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INTRODUCTION 

Population Research Centre, located in the University of Kashmir, Srinagar was established by the Ministry 

of Health and Family Welfare, Government of India in 1985. This Centre is one in the network of 18 

Population Research Centres established by the Ministry in Universities and Institutions of national repute. 

The Centre is provided 100 percent financial assistance in the form of grant-in-aid by the Union Ministry of 

Health and Family Welfare and is a Type -2 (not fully developed) Centre. The Centre caters to the 

demographic research needs of Jammu and Kashmir and undertakes continuous research on demographic, 

health and population related issues of the state. Like other Centres in the country, it also conducts research 

based on the requirements under the National Population Policy. The main focus of the research conducted 

in the Centre is on applied aspect although theoretical research is also encouraged. Emphasis is also given 

on utilisation of research findings for policy formulation and implementation in population and 

development programmes. 

OBJECTIVES 

The objective of the PRC is to carry out demographic research in Jammu and Kashmir. It continuously 

provides an independent and objective assessment of the working of various policies and programmes 

initiated from time to time in the field of health and family welfare in the State. The PRC has completed 

more than 60 research projects during the last 23 years. The main areas of interest are Evaluation of 

Population Policies and Programmes, Reproductive Health, School Health, AIDS, RTI/STI, Nutrition, 

Women’s Status and other socio-demographic aspects of the State. It also contributes in the teaching of 

population related courses in the Departments of Statistics, Economics and Geography. Besides, 

organizing seminars, workshops and training programs, the PRC also acts as a data bank for the faculty 

members, research scholars, students and the community in general. The senior faculty of the Centre also 

provides consultancy services to various agencies for the conduct of social, economic, demographic and 

health surveys in the State. Further, the PRC is actively involved in the dissemination of the survey findings 

to planners, policy makers and the academic community. 

  

ORGANIZATIONAL STRUCTURE 

PRC is an important part of the Department of Economics. The Head of the Department of Economics 

also functions as the Honorary Director of the PRC. The Centre has 1 position of Associate Professor, 1 

position of Assistant Professor, 2 positions of Research Investigators, 2 positions of Research Assistants, 

1 position each of Upper Division Clerk, Lower Division Clerk and a Peon. The detail of the staff 

working in the PRC is as follows: 

 Details of the Staff Working in PRC Srinagar 

S.No Name of the Official Title 

1 Dr. Effat Yasmin Honorary Director 

2 Mr. Bashir Ahmad Bhat Associate Professor 

3. Mr. S. Khursheed Ahmad  Assistant Professor 

4 Mr. Imtiaz Ahmad Bhat Research Investigator 

5 Mr. Muneer Ahmad Research Investigator 

6 Mrs. Farida Qadri Research Assistant 
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7 Javeed Ahmad Mir  Research Assistant 

8 Mr. Ali Mohammed UDC 

9 Mrs. Shahida LDC 

10 Mr. Farooq Ahmad Peon 

INFRASTRUCTURE  

The Centre has a small library as a supplement to Department of Economics Library and University 

Library for the staff of the Centre. The collection consists of books on a variety of topics related to 

demography/population studies and health. Besides, the library houses a number of research reports in 

the field of population, health and family welfare from national and international agencies. The Centre 

has a highly configured Computer lab consisting of 8 computers and 2 laptops. The required 

demographic and statistical software packages are also available with the Centre. The Centre is 

connected with the V-SAT facility of the University for round the clock Internet Services. Besides, the 

Centre has a direct telephone line, a dedicated fax line, a photocopier, a generator and an LCD.  

 

GRANT-IN-AID RECEIVED 

The Centre receives grant-in-aid from the Ministry of Health and Family Welfare on year to year basis 

towards salaries of staff, books and journals, stationery, T.A/DA and other infrastructural facilities. The 

grant-in-aid is released to the PRC in two instalments in a year on receipt of prescribed 

documents/undertakings and utilization certificates. The details of the funds received and utilized by the 

Centre from the Ministry since  1985-86 is as follows: 

Year Amount Released Amount Utilized 

1985-86 to 2006-
2007 

14663467-00 16232600-93 

2007-2008 4295029-07 3174847-95 

2008-20009 4325413-12 2439055-50 

2009-2010 4136059-62 2684133-35 

2010-2011 8150038-27 6870842-00 

2011-2012 7139197-27 4894035-00 

2012-2013 5764162-27 5103787-00 

2013-2014 6899375-27 5667376-00 

2014-2015 7549554-27 6484804-00 

2015-2016 9213440-00 6930764-00 
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STUDIES COMPLETED DURING 2015-2016 

The Centre completed the following studies during 2015-16.  

S.No Title of Study 

1 Monitoring of NRHM State Programme Implementation Plan 2015-16: Jammu & Kashmir: 

Case Study of Shopian  District 

2 Monitoring of NRHM State Programme Implementation Plan 2015-16: Jammu & Kashmir: 

Case Study of Samba District 

3 Monitoring of NRHM State Programme Implementation Plan 2015-16: Jammu & Kashmir: 

Case Study of Reasi District 

4 Monitoring of NRHM State Programme Implementation Plan 2015-16: Jammu & Kashmir: 

Case Study of Srinagar District 

5 Monitoring of NRHM State Programme Implementation Plan 2015-16: Jammu & Kashmir: 

Case Study of Kulgam District 

6 Monitoring of NRHM State Programme Implementation Plan 2015-16: Jammu & Kashmir: 

Case Study of Jammu District 

7 Evaluation of Utilization of Untied Funds in J&K  

8 HMIS Data Quality Issues in Sub Centers and Primary Health Centres of Ganderbal District 

of Jammu and Kashmir.  

