS works being 
done in the area of research and advocacy and said that 
she is very excited about the findings emerged out of the 
study done here in Tonk district of Rajasthan. Stating 
about the work done by Results for Development 
Institute, she said that it works in the area of transparency and accountability mainly in 
health and education sector. She said that R4D supports the organizations in the countries 
who know their country best instead of working directly. 

She further added that the problem of absenteeism is rampant all over the world and it has 
major financial implications. She reiterated that her organization is committed to identify 
problems of service delivery in the countries of Asia, Africa etc to identify problems and 
come out with solution 
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Release of communiquéRelease of communiquéRelease of communiquéRelease of communiqué----Engaging Eyes by Courtney TolmieEngaging Eyes by Courtney TolmieEngaging Eyes by Courtney TolmieEngaging Eyes by Courtney Tolmie    

A communiqué based on the findings of 
the project was released by Courtney 
Tolmie during the DLDM and distributed 
to the participants. 

This communiqué will work further as an 
advocacy tool during the project and later 
for bringing changes in the health service 
delivery. The electronic version of it will be 
circulated among a wider audience 

Presentation of the findings, Om PrakPresentation of the findings, Om PrakPresentation of the findings, Om PrakPresentation of the findings, Om Prakash Aryaash Aryaash Aryaash Arya    

Om Prakash Arya, Project Coordinator, CUTS, presented the 
key findings emerged out of the various research activities and 
information gathered through the use of social accountability 
tools like Citizen Report Card and Participatory Absenteeism 
Tracking Process. A few of the key findings and 
recommendations are enlisted below. 

Key findings 

Absenteeism among all categories of health officials exists on an average at the rate of 27 
percent. However, the range of absenteeism was found to be between 12 percent in case 
of the male nurses and 36 percent for the Doctors or the Medical Officers.  

Medicines to the PHC reach once or twice in a year only, not round the year. Only 10 out of 
35 listed medicines are made available and when they get exhausted, nothing can be done. 
Few medicines available at PHC are given to any one, irrespective of the ailments to the 
people. 
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Lack of faith in community towards Services at PHCs, Poor awareness on entitlements, 
People don’t know any grievance redress mechanism, Negligible VHSC meetings, 
community monitoring, Low OPD Count (Fake names),Villagers are not sure about the 
services available at the PHCs  

People do not know about any grievance redress mechanism under NRHM. Lack of 
Infrastructural facilities for a healthy life style for health officials, Doctors are given lot of 
other work, Not given leave, 24*7 hospitals have one doctor, PHCs are not located 
centrally, not evenly distributed 

Community do not cooperate with health official of PHCs sometimes, Political interference 
in transfers, selecting PHCs location. Uneven distribution of staff, Poor availability of 
doctors to work in rural areas 

Report card on JSY and Child health 

S. 
No. 

Provisions/Entitlements under JSY Yes 

1 Are you registered under JSY? 80 
2 Were you given the iron tablets during pregnancy 

period? 
76 

3 Was any lab test done at the PHC during pregnancy? 75 
4 Does government encourage institutional delivery in 

your opinion? 
82 

5 Do health workers come to patient’s home for delivery 
purpose? 

50 

6 Whether your ANM has required skills for delivery? 87 
7 Was economic help given after delivery? 68 
8 Does your hospital have 24–hour delivery facility? 63 
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RESPONSESRESPONSESRESPONSESRESPONSES    

Dr. Ramawatar, Dy. Director, DoFHW, GoR 

Dr. Ramawatar Jaiswal praised CUTS by saying that its interventions in various areas are 
very effective. He further said that he is ready to accept recommendations and it will 
certainly help in improving the quality of service delivery at health centers. He added that 
the issue which is presented by Geroge Cheriyan is very relevant that budget is not an 
issue now but the issue is how to 
implement effectively the budget 
allocated under NRHM. He was 
remembering the days when due to 
lack of funds, CMHOs had to make 
visits to the PHCs on bicycles. He 
ordered the district health 
administration to make visits to the 
PHCs to look into their condition. 

Dr. R. P. Meena, Chief Medical & Health Officer, Tonk 

Dr. R. P. Meena was not agreeing with few of the findings related to the availability of 
medicines at the PHCs. He said that he will share the findings presented over here in the 
meeting of doctors and will see how medicines are not reaching to the health centers. 
According to him the medicines are not reaching because of lack of demand by the medical 
officers. Quoting the positive findings on service delivery, he said that the effort is visible 
through the reports of people and wherever there are problems, he will try to find out and 
rectify it.  

Dr. R. K. Jawa, Dy. Chief Medical & Health Officer, Tonk 

Dr. R. K. Jawa congratulated CUTS for the wonderful work it is doing and he said that it is 
very true that real development takes place when there is true community participation as 
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evident in the findings of the project. He also pointed out that community should also come 
forward and send their children to the schools especially girls 

Md. Suboor Khan, District Programme Manager, NRHM, Tonk 

Md. Suboor Khan, in response to the presentation of findings says that it needs to be 
investigated again by the department that the cash assistance is reaching the people 
properly or not because according to his report, most of the people are availing cash 
assistance under JSY. He further said that the name and mobile number of CMHO is 
written on the wall of the PHCs and if it is not there, then he will make arrangements for 
that. He also said that few of the recommendations presented here is already taken in to 
account. Facility mapping is started in the Tonk where all the villagers know about where to 
go in different phases of the deliveries to get the better services. At last he added that he is 
pleased that CUTS has done such study and the information provided by it will be used for 
further planning. 

Dr. C.D. Vyas, Rrepresentative of Doctors at PHCs 

Dr. C.D. Vyas told that it is very true that the PHCs are not located at right place. Generally 
it is outside the village. Before selecting the place to construct it, it should have been 
discussed in the Panchayat. He said that presently anyone is given position or made 
members in the Village Health & Sanitation Committee (VHSC) and they don’t own the 
VHSC. The members of the PHCs should be selected cautiously and made responsible for 
its activities. He also pointed out the problem of electricity and water supply. He said, to 
reach timely at the PHC, He had taken bath at PHCx for 66 days in last financial year, as 
the water supply does not come on time. 

Murli Dhar Sharma, Representative, Partner NGOs, Tonk 

Murli Dhar Sharma told in his response that the Participatory Absenteeism Tracking 
process (PATP) was completed quietly without any information to the health officials. Later 
on when we went to the PHCs and told about the process of PATP is done and it will 
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continue further by the community membes, the service delivery and the presence of health 
officials increased at the PHCs. Now, we get the phone calls from many community 
members about the availability of services and staff. The health officials are also getting 
cooperation from the villagers and representatives of PRI. He also mentioned about one of 
the incidences, when community helped the doctor in one fake charge of corruption on 
doctor that was sabotaged by a quack near by because doctor was very helpful to 
community in context of providing health facilities. 

Open Session & Vote of TOpen Session & Vote of TOpen Session & Vote of TOpen Session & Vote of Thankshankshankshanks    

Several other participants responded on the findings relating to their experiences and 
responded accordingly by the project team members. Madhu Sudan Sharma, in his 
concluding remarks, pointed out that the project aimed at finding out the highlights and 
gaps in the implementation of the scheme, which it has succeeded in and resulted in 
drawing recommendation for improvement at all levels.  

He also proposed the vote of thanks. He thanked all the distinguished guests and 
participants, who attended District Level Dissemination Meeting from various places and 
gave special thanks to the partner NGOs and other officials of Tonk, who helped in the 
study for their efforts in various ways in supporting the project activities and showing their 
active presence in the meeting. He also thanked the team members like Shyam Sunder 
Vijay, Dharmendra Chaturvedi and Nikita Srivastava who helped in organizing the event. 

