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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 

7 Javeed Ahmad Mir  Research Assistant 
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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 the 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 
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STUDIES COMPLETED DURING  

The Centre completed the following studies during 2014-15.  

S.No Title of Study 

1 Trends and Patterns of Antenatal, Natal and Postnatal Care Services in Jammu and Kashmir. 

2 Trends and Patterns of Child Immunization in Jammu and Kashmir. 

3 Monitoring of NRHM State Programme Implementation Plan 2014-15: Jammu & Kashmir: Case 

Study of Pulwama District 

4 Monitoring of NRHM State Programme Implementation Plan 2014-15: Jammu & Kashmir: Case 

Study of Doda District 

5 Monitoring of NRHM State Programme Implementation Plan 2014-15: Jammu & Kashmir: Case 

Study of Kupwara District 

6 Monitoring of NRHM State Programme Implementation Plan 2014-15: Jammu & Kashmir: Case 

Study of Kathua District 

7 Monitoring of NRHM State Programme Implementation Plan 2014-15: Jammu & Kashmir: Case 

Study of Ganderbal District 

8 Monitoring of NRHM State Programme Implementation Plan 2014-15: Jammu & Kashmir: Case 

Study of Leh District 

9 Monitoring of NRHM State Programme Implementation Plan 2014-15: Jammu & Kashmir: Case 

Study of Baramulla District 

10 Monitoring of NRHM State Programme Implementation Plan 2014-15: Jammu & Kashmir: Case 

Study of Udhampur District 

11 Monitoring of NRHM State Programme Implementation Plan 2014-15: Jammu & Kashmir: Case 

Study of Budgam District 

12 Monitoring of NRHM State Programme Implementation Plan 2014-15: Jammu & Kashmir: Case 

Study of Kargil District 

13 Monitoring of NRHM State Programme Implementation Plan 2014-15: Jammu & Kashmir: Case 

Study of Bandipora District 

14 Monitoring of NRHM State Programme Implementation Plan 2014-15: Jammu & Kashmir: Case 

Study of Ramban District 

15 Evaluation of the Accredited Social Health Activist (ASHA)Scheme in Jammu and Kashmir. 

16 HMIS Data Quality Issues in Sub Centers and PHCs in Jammu and Kashmir.   

 

STUDIES NOT COMPLETED  

The following studies initiated during 2014-15 could not be completed and will be completed during 2015-16. 

S.No                                          Title of Study 

1 A Study of Functioning of Facility Based New Born Care Units in Jammu and Kashmir. 

2 HMIS Data Quality Issues in CHCs and District Hospitals in Jammu and Kashmir. 
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STUDIES DROPPED 

The following study initiated under annual action plan 2013-2014 was dropped due to the non release of 

funds by the sponsoring agency. 

S.No Title of Study 

1 Implementation of JSSK and its impact in promoting Reproductive and Child Health Services in 
Jammu and Kashmir. 

 

SUMMARY OF STUDIES COMPLETED DURING 2014-15 

1. Trends and Patterns of Antenatal, Natal and Postnatal Care Services in Jammu and 

Kashmir. 

The main objective of the present study is to examine the trends in antenatal, delivery and postnatal care in 

Jammu and Kashmir at district level. In this process we also aim to examine the authenticity, consistency  

and  uniformity  of  HMIS  data pertaining to some selected maternal health during the last four 

years (2010-11,  2011-12,  2012-13 and 2013-14). Main findings of the study are: 

1. ANC registration is not consistent with expected number of pregnancies in some districts of J&K 

particularly the capital districts of Srinagar and Jammu. Since, ANC registration is used as the 

denominator for the calculation of most ANC indicators, therefore, ANC estimates in HMIS are lower 

than the NFHS-3, DLHS-4 and CES estimates.  

2. NFHS-3 estimate of 3 ANC checkups are higher than HMIS by about 15 percent. This difference is 

also due to over reporting of ANC registration in HMIS than any real decline in 3 ANC checkups. 

Districts located in Kashmir valley have generally reported a high level of 3 ANC checkups than the 

districts located in Jammu division.  

