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Preface

The Indian Government under the National Rural Health Mission, launched in
year  2005,  demonstrated  a  thirty  six  percent  reduction  in  under-five
mortality rate (U5MR) from 2008 to 2013. In order to reduce morbidity and
mortality  further,  RBSK,  an ambitious  program that  is  aimed to cover 27
crore children in India, was launched in 2013. The RBSK takes care of sick
newborns discharged from health facilities, i.e. Special Newborn Care Units
(SNCUs) in addition to regular screening of all newborns at birth, whether
born at home or at any health facilities. Under Facility Based Newborn Care
initiative in India, a series of Special Newborn Care Units (SNCUs) have been
made operational.  Further under Home Based Newborn Care scheme, any
infant born at home or at health facility is followed up by series of home
visits made by Accredited Social Health Activists (ASHAs).  The purpose of
these visits is to identify early danger signs and prompt referral. Moreover,
under JSSK such newborn and children up to 1 year of age are entitled to free
of cost treatment at any public health facility in the country. The RBSK is
aimed to screen and manage sick children till 18 years of age on the lines of
Universal Health Care.

With a view to comprehensively address all child health conditions through
screening of children, identifying the defects at birth, diseases, deficiencies
and developmental delays including disability and manage these problems
through early  intervention.  The RBSK was  started in  Jammu and Kashmir
State with rest of the country during the year 2013. In order to screen the
children  for  various  diseases  and  provide  them  the  maximum  possible
treatment. The RBSK is now functional in Jammu and Kashmir since the last
3-4  years  and  it  was  thought  prudent  to  analyze  the  functioning  of  this
programme.

The study was successfully completed due to the co-operation, support and
guidance of a number of officials and individuals. We wish to express our
thanks to MOHFW (GOI) for providing their support for undertaking this study.
Our  special  thanks  goes  to  Dr.  Yashpal  Sharma,  Mission  director,  NHM,
Jammu  and  Kashmir  and  Dr.  Saleem-u-Rehman,  Director  Health  Services
Kashmir, for their co-operation and support in collection of information from
district Ganderbal.  Special thanks are due to Chief Medical Officer, Medical
Superintendent and Block Medical Officers for sharing their experiences and
views with us  during our visit  to the district.  We also appreciate the co-
operation  rendered  to  us  by  the  officials  posted  at  district  and  block
management units.  Special thanks are also to MOs, pharmacists, FMPHWs
and other medical and paramedical staff posted at DEIC and RBSK mobile
teams.  We thank our Director Professor Effat Yasmen and our colleague Mr.
Bashir Ahmad Bhat (Associate Professor) for his help and support at each
stage of completion of this study. Last but not the least credit goes to school
teachers and Anganwadi Workers and parents of children who spent their
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valuable time and responded with patience to our questions. It is hoped that
the findings of this study will be helpful to both the Union Ministry of Health
and Family Welfare and the State Government in taking necessary steps to
improve further the services under RBSK.

Srinagar
25-04-2018 Muneer
Ahmad Syed
Khursheed Ahmad
1. INTRODUCTION
Developing  countries  have  been  overtly  focusing  on  reducing  under-five
mortality rate and have made variable gains in this direction during the last
decade.  The Indian Government  under  the National  Rural  Health  Mission,
launched in year 2005, demonstrated a 36 percent reduction in under-five
mortality rate (U5MR) from 2008 to 2013.  In order to reduce morbidity and
mortality  further,  RashtriyaBalSwasthyaKaryakaram  (RBSK),  an  ambitious
program that is aimed to cover 27crore children in India, was launched in
2013. This takes into account sick newborns discharged from health facilities,
i.e., Special Newborn Care Units (SNCUs) in addition to regular screening of
all  newborns at birth, whether born at home or at public health facilities.
Under  Facility  Based Newborn  Care  initiative  in  India,  a  series  of  Special
Newborn Care Units (SNCUs) have been made operational at district hospital
level throughout the state. In SNCU technical reports, it was noted that 10
percent of the newborns die within these facilities and another 10 percent
die within one year. Under Home Based Newborn Care scheme, any infant
born at home or at health facility is  followed up by series of home visits
made by Accredited Social Health Activists (ASHAs). The purpose of these
visits is to identify early danger signs and prompt referral. Moreover, under
JananiShishuSurakshaKaryakaram (JSSK) such newborn and children up to 1
years of age are entitled to free of cost treatment at any public health facility
in the country. The RBSK programme is modeled on the progress made in the
recent  past  under  National  Rural  Health  Mission,  now  called  as  National
Health Mission.  This program is aimed to screen and manage sick children
till 18 years of age on the lines of Universal Health Care.

India with a child population of over 400 million has the largest number of
children  between  the  ages  of  0-18  years  globally.  India’s  child  health
indicators are a cause of concern, as India contributes about 20 percent to
global child deaths. The actual burden of birth defects and developmental
delays is not known in India due to inadequate epidemiological information.
Birth defects prevalence varies from 61 to 70 per 1000 live birth, with a large
birth cohort of almost 26 million per year. India accounts for the largest share
of  birth  defects  in  the  world,  which  amounts  to  1.7  million  birth  defects
annually  accounting  for  9.6  percent  of  all  newborn  deaths.  Secondly,
developmental delays including disabilities are also a substantial cause of
morbidity in early childhood, affecting around 10 percent of children. About
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20 percent of babies discharged from SNCUs are found to be suffering from
developmental  delays  or  disabilities  at  a  later  age.  As  a  matter  of  fact
developmental delays including disabilities in the first five years significantly
hinder the growth potential of the child.

With a view to comprehensively address all child health conditions, including
birth defects, and developmental delays in the country the Ministry of Health
and Family Welfare, Government of India launched the RBSK in the year 2013
to provide targeted, comprehensive care to children aged 0–18 years. The
programme  covers  screening,  early  intervention,  management  and
treatment, including surgeries for the required health conditions, free of cost.

The objective of the Programme is to screen the children, identify the defects
at birth, diseases, deficiencies and development delays including disability
and manage these problems through early intervention. The programme was
also started in Jammu and Kashmir State with rest of the country. During the
PIP monitoring in the state by Population Research Centre, Srinagar, it was
observed that RBSK has created a huge demand for health services among
children  and  lacks  of  children  have  benefitted  through  this  programme.
However, it was further observed during the PIP monitoring that there are
some problems in its implementation. But it was not possible to evaluate in
detail the implementation of RBSK and to know what are the difficulties being
faced by service providers and service seekers and as to what extent the
primary goal of launching RBSK have been achieved. Therefore, we initiated
this study to evaluate the implementation of RBSK in detail. This study will
help to suggest some effective measures for improving the service delivery
of the programme.

2. OBJECTIVES OF THE STUDY
1. To examine the inputs like recruitment of staff and establishment of

DEICs.
2. To analyze other inputs like training, availability of equipment, supply

of medicines, stationery, IEC material and other consumables.
3. To study the physical and financial performance of RBSK.
4. To identify the problems in the implementation of RBSK particularly,

referral issues, sanction and estimation of cases needing treatment at
tertiary care health facilities.

5. To suggest measures for effective implementation of RBSK.

3. METHODOLOGY
The  methodology  for  the  conduct  of  this  study  was  worked  out  by  the
departmental committee of the Population Research Centre, Srinagar, and
finalized in the Annual Meeting of PRCs in Goa in consultation with experts
who  finalized  the  studies  to  be  conducted  by  PRCs  during  2017-18.  The
necessary  corrections  were  made  in  the  study  as  per  the  suggestions
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provided by the experts in March, 2017. As per this sampling design both
primary  and secondary  information  has  been used  to  achieve the  stated
objectives of the study. Information regarding the staff recruited, trainings,
RBSK  teams,  DEIC  physical  and  financial  performance,  cost  estimation,
implementation has been collected from the district as a whole and all the
three blocks namely Ganderbal, Kangan and Lar.

Ganderbal was the first district in Jammu and Kashmir which was covered
under  RBSK  in  the  1st phase  and  therefore,  we  conducted  this  study  in
Ganderbal district. As there are 3 blocks in Ganderbal and from each block
we have selected 4 villages (3 from each RBSK Team) by stratified sampling.
The stratification was done on the basis of distance (< 5 Kms, 5-10 Kms and
10+ Kms) from the Block head quarter. The villages in each strata have been
selected randomly. From each selected village all  schools and AWCs have
been covered. Further from each institution, we selected 5 percent of the
children by  using systematic  random sampling.  Information was collected
both from the students and parents in case of referrals.  Perception about
RBSK was collected from the teacher in charge and parents at the respective
institutions/homes.

4. STATE AND DISTRICT PROFILE
Situated on the northern extremity of India, Jammu and Kashmir occupies a
position  of  strategic  importance with its  borders  touching the neighboring
countries of Afghanistan, Pakistan, China and Tibet.  The total  geographical
area of the State is 2, 22,236 square kilometers and presently comprises of
22 districts and 84 medical blocks in three divisions namely Jammu, Kashmir
and Ladakh. According to 2011 Census, Jammu and Kashmir had a population
of 12.54 million, accounting roughly for one percent of the total population of
the country. The sex ratio of the population (number of females per 1,000
males) in the State according to 2011 Census was 883, which is much lower
than  for  the  country  as  a  whole  (940).  Twenty-seven  percent  of  the  total
population lives in urban areas which is almost the same as at the national
level. Overall  Scheduled Castes account for 8 percent and Scheduled Tribe
population accounts for 11 percent of the total population of the State.  As
per 2011 Census, the literacy rate among population age 7 and above was 55
percent as compared to 74 percent at the national level. 

