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Developing District Health Action Plan in Rajasthan*
The background:
Rajasthan is the largest State in India.  It has a land area of 320,000 sq kms, in which 41,000 inhabited villages and 222 urban agglomerations are folded into thirty-two districts. These districts are the administrative units for delivering all public services by the State.  A typical district in Rajasthan has a population between two to three million scattered in approximately one thousand villages.  These villages are clustered in rural development blocks whose number varies between four and fourteen depending on the size of the district.  Due to low density of population in Rajasthan combined with difficult topography of half-desert-and-half-hills, access to many of the villages remains difficult.
Rajasthan as a state came in existence between 1947 and 1956 by amalgamating many small kingdoms.  State had to inherit a large volume of socially backward population left behind by the feudalist culture of such kingdoms. This led to a colossal challenge for the development planners. Eventually public systems created for developing health services had to struggle long.  State seems to be passing through a transition before it could establish an effective health care delivery system.
The Conceptual Framework:
Public health services including medical care to the villagers is delivered through a network of CHC-PHC-Sub centers.  In urban area, variety of hospitals combined with dispensaries is responsible to deliver medical care. Fairly large number of facilities of Indian system of Medicine also exists in cities and villages.  Health Manpower deployed throughout these facilities is also expected to contribute to more then one-and-a-half dozen national health programs in vogue.  
With enhancing knowledge on effective delivery of public services, it is now a well accepted fact that ‘decentralized planning’ is the core element in enhancing the pace of development.  Health sector around the world has incorporated this as a strategic move to enhance the quality of services being delivered through public health facilities in particular.  In this background, initially RCH-2 Project in India and subsequently National Rural Health Mission (NRHM) envisaged the development of District Action Plan (DAP) to achieve the timely results envisaged in the missionary approach.  NRHM guides the States to evolve DAP for each district for the period of 2005-2012.   Such Plan should have been prepared for half of the districts of each State by 2007 and for all the districts of the State by 2008.

------------------------------------------------------------------------------------------------------------ 
Case written by Dr.Shiv Chandra Mathur, Professor of Preventive and Social Medicine, SMS Medical College, Jaipur-302004, India. 
A district level officer designated as C.M. &H.O. is responsible for organizing the delivery of health services in the assigned district.  It is the Doctors who serve in peripheral facilities for more then two decades (exclusively playing the role of clinicians), who gets promoted as C.M. &H.O. Given the background of the career of C.M. &H.O., they have always depended heavily on the State authorities for direction and have hardly planned the delivery of health services at their own.
The Story of the Case:
Government of Rajasthan is implementing RCH Project since it was launched by the Government of India in 1997-98.  Based on experience of implementing RCH Project for 
initial six years, it was thought of carrying it on as a second phase (RCH-2). Before developing project implementation plans for RCH-2, the success and failures of first phase of the project were thoroughly reviewed.  It is to do away the bottlenecks faced in implementing the first phase that planners of the second phase strongly recommended implementing RCH-2 on the basis of DAP.

Picking up from the advocacy of DAP for RCH-2, the field office of UNICEF in Rajasthan succeeded in persuading the State Government to develop the plans for selected districts. It was agreed between UNICEF and Government of Rajasthan that DAP of eight districts as a pilot will be developed.  UNICEF identified Social Policy Research Institute (SPRI) – NGO located in Jaipur – to execute this task. Eight districts identified were Baran. Barmer, Bikaner, Dungarpur, Jaisalmer, Jaipur, Jhalawar, and Nagore.   UNICEF and SPRI entered in a memorandum of understanding on 28th April 2005.  UNICEF directly funded the SPRI for developing DAP’s @ Rs. one lakh per district.        