3. HMIS data shows that less than half of pregnant women in J&K during each of the last four years have 

received second or Booster dose of TT vaccination. TT2 coverage in the State has declined by 5 

percentage points during 2010-2014 and this decline is not uniform across districts.  

4. IFA coverage in the State has declined by 48 percentage points during the last four years. This decline 

in IFA coverage is due to shortage of IFA tablets in all health institutions in the State.  

5. As per HMIS, only 41 percent of the women registered for ANC services are reported to have 

delivered a baby in the State. The main reason for low rate of reported deliveries to ANC 

registration is over reporting of ANC registration and under reporting of deliveries. Most of the 

deliveries at private institutions and home deliveries are not reported under HMIS. Further, the 

State Maternity Hospitals and District Hospitals also do not properly report all the deliveries.  

6. The HMIS data shows that 85-90 per cent of the reported births during 2011-14 took place in health 

facilities. This is slightly higher than the Coverage Evaluation Survey figure of 71 percent during 

2008-09. There are striking variations across different districts as regards the proportion of births 

taking place at health institutions. The highest improvement of 30 percentage points has been reported 

by Kargil followed by Budgam, Bandipora, Udhampur, Poonch and Doda.  



5 
 

7. The proportion of safe deliveries has consistently increased during the last four years from about 85 

per cent in 2010-11, and 89 per cent in 2011-12 to 91.3 per cent in 2013-14. Only 27 percent of births 

delivered at home have been visited at home by a health worker/ANM or ASHA in the State 

during 2010-14. This percentage has improved marginally 2-3 percentage points during 2010-

2014.  

8. Currently, 29 percent of births in public health facilities and 85 percent of the deliveries in Private 

hospitals are delivered through C-section. The percentage of C-section deliveries in the State has 

increased from 16 per cent in 2010-11 to 33 per cent in 2013-14. C-section deliveries generally have 

increased in the districts located in Kashmir and have remained static in most districts of Jammu 

region.  

9. HMIS data shows that PNC has increased in the State by 14 percentage points during 2010-2014 

and most of this improvement has been recorded during 2010-2012. Srinagar has recorded the 

lowest PNC rate of 18 percent. This seems to be surprising given the fact that most of the reported 

deliveries are C-section deliveries. Thus PNC within 48 hours seems to be grossly under reported 

under HMIS in Srinagar district. 

10. Percentage of newborns weighed at birth has increased from 70 percent in 2010-11 to 86 percent 

during 2012-13 but has declined to 81 percent in 2013-14. Anantnag, Leh, Ganderbal have 

recorded almost 100 percent weighing of newborns. Among the children who are reported to have 

been weighed and for whom birth weight information is recorded, 8 percent of the births are 

reported less than 2.5 kilograms during 2013-14. The high proportion of low birth weight babies in 

Srinagar is somewhat surprising and there is a need to investigate this issue to find out whether 

Srinagar really has this problem or it is the result of a HMIS data quality issue.  

11. Based on the analysis it was observed that HMIS data has a lot of coverage and quality issues. 

Though, the coverage and quality of HMIS data has improved in some districts but in some 

districts it has not yet improved. Therefore, HMIS data in its present form can neither be used for 

any fruitful research to analyse the spatial pattern of the performance of RCH indicators nor for 

any use in micro-level planning, programme implementation and effective monitoring. Therefore, 

there is a need to improve the HMIS data quality before it is used for micro-level planning, 

programme implementation and effective monitoring.   

 

2. Trends and Patterns in Child Immunization in Jammu & Kashmir State. 
 

The main objective of the present study is to examine the trends in child immunization in Jammu and 

Kashmir at district level. In this process we also aim to examine the authenticity, consistency  and  

uniformity  of  HMIS  data pertaining to child immunization during the last four years (2010-11,  

2011-12,  2012-13 and 2013-14). The main findings of the study are: 

1. Proportion of live births to total deliveries in the State increased from 83 percent in 2010-11 to 99 

percent in 2013-14.. Highest improvement in live births taking place was found in district Baramulla 

in Kashmir division and district Udhampur in Jammu division.  