 

STUDIES NOT COMPLETED  

The following studies initiated during 2015-16 could not be completed and will be completed during 2015-16. 

S.No                                          Title of Study 

1 National Family Health Survey-4 in Jammu and Kashmir 

2 Trends and Patterns of Child Sex Ratio at Birth in J&K  

 

STUDIES DROPPED 

The following study initiated under annual action plan 2015-2016 were dropped due to the non 

availability  of funds and involvement of PRC staff in NFHS-4, Jammu and Kashmir. 

S.No Title of Study 

1 A study of IFA Distribution in J&K  

2 Challenges of Public Health Work Force in J&K  

3 Concurrent Evaluation of RSBK in J&K  

4 A Study of the Procurement of Essential Drugs and Medical Supplies under JSSK in  J&K  
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SUMMARY OF STUDIES COMPLETED DURING 2015-16 

1. Monitoring of NRHM State Programme Implementation Plan 2015-16: Jammu & Kashmir: 

Case Study of Shopian District. 

The objectives of this study is to examine whether the State is adhering to key conditionalities 

while implementing the approved PIP and to what extent the key strategies and the road map 

for priority action and various commitments are adhered to by the State. The present study 

was conducted in Shopian District in the month of June, 2015 and information was collected 

from the office of CMO, District Hospital Shopian, CHC Kellar, PHC Berthipora and SC 

Wathoo Chak. We also conducted some exit interviews at DH and CHC. Main findings of the 

study are as follows: 

1. NHM support has lead to improvement in human resource, infrastructure facilities, drugs 

and fund availability. This has resulted in an increase in OPD services but most of the 

facilities particularly DH and CHCs have shortage specialists from regular side. Therefore 

huge proportion of patients is referred to tertiary care hospitals in Srinagar. There is 

therefore a need to address the shortage of specialist’s doctors in the DH and CHC. 

2. Health facilities have experienced delays in release of funds under NHM and staff 

working under is not getting salaries in time. This is seriously affecting the service 

delivery at various facilities where NHM staff is posted. The issue regarding the delays in 

release of funds particularly salaries needs to be addressed. 

3. There is a need for implementation of Free Essential Drugs Policy at public health 

facilities to minimize out of pocket expenditure on health care. 

4. There is no drug testing lab in the district and testing of drugs is generally done by the 

Divisional Level Drug Testing laboratory. This lab lifts drugs on random basis and 

consequently all drugs and every batch of drugs is not tested. There is an urgent need for 

making State Medical Corporation fully functional, so that loop holes in procurement, 

distribution and quality of drugs are plugged in at the earliest. 

5. Information about JSSK and JSY entitlements, user charges, HIV/AIDS, family planning, 

immunization, breastfeeding, etc is displayed prominently in all health facilities. Citizen’s 

Charter, timings of the facility, availability of services, protocol posters are also displayed 

in various facilities. There is also a need to display IEC material emphasizing the 

importance of staying in the facility for at least 48 hours after delivery. 

6. Institutional deliveries have improved and 97 percent of the deliveries take place at 

institutions. Referrals from DH and CHC to Srinagar based institutions have not yet 

witnessed any major decline due to the non availability of adequate number of 

Gynecologists in the district. 

7. Despite irregular/late release of funding, district has been in a position to manage free 

drugs and diet under JSSK. Free referral transport is ensured in all facilities visited by us. 

Home to facility and drop back facility is not ensured in all of the cases. This supports the 

need for operationalization of a fully functional patient transport system that is easily 

accessible to all.  
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8. JSY payments in the district have been streamlined to a great extent. Payments are directly 

transferred into the bank accounts of the beneficiaries and ASHAs. But due to delay in 

releases of JSY funds, it is generally paid after the women are discharged from hospital. 

There is a need to address this delay.  

9. SNCU at DH has not yet been established and presently DH has a NBSU. NBSU at CHC 

Kellar has been made operational in the district but due to lack of manpower, services of 

these units are grossly underutilized.  

10. Line-listing of Severe Anaemia Mothers (SAM) cases has not been started as proper 

information about HB is not maintained by the facilities. There is a need to address this 

lacuna and line list all SAMs and ensure regular supply of IFA so that all SAMs receive 

adequate supply of IFA.  

11. Maternal and Infant Death Review Committee have been established in the district. 

ASHAs/ANMs generally are well aware of infant death review/verbal autopsy reports. 

ASHAs have started reporting of maternal and infant deaths in the district but it is still 

poor. There is a need to orient all the staff with MDR/IDR and ANMs and ASHAs 

reporting such events should be appreciated. 

12. Grievance redressal mechanism for registration of complaints and their redressal is poor. 

Medical Officers mentioned that they generally receive the complaints verbally and 

redress them on the spot but our interaction with the patients revealed that they hesitate to 

lodge the complaints as it may further complicate delivery of services. 