A format was given to SPRI which envisaged the collection of data on topography, demography, socio-economic profile, status of health facilities, inputs required and process to be followed in executing health programmes in the district.  DAP were to elaborate the input-process-output for the year 2006-07 with a focus on outcome for RCH-2.  SPRI evolved the working plans on the basis of their interactions with stakeholders at the district level and by organizing workshop in one block each in the identified district.  Incidentally, these processes set the pace for developing DAP in the NRHM .which was yet to arrive!  
NRHM was launched by the Government of India in middle of May 2005.  It formally began in Rajasthan on 31st May 2005 when Chief Minister of the State inaugurated it. Subsequently the “Frame-Work for Implementation of NRHM” was received by the State Government.   The later lucidly illustrated the formation of State Rural Health Mission; a project management unit at state level (SPMU) and a project management unit in each district (DPMU).   The framework also underlined the need for constituting ‘Village Health and Sanitation Committee’ (VHSC) at the most peripheral level.  
It was implicit in the directions generated through framework of NRHM that VHSC will be responsible for the Village Health Plan.  Then Block/ CHC level monitoring and planning committee will compile the village plans to evolve the Block Health Plan.  The District Level Health Mission will have a health monitoring and planning committee responsible for providing overall guidance and support to the planning process. Eventually all the block plans will be compiled at District level. Draft plan so formulated by District Health Team will be presented for discussion to the stakeholders at district and state level before starting its execution.
Government of India in its directions to the States made a provision of rupees Twenty Lakhs per district for survey, workshops, studies, consultations, orientation in the process of preparation of District Health Action Plan.  Thus State received Rs. 160.00 lakhs for preparation of District Action plan for 16 District in the first instance from GoI in 2005-06. In compliance of this communication, process for hiring the technical support agency/NGO for preparation of district Action Plan was initiated.
At this juncture, SIHFW-Rajasthan (which is an apex level autonomous training and research institute) responded to the State Government’s initiative  by submitting a  proposal to utilize the potential of newly created DPMU in developing the DAP. It may be specified at this juncture that each DPMU is a team of six professionals including a Project Manager, an Accounts Manager, a data Analyst, RCHO, and a Dy.CM&HO (FW) under the leadership of a C.M. &H.O.  These units were created by drawing in managerial expertise from open markets to enhance the capacity of District Health Systems of the State. Once the DPMU were formed, these units were called at state level (SIHFW) for a training of four days with a focus on team building and maximizing the efficiency of health systems at district level and below.  SIHFW-R was further prepared to undertake orientation of all members of DPMU throughout the State to elicit their contribution and full involvement in planning process at district level.  
State Government in its turn was keen to utilize the funds of worth Rs.1.6 crore directly for developing the DAP.   Thus a call for expression of interest with proposals from NGOs/ Technical support agencies was sought through an advertisement given in the State and National Level newspapers in October 2005.  
Advertisement specified the Terms of Reference (ToR) for Preparation of District Action Plan from experienced professional Non-Government Agencies to prepare the DAP for twenty-four district viz. Alwar, Ajmer, Bharatpur, Bhilwara, Bundi, Banswara, Chittorgarh, Churu, Dholpur, Dausa, Hanumangarh, Kota, Karauli, Jalore, Jhunjhunu, Jodhpur, Rajsamand, Pali, Sikar, Sri Ganga Nagar,  Sirohi, Sawai-Madhopur, Tonk, and Udaipur districts.  This implied that eight districts earlier assigned to SPRI through UNICEF support were excluded. 
It was specified that DAP will be prepared in consultation with concerned District officials and State officials, for a period of five years from 2005-06 to 2009-10.  In first four years action plan, the objective should be based on input and process indicators and in last year’s objectives should be based on outcome indicators.   Clear specific time bound result based outcomes will be narrated in the plan.  Plan will be prepared with detailed log frame. Activity plan with budget will be prepared in given time line of 4 months.
Steps for Preparing the DAP will include setting up the inter sectoral District Planning Team; organize orientation workshop; examine opportunities for better resource deployment in each sector;  prepare the vulnerability index for every block;  and block level consultations to identify opportunities for inter-sectoral planning;  
They were advised to collect the primary data from community, service provider, and other stakeholders and use the secondary data from RCH survey, NFHS survey, and CNA reports.  Logical Framework Analysis based on the problem/solution matrix will finally be projected in the DAP documents.  
Budget assigned for preparing the DAP was determined on the basis of size of the district i.e. number of Blocks in the rural area.  Thus, it ranged from Rs.7.98 lakhs for Bharatpur district to Rs. 5.72 lakhs for Hanumangarh district totaling to Rs. 1.6 crores (Annexure-1 and 2).   All the concerned agencies were given 25 % of the budgeted funds on signing the agreement with the State Government; the second installment of another 25 % to be paid on submission of first draft of DAP and settling the remaining 50 % on submission of the final document duly endorsed by the District Health Mission.
In response of this advertisement total 23 applications were received. Two committees were formed (one for short listing of applications and another for final selection of the agencies).  The NGO’s so identified for developing DAP were to be communicated only after seeking approval from Hon’ble Health Minister. 
Meeting of the committee to shortlist the applications was held on 28th November 2005. Eleven agencies were short listed on the basis of criteria set by the selection committee. The meeting of second committee for finalizing the NGO’s was held on 14th December 2005.  Six agencies were finally short-listed under the chair of the Mission Director, NRHM. They were assigned five to six districts each as follows:  
	NGO’s
	Districts

