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BLOCK INTRODUCTION

As Mid level health care provider you are expected to provide comprehensive
Primary health care at health and wellness centres. Therefore, you need to develop
knowledge and skills in behavior change communication which is the strategic
use of communication to promote positive health outcomes, health systems
management to ensure that a health facility runs smoothly and health workers
know their responsibility ,health management information system (HMIS) which
focuses on vital patient records, analysis of critical health related data ,financial
management, accounts and computing, records and reports in peripheral health
care setting, which is of utmost importance to manage the health and wellness
centre effectively.

Thisblock consist of six units as given below:

Unit 1 dealswith Behaviour Change Communication Skillsand other Soft Skills.
Unit 2 focuses on Work Management and Administration

Unit 3 explains Leadership, Supervision and Monitoring

Unit 4 discuses about Health Management Information System.

Unit5 relatesto Financial Management, Accounts and Computing at sub centre

Unit 6 explains Records and Reports

We hope that as you study these units, you will associate your new learning with
your earlier experiences and knowledge .






UNIT1 BEHAVIOUR CHANGE
COMMUNICATION SKILLS AND
OTHER SOFT SKILLS
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1.4.1 Concepts and Definitions in Health Belief Model
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1.5 Steps of Behaviour Change
1.6 Techniques of Behaviour Change
1.6.1 Guiding Principles in Planning BCC Activity
1.7 Steps of Behaviour Change Communication (BCC)
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1.8.1 Soft Skill Attributes
1.8.2 Problem Solving
1.9 Let Us Sum Up
1.10 Key Words
1.11 Model Answers

1.12 References

1.0 INTRODUCTION

Behaviour is the range of actions and mannerisms made by humans or any
organisms, systems, or artificial entities in conjunction with their environment,
which includes the other systems or organisms around as well as the physical
environment. It is controlled by a number of factors both internal and external.
Sometime particular behaviour can be injurious to health and lead to disorders.
Behavioural disorders will contribute to a significant burden of diseases in future.
Treatment of behaviour-related diseases like HIV, non-communicable diseases
is expensive but the cost of behaviour change interventions is low. Change in
behaviour is emerging as an important strategy of prevention and control of many
diseases specially non-communicable diseases and addictions.

In this unit we will discuss the communication, how behaviour changes and
behaviour change communications process, soft skills which involves interactions
in the society would also be discussed.

1.1 OBJECTIVES

After completing this unit, you should be able to:
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e explain of communication;
e discuss human behaviour and how it can be changed;
e describe and strategies for behaviour change communication (BCC); and

e discuss skills and their role.

1.2 COMMUNICATION

Communication is the process of sending and receiving messages verbally or in
writing. Messages are mainly related to health awareness so that healthy behaviour
can be adopted.

Communication is necessary to pave way for desired changes in human behaviour
and community participation to achieve predetermined goals. The ultimate goal
of all communication is to bring change in the desired direction in one who
receives it. These may be at-

a) Cognitive level - Knowledge
b) Affective level - Attitude
c) Psychomotor level - Practice

Communication skills required in health education include— speaking, writing,
listening, reading and reasoning. You must recall this process which you studied
in your previous training programme. Let us revise it as shown in Fig. 1.1.

Communication process involves a source which can be called as sender or health
worker in his/her capacity as a care giver decides to plan and prepare message
keeping in mind target group. As shown in Fig.1.1 message is of prime importance
from encoding to decoding (receiver), after that feedback from receiver to sender
completes the process of communication.

You may recall the communication lecture you must have attended during earlier
training programme, however, will review the same. For effective communication
always you should remember following points:

e Need based
e Target group oriented

e Insimple and clear language and should meet the requirements of the people
in need of health related messages.

”;0 C ommunications pl’OCﬂSS

Msg Msg Msg ~ Msg
Source Encoding Channel Decoding Receiver

Feedback i

- = Context

Fig. 1.1: The communication process

Msg — message



1.3 HUMAN BEHAVIOUR

Let us now read about human behaviour. It is not easy to change the behaviour of
people. Behaviour is responsible for many health problems and at the same time
solution to the health problem. It is not possible to change behaviour at once, or
in one time conveying the messages, message has to be enforced many times
such as importance of physical activities to prevent non-communicable diseases
to be made people adopt this behaviour. (Fig.1.2)

Behaviour is an observable action of an individual often in reaction to specific
circumstances or stimuli. It is acquired and liable to change. It is affected by a
number of factors like genetic, social norms, culture, attitude, emotions, perceived
risk and benefits etc.