District Ganderbal is located at 34.23°N 74.78°E. It has an average elevation
of  1,619 meters (5,312 feet).  It  is  bordered  by  the Srinagar district  in  the
south, Bandipora to  the  north, Kargil in  the  northeast, Anantnag to  the
southeast and Baramulla in the southwest. It  is  divided into three medical
blocks  viz,  Ganderbal,  Kangan  and  Lar.  During  2015-16,  the  estimated
population of Ganderbal district was 316734 of which male and female were
169,094  and  147,640  respectively.  Ganderbal  district  constituted  2.37
percent of total population of Jammu and Kashmir State. There was a change
of  36.5  percent  in  the  population  compared  to  population  as  per  2001
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census. The district has 15 percent schedule tribe (ST) population.  Average
literacy rate of Ganderbal as per 2011 census is 58. If things are looked out
at  gender  wise,  male  and  female  literacy are  69  and  46  percent
respectively. With regards to Sex Ratio in Ganderbal, it stood at 898 per 1000
male compared to 2001 census figure of 917. The child sex ratio is 863 girls
per 1000 boys in the district. There are a total of 54,690 children under age
group of 0-6 years as per 2015-16 estimates. Children under 0-6 formed 17
percent of  total population of the district.  The health services in the public
sector are delivered through a network of 1 DH, 1 CHC, 1 MCH, 31 PHCs, 54
SCs/MACs, and 2 UFWC/MCWs (Table 1). 

Table 1: Demographic Profile of District Ganderbal
Demographic Character Number/percentage/Ratio
Total Population of the district 316734
Male 169094
Female 147640
ST Population 61070
SC Population 117
Literacy rate 58.04
0-6 Yrs. population as per census 2011 54690
Population Growth rate 36.50%
Sex ratio as per census 2011 898
Sex ratio at birth as per HMIS Data, 2015-
16

912

Total Area 259
Total No. of Health blocks 3
Number of RBSK teams 6
Total Villages 217
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Total No. of Health Institution 101  including  internal
arrangement 

Total No. of ASHA’s 297 ( 271 in position )
Total No. of RKS (RogiKalyanSamitis) 15
Total  No. of  village  Health & sanitation
committees

126

5. FINDINGS
5.1 Implementation Mechanism
As per the Operational Guidelines the mechanism followed to reach all the
target groups of children for health screening envisages that new born (0-6
weeks) delivered at any public health facility should be screened for various
defects  at  Birth  like  Neural  Tube  Defect,  Down’s  Syndrome,  Cleft  Lip  &
Palate/Cleft Palate alone, Talipes (club foot), Developmental Dysplasia of the
Hip,  Congenital  Cataract,  Congenital  Deafness,  Congenital  Heart  Diseases
and Retinopathy of  Prematurity  by the available  health  manpower  at  the
facility followed by community screening through ASHAs for new born babies
till the baby reaches the age of six weeks. In addition to these birth defects
they  are  also  screened  for  deficiencies  like  Anaemia/Severe  Anaemia,
Vitamin A Deficiency, Vitamin D Deficiency, Severe Acute Malnutrition and
Goitre. The ASHAs are required to screen all the new-borns during their home
visits.  However,  it  was  found  that  facility  based  screening  is  a  week
component. Because the hospital staff other than RBSK staff does not take
the screening process seriously. The home visits by ASHAs are also a weak
link for screening of new-borns in Ganderbal district. The data collected from
the district shows that very few cases are detected at the health facilities
and  contribution  of  ASHAs  on  this  aspect  is  very  discouraging  therefore,
there is a need to address this issue immediately so that the programme
may achieve its desired objectives.

Secondly,  screening  of  children  aged  6  weeks  till  6  years  attending
Anganwadi Centersare expected to be examined in the Anganwadi Centers
by the dedicated mobile health teams. The childhood diseases like Scabies,
Fungal Infection, Eczema, Otitis Media, Rheumatic Heart Disease, Reactive
Airway Disease, Dental Caries and Convulsive Disorders are required to be
addressed. 

Thirdly screening of children enrolled in government and government aided
schools in the age groups 6 to 18 years are screened in government and
government  aided  schools.  The  block  is  the  hub  of  activity  for  the
programme. There are two dedicated Mobile Health Teams working in each
block who are engaged to conduct screening of children in their respective
blocks. The villages within the jurisdiction of the block have been distributed
amongst the mobile health teams. The mobile health teams in addition to
childhood diseases are also expected to identify children with problems like
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Developmental  Delays/Disabilities,  Vision Impairment,  Hearing Impairment,
Neuro-Motor  Impairment,  Motor  Delay,  Cognitive  Delay,  Language  Delay,
Behaviour  Disorder,  Learning  Disorder,  Attention  Deficit  Hyperactivity
Disorder,  Congenital  Hypothyroidism,  Sickle  Cell,  Anaemia  and  Beta
Thalassemia.

It was reported that the screening of children in schools and the Anganwadi
Centers is conducted at least twice a year. As per the information collected
from the health teams it was found that the health teams in all the three
blocks  are visiting  the  schools  during summer and since the schools  are
closed for winter break at least for two and half months the health teams
visit only AWCs during this period. 

The Mobile Health Teams in Ganderbal district consist of four members i.e.
two doctors (AYUSH) one male and one female,  with a bachelor’s degree
from an approved institution, one ANM/Staff Nurse and one Pharmacist with
computer  knowledge  for  data  management.  All  the  mobile  health  team
members  were  found  with  required  qualifications  as  envisaged  in  the
guidelines.

5.2 Human Resource
The suggested manpower as per guide lines for running the RBSK suggests
that the mobile health team will consist of four members which include two
doctors (AYUSH) one male and one female, with a bachelor’s degree from an
approved institution, one ANM/FMPHW and one pharmacist with knowledge
in computer for data management. The teams screen all the children from 0-
6 years and 6-18 years of age registered with the Anganwadi Centers and all
children enrolled in Government and Government aided schools. There is a
provision  for  engaging  a  Block  Programme Manager  for  providing logistic
support and for monitoring the entire health screening process. The Block
Programme Manager is also expected to ensure referral support and manage
compilation  of  the  data.  The  block  level  teams  work  under  the  overall
guidance and supervision of the CHC medical officers. The Block Programme
Manager  has  to  chalk  out  a  detailed  screening plan for  all  the  teams in
consultation with schools, Anganwadi Centers and CHC medical officers.

Therefore,  availability  of  human  resource  is  critical  to  the  adequate
functioning of any special health programme. The information received on
human resource for RBSK programme in district Ganderbal shows that overall
12 positions of MOs have been sanctioned for six mobile teams which include
6 each male and female MOs, but there are two positions of male MOs still
vacant in the district i.e. one each in Ganderbal and Lar blocks. Out of six
sanctioned positions of pharmacists in the district 2 positions are still vacant
and both are vacant in Lar block affecting badly the functioning of the field
teams. However, all the positions of FMPHWs are filled in the district. Over all
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out of 24 positions of medical and para medical positions sanctioned for 6
mobile teams in the district 4 positions are still vacant.

Chief Medical Officer Ganderbal mentioned that the position of pharmacist
and MOs have been advertised but they are finding it difficult to fill up these
posts as these advertisements are getting a lukewarm response from higher
authorities as they are not taking serious efforts to fill up the posts. Secondly
a contractual position, by virtue of its nature, does not offer job security and
other benefits like HRA or PF, which a permanent one does. Therefore, some
doctors  did  join,  but  discontinue  the  job  as  soon  as  they  get  better
opportunity elsewhere. In the absence of the requisite staff mobile health
teams find it difficult to perform their duties smoothly (Table 2).

Table 2: Block wise details of human resource sanctioned and
available under RBSK in Ganderbal district

S.
No

Category Block
Sanction
ed

In
position

Vaca
nt

Remarks

1 MO  (ISM Male)
Ganderb
al 2 1 1  

2
MO   (ISM
Female)

Ganderb
al 2 2 0  

3 Pharmacist
Ganderb
al 2 2 0  

4 FMPHW
Ganderb
al 2 2 0  

5 MO ISM ( Male) Lar 2 1 1  

6
MO  ISM
( Female) Lar 2 2 0  

7 Pharmacist Lar 2 0 2
Under
Process

8 FMPHW Lar 2 2 0  

9 MO ISM ( Male) Kangan 2 2 0  

11
MO  ISM
( Female) Kangan 2 2 0

 

12 Pharmacist Kangan 2 2 0  

13 FMPHW Kangan 2 2 0  

 14 Total  24 20 4  

5.3 District Early Intervention Center (DEIC)
An Early Intervention Center (DEIC) needs to be established at the district
hospital. The purpose of establishing intervention center is to provide referral
support to children detected with health conditions during health screening.
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A  team  consisting  of  Pediatrician,  Medical  officers,  Staff  nurses  and
Paramedics are engaged to provide services. There is also need to engage a
manager  who  has  to  carry  out  mapping  of  tertiary  care  facilities  in
government institutions for ensuring adequate referral support in the district.
The  guide  line  shows  that  for  smooth  functioning  of  DEIC  at  least  there
should  be  medical  professionals  like  pediatrician,  medical  officers,  dental
doctors,  physiotherapist,  audiologist,  speech  therapist,  psychologist,
optometrist,  early interventionist cum special educator cum social worker,
lab technicians, dental technician, manager and data entry operator.

The need of a fully established DEIC ensures to manage all issues related to
developmental  delays,  hearing  defects,  vision  impairment,  neuro-motor
disorders,  speech  and  language  delay,  autism and  cognitive  impairment.
Beside this, the DEIC is also involved in new born screening at the district
level. 

The  information  collected  on  the  manpower  available  at  DEIC  Ganderbal
suggests  that  the  centre  is  having  acute  shortage  of  manpower.  The
sanctioned  positions  of  pediatrician,  MBBs  doctor,  MO  dental  and
physiotherapist are in place. But the DEIC is facing acute shortage of staff on
para medical front. Ironically four major positions at DEIC like DEIC manager,
laboratory technician, dental technician and optometrist are vacant since the
start of DEIC. All the four positions are pending as subjudice cases for the
last few years. Further two more positions of physiologist and optometrist
early  interventionist  cum  special  educator  are  also  vacant  so  far.  The
shortage of manpower is badly affecting the service delivery of DEIC and
referral  services  are  not  entertained  as  per  protocol  envisaged  in  the
guidelines (Table 3).