HighlightsHighlightsHighlightsHighlights    

• Majority of the expected policy influencing government officials arrived to the meeting 
and showed their interest in finding of the study and also announced few decisions in 
order to improve the health service delivery  

• Most of the findings were endorsed by officials and few of the problems found in study 
were taken seriously by the concerned authorities to look in to and find solutions 

• Good electronic and print media coverage certainly drew attention of other relevant 
stakeholders who were not present in the meeting. 
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(C) (C) (C) (C) State Level Dissemination cum Advocacy MeetingState Level Dissemination cum Advocacy MeetingState Level Dissemination cum Advocacy MeetingState Level Dissemination cum Advocacy Meeting    
    
Hotel Jaipur Hotel Jaipur Hotel Jaipur Hotel Jaipur Palace, Palace, Palace, Palace, Jaipur Jaipur Jaipur Jaipur     
Thursday, 29 July 2010Thursday, 29 July 2010Thursday, 29 July 2010Thursday, 29 July 2010        
IntroductionIntroductionIntroductionIntroduction    
    
CUTS Centre for Consumer Action, Research & Training (CUTS CART), in partnership with 
the Results for Development Institute organised State Level Dissemination cum Advocacy 
Meeting (SLDAM) at Hotel Jaipur Palace Hotel in Jaipur on July 29, 2010 after incorporating 
the feedback gathered in the District Level Dissemination Meeting organized at Tonk under 
the project ‘Improving Service Delivery through Measuring Rate of Absenteeism in 30 Health 
Centres in Tonk District of Rajasthan, India’, being implemented in Tonk District of 
Rajasthan.      
BackgroundBackgroundBackgroundBackground    
Good governance is one 
of the pathways to 
achieve the vision of 
Consumer Unity & Trust 
Society (CUTS) and so it 
has been continuously 
working for improving 
status of governance at 
all levels of government 
through the use of 
various methods and approaches. CUTS center for Consumer Action, Research & Training 
(CUTS CART) has been utilizing various social accountability approaches in various flagship 
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schemes of GoI for enhancing client power and engagement in the processes of 
implementation.  

CUTS CART is implementing a project ‘Improving Service Delivery through Measuring Rate 
of Absenteeism in 30 Health Centres in Tonk District of Rajasthan, India’ in partnership with 
Results for Development (R4D) institute under its Transparency and Accountability 
Programme (TAP). Through the implementation of various research activities and use of 
social accountability tools like Citizen Report Card and Community Monitoring under the 
project for the duration of 10 months now, the project has come up with concrete findings 
related to the delivery of health services in Tonk district and the findings as well as the 
advocacy points drawn out of evidence were disseminated through SLDAM        

ObjectiveObjectiveObjectiveObjective    

The overall objective of dissemination was to advocate for making changes and engaging 
community in the implementation procedure for the improved service deliveries at the 
PHCs  and also to show the effectiveness of community monitoring done as a project 
activities for better outcomes and cooperation among the service providers and service 
recipients. 

Participants Participants Participants Participants     

The event experienced participation of 
around 100 relevant stakeholders including 
the Mr. Rao Rajendra Singh, MLA, 
Rajasthan, Ms. Shyama Nagarajan (Health 
Specialist, World Bank, New Delhi and In-
charge of Rajasthan Health System 
Development Project), Dr. Shiv Chandra Mathur (Executive Director, Rajasthan Health 
System Resource Centre), Ramawatar Jaiswal, Dy Director, Deparment of Health and 
Family welfare, Priyanka Singh (Seva Mandir, Udaipur) were the key respondents. The 
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representatives of CSOs, media and PRI and various other stakeholder groups attended 
the meeting and shared their experiences and responded on the presentations.  

Details of the Details of the Details of the Details of the ProceedingProceedingProceedingProceeding    

Screening of the Film Screening of the Film Screening of the Film Screening of the Film     

A film ‘Social Accountability in Action: Experiences from Grassroots’ showing the 
experiences from grassroots of using the tools of Social Accountability in getting better 
service delivery was shown to the participants.     

WWWWelcome, Amar Deep Singhelcome, Amar Deep Singhelcome, Amar Deep Singhelcome, Amar Deep Singh    

Amar Deep Singh, Project Officer, CUTS, welcomed the distinguished 
participants present on dias and other stakeholders present in the 
auditorium at the outset. He also presented the overview of the project 
in brief and said that the study was taking place in the Tonk district of 

Rajasthan for last one year and the major aspect, which was studied under the project was 
the status of health service delivery and community monitoring, which is an integral part of 
NRHM. After conducting district level dissemination meeting at Tonk and incorporating the 
comments, we will be presenting the key findings of the study today in this SLDM, he said. 

Context Setting, George CheriyanContext Setting, George CheriyanContext Setting, George CheriyanContext Setting, George Cheriyan    

George Cheriyan, Director, CUTS International, started with welcoming the distinguished 
guests and participants and shared about the objective of the dissemination meeting of the 
project findings is to ensure maximum benefits of the health services in the primary health 
centres of Tonk by providing recommendations based on the evidences collected through 
various research activities and the use of social accountability tools.  

He further added that public expenditure management for better 
outcome is thrust of government now as we have huge 
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allocation and beautifully designed schemes and programmes. He informed that in the 
financial year 2010-11, government has allocated 37 percent of the outlay on the social 
sector which is unprecedented. He said that government had the mechanism of health 
service delivery but the reason behind inaugurating NRHM was to provide quality health 
service delivery for poor and marginalized for which community was given better space to 
engage themselves in the implementation of schemes and also to monitor the delivery of 
services.  

He also talked about the existing accountability framework in the NRHM and the provision 
of internal monitoring, periodic survey and community based monitoring model. Further he 
said that education and health are the two sectors, which are human resource oriented, so 
this study has also tried to see the rate of absenteeism through community monitoring. At 
last he ensured emphatically that this was not a fault finding mission but an effort to 
suggest certain measures based on citizens’ report on the quality and quantity of service 
delivery to policy makers. At the end he congratulated the whole team involved in the study 
for their rigorous and meaningful work. 

Presentation of the findings, Om Prakash AryaPresentation of the findings, Om Prakash AryaPresentation of the findings, Om Prakash AryaPresentation of the findings, Om Prakash Arya    

Om Prakash Arya, Project Coordinator, CUTS, presented the key 
findings emerged out of the various research activities and 
information gathered through the use of social accountability tools 
like Citizen Report Card and Participatory Absenteeism Tracking 
Process. He said that we come across with many astonishing 
news and information but we remain un-shocked. The cost of 
health services is so high that it brings down the people under poverty line from above 
poverty line and in such a scenario if public health facility is not working, we can imagine 
the people who are poor and marginalized. Refering to a WHO data, he said that in India, 
72 percent of total healthcare expenditure is privately funded and 89.5 percent of which is 
paid by out-of-pocket patients. 

A few of the key findings and recommendations are enlisted below. 
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Key findings 

‘36 per cent absenteeism was found in doctors and on an average 27 per cent of it was 
observed in 5 categories of health providers including doctors’. The male nurses were found 
at lowest at 12 percent. The financial loss due to this absenteeism was INR 8.4 million in a 
year while considering only five categories of health service providers. 
 
 
while talking about methodology, he said that 900 unannounced on-spot observations were 
made for 35 consecutive days except on Sunday by 150 monitors selected from the 
catchment of the PHCs. One of the reasons behind absenteeism can be the poor 
infrastructure facilities for which interesting correlation was found. Other than that absence of 
medicines and other medical facilities at the centre and also poor implementation of 
community monitoring, which are integral part of NRHM, were found poor.  
 
Along with the participatory absenteeism tracking, Citizen Report Card were utilized for 902 
people to know their perception about the status of health service delivery in the district. In 
this project titled ‘Ensuring service delivery through community monitoring of health services 
in 30 health centers in Tonk district of Rajasthan’ CUTS    kept  civic engagement and 
community monitoring aspect of National Rural Health Mission (NRHM) as a central point  
 
• 69 % of respondents say that they either get no medicines or only few medicines 
• 47 % reports that they don’t know about VHSC and only 54 % says that they have never 

met any VHSC member. 
• 82 % of the people reported that they do not know any existing grievance redress 

mechanism.  
• 44 % of the respondents found not to be satisfied with health service delivery. 
• 32 % of respondents says that they have not received any cash assistance under JSY 
• 37 % says that 24-hour delivery facility is absent at their PHC 
• 34 % says that no one has visited their home to know their health status 
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• 24 % of JSY beneficiaries were not given iron tablets and 25 % were not done any lab 
test 

 
To understand their viewpoint, the service providers were also interviewed and found that 69 
percent of them want to change their PHC. At the same time, 12.5 percent of the 
respondents were found to be dissatisfied with their jobs and 25 percent of the respondents 
say that they don’t get leave on demand. 41 percent of the service providers say there is 
shortage of staff and 12 percent of the respondents reported somebody having left a job 
recently. 