2. The weighing of the newborn babies at birth in the State has improved from 71 percent in 2010-11 to 

81 percent in 2013-14.  
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3. The OPV-0 dose is still missing at least among 9 percent of the infants during the year 2013-14 in the 

State. The figures for district Srinagar seem to be unrealistic as 1173 percent of the children in the 

district are reported to have been given OPV-0 during 2010-11 and 104 percent in the year 2013-14. In 

district Leh the OPV-0 dose shows an increase of 55 percentage points from 35 percent in 2010-11 to 

91 percent during 2013-14. In district Kargil there has been also an increase of 33 percentage points 

during the same period.  

4. There are huge inconsistencies in the data regarding live births and BCG dose. The HMIS data shows 

large number of BCG doses than the live births. The BCG percentage was 150 percent during 2010-11 

and 110 percent during 2013-14. In district Leh, 33 percent of infants have missed BCG during the 

year 2013-14.  

5. The dropout rate between DPT-I and DPT-III was estimated at 0.4 percent during the four years in the 

State.  

6. There are also huge inconsistencies in the data between BCG and Measles dose. The HMIS data shows 

large number of Measles doses than BCG doses during the four years. This percentage was 150 

percent during 2010-11, 128 percent in 2011-12, 108 percent in 2012-13 and 110 percent in 2013-14.  

7. Lastly the HMIS data shows an increasing trend of drop-out between BCG and Measles during the 

reference period in the State. This drop-out rate between BCG and Measles was 0.1 percent in 2010-11 

which reached to 6 percent in the year 2013-14. However, 14 districts have reported more Measles 

doses as compared to BCG. One of the possible reasons for this is that Measles was considered to be 

indicator for full immunization and ASHAs were given incentives on the basis of Measles coverage 

and this has resulted in higher reporting of Measles in most of the districts. 

 

3.    Monitoring of National Health Mission State Programme Implementation Plan-

2014-15: Jammu & Kashmir 

 
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 the State. The present study was conducted in 12 districts 

namely, Pulwama, Kupwara, Ganderbal, Baramulla, Bandipora, Budgam, Doda, Kathua, Udhampur, Leh, 

Kargil and Ramban. In each district information was collected from the office of Chief Medical Officer, 

District Hospital, 1 Community Health Centre, 1 Primary Health Centre, and 1 Sub Centre. We also 

conducted some exit interviews at each of these health facilities.  District wise main findings of the study 

are as follows: 

 

Pulwama 

1. NRHM support has lead to improvement in human resource, infrastructure, drugs and funds 

availability.  

2. Institutional deliveries have improved and 98 percent of the deliveries take place at institutions. 

Referrals from district hospital and CHC to LD Hospital have experienced a decline.  

3. SNCU has been made operational in the district but due to the non availability of staff, it provides 

services during day hours only. Similarly, NBSUs established at CHC Tral is non functional due to 
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lack of manpower and space. Consequently, referrals of neonates from DH or CHC to GB Pant 

Hospital have not declined.  

4. Free entitlements (medicines, diet, and referral transport and user charges) under JSSK are provided as 

per the guidelines.  

5. ARSH clinic functions in District Hospital but its performance was found to be poor. No outreach 

camps have been organized by ARSH clinics. It is suggested that ARSH Counselor can at least visit 

some villages with RBSK team to council adolescents. 

6. RBSK teams have started screening of children, but due to the non establishment of DEIC, teams find 

it difficult to manage the referrals. There is a need to establish the DEIC in the district. 

7. 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 its improvement.  

 

Doda 

1. Seventy seven percent of regular positions of Medical Officers and specialists in the district are 

vacant. Due to the shortage of doctors, huge proportion of patients is referred to tertiary care hospitals 

in Srinagar/Jammu. There is therefore a need to address the shortage of specialist doctors in the DH 

and CHC.  

2. NRHM support has lead to improvement in human resource, infrastructure facilities, drugs and fund 

availability. Though this has resulted in an increase in OPD services, however, these health institutions 

have a capacity to provide more services but presently the services available at CHC, PHC and SC 

seem to be underutilized. 