Table 3: Details of human resource sanctioned and available at
DEIC in Ganderbal

Staff position 

Human Resource
Require
d/
Sanction
ed

In
position

Vacant Remarks

Pediatrician 1 1 0  
MBBS Doctors 1 1 0  
MO Dental 1 1 0  
Physiotherapist 1 1 0  
Speech Therapist 1 1 0  

Psychologist 1 0 1
 Under
Process

Social Worker 1 1 0  
Staff Nurse 1 1 0  
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DEIC Manager 1 0 1 Subjudice
DEO DEIC 1 1 0  
Lab. Tech 1 0 1 Subjudice
Dental Tech 1 0 1 Subjudice
Optometrist 1 0 1 Subjudice
Early  interventionist  cum
special educator 1 0 1

Under
Process

Total 14 8 6

5.4 Location/Layout of the RBSK Teams and DEIC
As per the guide lines DEIC should contain a minimum of 4900-5000 square
feet  for  waiting space,  play/therapy area,  reception space for  registration
including  anthropometry,  pediatrician  and  medical  officer  room,  dental
examination room, vision testing room, hearing testing room, speech room,
early  intervention  room  cum  occupational  therapy  room,  psychological
testing room, laboratory, nursing /nutrition room cum  Feeding room, sensory
integration room, ECG cum Echo room, computer room, pantry and space for
drinking water  and washing,  toilets  should be equipped with  facilities  for
handicapped and open space/ corridor. 

District Early Intervention Center (DEIC) has been established at Ganderbal
district within the premises of the district hospital soon after the introduction
of  RBSK  programme  in  the  district  with  the  purpose  to  provide  referral
support to children detected with health conditions during health screening.
The present DEIC at Ganderbal is located in a small two story building with
limited space available for performing various activities for patient care. As
per the information received the building was earlier  used as quarter  for
ministerial  staff  at  the  district  hospital.  There  is  an  immediate  need  to
construct a separate building for DEIC as per the guidelines. There is almost
no waiting room, recreation room and so on at DEIC Ganderbal.

Similarly  the  RBSK  mobile  teams  have  been  established  at  all  the  three
blocks in the district. The teams have been provided some space at block
headquarters in the BMO office. The teams are working in the field as per the
programme already chalked out for screening of children at various schools
and Anganwadi centres in the block. 

5.5 Trainings
Training has the key role for the establishment and smooth functioning of
DEIC and field mobile health teams at block level. Well trained medical staff
and nurses form the backbone of the services provided through RBSK teams
and DEIC.  A variety of  trainings for  various categories of  health staff are
being organized under NHM at national, state, divisional and district levels. 
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The information about the staff deputed for these trainings is maintained by
different deputing agencies and CMO office maintains information about the
trainings  imparted  to  its  workers  from  time  to  time.  The  Basic  training
provided  to  RBSK  staff  includes  Basic  knowledge  of  developmental  mile
stones,  basic  genetics,  vision,  common  problems  and  basic  intervention,
hearing,  common  problems,  neuro-motor  impairment,  intervention
techniques, cognitive assessment and early intervention. However, there are
also some specific training programmes for DEIC staff that include activities
of daily living and intervention, training for effective utilization of assessment
tools,  procedures,  equipment  and  documentation,  ongoing  refresher
programs  on  specific  disability  related  topics  and  use  of  technology,
associated  medical  problems,  data  capturing  and  storage,  DEIC
administration rules, nutrition & nutritional deficiencies.

There  are  also  some  advanced  trainings  for  the  specialists  of  particular
domains  like  Pediatric  vision,  pediatric   speech  and    hearing,  pediatric
neuro-motor disability, cognition including training on VSMS, DASII, BINS, M-
Chat  etc.,  pediatric  dental  care,  echocardiography  for   congenital  heart
diseases, USG for DDH, pediatric developmental mile stones, birth asphyxia
and common pediatric diseases etc. 

The MOs and Staff nurses appointed at DEIC and RBSK mobile teams located
in various blocks  have not  been provided various  training courses  during
2016-17 and 2017-18. The information collected shows that the district has
organized only one training course under NSSK for RBSK staff in which a total
of 4 MOs have participated which include one MO from block Ganderbal, one
MO from DEIC and 2 MOs from block Lar. However, it was revealed that the
MOs and FMPHWs are also included in some other training courses organized
at district level for other programmes as well. The overall status of trainings
to health personnel at DEIC and mobile teams is not satisfactory at all in
Ganderbal district. There is a immediate need to arrange various trainings for
the RBSK staff both medical and para medical staff so that the programme
will furnish as per the aspirations of the government as well as people in the
district (Table 4).

Table 4: Details of trainings received by RBSK/DEIC Medical and
Para medical staff  in Ganderbal district, 2015-16 to 2017- 18

DEIC/Block
Name of the
training
course

participants
Year/Date
of training

Duration
of
training

Block
Ganderbal

NSSK One
MO(Male)
One  MO
(Female)

2015-16
2016-17

2 days

Block Kangan NSSK One
MO(Male)

2016-17 2 days
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Block Lar NSSK Two
MO(Male)

2015-16 2 days

DEIC NSSK One
MO(Male)

2015-16 2 days

5.6   Equipment
The DEIC and RBSK teams are largely equipment driven facilities. The major
share of the investment going into this resource intensive set up is on the
equipment,  thus  ensuring  the  optimal  availability  and  utilization  of  the
equipment  is  very  important  for  the  successful  functioning  of  RBSK
programme. An assessment was done to  know the availability,  functional
status and problems pertaining to repair and maintenance of the equipment.
The details regarding the availability of essential equipment supplied to DEIC
and RBSK mobile teams are reflected in Table 5. The table shows that most of
the essential equipment like audiometer, dental chair, auto clave, RVG, Pulse
oxy-meter,  stethoscope  binaural  neonate,  compressor,  heal  exerciser  and
needle  cutters  etc.  are  available  at  the  DEIC.  However,  there  are  some
equipment like, Short wave diathermy, Ultrasound therapy instrument and
many more essential types of equipment which have not been provided to
the district so far. The X-ray unit at the DEIC is also not functional since so
many months. The mobile health teams have many types of equipment like
infant-meter,  NB weighing meter,  steado-meter and weighing scale which
are not  working and needs to be replaced or  repaired.  Early  Intervention
Occupational Therapy Equipment are rarely available at the DEIC.

Table 5: Details of availability of essential equipment at DEIC and
Mobile Medical Teams in Ganderbal district.

Name  of  equipment  in
different sections

Functional
Yes/No

Not-available/Not-
functional

Speech and audio equipment
Audiometer Yes --
Auditory trainer Yes --
Physiotherapy Equipment
Short wave diathermy Not available
Ultrasound therapy Not available
TENS Yes
Lumber/cervical traction Yes
Wax therapy Yes
Muscle stimulator Yes
Hydro collateral Yes
Heel exerciser Yes
Toe exerciser Yes
Dental Equipment
Dental chair Yes
Auto clave Yes
R.V.G Yes
X-ray No Not  working  since  Dec.

2017
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Water distiller Yes
Light curve Yes
Glass beed sterilizer Yes
Compressor Yes
Endo meter Yes
Micro motor Yes
Air rotor Yes
X-ray viewer Yes
Needle destroyer Yes
BP apparatus Yes
Digital apparatus Yes
Stethoscope Yes
Mobile Health Team Equipment
Infantometer No
NB weighing meter Yes
Weighing meter adult No
Steadometer No
Syringe destroyer Yes
X-ray viewer Yes
Stethoscope Yes
Thermometer Yes
Antos cope Yes
Inch tape Yes
Torch Yes
BP apparatus Yes
Pluseorater Yes

5.7 Laboratory Equipment
The laboratory equipment like Automated Blood cell  Counter,  Microscope,
Semi-automated analyzer, Digital Hemoglobin meter, Lab reagents, Testing
kits, Slides, beakers, test tubes etc. And Air-conditioner are hardly available.
The RBSK patients are mostly dependent on general lab of the hospital for
diagnostic  services  because  the  facility  is  facing  acute  shortage  of
manpower.

5.8 Problems Related to Functional Status of Equipment
Apart  from  the  availability  of  the  equipment,  the  issue  of  repair  and
maintenance was found to be a major problem affecting DEIC and mobile
health teams. The main reason for breakdown of equipment at DEIC was
found to be voltage fluctuations. Second major reason for the same was the
mishandling of the equipment as the staff at the time of the establishment of
DEIC was not properly trained to handle these equipment. The sophisticated
devices  require  careful  handling,  but  it  was  reported  that  equipment
provisioning agency did not provided any training or demonstration session
to the staff on how to use the equipment. There was no equipment handling
manual or any instructions available at the DEIC. No Annual Maintenance
Contract (AMC) was done at the time of setting up of the DEIC. Therefore, it
is  suggested  that  a  serious  effort  is  needed  for  repair  of  non-functional
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equipment otherwise the equipment would be near their shelf life and the
frequency  of  breakdown would  further  increase,  there  is  also  a  need  for
having AMC to cover both preventive and on-call  corrective interventions.
Preventive  maintenance  is  to  ensure  maximum  uptime  of  the  medical
equipment, assuring accuracy, efficiency and clinical efficacy. The MOs and
paramedical staff both at DEIC and mobile health teams revealed that they
have brought this problem time and again in the notice of CMO and BMOs to
repair or replace the non-functional equipment, but nothing has been done
so far.

5.9 Drug Supplies
THE DEIC and mobile teams follow the same system for procurements of
drugs which they follow for purchase of drugs under JSSK. Though EDL for
DEIC is available but supply essential drugs is limited and mobile teams are
facing a lot of problems for basic medicines which they need during field
visits. However, it was observed during the interviews conducted with the
parents  of  beneficiary  children  that  doctors  are  not  providing  them
prescribed medicines at the DEIC and they have to purchase the same from
market. This increased the out-of-pocket expenditure of the patients. 

5.10 Performance Indicators
5.10.1 Screening of Children
Child Health Screening and Early Intervention Services under NHM envisage
to  cover  30  identified  health  conditions  for  early  detection  and  free
treatment and management. Based on the high prevalence of diseases like
hypothyroidism,  sickle  cell  anemia  and  beta  thalassemia  facility  based
newborn  screening  includes  screening  of  birth  defects  in  institutional
deliveries  at  public  health  facilities,  especially  at  the  designated delivery
points by ANMs, Medical officers and gynecologists. Further existing health
service providers at all  designated delivery points up to the District Early
Intervention Center in district hospital. 