Key ResponsesKey ResponsesKey ResponsesKey Responses    

Ghanhshyam Gurjar , Sarpanch, Gram Panchayat Pachewar  
 
The Sarpanch of Gram Panchayat Pachewar, Ghanhshyam Gurjar shared that the PHCs in 
his village has neither lady doctor nor ANMs. He said that Pachewar Gram Panchayat is the 
largest in Tonk and several GPs are dependent on Pachewar PHCs but the position of ANM 
is vacant since last so many years. He further added that even the sub centers are not 
functional as they lack the presence of nurse and other support staff. He said that due to 
intervention of CUTS community monitoring initiative, the situation is improving but we 
request the govt. officials to look into the matter seriously.  
Mohan Lal Meena  
 
Mohan Lal Meena, Local Supporting NGO, Tonk 
 
Mohan Lal Meena, representative local supporting NGOs in study in Tonk from Shri Kalyan 
Sewa Sansthan described about the implementation of various tools for absenteeism 
tracking and community based monitoring model in the project area briefly. He stated that lot 
of effort was made to obtain the authentic data and there were several levels of monitoring 
for absenteeism data collection.  
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Priyanka Singh, Seva Mandir, NGO, Udaipur  
 
Ms Priyanaka Singh, In-charge, Education and Health Programme from Seva Mandir, 
Udaipur, congratulated CUTS for this initiative as such kind of absenteeism study is not done 
generally.. She further commented on the research methodology of the project and said that 
she could not understand how the authenticity of the data collected by the researchers was 
ensured. She added that she found Tonk as a very good district as in one such exercise, 
Seva Mandir found that the rate of absenteeism is as high as 60 percent in some cases. 
Commenting on the recommendation part of the study she said that IEC activities are not 
able to ensure awareness in the community and thus continuous and long term involvement 
with the community is needed to create awareness and sustain it.           (From L to R: George Cheriyan, Shyama Nagarajan, Rao Rajendra Singh, Shiv Chandra   Mathur, Priyanka Singh) 
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Dr. Shiv Chandra Mathur, Executive Director, Rajasthan Health System 
Resource Center, (RHSRC), Government of Rajasthan 
 
Dr Shiv Chandra Mathur, Executive Director, RHSRC in his response congratulated CUTS 
for taking such an initiative. He further threw light on the work on RHSRC and NRHM. 
Responding to the problem of PHCs not being situated centrally, he said that the allocation of 
PHCs is done on the basis of some norms and at times it’s not possible to construct PHCs at 
central location due to various physical, geographical, political and social barriers. He further 
added that the 24*7 means that they must have a support staff (preferably ANM) present 
round the clock at the center and that the doctor of the PHC is not supposed to give duty at 
the center 24*7. He also stated that if there is any shortage in supply of drugs at the PHC the 
reason must be some sort of management problem, as there is no shortage in supply of such 
drugs.He further added that schemes like JSY must reach to the intended beneficiaries. On 
the matter of Village Health and Sanitation Committee (VHSCs), he said that there is ‘silent 
revolution’ taking place in the villages through  the process of strengthening VHSC.  
 
Ms. Shyama Nagrajan, Incharge, Rajasthan Health System Development 
Project and Health Specialist, The World Bank  
 
Ms. Shyama Nagarajan, Incharge, Rajasthan Health System Development Project from 
World Bank, shared her views on the presentation. She stressed on the fact that there must 
be shared responsibilities of the individuals to ensure their accountability and thus contribute 
towards governance. She congratulated CUTS for its effort to mobilize communities and 
conduct such a vast study. She also shared her experiences of working in Rajasthan through 
RHSDP project and said that in the four years of programme she has noticed visible change 
in the attitude of communities in Rajasthan. They have started to come up with their 
response on the status of service delivery which shows the enhanced level of awareness 
among mass who asks for there entitlements.  
 
Mr, Rao Rajendra Singh, Member of Legislative Assembly, Rajasthan Assembly 
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Mr Rao Rajendra Singh MLA, Rajasthan shared his valuable experiences on the study and 
related facts. He said that even after 60 years of independence we have people living below 
poverty line equal to the population of India at the time of 
independence. He also further stated that according to the 
report of Transparency International, corruption is in Health 
Department is maximum. Adding to the fact he stated that total 
immunization in Rajasthan is mere 27% according to the 
Rajasthan health survey. He stressed on the point that elected 
representatives bears of cost of poor service delivery and poor 
governance. He pointed out that India is a democracy having the biggest constitution and 
people who have to know the constitution are significantly illiterate, so how can they exercise 
their rights until they know them. He very strongly remarked on the poor status of Integrated 
Child Development Scheme (ICDS) and to ensure to Maternal Mortality Rate (MMR) and 
Infant Mortality Rate (IMR) the services under ICDS need to be ensured, He said. He 
stressed on the fact that there must be a attendance system for public representatives too. At 
last, he questioned why the problems remain same every time when go for election even 
after having 6 public elected representatives for one person in India  Until and unless there is 
spirit among us to ameliorate the things and be accountable, we will not be able to progress, 
he concluded. 

Open Session Open Session Open Session Open Session     

Mr Om Prakash from an 
organization CULP, 
asked that whether Tonk 
district can be 
representatives of the 
state. He further asked 
that the sampling method 
of this research must be 



 

                 

  

79 

made clearer. He further inquired if the headquarter of the medical officers is PHC or the 
district where the PHC is located. He also raised the query why only 30 PHCs out of 45 were 
selected for the study and the scientific reason behind it, if any. Dr Shipra Mathur, 
Development & Communication Division, Rajasthan Patrika, Hindi Daily, asked to the present 
policy makers the way forward to move Mr. Brij Bihari Sharma, head of one of the partner 
organizations, answered few questions related to the methodologies and made it clear. 
Several other participants responded on the findings relating to their experiences and 
responded accordingly by the project team members.  
 
 
Vote of TVote of TVote of TVote of Thankshankshankshanks    

Madhu Sudan Sharma, in his concluding remarks, pointed out that the project aimed at 
finding out the highlights and gaps in the implementation of the scheme, which it has 
succeeded in and resulted in drawing recommendation for improvement at all levels. He 
also proposed the vote of thanks. He thanked all the distinguished guests and participants, 
who attended State Level Dissemination Meeting from various places and gave special 
thanks to the partner NGOs and other stakeholder of of Tonk, who helped in the study for 
their efforts in various ways in supporting the project activities and showing their active 
presence in the meeting as they were present in the SLDM to support the study findings in 
large number. He also thanked the governance team members Shyam Sunder Vijay, 
Dharmendra Chaturvedi and Nikita Srivastava who helped in organizing the event and 
making it successful. 

HighlightsHighlightsHighlightsHighlights    

• policy influencing government officials arrived to the meeting in significant number and 
showed their interest in finding of the study  

• Large number of relevant stakeholders including large number of media member 
remained present through out the meetings. 
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• Good electronic and print media coverage certainly drew attention of other relevant 
stakeholders who were not present in the meeting. 

 

___________________________________ 
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(D)(D)(D)(D)    Production of Documentary FilmProduction of Documentary FilmProduction of Documentary FilmProduction of Documentary Film---- A Tool for Advocacy A Tool for Advocacy A Tool for Advocacy A Tool for Advocacy    
    
A documentary film titled Engaging Community in Health Services’ of the duration of 10 
minutes could be produced under the project .This documentary film shows the problems 
faced by the rural community in accessing the health services because of the poor 
functioning of the health centres at the primary health centres . This documentary could also 
show the benefits of community-based monitoring model created under the project in 
enhancing the service delivery at the PHCs. 
 
    This documentary film was released on August 25, 2010 by Roland Lomme, the governance 
advisor, The World Bank.  This is being utilized as an advocacy tool by showing at different 
platform. This film can be viewed visiting this link:  http://www.cuts-
international.org/CART/Documentary-Engaging_Communities_in_Health_Services.htm 
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E) E) E) E) PresentPresentPresentPresentation of ‘Absenteeism Study’ation of ‘Absenteeism Study’ation of ‘Absenteeism Study’ation of ‘Absenteeism Study’    
World Bank, New DelhiWorld Bank, New DelhiWorld Bank, New DelhiWorld Bank, New Delhi    
August 25, 2010August 25, 2010August 25, 2010August 25, 2010    
    
CUTS was invited to present 
'Absenteeism Study' on 
August 25, 2010 at the World 
Bank, New Delhi. This 
seminar was attended by the 
governance and health staff 
team coordinated by Mr. 
Roland Lomme, Advisor, 
Governance & Institutional 
Development, The World 
Bank and Mr. Gerard M. La Forgia, Lead Health Specialist, South Asia Human Development 
Department, The World Bank.  
   