3. The blood bank of the district hospital was registered some years back and subsequently manpower 

posted in it has been shifted to some other units of the hospital and consequently, this blood bank has 

become almost non-functional. 

4. Institutional deliveries have improved and 60 percent of the deliveries take place at institutions. C-

section deliveries are not conducted at CHC Bhaderwah due to the non availability of Gynaecologists.  

5. PHC Bhalla and SC Khellani were identified to work as delivery points but these institutions have not 

conducted the normal deliveries and the equipment provided to these institutions is rusting.  

6. Medicines, diet, and referral transport is freely provided under JSSK. Out of pocket expenditure on 

institutional deliveries has reduced to a great extent. 

7. All the women reported to have received JSY incentive. But due to delay in releases of JSY funds, 

women have to make frequent visits to DH/CHC/Banks to get the payments.  

 

Kupwara 

1. Health facilities have experienced delays in release of funds under NRHM and staff working under 

NRHM is not getting salaries in time. This has seriously affected the service delivery at various 

facilities where NRHM staff is posted.  

2. The trainings have been organised for various categories of staff in the district but when we checked 

the skill of ANMs only a few had good knowledge of HBNC, IMNCI and partograph.  

3. There is a lot of variation between the rates of drugs and consumables approved by the DPC and LPC 

and the rates approved by the DPC are usually higher than LPC rates. 
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4. Institutional deliveries have improved and 97 percent of the deliveries take place at institutions. 

Referrals from DH and CHC have not yet witnessed any major decline due to the non availability of 

adequate number of Gynaecologists. 

5. Due to the irregular/late release of funding, JSSK is not properly implemented in the district. Other 

than free referral transport, hardly any services are provided free under JSSK.   

6. Home to facility and drop back facility is not ensured in majority of the cases.  

7. MMU has examined about 8500 patients during April-September, 2014. It did a commendable job 

during September 2014 floods as more than 2500 patients were examined through the MMU. This 

shows that if used effectively MMU has a lot of potential to meet the health care demand of the district 

particularly in far flung areas. 

8. Referral mechanism under RBSK and coordination is currently a week area and 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.  

9. Despite shortage of manpower, NCD clinic and day care chemotherapy unit at DH Handwara has done 

exceptionally good work during 2012-2015.  

 

Kathua 

1. NRHM support has lead to improvement in human resource shortage of doctors but and specialists 

from regular side at DHs and CHCs is seriously affecting health care delivery system in the district.   

2. The non availability of proper teaching faculty and other infrastructural support in ANMT School is 

adversely affecting the quality of training being imparted in the ANMT School. The school building as 

well as the Hostel is in dilapidated conditions and both needs major repairs.  

3. IFA coverage has declined from 51 percent in 2013-14 to 33 percent in 2014-15. The supply and 

distribution of IFA has suffered due to decentralization of IFA procurement at local level.  

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

Level Drug Testing laboratory on random basis. Consequently all drugs are 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. Institutional deliveries have improved and 71 percent of the deliveries take place at institutions. 

Referrals from DH and CHC to Jammu based institutions have not yet witnessed any major decline 

due to the non availability of adequate number of Gynaecologists. 

6. 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.  

7. 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.  

8. SNCU at DH and NBSU at CHC Hiranagar have been made operational but due to lack of manpower, 

services of these units are grossly underutilized.  

9. HBNC kits have not been provided to ASHAs and therefore they are unable to carry out effectively 

HBNC visits.  

10. SNCU at District Hospital and NBSUs at CHC are functional but due to lack of adequate manpower, 

these units are unable to meet the demand of neonatal services and very sick new borns are still 

referred to Jammu and Srinagar. 
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11. The supply of IFA, Vitamin-A and Zinc is inadequate and irregular.  

12. The immunization coverage in the district is low despite the fact that HMIS shows a high coverage. 

 

Ganderbal 

1. Health infrastructure is a serious issue particularly for DH as the new building for the hospital is still 

under construction and has missed many deadlines for handover.  

2. The labour room and OPD for ANC is functioning in extreme unhygienic conditions at Kangan as the 

60 bedded MCH hospital at Kangan is still under construction.    