13. RBSK is still in the infancy as the DEIC has not yet been established. Referred children 

do not get any special treatment at referred institution. Further, proper mechanism for cost 

estimation and approvals for referral cases is very complicated and needs to be simplified.  

14. HMIS and MCTS have improved in the district to a great extent as the district has taken 

some steps to minimize the multiplicity of reporting. However, there is still a lot of scope 

for improving the quality and content of HMIS particularly lab testing, immunization and 

PNC.  

 

2. Monitoring of NRHM State Programme Implementation Plan 2015-16: Jammu & 

Kashmir: Case Study of Samba District. 

The objectives of this study is to examine whether the State is adhering to key conditionalities 

while implementing the approved PIP and to what extent the key strategies and the road map 

for priority action and various commitments are adhered to by the State. The present study 

was conducted in Samba District in the month of September, 2015 and information was 

collected from the office of CMO, District Hospital Samba, CHC Ramgarh, PHC Nandpora 

and SC Chowni. We also conducted some exit interviews at DH and CHC. Main findings of 

the study are as follows: 

1. NHM support has lead to improvement in human resource, infrastructure facilities, drugs 

and fund availability. This has resulted in an increase in OPD services but most of the 

facilities particularly DH, CHCs and PHCs have shortage of doctors and specialists from 

regular side. Therefore huge proportion of patients is referred to tertiary care hospitals in 
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Srinagar. There is therefore a need to address the shortage of specialist’s doctors in the 

DH and CHC. 

2. The State Government has drafted a comprehensive HR Policy for attraction, recruitment 

and retention of skilled professionals in rural and remote areas but there is also a need to 

implement a transparent policy with regard to transfer of medical and paramedical staff.  

3. Health facilities have experienced delays in release of funds under NHM and staff 

working under is not getting salaries in time. This is seriously affecting the service 

delivery at various facilities where NHM staff is posted. The issue regarding the delays in 

release of funds particularly salaries needs to be addressed. 

4. Skill of FMPHWs was checked by using a check list and most of them had good 

knowledge of HBNC and IMNCI. This indicates that the quality of training is by and 

large satisfactory. 

5. Essential Drug List has been prepared for various facilities but an updated list of drugs 

available at the facility is not displayed in any of the facilities visited by us. 

6. There is no drug testing lab in the district and testing of drugs is generally done by the 

Divisional Level Drug Testing laboratory. This lab lifts drugs on random basis and 

consequently all drugs and every batch of drugs is not tested. There is an urgent need for 

making State Medical Corporation fully functional, so that loop holes in procurement, 

distribution and quality of drugs are plugged in at the earliest. 

7. Computerized inventory management in the health facilities need to be prioritized.   

Complaint of medicines being out of stock, delay in supply etc could be addressed with 

this inventory management system. 

8. Information about JSSK and JSY entitlements, user charges, HIV/AIDS, family planning, 

immunization, breastfeeding, etc is displayed prominently in all health facilities. 

Citizen’s Charter, timings of the facility, availability of services, protocol posters are also 

displayed in various facilities. There is also a need to display IEC material emphasizing 

the importance of staying in the facility for at least 48 hours after delivery. 

9. Institutional deliveries have improved but still substantial proportion of women deliver at 

home. However, majority of the women deliver in health institutions located in Jammu 

district. There is a need to look at this issue as to why women from Samba prefer to 

deliver in Jammu based hospitals. Improving the service delivery in DH and CHCs in 

Samba can reverse this trend. 

10. Despite irregular/late release of funding, district has been in a position manage free drugs 

and diet under JSSK. Free referral transport is ensured in all facilities visited by us.  

11. Home to facility and drop back facility is not ensured in all of the cases. This supports the 

need for operationalization of a fully functional patient transport system that is easily 

accessible so that pregnant women and emergency patients could avail of transport 

facilities from home to facility and also drop back home for JSSK beneficiaries.  

12. JSY payments in the district have been streamlined to a great extent. Payments are 

directly transferred into the bank accounts of the beneficiaries and ASHAs. 

ASHAs/ANMs inform and guide the pregnant women for opening of bank accounts well 
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in advance i.e. at the time of ANC registration to avoid delay and other problems in JSY 

payments.  

13. SNCU at DH has been established recently. Due to lack of manpower, the services of the 

SNCU are grossly underutilized. Information about services provided by SNCU and 

NBSU are not poorly maintained and it is very difficult to gauge whether referrals from 

DH and CHC have declined or not and whether any reduction in neonatal and IMR has 

taken place in the district. 

14. Immunization is going smoothly but there are certain helmets mainly the migrated 

population around industrial areas, where the immunization coverage is poor and needs to 

be improved.  

15. IFA was not available at any health facility visited by us. Line-listing of Severe Anaemia 

Mothers cases has not been started as proper information about HB is not maintained by 

the facilities. There is a need to address this lacuna and line list all SAMs and ensure 

regular supply of IFA so that all SAMs receive adequate supply of IFA.  

16. HBNC kits have been provided to ASHA but these kits do not contain all items. ASHAs 

have started to carry out effectively HBNC visits.  