The seminar started at 5.00 pm in the VC room with the opening remarks by Roland 
introducing CUTS and the governance work. Jerry introduced findings of the study. The 
presentation on study was made by Mr. George Cheriyan and Mr. Om Prakash Arya and it 
was concluded with a 10 minute documentary film based on the study. The participants 
asked lot of questions starting with the definition of absenteeism, methodology, process, 
findings, sustainability of the suggested community based monitoring model etc., which was 
answered Some interventions were suggestive in nature to make such studies more 
effective.  
  
The discussions concluded by 6.45 pm with Jerry once again appreciating the study and (the 
health team) making a proposal to Roland (governance team) about their desire to engage 
CUTS for a 'stoke taking of successful working community based monitoring models in health 
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sector (it could be in other sectors as well) in various states (at least 10 states) in 
India' supported by the World Bank. The fund availability also was suggested. Prior to the 
seminar, CUTS members had separate meetings with Jerry and Roland. In the meeting, the 
focus was the study and some possible engagement of CUTS in the health sector.  
 

___________________________________ 
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INITIAL IMPACTS OF ADVOCACY AND COMMUNITY MONITORINGINITIAL IMPACTS OF ADVOCACY AND COMMUNITY MONITORINGINITIAL IMPACTS OF ADVOCACY AND COMMUNITY MONITORINGINITIAL IMPACTS OF ADVOCACY AND COMMUNITY MONITORING    
    

1)1)1)1) Regular community monitoring of the PHCs has helped in 
improving service delivery there. According to the reports 
from the partner organizations, the availability of medicines 
and officials at the health centers have increased. The 
supply of medicines is also better this year, according to a 
doctor. It was decided to list down the names of the officials 
on the wall of PHCs, so that any one visiting the PHC can 
monitor the absenteeism and report in the village health and 
sanitation committee to take action. Prior to this, people 
were not even aware about the number of staffs this Primary Health Centre. 
 
2)2)2)2) The involvement of PRIs in the 
functioning of PHCs have helped in solving 
various problems related to the facilities at 
the health centre. One of the PHCs was 
facing the acute problem of drinking water 
as the tube wll water contains high level of 
fluride in it. In the interface meeting 
between service providers and recipients, it 
was decided to build a Tanker in the 
premise of the PHC. The head of the Gram 
Panchayat made this Tank there and now water is brought through tanker. This has been a 
great help for health officials as well as the patients of the PHC. 
 
3)3)3)3) After the state level dissemination meeting, the state government 
has increased its vigilance to the PHCs for the quality service 
delivery and the absenteeism. The principal Secretary, Health & 
Family welfare, have suspended few officials because they were 
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absent from the health centers during duty hours without any information. This increased 
vigilance has also helped in restricting absenteeism at the PHCs. 

 
    
4)4)4)4) Availability of medicines is now written on wall and 
updated regularly. This helps the visitors including 
higher authorities of health department to get to know 
the availability of medicines. The community can also 
put pressure on the health department to make the 
medicines available in sufficient quantity in this case.  

 
 
 

5)5)5)5) The media coverage of the state level dissemination 
cum advocacy meeting have triggered the similar study 
of absenteeism in other department related to rural 
development. One organization named Mazdoor Kissan 
Shakti Sangathan have visited the offices responsible 
for implementing Mahatama Gandhi National Rural 
Employment Guarantee Scheme (MGNREGS) between 
9.30 AM to 10.30 AM and found that only 30 percent 
officials were present on their seat.  
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 NGO Consultation Meeting at Tonk on September 10, 2009 
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  Orientation Programme  for NGOs & Monitors  
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Interactions & Meetings with community on various occasions 
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Interface Meetings in various Gram Panchayats 
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District Level Dissemination cum Advocacy Meeting at Tonk on June 29, 2010 
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Project area visit of Courtney Tolmie on June 29, 2010 
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State Level Dissemination cum Advocacy Meeting 

at Jaipur on July 29, 2010 
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Documentry Film Production at project area 
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News ClippingsNews ClippingsNews ClippingsNews Clippings    
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Project Launch Project Launch Project Launch Project Launch MeetingsMeetingsMeetingsMeetings         
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District Level Dissemination Meeting at Tonk 
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State Level Dissemination cum Advocacy Meeting 

on July 29, 2010 at Jaipur 
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ANNEXURE 1: Partner OrganizationsANNEXURE 1: Partner OrganizationsANNEXURE 1: Partner OrganizationsANNEXURE 1: Partner Organizations 

PHC wise List of NGO partners under TAPPHC wise List of NGO partners under TAPPHC wise List of NGO partners under TAPPHC wise List of NGO partners under TAP    
 

Sr.Sr.Sr.Sr.    Partner Agency and contact personPartner Agency and contact personPartner Agency and contact personPartner Agency and contact person    Name of PHCsName of PHCsName of PHCsName of PHCs    Numbers Numbers Numbers Numbers 
of PHCsof PHCsof PHCsof PHCs    

1. Ashrar Jahan, Secretary,  
Prerna Education & Welfare Society, 
Subhash Bazar, Tonk 
Phone: 941442 5102  
 

Sitapura, 
Nagar Fort, 
Kharera, 
 

3 

2. Braj Bihari Sharma, 
Gautam Rishi Gram Vikas Evam Shodh 
Sansthan,  
Paluko Ka Mohalla, Ashok Chowk, 
Tonk 
Mo: 94143-48448, 
 

Rajmahal, 
Anwa, 
Ghar 
 

3 

3. Mohan Meena, 
Shri Kalyan Seva Sansthan,  
House No: 38, Purana Bazar,  
Diggi- Malpura, Tonk 
Mobile: 099281 19827 
 

Pachewar 
Lawa 

2 

4. Gopal Swaroop Mishra, Secretary, 
Gyandeep Shiksha Evam Anusandhan 
Sansthan,  
Kasturba Colony, Brijlal Nagar, 
Malpura, Tonk- 304 502   
Ph.: 01437-224177 

Lambahari 
Singh 
Toradi 
 

2 
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5. Munna Lal Rao, 

Samuhik Vikas Sansthan,  
Patel Road, VP- Newai, Tonk  
Ph. 01438-224393 
 

Siras, 
Raholi 
 

2 

6. Ramesh Chand Gurjar 
Shri Dev Gramin Vikas & Prashikshan 
Sansthan,  
Kaririya, Niwai, Tonk  
Mob: 99501 01881 
 

Dhangarthal, 
Datwas 
 

2 

7. Kishan Gurjar, 
New Saraswati Welfare Society, Vill. 
Devari, Gelod, Peeplu, Tonk 
Mob.: 98878 73029, 94139 62626 

Mandolai, 
Barwas 
Nasirda 

3 

8. Maalchand Sharma, 
Saraswati Vidhya Niketan Siksha 
Samiti, Kalli Dungri Road, Shiv Nagar, 
Mahadevali, Tonk-304001 
Ph: 01432-2450 06 
 

Dardahind, 
Gahlod, 
Mendwas, 
 
 

3 

9. Murlidhar Sharma, 
Sardar Patel Shiksha Samiti,  
Patel Marg, Mahendi Baag, Near Natraj 
Hotel, Tonk 
Ph: 01432-2450 06 
 

Arniyadedar 
Naner, 
Bagri, 
Kathmara 
 

4 
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10 Gopal Lal Saini, 
MMM Sikshan Evam Jan Seva 
Sansthan,  
Khoja Bawari,  
Near Police Line, Tonk 
Mob: 98293 47200, 92141 67972 
 

Bharni, 
Bambor, 
Ahamadpura 
Chauki, 
Aligarh 
Banetha 
 

5 

11. CUTS District Coordinator  
Shayam Sunder Vijay, 
C/o Kishan Lal Sahu, 
Teliyon Ki Gali, Mahendi Baag, 
Tonk (Rajasthan) 
Mobile: 96805 10921, 92520 63129 
sanjpiyu@yahoo.co.in  