3. The availability of infrastructure at PHC and SC level is inadequate to meet the growing demand of 

patient care and service delivery. 

4. The DH has not yet been provided the requisite staff and is still working with staff that it had when it 

was a CHC.  

5. SNCU has not been established in the District Hospital. NBSU at CHC also does not have requisite 

staff.  

6. Home to facility transport for women under JSSK is not provided to most of the women in the district. 

Free diagnostic facilities are provided but the records pertaining to tests conducted in different labs are 

not maintained properly.  

7. The MDR/IDR is a neglected area as its meetings do not take place on a regular basis.  

8. Prescription audit for drugs and diagnostic tests is not taking place in the district at any level.  

9. There are some backlogs of JSY (both for beneficiaries and ASHAs) as the funds for the same are not 

released in time.  

10. The child immunization is taking place at various facilities but BCG vial is opened only when the 

number of infants is 7-8 and there is an apprehension of drop-out for BCG.   

11. The number of immunization days in a month is limited and provision of all doses of immunization is 

not available at all the facilities. 

12. There is an acute shortage of staff for various disease control programmes in the district. 

 

Leh 

1. There is a dearth of doctors and specialists both under NRHM and from the regular side in the district 

as most of the doctors engaged under NRHM leave the job because of the severe climatic conditions 

and difficult topography of the district.  

2. There are only 36 sanctioned positions of ANMs under NRHM in the district against the requirement 

of 123 ANMs in SCs.  

3. ANC, PNC and immunization services are available at SC and PHC but women still prefer to visit the 

DH and CHCs for such services. There is a need for an effective BCC campaign so that this trend is 

reversed.  

4. All the ASHAs have not yet received any training for module-6 and 7 and quality of HBNC kits 

provided to ASHAs in the district was found poor. 

5. ASHAs are not well aware about all components under which they are entitled for incentives and as 

such most of these components were found neglected.  
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6. JSSK has 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 need to be kept in proper shape. 

7. Transport facility under JSSK is a neglected component as most of the women do not get transport 

facilities under JSSK in the district.  

8. Ready to eat diet is provided to all women who deliver at various health facilities in the district.  

9. SNCU does not have all medicines which are needed by the inpatients and the parents have to buy 

some medicines from the market. 

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

11. The child immunization is taking place at various health facilities but BCG vial is opened only when 

the number of infants is 7-8..  

12. Staff and sufficient funds for various disease control programmes (communicable as well as non-

communicable) should be provided to district for effective implementation. 

13. There are some serious misconception/duplication about reporting and recording of HMIS data among 

the stakeholders in the district at all levels.  

14. Leh being a hilly district (remains snow-bound and cut-off for atleast 4 months) need special treatment 

regarding the allocation of funds and their release in time so that all the requisite activities can be 

taken in time and utilization of funds can be made properly and efficiently.  

 

Baramulla 

1. In gross violation of the set guidelines the ANMs engaged under NRHM have been transferred or 

attached to other places from their respective positions. 

2. There are attachments of various medical and para medical staff at various levels in the district. 

3. Due to non-availability of manpower C-section deliveries are not performed during nights at CHC 

Pattan.  

4. Toll free number for availing transport facility under JSSK is not operational at any level. Transport 

facility for pregnant women under JSSK is a neglected area however referral transport is generally 

provided to all women. Meals are not provided to all women who deliver at CHC and PHC. 

5. SNCU is without a pediatrician and NBSU also has shortage of staff and therefore most of the infants 

are still referred to GB Pant Hospital Srinagar. 

6. No medical officer is posted at PHC Gund Qasim. 

7. HBNC kit has not been provided to ASHAs in the district and they are not able to do HBNC visits.  

8. RBSK has created a demand for services in health facilities but due to non availability of DEIC, this 

increasing demand for health care is not met properly. 

 

Udhampur 

1. There is a dearth of doctors in the district from both regular as well as from NRHM side and because 

of it patient care is not done properly. There is dearth of gynaecologists at all levels. No medical 

officer is posted at PHC Sudh Mahadev. 