Knowledge
Personal
Social Self-
Influence Image

BEHAVIOUR

e

Self-
Efficacy Noms

Perceived

Ematian %
Risk

Fig. 1.2: Factors affecting behaviour

Human health behaviour

Conner and Norman define health behaviour as any activity undertaken for the
purpose of preventing or detecting disease or for improving health and well-
being. In simple words it relate to health maintenance, restoration and
improvement. Behaviours within this definition include medical service usage
(e.g., physician visits, vaccination, screening), compliance with medical regimens
(e.g., dietary, diabetic, antihypertensive regimens), and self-directed health
behaviours (e.g., diet, exercise, smoking, alcohol consumption). The initiation and
maintenance of health behaviours result from an interaction of social, psychological,
biological, and environmental factors. Behaviours can be harmful to health like
smoking, alcohol, sedentary lifestyle or they can be health promoting like regular
exercise, eating habits, compliance to treatment, safe sexual habits etc.

1.4 HEALTH BELIEF MODEL

The Health Belief Model (HBM) shown in Fig.1.3 is a psychological model that
attempts to explain and predict health behaviours. This is done by focusing on
the attitudes and beliefs of individuals. The HBM was first developed in the
1950s by social psychologists Hochbaum, Rosenstockand Kegels working in the
U.S. Public Health Services when social psychologists were asked to explain
why people do not participate in health behaviours.

Behaviour Change
Communication skills and
other Soft Skills



Communication, Management  According to the HBM, the following beliefs explain and predict health-related
and Supervision behaviour:

1) Perceived personal susceptibility
2) Perceived severity
3) Perceived benefits
4) Perceived barriers

5) Cues to action
6) Self-efficacy

Perceived susceptibilit
to problem e - \
Perceived threat
Perceived seriuosness of .
consequences of problem Self efficacy
(Percieved ability
to carry out
recommended
action)
Perceived benefits of
specific action \
Outcome
expectations
Perceived barriers to ,
taking action

Fig. 1.3: Health Belief Model

1.4.1 Concepts and Definitions in Health Belief Model

Let us read the definition and application of the concepts of health belief as
model in brief given in Table 1.1 below:

Table 1.1: Concepts and Definitions in health belief model

Concept Definition Application
Perceived One’s opinion of chances Define population(s) at risk,
Susceptibility of getting a condition risk levels; personalise risk

based on a person’s features
or behaviour; heighten
perceived susceptibility if too

low.
Perceived Severity | One’s opinion of how Specify consequences of the
serious a condition and risk and the condition

its consequences are

Perceived Benefits | One’s belief in the efficacy | Define action to take; how,

of the advised action to where, when; clarify the
reduce risk or seriousness positive effects to be expected.
of impact

Perceived Barriers | One’s opinion of the Identify and reduce barriers
tangible and psychological | through reassurance,
costs of the advised action incentives, assistance

Cues to Action Strategies to activate Provide how-to information,
“readiness” promote awareness, reminders
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Concept Definition Application Communication skills and
Self-Efficacy Confidence in one’s ability | Provide training, guidance in other Soft Skills
to take action performing action

HBM has been adapted to explain and predict a variety of long- and short-term
health behaviours:

1) Preventive behaviour
2) lllness behaviour

3) Sick role behaviour

1.4.2 Ways to Influence Behaviour

To influence behaviour certain ways may be kept in mind as given :

1) Support: It is to provide a service support and give people what they need,
want, or value. Hence, select message as per their need, availability and in
advance.

2) Inform: Inform, advise, build awareness, educate, encourage, persuade and
inspire people to adopt healthy behaviour.

3) Legislation: Legislate, regulate, enforce with police to force people to adopt
health promoting behaviour like following traffic rules.

4) Design: Set environmental and physical context, design, engineer, availability,
distribution of infrastructure in such a way that people are enabled to take
action.