Dardaturki 1 

     TotalTotalTotalTotal    30303030    
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ANNEXURE 2: All PHCs in Tonk Vs. Randomly selected 30 PHCsANNEXURE 2: All PHCs in Tonk Vs. Randomly selected 30 PHCsANNEXURE 2: All PHCs in Tonk Vs. Randomly selected 30 PHCsANNEXURE 2: All PHCs in Tonk Vs. Randomly selected 30 PHCs     DistrictsDistrictsDistrictsDistricts    BloBloBloBlockscksckscks    PHCsPHCsPHCsPHCs         30 PHC selected through Random sampling30 PHC selected through Random sampling30 PHC selected through Random sampling30 PHC selected through Random sampling    Tonk Tonk Chhan 0.891713  Devli Anwa 0.704374 Tonk Tonk Dardahind 0.574337  Devli Nasirda 0.927844 Tonk Tonk Naner 0.775333  Devli Rajmahal 0.00526 Tonk Tonk Prana 0.753067  Devli Ghar 0.698294 Tonk Tonk Dardaturki 0.084457  Devli Sitapura 0.513461 Tonk Tonk Bagari 0.665626  Devli Nagarphot 0.165517 Tonk Tonk Ahamadpurachauki 0.327124  Malpura Lava 0.720639 Tonk Tonk Ranoli 0.894271  Malpura Lambaharisingh 0.730404 Tonk Tonk Kathmana 0.849706  Malpura Pachewar 0.493689 Tonk Tonk Lawadara 0.171095  Malpura Toradi 0.574402 Tonk Tonk Bharni 0.539842  Niwai Biras 0.662665 Tonk Tonk Bambor 0.995145  Niwai Raholi 0.684803 Tonk Tonk Sakhana 0.531718  Niwai Dhangarthal 0.568223 Tonk Tonk Gahlod 0.211512  Niwai Datwas 0.307248 Tonk Tonk Arniyadedar 0.472735  Todaraisingh Kharera 0.864645 Tonk Tonk Pasrothiya 0.937743  Todaraisingh Mandolai 0.867805 Tonk Tonk Kabra 0.784199  Todaraisingh Banwas 0.982517 Tonk Tonk Mendwas 0.829101  Tonk Dardahind 0.245633 Tonk Niwai Jhilay 0.815187  Tonk Gahlod 0.570461 Tonk Niwai Biras 0.159912  Tonk Bharni 0.732389 Tonk Niwai Chanani 0.707239  Tonk Naner 0.604761 Tonk Niwai Raholi 0.003237  Tonk Kathmana 0.966145 Tonk Niwai Datwas 0.002909  Tonk Bambor 0.063105 Tonk Niwai Dhangarthal 0.780699  Tonk Ahamadpurachauki 0.114332 Tonk Devli Nagarphot 0.455488  Tonk Dardaturki 0.513482 Tonk Devli Anwa 0.557587  Tonk Mendwas 0.160705 Tonk Devli Dhuankalan 0.277088  Tonk Bagari 0.907277 Tonk Devli Nasirda 0.493052  Tonk Arniyadedar 0.756417 Tonk Devli Sitapura 0.473931  Uniyara Aligarh 0.888349 
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Tonk Devli Rajmahal 0.687118  Uniyara Benetha 0.412391 Tonk Devli Ghar 0.400695     Tonk Uniyara Aligarh 0.439511     Tonk Uniyara Benetha 0.6463     Tonk Uniyara Kakor 0.523854     Tonk Todaraisingh Mandolai 0.985471     Tonk Todaraisingh Kharera 0.525114     Tonk Todaraisingh Banwas 0.359421     Tonk Todaraisingh Hamirpura 0.081944     Tonk Malpura Diggi 0.982521     Tonk Malpura Pachewar 0.551699     Tonk Malpura Lambaharisingh 0.45062     Tonk Malpura Sara 0.752518     Tonk Malpura Toradi 0.686417     Tonk Malpura Lava 0.512365     Tonk Malpura Chandsen 0.151989      
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ANNEXURE 3: Community Monitoring ScheduleANNEXURE 3: Community Monitoring ScheduleANNEXURE 3: Community Monitoring ScheduleANNEXURE 3: Community Monitoring Schedule    
  CHART ACHART ACHART ACHART A    PHC Monitoring SchedulePHC Monitoring SchedulePHC Monitoring SchedulePHC Monitoring Schedule  DaDaDaDayyyy    MoniMoniMoniMonitor tor tor tor 1111    Monitor Monitor Monitor Monitor 2222    Monitor Monitor Monitor Monitor 3333    Monitor Monitor Monitor Monitor 4444    Monitor Monitor Monitor Monitor 5555    DaDaDaDayyyy Monitor Monitor Monitor Monitor 1111    Monitor Monitor Monitor Monitor 2222    Monitor Monitor Monitor Monitor 3333    Monitor Monitor Monitor Monitor 4444    Monitor Monitor Monitor Monitor 5555    1 10:00         16 10:00         2   11:30       17   11:30       3     5:00     18     5:00     4       10:00    S U N D A Y 5         11:30 19       10:00   6 5:00         20         11:30  S U N D A Y 21 5:00         7   10:00       22   10:00       8     11:30     23     11:30     9       5:00   24       5:00   10         10:00  S U N D A Y 11 11:30         25         10:00 12   5:00       26 11:30          S U N D A Y 27   5:00       13     10:00     28     10:00     14       11:30   29       11:30   15         5:00 30         5:00 
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ANNEXURE 4: Community Monitoring Card ANNEXURE 4: Community Monitoring Card ANNEXURE 4: Community Monitoring Card ANNEXURE 4: Community Monitoring Card (For Absenteeism and Facilities)(For Absenteeism and Facilities)(For Absenteeism and Facilities)(For Absenteeism and Facilities)    
 
Name of Monitor: -------------------------------------------------Block --------------------------- 
 
Name & Address of PHC-------------------------------------------------------------------------- 
 
Name of Coordinating CSO----------------------------------------------------------------------- 
 
(Please write Yes or No) Sr.Sr.Sr.Sr.    Staff/ServicesStaff/ServicesStaff/ServicesStaff/Services    Day 1Day 1Day 1Day 1    Day 2Day 2Day 2Day 2    Day 3Day 3Day 3Day 3    Day 4Day 4Day 4Day 4    Day 5Day 5Day 5Day 5    Day 6 Day 6 Day 6 Day 6     Day 7Day 7Day 7Day 7    A.A.A.A.        DateDateDateDate           1- Medical Officer In charge        2- Doctor Ayush         3- Male Nurse          4- Female Nurse          5- Lab Technician *        6- Lady Health Visitor *        7- Pharmacist *         8- Adult Nurse Midwife *          
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B.B.B.B.    ServicesServicesServicesServices     1- Medical Examination        2- Drug distribution         3- Immunizations         4- Dressing and Minor operations        5- Delivery          6- Blood testing *         7- Family planning operations *        8- Distribution of contraceptives *        
 
* Optional* Optional* Optional* Optional 
 
 
 
(To be filled on last day) 
 

Quality (Tick Quality (Tick Quality (Tick Quality (Tick √√√√ ) ) ) )    Sr.Sr.Sr.Sr.    Basic Information about Basic Information about Basic Information about Basic Information about 
PHCPHCPHCPHC    

YesYesYesYes    NoNoNoNo    
GoodGoodGoodGood    AverageAverageAverageAverage    BadBadBadBad    
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1- Public transport to reach 
PHC 

     

2- Functioning toilet 
 

     

3- Regular Water Supply 
 

     

4- Regular Electricity Supply 
 

     

5- Telephone at PHC 
 

     

6- Building for PHC 
 

     

7- Quarters for Staffs 
 

     

8- Six beds  
 

     

9- Laboratory 
 

     

10- Working Ambulance 
 

     

11- Vaccine facilities 
 

     

12- Waste Disposal 
 

     

13- Normal Delivery kit 
 

     

14- Chart and other 
information displayed 
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ANNEXURE 5: Questionnaires (First Draft) for all categories for CRCANNEXURE 5: Questionnaires (First Draft) for all categories for CRCANNEXURE 5: Questionnaires (First Draft) for all categories for CRCANNEXURE 5: Questionnaires (First Draft) for all categories for CRC    
 

Questionnaire: BeneficiariesQuestionnaire: BeneficiariesQuestionnaire: BeneficiariesQuestionnaire: Beneficiaries    
    