Secondly  community  based  newborn  screening  (age  0-6  weeks)  for  birth
defects is done through Social Health Activists (ASHAs) during home visits for
newborncaretill 6 weeks of age.  In order to perform the above additional
tasks, she is equipped with a tool kit consisting of a pictorial reference book
having self-explanatory pictures for identification of birth defects.  

Thirdly  children in  the  age groups  6  weeks  to  6  years  of  age group are
examined in the Anganwadi centers by the Mobile health teams in district
Ganderbal.

Finally Screening of children enrolled in government and government aided
schools in the age groups 6 to 18 years are screened through mobile health
teams in all the medical blocks which is considered as hub of activity for the
programme. There are two mobile health teams in each block of Ganderbal
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district for conducting screening of children. The screening of children in the
Anganwadi Centers and schools is conducted at least twice a year.

The information collected from the district shows that hardly any screening
data for children born at delivery points is available. This virtually indicates
that no screening for newborns is done at delivery points or no information is
kept  for  screening  the  newborns  at  DH,  CHCs  and  PHCs.  However,
information available on screening of children in the age group of 6 weeks to
6 years and 6 years to 18 years indicates that a total  of  23587 children
during 2016-17 were screened of which 30 percent were in the age group of
6 weeks to 6 years and the remaining were aged 6 years to 18 years. The
analyses of the data further shows that similarly during 2017-18 a total of
40911 children were screened which shows a 58 percentage points increase
in  screening  in  2017-18.  However,  the  percentage  of  children  with  birth
defects has remained somewhat same during both the years. Retinopathy of
prematurity is highest among other birth defect diseases followed by club
foot and congenital heart diseases. This needs to be mentioned that most of
the cases are found in the age group 6 to 18 years during both the reference
years. The prevalence is slightly higher among females as compared to male
children.

Among the total screened children during the year 2016-17 twelve percent
were found with birth defects and in 2017-18 seven percent were detected
for the same. However,  this needs to be mentioned that during both the
reference years  Vitamin-D deficiency,  severe  anemia  and severe  thinning
were the prominent problems. Female children were more than male ones
(Table 6).

The screening data on skin diseases shows that  overall  during screening
process 19 percent children were found with skin ailments during 2016-17
and has come down to 15 percent during 2017-18. The problems were more
in  higher  age  group  6  to  18  years  during  both  the  periods.  Among  the
screened children dental conditions were predominant (78 percent) during
both  the  periods  followed  by  rheumatic  heart  disease  and  convulsions
disorders (Table7).

Developmental delay was found among 10 percent and 8 percent children
among the screened ones during 2016-17 and 2017-18 respectively. Vision
impairment,  language  delay  and  learning  disorder  was  prominent  among
other causes. The problem was mostly detected in upper age groups(6 to 18
years) during both the reference years. The number of male children was
high as compared to females. 

Table 6: Screening of children for defects and deficiencies at birth under RBSK in Ganderbal district.
Type  of  birth
defects

6weeks  to  6
years

6years  to  18
years

Total district 6weeks  to  6
years

6years  to  18
years

2016-17 2016-17 2016-17 2017-18 2017-18
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M F T M F T M F T M F T M F
Birth defects
Down’s
Syndrome

0 0 0 4 2 6
4 2 6

0 2 2 3 4

Cleft  Lip  &
Palate

0 4 4 0 1 1
0 5 5

1 2 3 0 0

Club foot 2 0 2 4 5 9 6 5 11 3 1 4 8 5

Developmental
dysplasia of hip

0 0 0 3 0 3
3 0 3

0 1 1 2 0

Congenital
cataract

0 0 0 1 0 1
1 0 1

0 1 1 2 0

Congenital heart
diseases

2 3 5 1 2 3
3 5 8

5 3 8 0 4

Retinopathy  of
Prematurity

2 0 2 11 23 34
12 23 35

2 2 4 9 41

Total  defects  at
birth 

6 7
13(0.
2)

24 33
57(0.
3)

29 40
69(0.
3)

11 12 23(0.2) 24 54

Birth
deficiencies

Severe Anemia 4 48 52 128 535 663 132 583 715
(26)

4 74 78 251 686

Vitamin  A
deficiency

18 10 28 0 9 9 18 19 37 0 0 0 1 1

Vitamin  D
Deficiency,
(Rickets)

190 221 411 510 742 125
2 700 963

166
3
(60)

112 138 250 500 940

SAM 55 60 115 0 0 0 55 60 115 36 33 69 1 0

Severe Thinning 00 00 00 91 94 185 91 94 185
(7) 0 0 0 97 101

Obesity 00 00 00 11 4 15 11 4 15 0 0 0 17 10

Goiter 00 00 00 17 4 21 17 4 21 0 1 1 16 8
Total  Deficiencies  at
birth 267 339 606

(9)
757

138
8

2145
(13)

1024 1727 2751
(12)

152 246 398
(3)

883
174
6

Total Screened 3449 353
9

6988 793
7

862
2

1655
9=

1140
2

1218
5

2358
7

5618 5816 11434 1456
8

146
89

Note: - Figures in parentheses indicate percentages

Table 7: Screening of children for childhood diseases and developmental delays under RBSK in Ganderbal
district.

Type  of
Childhood
Diseases

6weeks  to  6
years

6years  to  18
years

Total district 6weeks  to  6
years

6years  to  18
years

2016-17 2016-17 2016-17 2017-18 2017-18
M F T M F T M F T M F T M F

Skin conditions 38 24 62 189 93 282
(7)

227 117 344
(7)

12 12 24
(5)

176
(6)

134

Otitis Media 29 5 34 189 93 282 70 50 120 1 2 3 35 49
Rheumatic  heart
disease 

15 9 24 41 45 86 68 54 122 11 8 19 123 129

Reactive  airway 48 35 83 53 45 98 209 98 307( 68 71 139(2 137(5 50
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disease 6) 8) )

Dental Conditions 276 280 556 161 63
224
(6) 1767 1830

3597
(78) 168 130

298
(60) 2124 2365

Convulsive disorders 6 6 12 149 155 328 47 57 340 11 5 16 172 136

Total Skin Conditions

412 359
771
(10)

212
4

188
9

4013
(24) 2388 2206

4594
(19) 271 228

499
(4) 2767 2863

Development
delays

Vision impairment 15 20 35 574 551 1125 589 571 1160 18 30 48 884 845

Hearing Impairment 1 6 7 19 17 36 20 23 43 0 2 2 37 20
Neuro  motor
impairment

12 1 13 4 6 10 16 7 23 9 4 13 8 7

Motor delay 5 1 6 9 5 14 14 6 20 6 1 7 13 6

Cognitive delay 0 1 1 3 7 10 3 8 11 1 2 3 8 4

Language  delay 36 17 53 109 62 171 145 79 224 23 13 36 182 81

Behaviour  disorder
(Autism)

0 0 0 2 8 10 2 8 10 0 1 1 11 11

Learning disorder 0 0 0 33 36 69 33 36 69 0 0 0 71 64
Attention  deficit
hyperactivity
disorder 

0 0 0 26 23 49 26 23 49 0 0 0 35 22

Others 57 39 96 268 294 562 325 333 658 15 13 28 393 348

Total Develop. delays
126 85 211

104
7

100
9 2056 1173

1094 2267
(9) 72 66 138

1642
(11) 1408

Total Screened 3449 3539 6988 793
7

862
2

1655
9

1140
2

1218
5

2358
7

561
8

5816 11434 14568 1468
9

Note: - Figures in parentheses indicate percentages

Table 8: Screening of children for Adolescent Health under RBSK in Ganderbal district.
Type  of
Childhood
Diseases

6weeks  to  6
years

6years  to  18
years

Total district 6weeks  to  6
years

6years  to  18
years

2016-17 2016-17 2016-17 2017-18 2017-18
M F T M F T M F T M F T M F

Adolescent
Health
Growing  up
concerns

NA NA NA 0 0 0 0 0 0 NA NA NA 0 0

Substance abuse NA NA NA 2 0 2 2 0 2 NA NA NA 2 1

Feel depressed NA NA NA 0 2 2 0 2 2 NA NA NA 3 5

Delay  in
menstruation
cycles

NA NA NA
6 34 40 6 34 40

NA NA NA
1 32

Irregular periods NA NA NA 0 27 27 0 27 27 NA NA NA 0 122

Pain  or  burning
while urinating

NA NA NA 25 125 150 25 125 150 NA NA NA 29 146
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Discharge/  foul
smelling  from  the
genitor-urinary
area

NA NA NA

0 259 259 0 259 259

NA NA NA

0 273

Pain  during
menstruation

NA NA NA 0 220 220 0 220 220 NA NA NA 0 224

Total  adolescent
health conditions

NA NA NA 33 667 700 33 667 700 NA NA NA 35 803
Total Screened 344

9
353
9

698
8

793
7

862
2

165
59

114
02

121
85

235
87

561
8

581
6

1143
4

145
68

146
89

Children
Referred
CHC 79 85 164 470 594 106

4 549 679 122
8 39 27 66 714 804

PHC 12 12 24 99 138 237 111 150 261 55 55 110 332 370
DH 44 38 82 498 574 107

2
542 612 115

4
39 35 74 574 595

SNCU 90 82 172 137 140 277 227 222 449 52 61 113 475 427
DEIC 68 75 143 771 785 155

6 839 860 169
9 66 64 130 103

2
103
5

Total Referred
293 292 585

19
75

22
31

420
6

226
8

252
3

479
1 251 242 493

312
7

323
1
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No much attention has been paid on the screening of  adolescents in the
district under RBSK programme. A total of almost 64000 children during the
two financial yeas were screened at different levels in the district.  Only a
total of 2 percent screened children constituted adolescents.This indicates
that  adolescent  health  needs  more  attention.  The  major  problems  found
during the screening were Discharge/foul smelling from the genitor-urinary
area, Pain or burning while urinating and irregular periods (Table 8).