1.5 STEPS OF BEHAVIOUR CHANGE

People proceed from lack of knowledge (unawareness) to gain in knowledge
which is achieved with efforts on the part of health worker and the receiver of the
message. Let us now read important steps of change in behaviour. These are
given below:

1) Knowledge

In this step, one first learns about a new behaviour and recalls messages and
understands meaning of the messages.

2) Approval

One then approves of the new behaviour and responds favourably to
messages. The person discusses the information with personal network
(professional, colleagues, family and friends). Later he himself approves
of the practices.

3) Intention

One then believes this behaviour is beneficial to them and intends to consult
the provider. The person recognises that the strategies can meet a personal
need. The person intends to adopt these practices in future.

4) Practice

The person goes to provider of information/supplies/services.One then
attempts new behaviour and continues to practice.
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S)

Advocacy

One can then promote the new behaviour through their social or professional
networks as a satisfied practitioner. He experiences and acknowledges
personal benefits of adopting behaviours and advocates it to others and
supports the programme in the community. E.g. A diabetic person develops
habit of regular monitoring of blood sugar which helped him in diabetes
control for himself, will tell other diabetic persons to do so.

1.6 TECHNIQUES OF BEHAVIOUR CHANGE

Let us go through techniques of behaviour change as given below:

Information- Used with the belief that audience lacks information. It is source
dominated and one way.

Education- It focuses on applying knowledge. Skill building techniques like
demonstrations, skill practice, do and learn are useful methods. It build
confidence and makes behaviours convenient.

Motivation- It is the driving force to achieve something. It is used when
information is established. Different appeals are instrumental for motivation
e.g. rationale appeal, emotional appeal, threat/fear appeal, joy/fun appeal

Reinforcement- It is used to sustain behaviour change for repetitive types of
behaviours. Need to be used with variations. Community based resources/
mechanisms should be established to reinforce the message.

Social Pressure- When person in need of health services not willing to
undergo treatment is encouraged by near and dear ones to avail health
services.

1.6.1 Guiding Principles in Planning Behaviour Change

1)

2)

3)

4)
5)

6)
7)

8)

Communications (BCC) Activity

BCC should be integrated with programme goals from the start. BCC is an
essential element of disease prevention, care and support programmes,
providing critical linkages to other programme components, including
policy initiatives.

Formative BCC assessments must be conducted to improve understanding
of the needs of target populations, as well as of the barriers to and supports
for behaviour change that their members face (along with other populations,
such as stakeholders, service providers and community).

The target population should participate in all phases of BCC development
and in much of implementation.

Stakeholders need to be involved from the design stage.

Having a variety of linked communication channels is more effective than
relying on one specific one.

Pre-testing is essential for developing effective BCC materials.

Planning for monitoring and evaluation should be part of the design of any
BCC programme.

BCC strategies should be positive and action-oriented.
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1) Fill in the blanks.
a) Health Belief Model (HBM) was first developed by ......................
b) The theme for any BCC campaign should be............

2) State true and false.
a) Communication is one way process.

b) Formative BCC assessment start by seeking out all available studies,
including data from in-depth assessments or rapid ethnographic
assessments, behavioural surveillance surveys.

c) Population segments are often defined by psychosocial and
demographic characteristics in BCC.

1.7 STEPS OF BEHAVIOUR CHANGE

COMMUNICATIONS (BCC)

Let us go through the steps of BCC as shown in Fig. 1.4 followed by description:

1.
S 2
tatle programme Yorioles 5
oals 2 . .
g stakeholder Identify target 4.
populations Conduct
formative BCC 5.
assessments Segment target
populations
6.
Define behaviour change
objectives
75
12 Design BCC strategy

Analyze feedback and revision l and M & E plan

b 4

11.
Evaluate

8.

Develop
communication
10. products
Implement and monitor

9.

Pre-test

1)

2)

Fig. 1.4: Steps of Behaviour Change Communication (BCC)

State programme goals- Identifying overall programme goals is the first
step in developing a BCC strategy. Specific programme goals are established
after reviewing existing data, epidemiological information and in-depth
programme situation assessments. Please refer Course 1 Block 3 and 4 for
Communicable and and Non-Communicable Diseases.