Name of Investigator: _____________________ Starting Time: ______________________ 
Date: ___________________________________ Ending Time: _______________________ 
    
Investigator Introduction: [Investigator Introduction: [Investigator Introduction: [Investigator Introduction: [answers in legible handwriting in the spaces provided for 
responses.] 
SectSectSectSection I. Demographic Questionsion I. Demographic Questionsion I. Demographic Questionsion I. Demographic Questions    
    
1]  What is your name? 
2]  Gender of respondent   1- Male   2- Female 
3]  What is your age?   ____Years 
4]  Location / Address: ____________________ 
5]  Type of family    1-Nuclear  2-Joint 
6]  Number of adult males in the household-  adult male----adult female------
Children------ 
7]  How many members in the household are employed? 
8]  What is the monthly household income?  
9] You come under  1-BPL 2-APL 
10] Religion:  1-Hindu  2-Muslim 3-Other 
    
Section II. Health FacilitySection II. Health FacilitySection II. Health FacilitySection II. Health Facility    
GeneGeneGeneGeneralralralral    
11]  Which of the following sources of health facilities are available in your neighborhood? 
(Multiple responses are possible) 
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1- Government Hospital  2- Private Hospital 
3- Private Doctor  4- Quack  5- Other 
12]  Which of the following sources of health facility does you and your family use?  
(Multiple responses are possible) 
1- Government Hospital  2- Private Hospital 
3- Private Doctor  4- Quack  5- Other 
13]  What is your main source of health services 1/2 /3/4/5? 
14]  How far is the government hospital from your residence? __________ 
15]  How long does it take to avail the government health facility from your residence? 
_____ 
16] When you visited GH in the month of December your ailment was related to 
1- Maternal Health (skip to q. 16)   
2- Child Health (skip to q. 22)   
3- Family Planning (skip to q. 26)   
4- Adolescent Health (skip to q. 30)  
5- Curative Diseases (skip to q. 36)  
6- Other (Please Specify) ___________ 
    
Maternal HealthMaternal HealthMaternal HealthMaternal Health    
17] Have you been registered in hospital under JSY? 
18] How many times were you investigated by hospital before delivery? 
19] Have you been provided with the iron and folic acid pills before delivery? 
20] Was there any laboratory check up? (Blood, Urine etc)  
21] Is institutional delivery being promoted by government? 
22] Does any body come to your home to provide delivery services if called? 
23] Have you received any cash assistance from hospital? How much? 
24]    Does your GH provide 24 hour delivery facility? 
    
GO TO QUESTIONGO TO QUESTIONGO TO QUESTIONGO TO QUESTION    
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Child HealthChild HealthChild HealthChild Health    
25] Does your child get immunization from the hospital? 
26] Have your child been provided with Vitamin A supplement? 
27] Have you been told for breast feeding for at lease 6 months?  
28] Is your child protected from preventive diseases like malnutrition or any infection? 
 
GO TO QUESTIONGO TO QUESTIONGO TO QUESTIONGO TO QUESTION    
 
Family PlanningFamily PlanningFamily PlanningFamily Planning    
29] Are you provided with the counseling regarding family planning methods? 
30] Are you provided with the various methods for family planning? 
 
GO TO QUESTIONGO TO QUESTIONGO TO QUESTIONGO TO QUESTION    
 
Curative ServicesCurative ServicesCurative ServicesCurative Services 
31] Does GH provide treatment for minor ailments? (Including accidents/emergencies) 
32] Is health day organized at the Aanganwadi centers in the village? 
33] Do you get appropriate and prompt referral? 
 
Common QuestionsCommon QuestionsCommon QuestionsCommon Questions    
34] Do you know about any village health committee in your village? 
35] Do you know about its members? 
36] Does doctor and other health officials present at the time of your visit?    
37] Do you get medicine from hospital prescribed by doctor there? 
38] Overall are you satisfied with the service provided at GH?  
1- Satisfied 2- Partially Satisfied 3] Dissatisfied (skip to q) 
39] What is the reason for dissatisfaction? _________________________ 
40]  Have you paid any bribe for any service related to health facility in last one year? 
41]  Was the bribe demanded (or did you pay on your own)? 1- Demanded 2- Paid on 
my own  
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 How much money you paid as bribe? 
42]  Have you made a complaint related to your health services in the past one year? 
43]  To whom did you complain? 
44]  What was the result of the complaint?  
1- Prompt action taken 2- Delayed action taken 3- No action taken 
 45] 

  Yes NO 
45.1 I like going to government hospital nearby   
45.2 The hospital building is in good shape   
45.3 Health officials remain present regularly   
45.4 Health officials takes care of the patients 

honestly 
  

45.5 The hospital has good medical facilities   
 
46] Level of awareness  

   Correct Incorrect 
46.1 Exclusive breast feeding   
46.2 Time for initiating complementary feeding   
46.3 Spacing between the children   
46.4 Age of marriage   
46.5 Birth/ Death certificate   

 
47] Does any one make regular visit to your village to know about your health status? 
48] If yes, How many days in a month? 
49] Whether your ANM has required skill for delivery? 
50] Your suggestion to improve the service delivery________________ 
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IntIntIntInterview Schedule for Service Providerserview Schedule for Service Providerserview Schedule for Service Providerserview Schedule for Service Providers     Name of Investigator: _____________________ Starting Time: ______________________ Date: ___________________________________ Ending Time: _______________________     I: General InformationI: General InformationI: General InformationI: General Information     1.1.1.1. Block……………………………..… Block……………………………..… Block……………………………..… Block……………………………..…    2.1 Name of the PHC: ____________2.2 Your Designation ______________  3.1 Place of stay: __________     3.2 Native place: ________    3.3 Distance from your residence to your PHC _________ in km 4. Residential status:  1.Owned    2.Rented    3.Government quarters  5. Marital Status: 1.Single    2.Married 6. Family size_______ members 7.1 Any other member/s in your family work 7.2 Place of working ___________ 8.1 Any other member/s in your family needs special health care ___________  8.2 The members_________      IIIII. Background Information of the RespondentI. Background Information of the RespondentI. Background Information of the RespondentI. Background Information of the Respondent     10.1 At what time you reach your facility? ______am 10.2 At what time you leave your facility? _______pm 11.1 What means of transport do you use to get to the facility? 
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1. Bus                                   4.Motor cycle 2. Walking                             5.Personal car 3. Bicycle                               6. Others (specify)________________ 7.  Don’t know  12. What is your highest level of formal education attained? _________  13. Besides the formal training, have you attended any other training that may include in-service training etc? 14. If ‘Yes’ to above question,  14.1 How long was the training?  _______days    _____months    ______ yrs 14.2 On what subject? ____________________________________ 14.3 Who sponsored your further training? 1. Government  2.Self  3.Others (specify)__________________________ 4. don’t know  2.  15.1 What is your work experience in health department?        Years_________ Months_______  15.2 What is your work experience in this health facility?        Years_________ Months_______ 16. In general, how would you describe your physical health?       1. Very poor    2.Poor    3.Fair    4.Excellent 17. Compared to people of your own age, how is your physical health?        1. Very poor    2.Poor   3.Fair    4.Excellent     IV: Job satisfactionIV: Job satisfactionIV: Job satisfactionIV: Job satisfaction          AgreeAgreeAgreeAgree    DisagreeDisagreeDisagreeDisagree    19.1 Is your job at this facility usually worthwhile?            
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19.2 Is your job usually interesting to you?            19.3 Does your job suit very well in relation to the training?            19.4 If you have a chance, at the same rate of pay at this facility, will you wish to change your job?            19.5 If you have a chance, at the same rate of pay, will you wish to change to another health facility?            19.6 Would you be satisfied with a different job at this facility than with your present job?         19.7 Do you have over workload at this health facility?             V: Wages and other incentivesV: Wages and other incentivesV: Wages and other incentivesV: Wages and other incentives        22. Are you getting your salary on time? 23. Do you go to the bank personally to draw the salary? 24. Is your salary comparable to what is offered in private health facilities? 25. What other benefits/incentives are provided besides the salary? 1. Salary increment 4. Hardship allowance 2. House allowance  5.Rewards for consistency in attendance 3. Commuter allowance 6. Overtime payment         7. Others (specify)_________________________________________ 26. Do you do any other work to supplement your income during non-official hours? 27. If yes to Quest 26, which specific work do you do, to supplement your income? 1. Local (Work on part time basis in another health facility) 2. Private practice (operates own clinic) 
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3. Other, (specify)_________________________________ 28. During the last 3 months, have you gone on leave? 29. If No, to Question 28, how many times were you absent from the facility?   Over the last 3 months? ______________ 30. What were the reasons for your non availability? 1. Health Problem  2. Family problem 3. Conducting Health Camps 4. Visiting sub Centers 5. Administrative work (court, on deputation, training etc.,) 6. In-charge duties at other PHC’s 7. Festival  8. Meetings convened by superior officers 9. Anganwadi visits, school visits, training etc., 10. 10.Others □, specify________________________________ 31. How long were you on leave from the facility _______ months ______days 32. Is Non availability of medical/ para medical staff a problem in this health facility?              1. Yes     2.No  33.1 If Yes to the Q.No32, how do you grade that problem? 1. Serious   2.Moderate  33.2 Why is it a problem?  _____________________________________________________________ 33.3 Suggest few options to minimize that problem. _____________________________________________________________ 
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34. Suggest any three additional incentives that you would wish to be given to make you more productive/ committed to working in this health facility. 1.  _____________________________________________________________ 2. _____________________________________________________________ If respondent is a DoctorIf respondent is a DoctorIf respondent is a DoctorIf respondent is a Doctor    1] Are you provided with functional residence where PHC is located? 2] Does health facility have all necessary equipments for conducting (Y/N) and surgeries (Y/N) 3] DO you think after implementation of NRHM, there is improvement in? 1. Infrastructure(Y/N)  2. Manpower availability (Y/N)  3. In institutional deliveries  4. In Outdoor patients 4] Are the prescribed medicines available in health facility pharmacy? 5] Does the health facility get a regular supply of all the required medicines?  General (Y/N) Ayush(Y/N) 6] Is there any delay in getting funds under NRHM? 7] In your perception, is the Rogi Kalyan Samiti (RKS) playing an effective role in:  Applicable/ Not Applicable 
• Addressing complaints of the patients (Y/N) 
• Improvement of health facility infrastructure (Y/N) 
• Improvement of Lodging/ Boarding facilities to patients and theirs relatives? (Y/N) 
• Improvement in support services like cleaning, laundry, diagnostic, waste disposal? (Y/N)  8] How do you utilize the untied funds? 
• Maintenance (Y/N) 
• Seeking services from private doctors (Y/N) 
• Repairs/Renovation (Y/N) 
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• Buying equipments (Y/N) 
• Buying medicines (Y/N) 
• Paying for services like cleaning, security etc (Y/N) 
• Hiring contractual staffs (Y/N) If resIf resIf resIf respondent is an ANMpondent is an ANMpondent is an ANMpondent is an ANM    1] How many villages covered by your sub centre have ASHAs in position?________ 2] How often do you meet the ASHAs of your area weekly/fortnightly/monthly/rarely 3] How do you feel ASHA is contributing to NRHM by 