17. RBSK in the district has been started and it is still in the infancy as the DEIC has not yet 

been established. Referred children do not get any special treatment at referred 

institution. Further, proper mechanism for cost estimation and approvals for referral cases 

is somewhat complicated and needs to be simplified.  

18. HMIS and MCTS have improved in the district to a great extent as the district has taken 

some steps to minimize the multiplicity of reporting. However, there is still a lot of scope 

for improving the quality and content of HMIS particularly lab testing, immunization and 

PNC. This can be ensured by proper monitoring by District & Block Monitoring Officers. 

CMOs and BMOS need to support them in undertaking monitoring visits. 

19.  There is a need for implementation of Free Essential Drugs Policy at all public health 

facilities to minimize out of pocket expenditure on health care. 

 

3. MONITORING OF NHM STATE PROGRAMME IMPLEMENTATION PLAN-

2015-16: JAMMU & KASHMIR (A Case Study of Reasi District) 

 

The objectives of the exercise is to examine whether the State is adhering to key 

conditionalities while implementing the approved PIP and to what extent the key strategies 

and the road map for priority action and various commitments are adhered to by various 

districts and the State. The present study was conducted in Reasi district and information was 

collected from the office of CMO, District Hospital Reasi, CHC Katra, PHC Pouni and SC 

Derababa. We also conducted some exit interviews with some service seekers for ANC/PNC, 

child immunisation and delivery care at the selected facilities. Main findings of the study are 

as follows: 

1. Reasi is one of the newly created districts in the State. According to the 2011 census the 

district has a population of 3,146,674, souls. The district constitutes 25 percent STs and 13 
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percent SCs population of the total population. Forty–eight percent of the population in 

the district is still illiterate. The population growth rate is 27.04 percent and the sex ratio is 

890 per thousand males. The district consists of 4 medical blocks and there are 248 

Village Health Sanitation Committees. A total of 25 Rogi Kalyan Samitis (RKS) have also 

been formed in the district. The health services in the public sector are delivered through a 

network of 1 District Hospital, 2 CHCs, 22 PHCs and 75 SCs.  

2. There are about 234 IPD beds available at the district level which includes 100 beds at 

DH, 60 at CHCs and the remaining at PHCs. 

3. The district Reasi is facing acute shortage of Specialists and Assistant Surgeons/MOs in 

its health institutions. Fifty percent positions of Medical and 34 percent of Para-medical 

staff are vacant in the district. The shortfall leads to more referrals and inconvenience to 

general public in the district. However, under NHM, 274 posts are sanctioned and out of 

which 91 percent are in place.  

4. In the absence of Nodal Officers for proper implementation and monitoring of different 

schemes in the district, CMO and Dy. CMO are looking after various health programmes.  

5. The district has organised number of training courses like SBA, NSSK, and Induction 

Module I-V, HBNC Module 6&7 Round etc. The participants of these training courses 

include MOs, Pharmacists, Staff nurses, FMPHW/MMPHW, etc.  

6. DPMU and BPMUs are functioning smoothly as almost all the available posts have been 

filled up.  

7. The drugs are procured through competitive biddings and bid documents.  

8. Essential Drug List has been developed for various types of health facilities which include 

drugs for MCH, Safe abortion and RTI/STI. Generic medicines are not yet available in the 

health facilities in the district.  

9. The DH is providing lab services like blood chemistry, CBC, Urine culture, RPR, testing 

for malaria, TB, HIV, ECG, USG obstetric and general, X-Ray, VDRL and KFT. 

However, some of the investigations like T3, T4, TSH, Endoscopy, CT-scan and MRI are 

not available at the DH. Most of facilities available at DH are also available at CHC Katra. 

The lab services presently available at PHC level are haemoglobin, CBC, Serum Bilirubin, 

Urine albumin and sugar, HIV and RPR etc. There is no prescription audit of diagnostic 

tests or drugs prescribed by the doctors.  

10. Toll Free Numbers for availing free transport facility under JSSK has been established at 

Divisional level. Some of the ambulances in the district have been connected with the 

centralized referral transport system. Due to the non-availability of funds and less number 

of ambulances, ensuring free transportation has received a severe setback in the district. 

No MMU is available in the district.  

11. Due to the IFA shortages in the district, most of pregnant women have not received IFA. 

12. Facilities for institutional deliveries in Reasi district are available at DH, CHCs, and 

PHCs. Few SCs located in different blocks also conducting 3-10 deliveries annually. C-

section deliveries at DH and CHC are performed on need basis depending upon the 

availability of gynaecologist and anaesthetist.  
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13. Reporting of maternal and infant deaths in the district particularly at PHCs and SCs has 

started but is still poor as the list of maternal/infant deaths at these facilities is incomplete.  

14. Free drop back facility is generally provided to all the women who are discharged at least 

after 48 hours of delivery from DH/CHC. Diagnostic facilities are provided free of cost 

and free cooked meals are provided to women under JSSK at DH, CHC and PHC. User 

charges are free both at DH and CHC. 

15. The district has established 1 NBSUs at CHC level and 8 NBCCs at PHC level. The 

district hospital has identified the space for SNCU and the unit is in final stage of its 

completion.  