	IIHMR, Jaipur
	Karauli, Kota, Bundi, S. Madopur,

	EPOS- Health Consultants, New Delhi
	Bharatpur, Dholpur, Dausa, Sikar

	MODE Services Private Limited, New Delhi
	Jhunjhunu, Alwar, Ajmer, Bhilwada

	T.N.S. Mode, New Delhi
	Tonk, Rajsamand, Chittorgarh , Banswada, udaipur

	G.N.Consulting, Gaziyabad, UP
	Tonk, Churu, Hanuman garh, Sriganga Nagar 

	SAFHI, Kolkota
	Pali, Jodhpur, Jalore, Sirohi


Soon after allocating districts to the six NGO’s, Mission Directorate of NRHM also resolved that DAP submitted by SPRI through UNICEF may also be revisited.  It was proposed to update them on the format suggested under the new TOR by SPMU of State NRHM. Provision of funds varying from Rs. 3.78 lakh for Jaipur district to Rs. 1.78 lakh for Jaisalmer was made for SPRI for such an update (Annexure-3).

Two of these agencies i.e. EPOS Health Consultants and IIHMR were given the additional responsibility of coordinating and establishing homogeneity in the plans from different districts located in the diverse settings of the State. SPMU observed that two agencies identified to coordinate the plans did not interact.  Subsequently Mission Director NRHM assigned all coordination to a single agency i.e. EPOS Health Consultants.  The later established an office in the state capital.  In the long run, feedback elicited by SPMU from other six agencies revealed that they could hardly receive any facilitating support from coordinating NGO at state level.
Several meetings at the District and State level with NGO’s involved in DAP over a period of one-and-half year culminated in plan documents.   Role of District Project Management Units (DPMU) during this process was limited to providing the data desired by the respective NGO’s from the district assigned to them.  The first drafts were submitted by all the involved NGO’s by third quarter of 2006. Once these drafts were compiled at SPMU, Mission Directorate of NRHM constituted a committee involving the SIHFW-Rajasthan to review each DAP,

The main task assigned to SIHFW-R was to indicate the gaps and missing links.   Thus each district plan was checked for implementation plan, a road-map that assesses its feasibility and confirming for detours suggested for identified road blocks. This work was done by the SIHFW-R in the stipulated time.  The observations from SIHFW were to be conveyed to the respective agency by the Mission Directorate of NRHM only.  After a fairly long gap, when concerned NGO’s were apprised of the gaps, they immediately reviewed and responded to the directions given to them before submitting their final drafts in early months of 2007.   

During the course of this review and update, there was change in the persons holding the office of the Mission Director, the State Project Manager and Finance Controller of the NRHM respectively.   Eventually, by the end of 2007-08, the payments committed in the agreement with NGO’s were not settled.  Neither these DAP’s have reached to the C.M. & H.O.’s, who are the real users of these documents.  
Lately Government of Rajasthan has requested the SIHFW-R to conduct orientation of all PRI’s/VHSC on NRHM with focus on village health plans. Thus it is certain that resource allocations for implementing NRHM, so far, to the districts is certainly not based on DAP albeit all DAP were endorsed by respective District Health Mission. It implies involvement of Zila Parishad which is the apex body of elected representatives in the district. This is the status of NRHM when it has completed three fiscal years. 
The Lessons learnt: 
Although planning for delivery of health services in Rajasthan was said to be decentralized in 1995-96 - just after ICPD-Cairo convention – when Government of Rajasthan acceded to the recommendation of Union government of India for following the strategy of “Target Free Approach”.  In late nineties, C.M. &H.O. from each district   submitted expected level of achievement (ELA) of their district at the beginning of a new fiscal-year. ELA was prepared on the basis of planning discussions they conducted in each block of their districts with the field staff.  Subsequently, under the Health and F.W. Sector Reforms Project supported by European Commission, DAP of 10 identified districts were arranged through EPOS Health Consultants.  This venture was undertaken in 2002-03. After the launch of NRHM, DAP were developed through six NGO’s as stated in this case between 2005 and 2007.  State Government’s conviction with passage of time seems to have grown strong on the limited capacity of districts in ‘planning’.  