5.10.2 Selected Health Conditions and Treatment Provided
The data recording quality at DEIC and medical mobile teams has been found
very poor  in  general.  Therefore,  we could  not  get  the required statistical
information from all the medical mobile teams and DEIC regarding referrals,
treatment, cases pending for treatment and other related indicators. This is
substantiated by the fact that mobile health teams are not uploading the
data so far on the website despite the fact that all the health teams have
been provided laptops and required training and software for data recording
and  uploading,  The  teams  are  sending  the  consolidated  information  on
hardcopies to the district programme management unit for compilation and
uploading the data. There is no proper monitoring system to validate the
information sent by the mobile health teams as well by the DEIC. However,
we tried our best to get the maximum information for the functioning of
RBSK in Ganderbal district and whatever information we could collect for the
year 2016-17 and 2017-18 in shown in below discussed tables.

5.10.3 Defects atBirth
Globally,  about 7.9 million children are born annually with a serious birth
defect of genetic or partially genetic origin which accounts for 6 percent of
the total births. Serious birth defects can be fatal at times. For those who do
not receive special and timely intervention and yet survive these disorders
can cause irreversible life-long mental, physical, auditory or visual disability.
At least 3.3 million children under five years of age die from birth defects
every year and another 3.2 million of those who survive may be disabled for
life. More than 90 percent of all infants with a serious birth defect are born in
low  and  middle  income  countries.  Cutting  across  countries  and  their
economic status, 64.3 infants per thousand live births are born annually with
birth defects. Of these, 7.9 have cardiovascular defects, 4.7 have neural tube
defects  and  1.2  have  some  form of  hemoglobin-pathy,  1.6  have  Down’s
syndrome and 2.4 have G6PD deficiency.

After screening of children for different birth defects in Ganderbal district the
children were referred to different health facilities in the district for treatment
of various birth defects. The information collected in table9 depicts that a
total of 278 children in the age group of 0-6 years were provided treatment
for various ailments. The prominent problems identified are severe anemia,
vitamin D deficiency and congenital deafness. Similarly by and large same
problems were treated in the age group of 6-18 years. However the number
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cases treated during 2017-18 has decreased. Most of these cases for all the
age groups were treated at DEIC during both the reference years. A good
proportion of cases were treated at CHCs and PHCs amounting to 47 percent
and 42 percent for 0-6 and 6-18 age groups respectively during 2016-17. The
percentage had gone up by almost ten percentage points during 2017-18.
However no surgeries were reported for both the reference years. The reason
mainly was reported as the non-availability of doctors at all levels. A total of
17 cases were waiting for treatment during 2016-17, which has gone up to
45 cases during 2017-18. The major reason for pending cases pertains to
non-availability of specialist at the district level.

It  has  been  found  that  almost  half  of  children  under  age  five  years  are
chronically  malnourished.  Forty  three  percent  of  children  under  age  five
years  are  underweight  for  their  age  and  about  20  percent  of  children
younger than five years of age are wasted. Over 6 percent of children less
than  five  years  of  age  suffer  from Severe  Acute  Malnutrition  (SAM).  The
situation has virtually  remained unchanged over the past decade. During
pre-school years, children continue to suffer from adverse effects of anemia,
malnutrition  and  developmental  disabilities,  which  ultimately  also  impact
their performance in the school. The data collected also shows that highest
number of children for both the reference years reflects that out of treated
cases majority of children are Severe Acute Malnutrition (SAM) followed by
vitamin D deficiency, congenital deafness and severe anemia.

5.10.4 Diseases, Developmental Delays and Disabilities
Different studies have shown that in India the prevalence of dental caries
varies  between  50-60  percent  among  Indian  school  children.  Rheumatic
heart disease is reported at 1.5 per thousand among school children in the
age group of 5-9 years and 0.13 to 1.1 per thousand among 10-14 years. The
median  prevalence  of  reactive  air  way  disease  including  asthma  among
children is reported to be 4.75 percent. Internationally there are 200 million
children who do not reach their developmental potential in the first five years
mainly  because  of  poverty,  poor  health,  nutrition  and  lack  of  early
stimulation. 

In order to meet the above mentioned challenges under RBSK programme
government has tried to help these children by providing timely treatment
for  various  ailments.  The  information  collected  in  Ganderbal  district  for
treatment of  children under  RBSK presented in  table  10.  A total  of  2664
children in the age group of 0-6 years and 4592 in the age group of 6-18
years have been at treated at various health facilities in the district during
2016-17. The data reveals that more than half of the children 56 percent
children (0-6 years) and 48percent (6-18 years) have been treated DEIC and
the remaining children at CHCs and PHCs in the district. The percentage of
children treated at DEIC has remained somewhat same for the year 2017-
18.The major diseases and developmental delays reported for both the age
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groups 0-6 years and 6-18 years are physical disabilities, motor delay, dental
conditions, language delay and dental conditions have been reported during
216-17 and 2017-18. Almost half of the cases have been managed medically
at CHCs and PHCs. However, 65 percent cases have been managed at DEIC
during2017-18. No surgical treatment was provided to children during 2016-
17,  but  during  2017-18  a  total  of  120  children  were  provided  surgical
treatment for dental conditions (Table 10).

Table 9: Number of children with defects and deficiencies at birth and treatment provided under RBSK
in Ganderbal district.

Type of
Disease

Treatment provided
Year 2016-17 Year 2017-18

Total
provided
treatmen

t

Medical Surgery DEIC Waiting Total
provided
treatmen

t

Medical Surgery

0
-6

Y
rs 6

-1
8

Y
rs

0
-6

Y
rs 6

-1
8

Y
rs

0
-6

Y
rs 6

-1
8

Y
rs

0
-6

Y
rs 6

-1
8

Y
rs

0
-6

Y
rs

6
-1

8
Y
rs

0
-6

Y
rs 6

-1
8

Y
rs

0
-6

Y
rs 6

-1
8

Y
rs

0
-6

Y
rs

6
-

1
8
Y
rs 0

-6
Y
rs

Neural
tube
defect

2 0 1 0 0 0 0 0 1 0 0 0 0 0 0 0 0

Down’s
Syndrome

6 2 3 0 0 0 3 2 0 0 5 2 2 0 0 0 3

Cleft Lip &
Palate

0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0

Club foot 2 4 0 1 0 0 1 3 1 0 2 1 0 0 0 0 1

Developm
ental
dysplasia
of the hip

0 0 0 0 0 0 0 0 0 0 8 4 4 2 0 0 4

Congenita
l Cataract

26 26 8 12 0 0 18 13 0 1 0 2 0 0 0 0 0

Congenita
l deafness

7 4 3 0 0 0 4 3 0 1 4 6 1 0 0 0 2

Congenita
l heart

12 4 5 0 0 0 4 2 3 2 13 8 3 2 0 0 6

heart
diseases

14 22 7 11 0 0 7 11 0 0 0 0 0 0 0 0 0

Severe
Anemia

19 26 9 8 0 0 10 18 0 0 3 23 1 6 0 0 2

Vitamin
D /Rickets

69 72 37 30 0 0 32 42 0 0 44 66 13 12 0 0 31

SAM 115 54 80 0 0 59 89 2 6 25 21 7 9 0 0 18

Goiter 6 2 3 1 0 0 3 1 0 0 0 0 0 0 0 0 0

Confirmed
cases  at
birth

278
(10
0)

337 130
(47)

143
(42)

0 0 141
(51)

184
(55
)

7
(03)

10
(03)

104
(10
0)

133 31
(30)

31 0 0 67
(64)

Note: - Figures in parentheses indicate percentages

Table 10: Number of children with childhood diseases and developmental delays and treatment
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provided under RBSK in Ganderbal district
Type of
Disease

Treatment provided

Year 2016-17 Year 2017-18

Total
provided

treatment

Medica
l

Surge
ry

DEIC Waiting Total
provided
treatme

nt

Medical Surgery

0
-6

Y
rs 6

-
1

8
Y
rs

0
-6

Y
rs 6

-
1

8
Y
rs

0
-6

Y
rs 6

-
1

8
Y
rs

0
-6

Y
rs 6

-
1
8

Y
rs

0
-6

Y
rs 6

-
1
8

Y
rs

0
-6

Y
rs 6

-
1

8
Y
rs

0
-6

Y
rs 6

-
1

8
Y
rs

0
-6

Y
rs 6

-
1
8

Y
rs

Skin conditions 71 43 33 30 0 0 38 42 0 3 47 64 30 22 0 0 47

Otitis  Media 61 20 29 15 0 0 32 21 0 1 32 24 12 8 0 0 20
Rheumatic
heart disease 

4 3 2 0 0 0 2 4 0 1 0 2 0 0 0 0 0

Reactive  airway
disease

47 26 13 14 0 0 34 28 0 0 25 25 7 5 0 0 18

Dental
Conditions

154 122
7

60 51
8

0 0 90 695 4 14 218 106
9

56 262 36 84 125

Convulsive
disorder

18 46 4 10 0 0 14 36 0 0 26 23 9 7 0 0 17

Vision
impairment

31 315 10 67 0 0 20 208 1 40 16 366 3 58 0 0 13

Hearing
Impairment

8 128 1 54 0 0 5 66 2 8 20 130 5 28 0 0 14

Neuro  motor
impairment

22 26 10 4 0 0 11 12 1 0 13 11 4 2 0 0 9

Motor delay 650 664 31
9

42
3

0 0 329 441 2 0 14 8 2 2 0 0 12

Cognitive delay 13 45 6 17 0 0 7 28 0 0 4 25 1 4 0 0 3

Language delay 57 92 0 1 0 0 57 90 0 1 119 162 27 27 0 0 92

Behaviour
disorder 

21 44 17 1 0 0 4 22 0 0 3 8 0 2 0 0 3

Learning
disorder

6 24 1 1 0 0 5 23 0 0 4 15 0 0 0 0 4

Hyperactivity
disorder

10 39 1 14 0 0 8 25 1 0 7 12 0 0 0 0 7

Physically
Disabilities 

1491 185
0

85
5

10
16

0 0 635 833 1 1 235
5

105
3

828 421 0 0 152
7

Total
development
delay  cases
confirmed

2664
(100)

459
2
(10
0)

13
61(
51)

21
85
(48
)

0 0 129
1
(48)

257
4
(56)

12
(0.4
)

69
(02)

290
3
(10
0)

299
7
(10
0)

984
(34)

848
(28)

36
(01)

84
(03)

191
1
(66)

Note: - Figures in parentheses indicate percentages

Table 11: Number of children with adolescent health problems and developmental delays and treatment
provided under RBSK in Ganderbal district.