2. CHC Chenani is still functioning in old building as the new building has not been yet handed over to 

authorities. 
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3. Transport facility for pregnant women under JSSK is a neglected area as very few women get this 

facility in the district.  

4. No toll free number for availing transport facility under JSSK is operational at any level in the district. 

5. District Hospital is not providing meals to all the women under JSSK.  PHC Sudhmahadev also does 

not provide free meals under JSSK. 

6. 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 because of shortage of manpower and 

staff. This puts both the mother and the baby at risk. 

7. Both the SNCU at District Hospital and NBSU at CHC Chenani are not functional due to the non 

availability of required human resource. A MO is looking after the SNCU during day time and 

therefore these units have neither been in a position to provide adequate services nor stop referrals. 

8. HBNC kit has not been provided to ASHAs in the district. 

9. NCD clinic has been established in District Hospital but it does not have adequate funds to provide the 

services. 

10. HMIS Training is not a regular feature and the newly inducted human resource has not attended any 

training course on HMIS/MCTS and consequently there is a lot of confusions among these new 

recruits. 

 

Kargil 

1. District Kargil has acute shortage of medical officers and specialists as only 39 percent posts are in 

position. During winter months many patient experience a premature death due to the non availability 

of doctors and road connectivity problem to Srinagar. Recruitments made NHM have helped the 

district in filling the gaps in human resource. However, funds under NHM are not released in time.  

2. The district has a registered Blood Bank but it also has shortage of manpower and equipment. 

3. The essential drug list is not updated. The supply of drugs is inadequate as all the health facilities 

reported shortage of drugs.  

4. Ninety-two percent deliveries are conducted at public health facilities. However, C-section deliveries 

are conducted at district hospital only.   

5. SNCU and NBSUs are functional in the district, but due to shortage of human resource they are facing 

difficulties in smooth functioning.   

6. Toll Free number for availing free transport facility under JSSK is operational in the district. Free diet, 

medicines and diagnostics are provided to all the pregnant women under JSSK. Our interaction with 

women in IPD/OPD revealed that they purchased some medicines from the market at the time of 

delivery.   

7. RBSK has created demand for services at health facilities, but due to lack of supply of medicines and 

non availability of funds such demands are not full filled instead extra load has been shifted on normal 

supply of medicines received by the health facilities.  

8. The MDR/IDR was found to be one of the weakest areas in the district which could be improved 

further. No review meetings are held. 

9. The immunization coverage in the district has improved but there is still scope for improvement.   

10. Biomedical Waste Management at all levels needs to be strictly implemented.   

11. Line-listing of severe anaemia cases is not practiced in any of the health facilities.  
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12. HMIS and MCTS have improved in the district to a great extent. Monitoring from DPMU/BPMUs is 

lacking.  

 

Bandipora 

1. The DH and the CHCs in the district have shortage of medical staff (37 percent) and paramedical staff 

(42 percent) in its health institutions. Consequently, a large proportion of patients from the district are 

referred to territory hospitals. Under NHM there are still 33 percent posts which are vacant..  

2. The DH has no registered Blood Bank which affects seriously trauma section of the hospital.  

3. The essential drug list is not updated. 

4. Ninety-four percent deliveries take place at public institutions. C-section deliveries are conducted at 

DH and CHCs during day time only.  

5. SNCU and NBSU at DH and CHC are not functional due to shortage of space and manpower.  

6. JSSK is not fully implemented. Toll Free number is operational in the district. Due to shortage of 

ambulances transport facility from home to facility is not provided. Our interaction with pregnant 

women revealed that all medicines and tests are not provided under JSSK.   

7. JSY payments are pending for the year 2013-14 and 2014-15. 

8. In absence of supply of drugs and funds RBSK has created extra load on normal supply of medicines 

for the health facilities. Computerized inventory management in the health facilities need to be 

prioritized.    

9. The immunization coverage in the district has improved and can be improved by ensuring timely 

supplies and strong IEC.  

10. Biomedical Waste Management is poor in the district.  

11. Line-listing of severe anaemia cases is not practiced in most of the health facilities. HMIS and MCTS 

have improved in the district to a great extent.  