• Mobilizing community to avail health services (Y/N) 
• Identifying and accompanying complicated delivery cases (Y/N) 
• Providing health information to the community (Y/N) 
• Acting as depot holders (Y/N) 
• Providing newborn baby care (Y/N) 4] Have you been provided the essential drug kit for your centre (Y/N) 5] What is there in the drug kit ORS/ Chloroquine/ Antibiotics/ painkillers / TB Drug Kit / Disinfectant / DDK / Oral contraceptives / Condoms 6] How often does you drug kit get replenished? Weekly/fortnightly/monthly/Rarely 7] Do you conduct deliveries (Y/N)  7.1 At home (Y/N) 7.2 At Sub centres 8] How many deliveries you conduct in a month, on an average?___________ 9] How many TBAs are there in your area?___ 10] Are they given any incentives to conduct deliveries? 

 
ASHA Questionnaire ASHA Questionnaire ASHA Questionnaire ASHA Questionnaire (Draft(Draft(Draft(Draft----1)1)1)1)     
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Village: ___________________  Block: _________________ Date: _______________  Investigator: _________________ Starting time: __________    Ending Time: ________________  General Information of ASHAGeneral Information of ASHAGeneral Information of ASHAGeneral Information of ASHA     1. Age of ASHA: __________   2. Caste: SC/ST/OBC/General:    3. Education: __________  4. Marital Status: unmarried/married/widowed/divorced/separated?  5. Month and year of joining as ASHA _____________________  6. Does the ASHA work for the same village/ village panchayat where the stays? (Y/N)  Selection: Selection: Selection: Selection:      7. Where there any focused group discussions (FGDs) held in your village before  selection of ASHA? (Y/N)   8. Who held the FGDs? ____________ 9. Did the FDGs involve awareness about concept and roles of ASHA among the   village community? (Y/N) 10. Was there any kind of short listing of candidates done as per your knowledge for  selection of ASHA? (Y/N) 11.  Was there a 'Gram Sabha' meeting held during the selection process of ASHA/ (Y/N) 12.  Before joining as ASHA did you work as community based worker? (Y/N)  Training: Training: Training: Training:         13. As the ASHA worker received any training after joining? (Y/N)  14. How many days of training has the ASHA received? ___________  15. How many times in last one year? ____________  
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16. Did you receive any compensation for the attending training? (Y/N)  17. How much? Rs. ____________  18. Do you received regular 'on the job training' at your village? (Y/N)  19. Who provides on the job training? ANM/NGO/Others ____________  (specify)  Role and Responsibilities: Role and Responsibilities: Role and Responsibilities: Role and Responsibilities:      20. Have you been given a drug kit? (Y/N) 21. Does your drug kit contain?  ORS (Y/N):   Iron tables (Y/N)  Oral Pills  (Y/N) Condoms (Y/N) Disposable delivery kit (DDK)  (Y/N)  22. Is the ASHA clear about her roles for:  22.1  Provide information about existing health services? (Y/N) 22.2  Creating awareness to the community on health, hygiene and nutrition? (Y/N) 22.3  Escort/accompany pregnant women or sick children to the nearest health facility? (Y/N) 22.4  Informing the sub-centre/ PHC/CHC about: Births and deaths in the village? (Y/N) 22.5  Promoting construction of household toilets? (Y/N)  23. How many pregnant women did you escort to HF in the last one year? ____________  24. How much money are you given to accompanying a mother to a health facility?  Rs. ___________  25. Do you have to spend anything over and above of what you are reimbursed? (Y/N) 25.1 How much? Rs. __________  Payment and Incentives: Payment and Incentives: Payment and Incentives: Payment and Incentives:      26. Do you receive any performance based incentive? (Y/N)  26.1 How much? Rs. __________ (Average per month)  
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27. How do you get these incentives?  (As advance or direct payment from the ANM's/From the Sarpanch/From the PHC Medical Officer)  28. Are you happy with the incentives given under the programme? (Y/N)  29. For which activities do you get performance-based incentive?  30. Any other incentives? (Y/N) Details: ______________________________________  31.How do you remember the work done by you in a month? _______________________  32. Do you report it to the ANM/Sarpanch/PHC Medical Officer?  33. Do you have a Bank account/ Post Office account/ No account?  Coordination:Coordination:Coordination:Coordination:     34. Are you recognized by the people of your village? (Y/N)  35. Do they support you for your roles and responsibility as an ASHA worker? (Y/N)  36. Are you actively involved with the local Panchayat Raj Institution (PRI)/ Village  health committee (VHC) in your village? (Y/N)  37. Do you receive proper support from the PRI and VHC? (Y/N)  38. Do you have any difficulty in functioning? _____________________  39. Why do you feel people trend not to avail public health services?  1. Quality of service  2. Not aware  3. Services not available 4. Have to pay extra money 5. Other _____________ (specify)  40. Would you like to work as an ANM later one? (Y/N)  41. Is there increase in the institutional deliveries in last two-three years? (Y/N)  
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42. If so what are the reasons according to ASHA? _____________   
Questionnaire for VHC/PRI/RKS Members (DraftQuestionnaire for VHC/PRI/RKS Members (DraftQuestionnaire for VHC/PRI/RKS Members (DraftQuestionnaire for VHC/PRI/RKS Members (Draft----1) 1) 1) 1)      Village: _________________  Bock: ________________ Investigator: __________________  General InformationGeneral InformationGeneral InformationGeneral Information    1. Are you a member   1. VCH member (  ) 2. PRI Member (Y/N)  2. Caste: SC/ST/OBC/General  3. Month and Year of Joining as member __________ 4. Education: _____________  Program InterventionsProgram InterventionsProgram InterventionsProgram Interventions    5. Are you aware of a program called NRHM or its Hindi version? (Y/N)  6. Were you given any orientation about the program by the health department workers or officials? (Y/N)  6.1 For how many days? _________  7. What is your role in the programme? 1. Mobilizing Community (Y/N) 2. Ensuring regular visits of ANM (Y/N) 3. Selection of ASHA (Y/N) 4. Proper functioning of SHC's (Y/N)  8. Is there any amount given to your sub centre so far? (Y/N)  8.1 How much? _________ p.a. 9. Have you received the untied fund for your sub centre so far? (Y/N)  10.When? _________ 11. If yes, have you opened a bank account? (Y/N) Is it a joint account? (Y/N)  
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12. Do you feel through NRHM the government has decentralized decision making? (Y/N)  13. Do you feel more empowered after the launch of NRHM? (Y/N)  14. How often the meeting of VHC members held?   1. Weekly   2. Monthly  3. Quarterly  4. Annually    15. Where they are generally held?   1. Sarpanch's house 2. Panchayat office  3. Health facility  16. Do you feel that NRHM has improved the health service delivery in your area? (Y/N)  17. Where do you look for further information about NRHM?  Role as RoRole as RoRole as RoRole as Rogi Kalyan Samiti (RKS) membergi Kalyan Samiti (RKS) membergi Kalyan Samiti (RKS) membergi Kalyan Samiti (RKS) member     18. Are you a member of:-   18.1 Rogi Kalyan Samiti at the PHC (Y/N)  18.2 Rogi Kalyan Samiti at the CHC (Y/N)  18.3 District level (Y/N)  18.4 Not a member (Y/N)  19. If yes, what in your opinion is the function of RKS?  1. Addressing complaint of the patients (Y/N) 2. Improvement of health facility infrastructure (Y/N) 3. Improvement of health related equipments (Y/N) 4. Improvement of lodging/boarding facilities to patients and their relatives (Y/N) 5. Improvement in support services like cleaning, laundry, diagnostic, ambulatory, waste disposal etc. (Y/N)  20. What is the frequency of RKS meeting? __________ per year  
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21. When was the last meeting held? ___________  22. Does the 'Rogi Kalyan Samiti' generate any funds? (Y/N) 22.1 If yes, how much amount: _______________ (Rs.) per year  23. Person in charge of funds ______________ (Designation)  24. Is there any audit of the fund (Y/N)  24.1  If yes,   Internal-1   External-2    
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ANNEXURE 6: Health Facility in District Tonk, Rajasthan & itsANNEXURE 6: Health Facility in District Tonk, Rajasthan & itsANNEXURE 6: Health Facility in District Tonk, Rajasthan & itsANNEXURE 6: Health Facility in District Tonk, Rajasthan & its Distance from Block Distance from Block Distance from Block Distance from Block    
 