16. Information about availability of services like MCH, family planning, clinical protocols 

etc, was displayed in all health facilities.  

 

4. MONITORING OF NHM STATE PROGRAMME IMPLEMENTATION PLAN-

2015-16: JAMMU & KASHMIR (A Case Study of Srinagar  District) 

 

The objectives of the exercise is to examine whether the State is adhering to key 

conditionalities while implementing the approved PIP and to what extent the key strategies 

and the road map for priority action and various commitments are adhered to by various 

districts and the State. The present study was conducted in Srinagar District and information 

was collected from the office of CMO, JLNM Hospital Rana Wari, Gousia Hospital Khanyar 

and PHC Brain. The main findings of the study are as follows: 

1. There are huge number of attachments of doctors and paramedical staff at all the levels in 

the district. 

2. Paramedical staff from lower level facilities has been attached to higher level facilities. 

Staff appointed under NRHM has also been attached in the district at various levels. 

3. Though some institutions are fully staffed but their performance does not match with 

available staff. 

4. Transport facility for pregnant women under JSSK at the time of delivery (from home to 

facility) and after the delivery (drop-back facility) is a neglected area as very few women 

get this facility in the district.  

5. There is a practice in the district that most of the women (with normal delivery) are 

discharged before 48 hours of their stay at the health facility after the delivery and thus 

putting both the mother and the baby at risk. 

6. No separate staff is available for NBSU at CHC. NBCC has not been established at PHC 

Brane.  

7. RBSK has created a demand for services in health facilities and lack adequate funds to 

meet such demands. 

8. Prescription audit is not taking place in the district at any health facility. 

9. NCD clinic has been established but is not functional fully.  

10. Though training is being imparted on regular basis but proper experts are not invited for 

training of HMIS and MCTS as lot of confusions are there in the minds of stakeholders.  
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11. Recruitment of remaining positions for DEIC, and NCD cell need to be expedited for 

smooth functioning of the said programme.  

12. Health infrastructure is a serious issue particularly CHC Gousia Khanyar and PHC Brane 

have acute shortage of space and need to be addressed. There is a need to identify some 

other place to relocate PHC Brane as it lacks space, the connecting road and its centrality.   

13. Various components of JSSK have been implemented but the monitoring mechanism for 

its implementation is poor. The records pertaining to tests conducted in different labs, 

transport, diet, medicines being provided under JSSK be kept in proper shape and ready 

for any public scrutiny.  

14. Prescription audit is not taking place in the district at any health facility therefore, there is 

a need for audit of diagnostic tests or drugs prescribed by the doctors at all the higher 

health facilities. 

15. There are some backlogs of JSY (both for beneficiaries and ASHAs). Therefore, it is 

recommended to regularize the payments under JSY (both to beneficiaries and ASHAs).  

16. The child immunization is taking place at various facilities but BCG vial is opened only 

when the number of infants is 7-8 at all the levels. In order to avoid drop-out for BCG it 

is suggested to stop such practice so that every infant can be covered for all birth doses at 

their respective facilities just after birth.  

17. All the health facilities complained of inadequate ambulances to meet the requirements 

under JSSK therefore, it is suggested to assess the need of ambulances for each health 

facility so that the needy health facilities can get some more ambulances to meet the 

growing demand of transport under JSSK. 

18. RBSK has created a demand for services in health facilities and due to lack of adequate 

funds such demands are not fulfilled and there is a need to provide adequate funds under 

RBSK for referral treatment and other related activities.  

19. The quality of HMIS and MCTS has improved in the district as the district has taken 

some steps to minimize the multiplicity of reporting. However, there is still a lot of scope 

for improving the quality and content of HMIS. This can be ensured by proper 

monitoring by District & Block Monitoring Officers and provide further training to all 

the stakeholders in this regard so that misconceptions regarding reporting and recording 

can be corrected.  

20. The funds to the district for various activities should be released in time by the state and 

the Mission Director NRHM so that these funds can be utilized properly in a time bound 

manner. 

21. There is need to review and revisit the practice of attachments and take some effective 

majors in this regard so that these employees can be detached and send back to their 

actual places of postings and work their efficiently. 
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5. MONITORING OF NHM STATE PROGRAMME IMPLEMENTATION PLAN-

2015-16: JAMMU & KASHMIR (A Case Study of Kulgam District) 

 

The objectives of the exercise is to examine whether the State is adhering to key 

conditionalities while implementing the approved PIP and to what extent the key strategies 

and the road map for priority action and various commitments are adhered to by various 

districts and the State. The present study was conducted in Kulgam district and information 

was collected from the office of CMO, District Hospital Kulgam, CHC Qazigund, PHC 

Qazigund and SC Zangalpora. The main findings of the study are as follows: 

1. District Kulgam is a newly created district. The district consists of 5 medical blocks and 

has 88 health institutions of different levels. There are 32 Rogi Kalyan Samitis (RKS) and 

313 Village Health Sanitation Committees in the district.  

2. There are about 350 IPD beds available at the district level which includes 72 beds at DH, 

70 at CHCs and the remaining at PHCs.  