Involve stakeholders- Key stakeholders need to be involved early on in
every step of the process of developing programmes and their BCC 11
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3)

4)

S)

6)

7)

components. Stakeholders include policymakers, opinion leaders, community
leaders, religious leaders and members of target populations.

Identify target populations- To develop communication, it is important to
identify the target populations as clearly as possible. Target populations are
defined as primary or secondary. Primary populations are the main groups
whose behaviour the programme is intended to influence. Secondary
populations are those groups that influence the ability of the primary
population to adopt or maintain appropriate behaviours.

Conduct formative BCC assessments- A formative BCC assessment should
start by seeking out all available studies, including data from in-depth
assessments or rapid ethnographic assessments, behavioural surveillance
surveys and other related studies. After synthesising this information, a
formative BCC assessment protocol can be developed.

The formative BCC assessment should collect information on;

1) Risk situations, showing in detail how decisions are made in different
situations, including what influences the decisions and settings for risk

2) Why individuals and groups practice the behaviours they do, and why
they might be motivated to change (or unable to change) to the desired
behaviours

3) Perceptions of risk and risk behaviours

4) Influences on behaviour, such as barriers or benefits

5) Insights of opinion leaders

6) Patterns of service use and opinions about these services
7) Perceptions of stigma and discrimination

8) Future hopes, fears and goals

9) Media and entertainment habits

10) Health care-seeking behaviours

11) Media resources

Segment target populations- Based on the formative BCC assessment, target
populations can then be segmented. Population segments are often defined
by psychosocial and demographic characteristics.

Define behaviour change objectives- What changes in behaviour does the
programme intend to achieve? Observable changes in behaviour, as specified
in the behaviour change objectives, are a final programme outcome. Such
changes include:

a) Knowledge change
b) Attitude change

c) Environmental change

Design BCC strategy and Monitoring and Evaluation (M&E) Plan- A
plan for monitoring and evaluation needs to be drawn up during the initial
stage of BCC strategy design. To monitor the course of a BCC strategy
properly, it is necessary to establish effective information-gathering systems.
These include reports, site visits and reviews of materials. Reporting tools
and protocols must be standardised to ensure consistency.



8)

Develop communication products and train providers- It is important to
develop an overall theme that will appeal to and attract target populations.
The theme should stem from the BCC formative assessment and further
consultation.

a) The theme should be positive.
b) Avoid blaming or stigmatising.

c) Should call attention to the campaign and link its various elements
together, functioning as a sort of umbrella.

d) It should be catchy and devised in such a way that all target populations
can relate to it and identify with it.

Steps to develop the overall theme and key messages.

Vi)

Step 1. Develop a profile of the target population from formative BCC
assessment.

Step 2. Identify desired behaviour change.

Step 3. Understand and take into account the varying situations that could
affect action and decision-making.

Step 4. Identify the information or data that you want to be understood by
the target population.

Step 5. Develop key benefit statements that take the hopes and aspirations of
the target population into account.

Step 6. Develop messages from key benefit statements. Messages should be
simple, attractive and make clear the benefits of what is being promoted,
through words or images.

Choose channels- A channel is the way a message is disseminated. It is important
to know which channels can most effectively reach particular target populations.
Identifying the range of available channels should be part of every formative
BCC assessment.

a)

b)

c)
9

mass media—for example, television or radio spots; articles in periodicals; or
material in brochures, posters, flip charts, picture codes or comics.

in-person, by health workers, peer educators, counsellors, or other trained
personnel.

musical or dramatic performances and community events.

Conduct pre-testing- It is important to pre-test at every stage with all
audiences for whom the communication is intended, both primary and
secondary. Pre-testing should be done of themes, messages, prototype
materials, training packages, support tools and BCC formative

assessment instruments. Pre-testing of media, messages and themes
should evaluate:

a) Comprehension
b) Attraction

c) Persuasion

d) Acceptability

e) Audience members’ degree of identification

Behaviour Change
Communication skills and
other Soft Skills

13



Communication, Management () Implement and monitor- In the implementation phase, all elements of the

and Supervision strategy go into operation. All partners, programmers and channels of the
BCC strategy must be closely coordinated. There must be links among critical
programme elements, such as supply and demand. It is also necessary during
the implementation phase to review the preceding steps in the BCC process
to ascertain whether the programme has been addressing the target audiences’
previously identified problems and needs. This can also help identify whether
behaviour change and communication goals are being achieved, and whether
channels are being used as wisely as possible.