Type of
Disease

Treatment provided
Year 2016-17 Year 2017-18

Total
provide

d
treatme

Medical Surgery DEIC Waiting Total
provide

d
treatme

Medical Surgery
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nt nt

0
-6

Y
rs

6
-1

8
Y
rs

0
-6

Y
rs

6
-1

8
Y
rs

0
-6

Y
rs

6
-1

8
Y
rs

0
-6

Y
rs

6
-1

8
Y
rs

0
-6

Y
rs

6
-1

8
Y
rs

0
-6

Y
rs

6
-1

8
Y
rs

0
-6

Y
rs

6
-1

8
Y
rs

0
-6

Y
rs

6
-1

8
Y
rs

0
-6

Y
rs

Growing  up
concerns

42 68 20 34 0 0 22 34 0 0 58 85 31 38 0 0 27

Substance
abuse

0 41 0 17 0 0 0 24 0 0 0 13 0 3 0 0 0

Feel
depressed

7 125 1 62 0 0 6 63 0 0 13 126 5 50 0 0 8

Delay  in
menstruatio
n cycles

0 7 0 4 0 0 0 3 0 0 0 11 0 5 0 0 0

Irregular
Period

0 70 0 31 0 0 0 39 0 0 0 98 0 43 0 0 0

Pain/ burning
while
urinating

26 62 12 29 0 0 14 33 0 0 15 63 5 25 0 0 10

Discharge/
foul  smelling
discharge 

0 30 0 12 0 0 0 18 0 0 0 43 0 18 0 0 0

Pain  during
menstruatio
n

0 160 0 53 0 0 0 57 0 0 0 123 0 54 0 0 0

Total
adolescent
problems
conformed

75
(10
0)

563
(10
0)

33
(44)

242
(42)

0 0 42
(56)

271
(48)

0 0 86
(10
0)

562
(10
0)

41
(48)

236
(42)

0 0 45
(52)

Note: - Figures in parentheses indicate percentages
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The adolescent health has gained a lot of importance at present health scenario
both  nationally  and internationally.  The RBSK is  supposed to  reach out  to  the
adolescent girls and boys at schools and by organizing camps at various levels. In
Ganderbal district the data collected on adolescents treated for various ailments
under RBSK shows that the screening process for adolescents is very poor in the
district.  Therefore  the  number  of  cases  identified  for  treatment  is  less  than
expected. Most of  the adolescents have been treated at DEIC during both the
years under reference. On an average 45 percent cases have also been treated at
different CHCs and PHCs in the district. The major diseases reported and treated
at various levels are feel depressed, pain during menstruation, irregular periods
and pain/burning while urinating (Table 11).

5.11 Work Done by RBSK Teams
Ganderbal was the first district in Jammu and Kashmir which was covered under
RBSK in the 1st phase. There are 3 blocks in Ganderbal having 6 teams in the
district. There are 2 teams in each block. The RBSK teams are supposed to screen
children of different age groups primarily at Anganwadi centers and government
run schools including those schools who are aided by government. Children in the
age group of 6 weeks to 6 years are examined in the AWCs by mobile health
teams. Further the age group of children from 6 years to 18 years are seen at
government and government aided schools by the mobile health teams. In order
to gauge the work done performance of these mobile teams in different blocks of
Ganderbal district we visited at least three schools and three AWCs located in
different villages for each team. The purpose of the visit to these schools was to
understand the quality of service delivery by these health teams in various blocks
of the district. The detail of work done carried by various teams is depicted in
Table 12. 

The data shows that a total of 3742 children were enrolled in the visited schools
and AWCs of which almost 94 percent children were screened for various diseases
and defects. The percentage of children found with problems was 42 percent for
schools and 70 percent for AWCs. However the percentage of children treated on
spot was 66 percent for school children and 88 percent for AWC going children.
Most of  the children treated on spot  were provided Albendazole and Iron folic
tablets/syrup. Thirty four percent school children were referred to various health
facilities followed by 12 percent children from AWCs. IN Ganderbal block all the
children were referred to DEIC as it was reported by the health teams that we
have been  directed  to  refer  all  the  cases  to  DEIC  irrespective  to  their  health
problem. However, in block Kangan a good percentage is treated at CHC while as
in Lar  block teams have referred children to PHC as well.  Therefore it  can be
concluded that the teams have not been oriented about the appropriate place for
referral  cases.  The mobile  teams were asked to mention as why they are not
referring  cases  to  nearby  PHCs  and  CHCs  for  treatment.  All  the  mobile  team
members in one voice said that the RBSK cases are not entertained properly at
the facilities mostly because of the fact that no official direction have been passed
on to these facilities for treatment of RBSK cases. Therefore there is a need to
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improve  the  referral  service  at  the  district  level  as  a  whole.  The  school
management was asked to mention whether any school teacher accompanied the
children to the health facility 89 percent said No. While as this percentage was 72
percent for AWCs. Therefore, there is also a need to orient the school authorities
and AWWs to help these children to reach to the health facility for treatment for
various diseases. 

Table 12: Details of work done by RBSK teams in Ganderbal district during
2016-17 and 2017-18

Block/Te
am

2016-17 2017-18
Scho
ols
visit
ed

AWC
s
visit
ed

Scree
ned

Positive/Referr
ed

Scho
ols
visit
ed

AWC
s
visit
ed

Scree
ned

Positive/Referr
ed

Ganderb
al 
Team-A

18 34 4415 922 DEIC 23 36 4874 1132 DEIC

Ganderb
al 
Team-B

70 52 5063 945 DEIC 15 08 6494 1522 DEIC

Kangan 
Team-A

70 64 7361 1731 CHC/D
EIC

54 34 12032 2433 CHC/D
EIC

Kangan 
Team-B

38 56 6117 1537 CHC/D
EIC

55 48 6242 1418 CHC/D
EIC

Lar 
Team-A

65 34 9435 2035 PHC/DE
IC

32 41 7189 1722 PHC/DE
IC

Lar 
Team-B

46 39 7658 1542 PHC/DE
IC

24 37 5432 1264 PHC/DE
IC

Total 307 279 40049 8712(
22)

203 204 42263 9491(
22)

5.11.1 Transportation
In Ganderbal district there are six functional RBSK mobile health teams in three
medical blocks of the district. All the teams have been provided a vehicle for field
visits.  The district  has a contract  with the local  taxi  stand which provides the
vehicles on a fixed monthly  amount and the fuel  charges are provided to the
teams as per mileage covered during the field visits. The teams are not facing any
transport  problem  for  field  work.  However  it  was  observed  that  the  vehicles
engaged under RBSK are also used for other purposes in the district. It was also
known that during Amarnath Yatra these vehicles are also used for Yatra duty
purposes at least for two months in July and August. However, it was noticed that
the vehicles are used for Yatra movement but the fuel is used from RBSK funds
which needs to be addressed. It was revealed by the field teams that in addition to
ambulances available  at  block head-quarters  the RBSK team vehicles  are also
used to transport referrals cases from block to DEIC at least once a week.

5.11.2 Medicines
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Mobile health teams are facing shortage of drugs which they are supposed to
carry with them during field visits. The RBSK doctors opined that the teams should
be provided some medicines so that they can use some medicines for on spot
treatment.

5.11.3 Reporting and Monitoring
A Nodal Office at the district and block level has been identified for programme
monitoring. The blocks are working as the hub of activity for child screening and
Early  Intervention  Service  activities.  The  district  and  block  programme
management units have been asked to assist block medical officers in supervision
and monitoring of RBSK activities in blocks and at DEIC. The child health screening
cards are filled up by RBSK teams for every child screened during their visit to
schools  and  AWCs.  However,  it  was  found  that  the  health  care  providers  at
delivery points are hardly screening the newborns and filling up the screening
cards  for  referral  purposes.  Further,  the  screening  of  children  through  ASHAs
during their home visits is also a week component in the district. The ASHAs are
hardly screening any newborn with birth defects and referring them to CHCs and
DEIC. 

Various registers are maintained at DEIC and by RBSK mobile teams. However, it
was found that the block health teams have been provided with the laptops and
required software for reporting the work done to the concerned quarters. But it
was found that in absence of the DEIC manager the teams are reporting to district
evaluation and monitoring officer(DEMO) on hard copies who compiles the work
done of RBSK teams and DEIC and sends to the state and Child Health Division of
the Ministry of Health and Family Welfare. MOHFW. There is a need to look into the
matter and ask the mobile health teams to compile their work done and upload on
the website. The monthly format should be strictly used for data compilation by
block health manager, district nodal officer and State nodal officer. 

5.12 Funds Received and Utilised
The details of funds received and utilised under RBSK has been compiled in Table
13.  The  figures  reveal  that  during  the  financial  year  2016-17  the  district  has
received  a  total  amount  of  Rs.  16,33,647 and 97  percent  funds  were  utilised
during the year. Out of these funds an amount of Rs. 14,67,000 was received as
mobility support fund and Rs,1,14,900 as operational cost for DEIC. However, an
amount of Rs. 51747 released for civil work of DEIC was not utilised. Similarly,
during 2017-18 an amount of  Rs.  18,65,253 has been released for the district
under RBSK and 92 percent of funds have been utilised. No funds for data card
internet connection for laptops and DEIC/rental were released during 2016-17, but
an amount of 30,000 and 63,000 were released for these heads during 2017-18
and  larger  percentage  of  the  funds  have  been  utilised.  Since  the  RBSK  has
increased demand for  drugs  and  diagnostics  in  the  district  manifold  therefore
there is a need to increase the funds for the same in order to meet the demand
smoothly.
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Table 13:Fund Position of RBSK Programme in district Ganderbal

Component
Year 2016-17 Year 2017-18
Fund
Receipts

Expenditu
re % Fund

Receipts
Expendit
ure % age

Mobility support 
14,67,00
0

14,67,00
0

100 15,54,000
14,28,35
2

92

Operation Cost of
DEIC

1,14,900 1,14,900 100 1,66,506 1,66,506 100

Civil  work  of
DEIC (RBSK)

51,747 0 0 51,747 51,747 100

Printing  cost  for
DEIC

0 0 0 30000 16892 56

Data  card
internet
connection   and
DEIC and rental

0 0 0 63000 57,750 91

Total
16,33,64
7

15,81,90
0

97 18,65,253
17,21,2
47

92

5.12.1 Financial Assistance to Beneficiaries
Children who are diagnosed with some selected health conditions and cannot be
treated at district level are supposed to be referred to tertiary hospitals. The DEIC
manager has to facilitate all necessary costs of travel and documents to enable
the  beneficiary  child  and  family  to  receive  all  the  necessary  services  at  the
tertiary level. In Ganderbal district none of the beneficiaries whom we contacted
and were referred to state level tertiary hospitals or outside state were given any
transport charges to travel to Delhi or Chandigarh for treatment of their children.
A number of beneficiaries who are generally poor and have been referred outside
state for treatment could not manage to go outside state for treatment due to
poverty.  The  beneficiaries  were  not  able  to  bear  the  travel  expenses  and
accommodation charges. Therefore, it is suggested to keep some funds for poor
patients for travel and accommodation so that they can get their children treated
outside the state also. Referring to the information provide in table 14reflects that
a total of 27 beneficiaries have been provided financial assistance amounting to
Rs, 6, 5100 during the last two financial years. Most of the beneficiaries who got
financial  assistance were  suffering from congenital  deafness,  hearing problem,
PDA device closure, VSD with sever PAH and PDA, Large VSD and CHD- TOF. 