Late in the process, it occurred to the Government of Rajasthan, that PRI involvement through their orientation on health issues should have been an inevitable part of this process.   Role of District Project Management Units (DPMU) was also limited to providing the data desired by the respective NGO’s from the district assigned to them.  Decentralized planning certainly needs State’s technical and moral support but a balance needs to be struck between the role of State and District!  Thus the end-product of DAP became a questionable document and investment of more then Rupees twenty million became a matter of debate at various platforms within health sector. 
This case-study can be very educative for the future Managers of Health Systems anywhere in India and countries with similar socio-economic milieu.
Annexure- 1

Budget Estimates for preparing DAP
	SN
	Item 
	Quantity
	Unit
	Unit cost
	Total cost1

	1
	Project Staff
	
	
	
	

	
	Coordinator (only if more than 2 districts are being managed by the agency)
	1
	5 Months
	15000.00
	75000.00

	
	Project officer (one per district)
	1
	5 Months
	10000.00
	50000.00

	2
	Consultant
	2
	1month
	1000 per day
	60000.00

	3
	Meeting and workshop
	
	
	
	

	
	Preparatory
	One day duration
	1
	15000
	15000

	
	Review
	
	2
	15000
	15000

	
	District level
	
	1
	10000
	10000

	
	Block Level
	
	2 in each block (10-28 meetings )
	5000 per block
	50000 to 140000.00

	
	Village level
	
	15 villages 
	2000
	30000

	4
	Hiring of partner NGOs for local activities
	2 for each district
	
	50000
	100000

	5
	Travel for field visit
	2 visits in each blocks and 5-7 visits for each district is compulsory.
	
	
	50000

	6
	Documentation and reporting of requirements, needs, activity plan and budget for the each block and district
	
	
	
	

	
	Block level plan
	
	One for each block
	10000 per block
	50000- 140000

	
	District level plan
	
	
	25000
	25000

	
	Village level plan
	
	At least for 15 villages 
	2000
	30000

	
	Annual review of plans
	
	
	
	25000

	
	
	
	
	
	585000-765000

	
	
	
	
	
	29250-38250

	
	
	
	
	
	614250-803250


*Cost of facility survey of the SHC, PHCs/CHCs is not included. 

**Cost of village Health plan is also not included

Annexure-2

Budget allocated for preparing District Health Action Plan in NRHM 

	S.No.
	Name of the District
	Number of Blocks
	District wise budget for  of DAP 

	1
	Ajmer
	8
	677250.00

	2
	Tonk
	6
	635250.00

	3
	Bhilwada
	11
	740250.00

	4
	Sikar, 
	8
	677250.00

	5
	Jhunjhunu
	8
	677250.00

	6
	Bharatpur
	9
	798250.00

	7
	Dholpur
	4
	593250.00

	8
	Alwar
	14
	803250.00

	9
	Dausa
	5
	614250.00

	10
	Kota
	5
	614250.00

	11
	Karauli
	5
	614250.00

	12
	Bundi
	4
	593250.00

	13
	S. Madhopur
	5
	614250.00

	14
	Jodhpur
	9
	798250.00

	15
	Jalore
	7
	656250.00

	16
	Pali
	10
	719250.00

	17
	Sirohi
	5
	614250.00

	18
	Udaipur
	11
	740250.00

	19
	Bansawada
	8
	677250.00

	20
	Rajsamand
	7
	656250.00

	21
	Chittorgarh
	13
	782250.00

	22
	Sriganganagar
	7
	656250.00

	23
	Hanumangarh
	3
	572250.00

	24
	Churu
	6
	635250.00

	
	Total
	
	16160000.00


Annexure-3
District wise budget for revisiting the DAP in NRHM by SPRI
(as per new guidelines )
	SN
	Name of the 
District
	Number of Blocks
	Budget for District
	Budget for Blocks
	Institutional overhead
	Total 

	1
	Nagaur
	11
	100000.00
	220000.00
	16000.00
	336000.00

	2
	Jaipur
	13
	100000.00
	260000.00
	18000.00
	378000.00

	3
	Jhalwad
	6
	100000.00
	120000.00
	11000.00
	231000.00

	4
	Baran
	7
	100000.00
	140000.00
	12000.00
	252000.00

	5
	Jaisalmer
	3
	100000.00
	60000.00
	8000.00
	168000.00

	6
	Barmer
	8
	100000.00
	160000.00
	13000.00
	273000.00

	7
	Dungerpur
	5
	100000.00
	100000.00
	10000.00
	210000.00

	8
	Bikaner
	5
	100000.00
	100000.00
	10000.00
	210000.00

	
	Total
	
	
	
	
	2058000.00


Questions:

1. Cause of disillusionment on the available drafts of District action Plan needs a review.
2. How the course of events should be driven now to make best use of available DAP.

3. Could the course of preparing DAP would have been better if proposal of SIHFW-R might have been considered by the State Government.

4. Why State is not settling the claims of NGO’s who submitted the final drafts of DAP for almost a year now.

5. Would it be worthy to revisit the whole process through VHSC now in the fourth year of NRHM? 