 

Ramban 

1. The district hospital and CHCs are under staffed. Sixty-five percent positions of medical officers and 

39 percent of Para-medical staff are vacant in the district. There are 33 percent posts vacant under 

NHM. The funds under NHM are not released in time.   

2. Trainings have been organised in the district for various categories of health staff. But the quality of 

training was reported as poor by the health workers. 

3. The DH has not a fully established Blood Bank. Generally, all patients who need blood transfusion 

have to arrange a donor themselves. The essential drug list is not updated.  

4. Institutional deliveries have improved marginally and currently 71 percent of the deliveries take place 

at public health institutions.   

5. The SNCU at the DH is not functional. The NBSU at the CHC partially functional due to non 

availability of doctors and staff nurses.  

6. Almost all the diagnostic facilities are freely available under JSSK at DH and CHC. USG is done only 

once a week at the DH/CHC. Referral transport is an issue. Sometimes private vehicles are hired by 

the health facilities to refer the patients. Free diet is provided but all medicines are not provided to the 

beneficiaries.  
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7. A MMU has been made available to the district but it was found that its services have not been utilized 

because the district does not have the required roads for movement. It is suggested that this MMU be 

shifted to some other suitable district which has proper roads and some alternative vehicle be provided 

to Ramban which suits its topography and road conditions. 

8. Fifty percent SCs are functioning in rented buildings.  

9. The reporting of MDR/IDR was found satisfactory in the district. 

10. The immunization coverage in the district has improved.  

11. Biomedical Waste Management need to be strictly implemented as per guidelines.   

12. Line-listing of severe anaemia cases is hardly practiced in most of the health facilities.   

13. Referral mechanism under RBSK and coordination is a weak area. The cost estimation and approval 

for referral cases is somewhat complicated and needs to be simplified.   

 

Budgam 

1. Forty percent posts of doctors and 20 percent posts of para medical staff are lying vacant. While as 

PHCs are excessively troubled with lack of lady doctors. Under NHM most of positions are filled but 

there are still 11 percent posts lying vacant.  

2. Eighty-four percent of the deliveries take place at public health institutions. C-section deliveries are 

not conducted at DH and CHC Khan Sahib on 24x7 bases.  

3. SNCU is functional at DH and NBSU at CHC but both are facing manpower problems. 

4. Toll Free number is not operational in the district. Free entitlements (medicines, diet, and referral 

transport and user charges) under JSSK are provided to the beneficiaries. Cooked food is not provided 

at CHC.  

5. Staff quarters are not available in the district. CHC Khan Sahib has two residential quarters, which are 

occupied by SDPO Budgam. Eighty four percent SCs are in rented buildings. 

6. Essential Drug List is maintained and displayed in all the health facilities. 

7. The MDR/IDR was found as one of the areas in the district which could be improved further.  

8. The immunization coverage in the district is not as high as it is shown by the HMIS data. More efforts 

are needed to improve the immunization in hilly and remote areas and particularly among the ST 

population.  

 

4. Evaluation of the Accredited Social Health Activist (ASHA) Scheme in 

Jammu and Kashmir  
The broad objectives of this study are to evaluate the roles, responsibilities, functions, knowledge, trainings 

and impact of the Accredited Social Health Activist (ASHA). This exercise was taken in 12 districts of the 

Jammu and Kashmir State. As the Mission has identified ASHA as an effective link between the 

Government and the poor pregnant women and ASHA has been assigned the duty to identify beneficiaries 

and facilitate receipt of adequate antenatal, natal and postnatal care. The study was conducted in 12 PIP 

districts. The main findings of the study are: 

1. There is no set procedure for the selection of ASHAs and selections are based on personal, political 

and bureaucratic considerations. About 15 percent of ASHAs did not fulfill one or the other 
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requirement for becoming an ASHA because they were either over age, had not studied up to 8th 

standard or were not residents of the village.  

2. Overall 11 percent ASHAs have not received the drug kits in the State and more than one half of the 

ASHAs said that drug kit does not contain all the required items, and 54 percent ASHAs reported that 

the drug kit has never been replenished.  

3. Though there is a well defined list of activities that an ASHA worker has to perform but majority of 

the ASHAs are s not fully aware of the roles and responsibilities.  