Table14: Details beneficiaries who have received financial assistance
during 2016-17 and 2017-18 by type of disease in Ganderbal district.

Type of disease Number  of
beneficiaries

Total amount 

PDA device closure 04 3,00000
Congenital deafness 06 60,000
Hearing Aid 06 60,000
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VSD with sever PAH and PDA 01 1,25000
B/L SNHL 02 18,000
Large VSD 02 2,20,000
Severe coctation of aorta with PDA 01 1,00,000
CHD- TOF 02 1,85,000

B/L Talipes (club foot) 01 8,000
Nutral tube 01 25,000
ASD device closer 01 55,000
Total 27 6,51000

5.13 Beneficiaries Contacted
In order to know the beneficiaries prospective for various services provided to
them under RBSK in  Ganderbal  district  a total  of  70 beneficiary families were
contacted. The information collected in Table 15 depicts that 56 percent children
were screened at various schools  in all  the three blocks and 38 percent  were
screened at AWCs. Most of the children were screened at schools in Kangan and
Lar blocks. In Ganderbal blocks most of the contacted children were screened at
AWCs.  Thirty-eight  percent  of  the  children  were  suffering  from Clift  plate,  19
percent with hearing loss, 11 percent with VSD. Another 17 percent reported for
various other diseases. The place of treatment for various diseases reported by
these beneficiaries was CHC (50 percent), 34 percent DEIC and 11 percent had
received treatment from outside the district.

Referral transport facility from home to health facility was not reported by any of
the  contacted  beneficiaries.  However,  30  percent  reported  that  they  were
provided transport facility from CHC to DEIC. Free medicines were provided to all
the beneficiaries, but 44 percent of them reported that they also purchased some
medicines from the market as well. Out of packet expenses were reported by all
the  beneficiaries  mostly  on  transportation  and  medicines.  The  duration  of
treatment for the contacted beneficiaries was reported as less than one year (31
percent), 1-2 years (45 percent) and more than 2 years 24 percent. Thirty nine
percent children were currently under treatment.

Table15: Details of beneficiaries of schools/AWCs visited during survey and number of
children enrolled/screened and referred by RBSK teams in Ganderbal district.

Particulars Ganderbal
block 

Kangan block Lar block Total

Total contacted 24 18 28 70 %
Place  of
screening
School
AWC
DEIC

8
12
00

12
06
00

19
09

39
27
00

56
38
00
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Type of problem
Clift plate
VSD
Down syndrome
Hearing loss
others

14
3
2
5
0

09
01
00
03
05

04
04
03
05
12

27
08
05
13
17

38
11
07
19
24

Present  /last
place  of
treatment
PHC
CHC
DEIC
DH
Out of district

00
21
00
00
03

00
05
11
00
02

03
09
13
00
03

03
35
24
00
08

04
50
34
00
11

Referral transport
Home to facility
CHC to DEIC
DEIC  to  higher
facility

00
00
03

00
08
04

00
13
03

00
21
10

00
30
14

Medicines
provided
Yes all
Yes some
Not at all

13
11
00

08
10
00

18
10
00

39
31
00

56
44
00

Out  of  pocket
expenses
Transport
Medicines

24
11

18
12

28
16

70
39

100
56

Duration  of
treatment
< 1 Year
   1-2 Years
>2 years

08
10
06

02
12
04

12
09
07

22
31
17

31
45
24

Treatment
completed
Yes
No

14
10

13
05

16
12

43
27

61
39

5.13.1 Counselling and Follow Up
There was no strong follow up component at block or DEIC Level.  It was revealed
by most of the beneficiaries that the DEIC at district hospital is function as general
OPD. All the patients are attending the DEIC OPD irrespective whether they are
RBSK patients or not. Therefore there is need to make the necessary corrections in
the functioning of the DEIC, so that RBSK patients get the requisite attention at
the DEIC and at other levels like CHCs and PHCs as well. 
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5.13.2 Community Satisfaction 
The  discussions  with  the  beneficiaries,  school  teachers  and  AWWs  across  the
blocks revealed that the satisfaction amongst the community was exclusively a
function of the treatment outcome. There was a lack of coordination between the
departments like education and social welfare, All the beneficiaries and teachers
were  of  the  opinion  that  there  is  need  to  strengthen  the  interdepartmental
coordination. Seventy-six percent of respondents were satisfied with the services
rendered under RBSK. The commonest reasons stated for dissatisfaction was that
the clients had purchased some of the drugs from private medical shops. Another
issue was poor level of cooperation at DEIC. Most of the beneficiaries across the
blocks were poor and daily wage earners. Therefore, bearing the cost on food,
accommodation,  transportation and daily wage losses and sometimes even on
treatment  of  child  was  beyond  their  capacity.  This  was  the  common  reason
mentioned by all the beneficiaries.

6. Key Conclusions and Recommendations
 Ganderbal was the first district in Jammu and Kashmir which was covered

under  RBSK in  the 1st phase.  There  are  3  blocks  in  Ganderbal  having 6
Mobile Health Teams in the district. 

Population Research Centre, Srinagar JK. Page 32



 Screening of children in schools and the Anganwadi Centers is conducted at
least twice a year. The heath teams in all the three blocks are visiting the
schools during summer and since the schools are closed for winter break at
least for two and half months the health teams visit only AWCs during this
period. 

 The Mobile Health Teams have four members i.e. two doctors (AYUSH) one
male  and  one  female,  one  FMPHW  and  one  Pharmacist  with  computer
knowledge for data management. All the mobile health team members were
found with required qualifications as envisaged in the guidelines. 

 Overall  12  positions  of  MOs have been sanctioned for  six  mobile  teams
which include 6 each male and female MOs, but there are two positions of
male MOs still  vacant in Ganderbal and Lar blocks. Out of six sanctioned
positions of pharmacists two positions are still vacant in Lar block. Over all
out of 24 positions of medical and para medical positions sanctioned for 6
mobile teams in the district 4 positions are still vacant.

 The  positions  of  pharmacist  and  MOs  have  been  advertised  but  due  to
lukewarm response from higher authorities no serious efforts are taken to fill
up the posts. 

 The  manpower  available  at  DEIC  Ganderbal  suggests  that  the  centre  is
having  acute  shortage  of  manpower.  The  sanctioned  positions  of
pediatrician, MBBs doctor, MO dental and physiotherapist are in place. But
the DEIC is facing acute shortage of staff on para medical front. Ironically
four  major  positions  at  DEIC  like  DEIC  manager,  laboratory  technician,
dental technician and optometrist are vacant since the start of DEIC. Further
two more positions of physiologist and optometrist early interventionist cum
special educator are also vacant. The DEIC at Ganderbal is located in a small
two  story  building  with  limited  space  available  for  performing  various
activities  for  patient  care.  There  is  an  immediate  need  to  construct  a
separate building for DEIC.

 The  RBSK  mobile  teams  have  been  provided  some  space  at  block
headquarters in the BMO office. The teams are working in the field as per
the  programme already  chalked  out  for  screening  of  children  at  various
schools and Anganwadi centres in the block. 

 The overall status of trainings to health personnel appointed at DEIC and
mobile teams is not satisfactory at all in the district. There is an immediate
need to arrange various trainings for the RBSK staff.

 Most of the essential equipment like audiometer, dental chair, auto clave,
RVG,  Pulse  oxymeter,  stethoscope  binaural  neonate,  compressor,  heal
exerciser and needle cutters etc. are available at the DEIC. However, there
are  some  equipment  like,  Short  wave  diathermy,  Ultrasound  therapy
instrument and many more essential types of equipment which have not
been provided to the district so far. The X-ray unit at the DEIC is also not
functional since so many months. 
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 The mobile health teams have many types of equipment like infant-meter,
NB weighing meter, steado-meter and weighing scale which are not working
and needs to be replaced or repaired. 

 The  issue of  repair  and maintenance  was  found to  be  a  major  problem
affecting DEIC and mobile  health teams. The MOs and paramedical  staff
both at DEIC and mobile health teams revealed that they have brought this
problem time and again in the notice of CMO and BMOs to repair or replace
the non-functional equipment, but nothing has been done so far.

 The EDL for DEIC is available but supply of essential drugs is limited and
mobile teams are facing a lot of problems for basic medicines which they
need during field visits. 

 Hardly any data for screening of children born at delivery points is available.
This indicates that no screening for newborns is done at delivery points or
no information is kept for screening the newborns at DH, CHCs and PHCs. 

 The information available on higher age groups of children of 6 weeks to 6
years and 6 years to 18 years indicates that a total of 23587 children during
2016-17 were screened of which 30 percent were in the age group of 6
weeks to 6 years and the remaining were aged 6 years to 18 years. The
data further shows that similarly during 2017-18 a total of 40911 children
were screened which shows a 58 percentage points increase in screening in
2017-18. 