Health Facilities in District Tonk ,Raj.Health Facilities in District Tonk ,Raj.Health Facilities in District Tonk ,Raj.Health Facilities in District Tonk ,Raj.    

S.No.S.No.S.No.S.No.    
Block Block Block Block 
NameNameNameName    Name of PHCName of PHCName of PHCName of PHC    Nearest PHCNearest PHCNearest PHCNearest PHC    

Distance Distance Distance Distance 
from from from from 
PHCPHCPHCPHC    

Distance Distance Distance Distance 
from from from from 
blockblockblockblock    

Distance Distance Distance Distance 
from from from from 

DistrictDistrictDistrictDistrict    1 Tonk  Chhan Chhan Chhan Chhan    bharni 5 20 20 2 Tonk dardahinddardahinddardahinddardahind    Mendwas 11 12 12 3 Tonk  Naner Naner Naner Naner    hameerpura 6 25 25 4 Tonk  Prana Prana Prana Prana    siras 8 27 27 5 Tonk  Dardaturki Dardaturki Dardaturki Dardaturki    bagri 7 22 22 6 Tonk  Bagari Bagari Bagari Bagari     Dardaturki 7 29 29 7 Tonk     AhamadpurachaukiAhamadpurachaukiAhamadpurachaukiAhamadpurachauki    Banetha 5 17 17 8 Tonk  Ranoli Ranoli Ranoli Ranoli    kathamana 4 35 35 9 Tonk  Kathmana Kathmana Kathmana Kathmana     Ranoli 4 39 39 10 Tonk  Lawadara Lawadara Lawadara Lawadara    kabra 2 20 20 11 Tonk  Bharni Bharni Bharni Bharni     Sakhana 6 25 25 12 Tonk  Bambor Bambor Bambor Bambor     Ahamadpurachauki 7 7 7 13 Tonk  Sakhana Sakhana Sakhana Sakhana     Bharni 7 31 31 14 Tonk  Gahlod Gahlod Gahlod Gahlod    Pasrothiya 11 5 5 15 Tonk  Arniyakedar Arniyakedar Arniyakedar Arniyakedar    Siras 30 49 49 16 Tonk PasrothiyaPasrothiyaPasrothiyaPasrothiya     Gahlod 11 16 16 17 Tonk  Kabra Kabra Kabra Kabra     Lawadara 2 22 22 18 Tonk MendwasMendwasMendwasMendwas     Chhan 6 12 12 19  Niwai  JhilayJhilayJhilayJhilay    siras 15 13 42 20  Niwai  SirasSirasSirasSiras    prana 8 22 41 21  Niwai   Chanani Chanani Chanani Chanani     Raholi 15 45 74 22  Niwai   Raholi Raholi Raholi Raholi     Chanani 15 60 89 23  Niwai   Datwas Datwas Datwas Datwas    siras 15 28 57 24  Niwai   Dhangarthal Dhangarthal Dhangarthal Dhangarthal    Jhilay 28 13 42 25 Devli   Nag Nag Nag Nagarphotarphotarphotarphot     Anwa 7 38 55 26 Devli   Anwa Anwa Anwa Anwa     Nagarphot 7 31 48 
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27 Devli  DhuankalanDhuankalanDhuankalanDhuankalan    Ghar 8 32 45 28 Devli   Nasirda Nasirda Nasirda Nasirda    mandolai 25 40 95 29 Devli  SitapuraSitapuraSitapuraSitapura     Nagarphot 11 50 60 30 Devli  RajmahalRajmahalRajmahalRajmahal    bharni 18 25 50 31 Devli  GharGharGharGhar    Dhuankalan 8 35 53 32  Uniyara      AligarhAligarhAligarhAligarh    Banetha 10 10 45 33  Uniyara  BanethaBanethaBanethaBanetha     Aligarh 10 20 25 34  Uniyara   Kakor Kakor Kakor Kakor     Aligarh 18 20 18 35  Todaraisingh  Mandolai Mandolai Mandolai Mandolai    Toradi 20 30 100 36  Todaraisingh  Kharera Kharera Kharera Kharera     Chhan 12 17 33 37  Todaraisingh BarwasBarwasBarwasBarwas    Mendwas 10 25 25 38  Todaraisingh  Ham Ham Ham Hamirpurairpurairpurairpura     Naner 6 21 31 39  Malpura   Diggi Diggi Diggi Diggi     lava 10 10 60 40  Malpura  PachewarPachewarPachewarPachewar     Chandsen 27 21 91 41  Malpura   Lambaharisingh Lambaharisingh Lambaharisingh Lambaharisingh     Chandsen 31 25 95 42  Malpura   Soda Soda Soda Soda    diggi 10 20 70 43  Malpura  ToradiToradiToradiToradi     Mandolai 20 10 80 44  Malpura  LavaLavaLavaLava    diggi 10 20 50 45  Malpura   Chandsen Chandsen Chandsen Chandsen    diggi 8 6 64 
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ANNEXURE 7ANNEXURE 7ANNEXURE 7ANNEXURE 7    
http://chittorgarh.nic.in/Generic_new/generic.htm 
 

 
 



 

                 

  

129 

ANNEXURE:8ANNEXURE:8ANNEXURE:8ANNEXURE:8    
http://www.nrhmcommunityaction.org/media/documents/Managers%20Manual.pdf 

 
 
 
 