11) Evaluate- Evaluation refers to the assessment of a project’s implementation
and its success in achieving predetermined objectives of behaviour change.
Various research designs are suitable for evaluating the impact of health
communication programmes:

a) Randomised control group design

b) Non-equivalent control group design
c) One-group, before after design

d) Interrupted time series design

12) Elicit feedback and modify the programme- As programmes evolve, target
populations acquire new knowledge and behaviours, and communication
needs may change. The needs of target populations must be periodically
reassessed to understand where they stand along the behaviour change
continuum. Monitoring and evaluation studies should lead directly to
modifications of the overall programme, as well as of the BCC strategies,
messages and approaches.

1.8 SOFT SKILLS

Soft skills are a cluster of productive personality traits that characterise one’s
relationships in a social milieu with other people. These skills can include social
graces, communication abilities, language skills, personal habits, cognitive or
emotional empathy, time management, teamwork and leadership traits.

1.8.1 Soft Skill Attributes

Following is a list of soft skills important to effectively communicate with patients-
1) Communication — Oral, speaking capability, written, presenting, listening.

2) Courtesy — Manners, etiquette, gracious, says please and thank you, be
respectful.

3) Flexibility — Adaptability, willing to change, lifelong learner, accepts new
things, adjusts, teachable.

4) Integrity — Honesty, ethical, high morals, has personal values.

5) Interpersonal skills — Nice, polite, sense of humor, friendly, nurturing,
empathetic, has self-control, patient, sociability, warmth, social skills.

6) Positive attitude — Optimistic, enthusiastic, encouraging, happy, confident.
7) Professionalism — Businesslike, well-dressed, appearance, poised.

8) Responsibility — Accountable, reliable, gets the job done, resourceful, self-
14 disciplined, conscientious, common sense.



9) Teamwork — Cooperative, gets along with others, agreeable, supportive, Behaviour Change
helpful Communication skills and

other Soft Skills
10) Work ethic — Hard working, willing to work, loyal, initiative, self-motivated,
on time, good attendance.

1.8.2 Problem Solving

Problems are encountered every day in our work place. It can occur when a health
worker is solving problems for a patient or their families, supporting those who
are solving problems, or discovering new problems to solve. The problems can
be large or small, simple or complex, and easy or difficult. A fundamental part of
every health worker’s role is finding ways to solve problems. Problem s a situation
one want to change.

Problem-solving process

There are different stages of problem solving process. Every stage has different
objectives and activities. Following are the stages of problem solving process:

Stage One

The objectives of stage one are as follows:
1) To analyse the facts
2) To define the problem

Define the Problem
While defining a problem, various issues has to be kept in mind like:

1) What triggers the problem- It includes the precipitating factors which
has contributed to the problem

2) State the problem
3) Question the constraints of the problem statement

4) Identify the essential elements that are needed to take into consideration
while solving problem

5) Scope of the problem in terms of who all will be affected and what
processes will be affected

6) Gain insights from others

7) Restate problem, if necessary

Define the

Understand the Issues Starting Issue(s)

Define the Problem Analyse the Situation

Fig. 1.5: Stage 1 of problem solving process 15
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and Supervision

The objectives of this stage are:

1)
2)
3)

To generate ideas
To evaluate ideas

To decide on the best possible solution

Following are the activities to be done in this stage:

a) Help determine what information to seek
b) Explain your choices to others
c) Determine the importance of time and effort devoted to the problem
d) List the consequences of each alternative
e) Assess the future consequences of each alternative
f) Create a description of the consequences
g) Eliminate any clearly inferior alternatives
h) Organise descriptions of remaining alternatives into a table
i) Try to develop a common scale to measure consequences
j)  Use qualitative and quantitative data
k) Use experts if necessary
I) Use scales that reflect appropriate levels of precision

Find Solutions Generate Ideas

Make Decisions Evaluate Ideas
Fig. 1.6: Stage 2 of problem solving process
Stage Three

The objectives of this stage are as follows:

1)
2)
3)

16

To determine the impact on people and systems
To build on action plan

To decide on follow-through
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Analyse the Impact other Soft Skills

Plan Your Action

A

Plan Your Action

Plan the Follow-through

Fig. 1.7: Stage 3 of problem solving process

Steps of problem solving
1) State the problem carefully
a) Acknowledge complexities
b) Avoid assumptions and prejudices
2) Specify the objectives
3) Create imaginative alternatives
4) Understand the consequences of the alternative
5) Clarify uncertainties
6) Think about risk tolerance and the risks of each alternative

7) Consider linked decisions

Check Your Progress 2

1) List the steps of behaviour change.