4. The distinct roles and responsibilities are not clearly communicated between the ASHA, ANM, and 

AWW, to avoid overlap.  

5. There is a need to decentralize the Induction training to the district/block level to ensure that all newly 

appointed ASHAs receive training before working in the field as it was found that all the ASHAs have 

not received various trainings in the State.  

6. A full-time training structure need to be implemented in order to ensure that there are no gaps in 

training in the State.  

7. It is the need of the hour to condense ASHA training modules to a shorter, concise version, given that 

ASHAs are currently not able to digest the amount of information conveyed in these books and 

provide ASHAs with pictorial job aids for each key health topic that is easily transportable to help 

ASHAs during their activities in the field.  

8. The State has taken some initiatives regarding the incentives and their payment to streamline this 

process. The state is transferring all the incentives to ASHAs through e-banking, have listed about 20 

activates for which ASHAs are eligible for incentives.  

9. All the ASHAs have been provided with identity cards and uniform.  

10. ASHA Grehs have been established at DHs and some CHCs so that they have a comfortable place to 

stay when they accompany their patients for institutional delivery.  

11. Though the State has identified ASHA Facilitators for supervision and monitoring of the working of 

ASHAs but there effective presence was missing in the field.  

12. The State has disengaged many ASHAs from the system on non-performance basis but still there is a 

good number of ASHAs who do not work properly and do not provide necessary services to the 

beneficiaries.  

13. The overall supervision need to strengthen at all levels so that quality services are given to 

beneficiaries through ASHAs.  

14. Since ANMs have a critical working relationship with ASHAs, it is also imperative that they be 

sanitized and provided support to make this relationship an effective one, both in terms of data 

reporting as well as task defining.  

 

5. HMIS Data Quality Issues in Sub Centers and PHCs in Jammu and 

Kashmir.   

The objectives of the study are to identify the problems in the system of record maintenance of services 

delivered at health institutions in Srinagar and Ganderbal districts. 
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1. BPMUs sometimes resort to fudging of information at the time of uploading. This is substantiated by 

the fact that there is hardly a facility where HMIS figures reported in HMIS formats match with what 

has been uploaded on HMIS web portal. 

2. MCTS and ANC Registers are available. But almost all FMPHWs have no clarity between HMIS and 

MCTS. FMPHWs generally use MCTS register for preparing HMIS format and thus include some 

services which have not been provided by the facility.  

3. Facilities generally do not report services provided to clients who do not belong to the catchment area 

of the facility. They assume that such services will be 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.  

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

5. The 3rd and 4th ANC check up column in most of the cases was found to be blank in ANC/MCTS 

registers. ANM report that women after the 2nd check-up generally visit a CHC/DH or other facilities 

and do not come to PHC/SC after the 2nd ANC check up. But surprisingly all the visited facilities 

have reported that almost 80 percent had 3rd ANC check up from PHC/SC. The fact is that most of 

these women have visited a CHC/DH or a private facility for 3rd and subsequent checkups. 

6. IFA was not available in most of the facilities visited by us. Most of these facilities had irregular or no 

IFA supply.  Due to the irregular supply, IFA is provided in instalments and each instalment is 

reported as 100 IFA given.  

7. HB testing kit is available in some SCs but HB tests are not conducted due to lack of training. Most  

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

record available with the PHCs 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. Full Immunization reporting is another area of concern. Facilities generally report number of cases 

received Measles as the number of fully immunized children. This leads to over reporting of fully 

immunized children. 

10. Death reporting is poor at SCs and PHCs. Registers are maintained but FMPHWs at SCs and PHCs 

have a confusion that they have to report only those deaths that have taken place at the SC. This results 

in under reporting of deaths.  

11. All the problems identified above have been 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. The 

health officials have assured that they will address all these issues. 

 

Other Activities 

1. Bashir Ahmad Bhat, “A Study of Involvement of Men in Reproductive Health in Jammu and 

Kashmir-India” Maternal and Child Health in India- Policies and Challenges, Book Well Publishers, 

New Delhi, 2015. 
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