3. The district Kulgam is facing acute shortage of Specialists and Assistant Surgeons/MOs in 

its health institutions. Thirty-five percent positions of medical and 55 percent of Para-

medical staff are vacant in the district. Presently general public in the district are forced to 

seek the private treatment. The NHM has helped the district in filling the critical gaps in 

the availability of human resource. In all 300 posts are sanctioned under NHM and 266 

positions are in place.  

4. The district is lacking the services of Nodal Officers for proper implementation and 

monitoring of different schemes in the district. Presently CMO is looking after various 

health programmes in the district. 

5. The district has organised number of training courses like SBA, NSSK, Induction of 

Module I-V, HBNC Module 6&7 Round etc. The participants of these training courses 

include MOs, Pharmacists, Staff nurses, FMPHW/MMPHW, etc. 

6. DPMU and BPMUs are functioning smoothly as almost all the posts have been filled up. 

However, the positions of BM&EO are vacant in block Qazigund and D.H. Pora.  

7. No ANMT school is presently functioning in district Kulgam.  

8. Presently, drugs are procured by the Central Purchase Committee established at the 

divisional level. The various health institutions have been graded as per case load and 

supplies are made as per this grading. Drugs under NHM are purchased through District 

Purchase Committees (DPC) throughout the district. The drugs are procured through 

competitive biddings and bid documents.  

9. Essential Drug List has been developed for various types of health facilities which include 

drugs for MCH, Safe abortion and RTI/STI and the displayed list in health institutions is 

updated on monthly basis. Generic medicines are not yet available in the health facilities. 

None of the health institutions in is doing a prescription audit. 

10. The DH is providing various lab services like blood chemistry, CBC, Urine culture, RPR, 

testing for malaria, TB, HIV, ECG, USG obstetric and general, X-Ray, VDRL, KFT and 

CT-scan. Most of facilities available at DH are also available at CHC Qazigund. PHC 
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conducts the tests as hemoglobin, CBC, Serum Bilirubin, Urine albumin and sugar, HIV, 

USG and RPR etc.  

11. Toll free number is displayed in every health institution and GPRS has been fitted on 40 

percent of the ambulances. No MMU has been provided to Kulgam district so far. 

12. District Monitoring Officer has been put in place on contractual basis to monitor the NHM 

activities and provide feedback to Mission Director.  

13. Kulgam has sanctioned number of 650 ASHAs and all are in position. Module 6-7 

(IMNCI) training has been given to ASHAs in the district. Awards are being given to 

ASHAs annually.  

14. Antenatal services are available at all health facilities in the district.  

15. Facilities for institutional deliveries in Kulgam district are available at DH, CHCs, and 

PHCs. Caesarean-Section deliveries in the district are conducted at DH and CHCs. 

However, C-section deliveries are conducted during day time only on daily bases at DH. 

CHC Qazigund is conducting C-section deliveries on selected days only.  

16. Reporting of maternal and infant deaths in the district particularly at PHCs and SCs has 

started but is still poor as the list of maternal/infant deaths at these facilities is incomplete. 

Autopsy reports of all reported maternal and infant reported deaths at DH and CHC were 

available.  

17. Free transportation from home to facility is generally not provided to pregnant women in 

the district. Free drop back facility is generally provided to all the women who are 

discharged at least after 48 hours after delivery from DH/CHC. Free drugs/medicines at 

the time of delivery are generally provided to all women. Diagnostic facilities are 

provided free of cost at the facilities visited by us. Free cooked meals are provided to 

women under JSSK at DH, CHC and PHC. User charges are free both at DH and CHC. 

18. RBSK has been launched in Kulgam district.  All positions of AYUSH Doctors, 

Pharmacists and ANMs have been put in place. DEIC at the District Hospital has not been 

established yet.  

19. All the health facilities use colour coded bins for the segregation of waste. Except DH and 

CHC no other facility was following proper protocols for segregation of waste.  

20. HMIS and MCTS pertaining to ANC and PNC have improved to a great extent and there 

is now hardly any mismatch between the recording and reporting. The HMIS pertaining to 

immunization has not yet fully improved and there is a lot of scope for its improvement in 

the district. 

 

6. MONITORING OF NHM STATE PROGRAMME IMPLEMENTATION PLAN-

2015-16: JAMMU & KASHMIR (A Case Study of Jammu  District) 

 

The objectives of the exercise is to examine whether the State is adhering to key 

conditionalities while implementing the approved PIP and to what extent the key strategies 

and the road map for priority action and various commitments are adhered to by various 

districts and the State. The present study was conducted in Jammu District and information 
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was collected from the office of CMO, District Hospital Gandhi Nagar CHC Bishnah, PHC 

Gangyal.. The main findings of the study are as follows: 

1. The district hospital, all the 9 CHCs, 19 24X7 PHCs, 18 normal PHCs/ADs and 96 

SCs/UHPs are functioning from their own buildings.  

2. In Jammu district, out of 499 regular positions of MBBS doctors/MO, 22 percent such 

positions are vacant. Almost all the sanctioned specialist positions are filled-in in the 

district. 

3. Overall in the district, out of 146 sanctioned positions of staff nurses only 100 are in 

position while as out of 423 sanctioned positions of FMPHs/MMPHWs/pharmacists, 347 

such positions are filled in.   