 Retinopathy of  prematurity  is  highest  among other  birth  defect  diseases
followed  by  club  foot  and  congenital  heart  diseases.  This  needs  to  be
mentioned that most of the cases are found in the age group of 6 to 18
years during both the reference years.

 Among the total screened children during the year 2016-17 twelve percent
were found with birth defects and in 2017-18 seven percent were detected
for the same. During both the reference years Vitamin-D deficiency, severe
anemia and severe thinning were the prominent problems. Female children
were more than male ones.

 Overall during screening process 19 percent children were found with skin
ailments during 2016-17 and has come down to 15 percent during 2017-18.
The problems were more in higher age group 6 to 18 years during both the
periods. Among the screened children dental conditions were predominant
(78 percent) during both the periods followed by rheumatic heart disease
and convulsions disorders.

 Developmental delay was found among 10 percent and 8 percent children
during  2016-17  and  2017-18  respectively.  Vision  impairment,  language
delay  and  learning  disorder  were  prominent  among  other  causes.  The
problem was mostly detected in upper age groups (6 to 18 years) during
both the reference years.

 No much attention has been paid on the screening of adolescents in the
district under RBSK programme. A total of almost 64000 children during the
two financial yeas were screened at different levels in the district. Only a
total of 2 percent screened children constituted adolescents.
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 The major problems found among adolescents discharge/foul smelling from
the  genitor-urinary  area,  Pain  or  burning  while  urinating  and  irregular
periods.

 A  total  of  278  children  in  the  age  group  of  0-6  years  were  provided
treatment  for  various  ailments.  The  prominent  problems  identified  are
severe anemia, vitamin D deficiency and congenital deafness. Similarly by
and large  same problems  were  treated  in  the  age group  of  6-18  years.
However the number cases treated during 2017-18 has decreased. Most of
these cases for all the age groups were treated at DEIC. A good proportion
of cases were treated at CHCs and PHCs amounting to 47 percent and 42
percent  for  0-6  and  6-18  age  groups  respectively  during  2016-17.  The
percentage had gone up by almost ten percentage points during 2017-18.

 No surgeries for children were reported for both the reference years. The
reason mainly was reported as the non-availability of doctors at all levels. A
total of 17 cases were waiting for treatment during 2016-17, which has gone
up to 45 cases during 2017-18. The major reason for pending cases pertains
to non-availability of specialist at the district level.

 A total of 2664 children in the age group of 0-6 years and 4592 in the age
group of 6-18 years have been treated at various health facilities in the
district  during  2016-17.  Overall  half  of  the  children  (0-6  years)  and
48percent  (6-18  years)  have  been  treated  at  DEIC  and  the  remaining
children at CHCs and PHCs in the district. The percentage of children treated
at DEIC has remained somewhat same for the year 2017-18. 

 The major diseases and developmental  delays reported for both the age
groups  0-6  years  and  6-18  years  are  physical  disabilities,  motor  delay,
dental conditions, language delay and dental conditions have been reported
during 216-17 and 2017-18. Almost half of the cases have been managed at
CHCs and PHCs. However, 65 percent cases have been managed at DEIC
during  2017-18.  During  2017-18  a  total  of  120  children  were  provided
surgical treatment for dental conditions.

 The percentage of children found with problems was 42 percent for schools
and 70 percent for AWCs. However the percentage of children treated on
spot  was  66  percent  for  school  children  and  88  percent  for  AWC going
children. Most of the children treated on spot were provided Albendazole
and Iron folic tablets/syrup. Thirty four percent school children were referred
to various health facilities followed by 12 percent children from AWCs.

 The RBSK team members  revealed that  RBSK cases  are not  entertained
properly at the facilities mostly because of the fact that no strict  official
directions have been passed on to these facilities for treatment of  RBSK
cases.  Therefore  there  is  a  need  to  improve  the  referral  service  at  the
district level as a whole.

 The school management was asked to mention whether any school teacher
accompanied  the  children  to  the  health  facility  89  percent  replied  in
negative.  While  as  this  percentage was 72 percent  for  AWCs.  Therefore,
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there is also a need to orient the school authorities and AWWs to help these
children to reach to the health facility for treatment for various diseases.

 The  district  has  a  contract  with  the  local  taxi  stand which  provides  the
vehicles on a fixed monthly amount and the fuel charges are provided to the
teams as per mileage covered during the field visits. The vehicles engaged
under RBSK are also used for other purposes in the district. It was also found
that during Shri Amarnath Yatra these vehicles are also used for Yatra duty
purposes at least for two months in July and August. It was noticed that the
vehicles are used for Yatra movement but the fuel is used from RBSK funds
which needs to be addressed.

 Various registers are maintained at DEIC and by RBSK mobile teams. It was
found that the block health teams have been provided with the laptops and
required software for reporting the work done to the concerned quarters.
But  in  absence of  the DEIC manager  the teams are reporting to district
evaluation and monitoring officer (DEMO) on hard copies who compiles the
work done of RBSK teams and DEIC and sends to the state and Child Health
Division of the Ministry of Health and Family Welfare. 

 There is a need to compile the work done and upload on the website. The
monthly format should be strictly used for data compilation by block health
manager, district nodal officer and State nodal officer.

 During the financial year 2016-17 the district has received a total amount of
Rs.  16,  33,647  and  97  percent  funds  were  utilized  during  the  year.  An
amount of Rs. 18,65,253 has been released for the district under RBSK and
92 percent  of  funds  have been utilized.  No funds for  data  card  internet
connection for laptops and DEIC/rental were released during 2016-17, but
an amount  of  30,000 and 63,000 were  released  for  these  heads  during
2017-18 and larger percentage of the funds have been utilized. 

 The RBSK has increased demand for drugs and diagnostics in the district
manifold, therefore, there is a need to increase the funds for the same in
order to meet the demand smoothly.

 None of the beneficiaries whom we contacted and were referred to state
level tertiary hospitals or outside state were given any transport charges to
travel to Delhi or Chandigarh for treatment of their children.

 A number of beneficiaries who are generally poor and have been referred
outside  state  for  treatment  could  not  manage  to  go  outside  state  for
treatment due to poverty. The beneficiaries were not able to bear the travel
expenses and accommodation charges. 

 A  total  of  27  beneficiaries  have  been  provided  financial  assistance
amounting to Rs. 6, 5100 during the last two financial years. Most of the
beneficiaries  who got  financial  assistance were  suffering from congenital
deafness,  hearing problem, PDA device closure,  VSD with sever PAH and
PDA, Large VSD and CHD- TOF.

 A total of 70 beneficiary families were contacted by the survey team. The
information  depicts  that  56  percent  children  were  screened  at  various
schools in all the three blocks and 38 percent were screened at AWCs. 
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 Thirty-eight  percent  of  the  children  were  suffering  from  Clift  plate,  19
percent with hearing loss,  and 11 percent with VSD. Another 17 percent
reported  for  various  other  diseases.  The  place  of  treatment  for  various
diseases reported by these beneficiaries was CHC (50 percent), 34 percent
DEIC and 11 percent had received treatment from outside the district.

 Referral transport facility from home to health facility was not reported to
any of the contacted beneficiaries. However, 30 percent reported that they
were provided transport facility from CHC to DEIC. 

 Free medicines  were  provided to all  the beneficiaries,  but  44 percent  of
them reported that they also purchased some medicines from the market as
well. Out of packet expenses were reported by all the beneficiaries mostly
on transportation and medicines. Thirty nine percent children were currently
under treatment.

 There was no strong follow up component at block or DEIC Level.  It was
revealed by most of the beneficiaries that the DEIC at district hospital is
functioning as general OPD.

 All the patients are attending the OPD at DEIC irrespective whether they are
RBSK  patients  or  not.  Therefore,  there  is  need  to  make  the  necessary
corrections in the functioning of the DEIC, so that RBSK patients get the
requisite attention at the DEIC and at other levels like CHCs and PHCs as
well. 

 The discussions with the beneficiaries, school  teachers and AWWs across
the  blocks  revealed  that  the  satisfaction  amongst  the  community  was
exclusively  a  function  of  the  treatment  outcome.  There  was  a  lack  of
coordination between the departments like education and social welfare. 

 Most  of  the  beneficiaries  across  the  blocks  were  poor  and  daily  wage
earners.  Therefore,  bearing  the  cost  on  food,  accommodation,
transportation and daily wage losses and sometimes even on treatment of
child was beyond their capacity. This was the common reason mentioned by
all the beneficiaries.

Recommendations 
The posts of Doctors, pharmacists and DEIC manager need to be filled on
priority basis so that DEIC and mobile teams can function properly.
The building for DEIC needs to be provided as per the given guidelines for
its smooth function.
The night duties of RBSK doctors utilized for CHCs, PHCs and district hospital
should  be  stopped so that  these  doctors  can devote  their  time to  their
primary job. 
The RBSK staff both medical and para medical needs to be exempted from
Shri Amarnath Yatra duty which lasts for at least two months and severely
affects the functioning the RBSK work. 
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There is a need to conduct regular refresher training programmes for RBSK
staff to make them more effective.
The interdepartmental coordination between health department, education
department  and  social  welfare  department  is  lacking  thus  need  to  be
strengthened.Regular meetings of various departments should be ensured
for better coordination.
Screening of newborns at delivery points should be ensured as it was found
that such activity is not taking place at most of the health facilities in the
district.
Screening  of  adolescents  needs  to  be  given  more  attention  as  this
component is very weak in the district.
Adequate supply of drugs and repair of equipment should be prioritized both
at DEIC and RBSK mobile teams.
Monitoring of teams and data reporting at all levels needs to strengthen for
better functioning of the programme.
It was observed that the vehicles hired for RBSK teams are being used for
other purposes also and there is a need to monitor the moment of these
vehicles at all levels.
The referral points like PHCs and CHCs should be strengthened and referral
cases at these facilities should be given proper treatment so that benefit
reaches to the target population without any delay.
The cases referred in or outside the state should be provided transport and
accommodation charges. Most of the poor families hesitate to move their
children for treatment due to poverty and non-cooperation at the referral
points.
The  salaries  of  RBSK  staff  need  to  be  regularised  as  the  delays  in  the
payment of salary severely affects the performance of RBSK staff.
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