4. There is large number of attachments/post transferred/working against the post of both 

doctors and paramedical staff at various levels in the district. 

5. Though there is surplus manpower (both doctors as well as para medical staff) at some 

institutions in the district but their performance does not match with available staff. 

6. Ready-to-eat diet under JSSK to women is provided at various levels which need to be 

replaced by a cooked diet as per local tastes.   

7. Instead of NBSU, NBCC is functional at CHC Bishnah. NBCC has not been established at 

PHC Gangyal.  

8. Prescription audit is not taking place in the district at any health facility. 

9. Trainings for doctors and para medical staff are not conducted on regular basis in the 

district. 

10. There is need to review and revisit the practice of attachments/post transfers and take 

some effective majors in this regard so that these employees can be detached and send 

back to their actual places of postings and work their efficiently.  

11. Due to these attachments/post transfers some health facilities were found with excessive 

staff and in this regard rationalization of doctors can be done for streamlining the staff at 

those health facilities.   

12. Health infrastructure is a serious issue particularly at CHC Bishnah as the CHC is still 

functioning from its old building. PHC Gangyal has acute shortage of space and need to 

be addressed. There is a need to identify some other place to relocate this PHC as it lacks 

space and other facilities.    

13. Most of the doctors complained of lack of trainings and refresher courses. Therefore it is 

suggested to organize various training programmes for all the health functionaries at 

regular intervals so that they can refresh their job related functions. 

14. There is a need to provide requisite trained manpower to NBSU at CHC so that it can 

function smoothly.  

15. There are some backlogs of JSY (both for beneficiaries and ASHAs). Therefore, it is 

recommended to regularize the payments under JSY (both to beneficiaries and ASHAs).  

16. The child immunization is taking place at various facilities but BCG vial is opened only 

when the number of infants is 7-8 at all the levels. In order to avoid drop-out for BCG it is 

suggested to stop such practice so that every infant can be covered for all birth doses at 

their respective facilities just after birth.  
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17. RBSK has created a demand for services in health facilities and due to lack of adequate 

funds such demands are not fulfilled and there is a need to provide adequate funds under 

RBSK for referral treatment and other related activities.  

18. The funds to the district for various activities should be released in time by the State and 

the Mission Director NRHM so that these funds can be utilized properly in a time bound 

manner. 

 

7. Evaluation of Utilization of Untied Funds in J&K.  

1. The concept of untied fund has been perceived to be a very good one at all levels of facilities. The 

fund was given to the CMOs as part of NRHM fund and they issued the untied fund to BMOs for 

CHCs, PHCs, SCs and VHSCs. It was found during the study that the new guideline for utilization 

of untied fund was either not available or it was not clear to concern personnel. It was found that at 

every level the fund was made available in last two quarters of the financial year.  

2. As part of the NRHM, each sub-center used to get Rs.10, 000 as an untied fund to facilitate meeting 

urgent yet discrete activities that need relatively small sums of money. But it was found that most of 

the SCs do not get this full amount regularly and instead get equal share on the basis of funds 

released by the district/State. In such circumstances the SCs are not able to develop their health 

facilities as per their need.  

3. Untied funds are mainly used for the common goods for the health facility which include minor 

modifications to sub-centre- curtains to ensure privacy, repair of taps, installation of bulbs, other 

minor repairs, Adhoc payments for cleaning up sub-centre etc. It is also used to purchase 

consumables such as bandages in sub centers, purchase of bleaching powder and disinfectants for 

use in common areas of the village. 

4. National Rural Health Mission (NRHM) aims to increase functional, administrative and financial 

resources and autonomy to the field units under which every PHC previously used to get Rs. 

25,000/- p.a. as untied grant for local health action. Similarly every PHC used to get an Annual 

Maintenance Grant of Rs. 50,000/- for improvement and maintenance of physical infrastructure 

under which provision of water, toilets, their use and their maintenance has priorities.  

5. It was found that the untied fund to the PHCs is irregular and the amount mentioned in the 

guidelines is not given to these PHCs. Since new guidelines have been implemented and now funds 

to all the PHCs is given as per new guidelines. It was found that these funds are given to these 

PHCs in the last quarter of the financial year and because of this, the proper utilization of funds at 

the PHC level gets affected.  

6. The utilization of these funds is mainly done on Minor modifications to the Centre, curtains to 

ensure privacy, repair of taps, installation of bulbs, and other minor repairs. Various PHCs have 

utilized these funds on purchase of patient examination table, delivery table, BP apparatus, 

hemoglobino meter, copper-T insertion kit, instruments tray, baby tray, weighing scales for mothers 

and for newborn babies, plastic/rubber sheets, dressing scissors, stethoscopes, buckets, attendance 

stool, and mackintosh sheet. Untied funds have also been used for providing running water supply, 

electricity, adhoc payments for cleaning up the Centre, especially after childbirth, purchase of 
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consumables such as bandages in the centre, purchase of bleaching powder and disinfectants for use 

in common areas under the centre, and repair/operationalising of soak pits. 

7. It was found that most of the MOs at PHC level were not happy with the new guidelines under 

which they are supposed to receive the untied funds as most of them complained that there share 

has come down. Another problem that is confronted by the MOs is that the funds are not released in 

time and mostly they get these funds in the last month of the financial year and because of that the 

funds are not utilized properly. 

8. The untied funds have been used judiciously in both the CHCs. The untied funds have been used for 

repair of taps, installation of bulbs, and other minor repairs. CHCs have purchased various hospital 

items that include patient examination table, delivery table, BP apparatus, hemoglobino meter, 

copper –T insertion kit, instruments tray, baby tray, weighing scales for mothers and for newborn 

babies, plastic/rubber sheets, dressing scissors, stethoscopes, buckets, attendance stool, mackintosh 

sheet. Some amount of untied funds have been used for running water supply to hospitals, 

electricity, Adhoc payments for cleaning up the centers, purchase of consumables such as bandages, 

purchase of bleaching powder and disinfectants for use and repair/operationalising soak pits. 

Though there is some confusion on purchase of various items under untied funds but by and large 

the untied funds have been utilized on genuine items.   

9. There is a need of regular training and orientation to all those officials who are involved in fund 

management for the new guidelines which have been framed as per the recommendations of the 

Mission Steering Group (MSG). It is suggested that the funds should be released to all the health 

facilities preferably in the 1
st
 or 2

nd
 quarter of the financial year so that funds can be utilized 

properly. The involvement of VHSC members and PRI members should be increased in the 

decision making there is a need to make them more pro active in running the affairs of various level 

health facilities. There is need of systematic monitoring of the utilization of untied fund at all levels 

by the higher level health officials.  

 

 

8. HMIS Data Quality Issues in Sub Centers and Primary Health Centres of Ganderbal District of 

Jammu and Kashmir.  

The objective of the study was to understand the mechanism of recording of information of services 

delivered and its reporting and uploading and identify the HMIS data quality issues in Ganderbal district 

of Jammu and Kashmir. Main findings of the study are as follows: 

1. MCTS and ANC Registers are available. FMPHWs generally use MCTS register for preparing 

HMIS format and thus include some services which have not been provided by the facility. 

2. Recording of information pertaining to IUD, Condoms and Oral Pills seems to be a neglected area. 

Registers are generally not available or even if they are available they are not updated. Figures 

pertaining to condoms and Oral Pills are hypothetically reported. 

3. Almost all FMPHWs have no clarity between HMIS and MCTS. When HMIS reports are prepared 

from MCTS registers, this completely violates the concept of facility based reporting. 

4. Generally, services are not denied if the clients do not belong to the catchment area of SC/PHC. But 

facilities generally do not report such services because it is assumed that such services will be 
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reported by the facility with which the client is actually linked. This step has been taken to stop the 

duplication, but it is resulting in under reporting of services 

5. The 3
rd

 and 4
th

 ANC check up column in most of the cases was found to be blank in ANC/MCTS 

registers. ANM report that women after the 2
nd

 check-up generally visit a CHC/DH or other facilities 

and do not come to PHC/SC after the 2
nd

 ANC check up. But surprisingly all the visited facilities 

have reported that almost 80 percent have had 3
rd

 ANC check up from PHC/SC. The fact is that most 

of these women have visited a CHC/DH or a private facility for 3
rd

 and subsequent checkups. 

6. IFA was not available in most of the facilities visited by us but all facilities had reported some IFA 

cases. 

7. HB testing equipment was available in all SCs but HB tests are not conducted due to lack of training. 

Most FMPHWs report HB level from MCTS register, despite the fact most of these tests have been 

conducted at PHCs/CHCs/DH. Since the facilities where such investigations are conducted are also 

reporting it under HMIS, therefore HB indicators have the potential to get reported twice under 

HMIS. 

8. PHCs generally do not maintain the results of the HB tests conducted and there is therefore no 

record available with the PHC which they can use to fill up the HB indicators in HMIS format. 

Therefore, HB reporting (HB<11 and <7) is far from grassroots reality.   

9. SCs and PHCs have maintained registers for recording of deaths. But FMPHWs at SC and PHCs 

have a confusion that they have to report only those deaths that have taken place at the facility and 

therefore home deaths are not reported. 

10. All the problems identified above were discussed with the concerned health officials. Medical 

Officers and BPMUs were requested to bring these data issues into notice of all officials concerned 

with recording, reporting, uploading and monitoring and supervision of HMIS data so that remedial 

measures can be taken to rectify the data quality issues. They were also requested to issue uniform 

directions about reporting of services delivered to clients who do not belong to their service area. 

11. Overall, HMIS in the district has improved to a great extent after the district has shifted to facility 

based uploading of data. However, Block Programme Management Units need to carefully examine 

all HMIS formats for completeness, accuracy and examine all data validation issues and 

inconsistencies in reporting formats before uploading them and discuss them in the monthly 

meetings. They should also visit the SCs and PHCs in a phased manner and match the HMIS reports 

with the information contained in various registers. 

12. All the health facilities need to be encouraged to use HMIS data in planning, implementation and 

supervision of public health services. This will make the workers to realize the importance of good 

data quality. 

13. There is a need to sensitize the FMPHWs the difference between MCTS and HMIS. Workers 

generally report from MCTS which contains information about services received by the women and 

children from other facilities. This results in over reporting of services (duplication).  