17
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1.9 LET USSUM UP

Behaviour is the range of actions and mannerisms made by organisms, systems,
or artificial entities in conjunction with their environment, which includes the
other systems or organisms around as well as the physical environment. Change
in behaviour is emerging as an important strategy of prevention and control of
many diseases specially non communicable diseases and addictions. Behaviour
change communication (BCC) is an interactive process with an individual or
communities to develop tailored messages and approaches using a variety of
communication channels to develop positive behaviours; promote and sustain
individual, community and societal behaviour change; and maintain appropriate
behaviours. Communication is necessary to pave way for desired changes in
human behaviour and community participation to achieve predetermined goals.
The ultimate goal of all communication is to bring change in the desired direction
in one who receives it. Techniques of behaviour change are information, education,
motivation, reinforcement and social pressure. BCC should be integrated with
programme goals from the start. BCC is an essential element of disease prevention,
care and support programmes, providing critical linkages to other programme
components, including policy initiatives. Soft skills are a cluster of productive
personality traits that characterise one’s relationships in a social milieu with other
people. These skills can include social graces, communication abilities,
language skills, personal habits, cognitive or emotional empathy, time
management, teamwork and leadership traits.

1.10 KEY WORDS

Behaviour : A behaviour is an observable action of an individual
often in reaction to specific circumstances or stimuli.

Communication : Communication is a two way process of exchanging
or shaping ideas, feelings, and information.

Behaviour Change  : Behaviour change is the modification of an action by
an individual in a direction that is intended to be an
improvement.

Health education : An process aimed at encouraging people to want to be

healthy, to know how to stay healthy, to do what they
can individually and collectively to maintain health,
and to seek help when needed.

Behaviour change : An interactive process with an individual or

communication communities to develop tailored messages and
approaches using a variety of communication channels
to develop positive behaviours; promote and sustain
individual, community and societal behaviour change;
and maintain appropriate behaviours.

Interpersonal : It is a two way communication process and forms an
communication (IPC) important part of counselling in BCC.

1.11 MODEL ANSWERS

Check Your Progress 1

1) a) Hochbaum, Rosenstock and Kegels b) positive
2) a) False b) True c) True



Check Your Progress 2

1)

2)

3)

Steps of behaviour change are:
1) Knowledge

In this step, one first learns about a new behaviour and recalls messages and
understands meaning of the messages.

2) Approval

One then approves of the new behaviour and responds favourably to messages.
The person discusses the information with personal network (professional,
colleagues, family and friends). Later he himself approves of the practices.

3) Intention

One then believes this behaviour is beneficial to them and intends to consult
the provider. The person recognises that the strategies can meet a personal
need. The person intends to adopt these practices in future.

4) Practice

The person goes to provider of information/ supplies/ services.One then
attempts new behaviour and continues to practice.

5) Advocacy

One can then promote the new behaviour through their social or professional
networks as a satisfied practitioner. He experiences and acknowledges
personal benefits of adopting behaviours and advocates it to others and
supports the programme in the community. E.g. A diabetic person develops
habit of regular monitoring of blood sugar which helped him in diabetes
control for himself, will tell other to do so.

Techniques of behaviour change are:

> Information- Used with the belief that audience lacks information. It is
source dominated and one way.

» Education- It focuses on applying knowledge.Skill building techniques
like demonstrations, skill practice, do and learn are useful methods. It
build confidence and makes behaviours convenient.

» Motivation- It is the driving force to achieve something. It is used when
information is established. Different appeals are instrumental for
motivation e.g. rationale appeal, emotional appeal, threat/fear appeal,
joy/fun appeal

» Reinforcement- It is used to sustain behaviour change for repetitive
types of behaviours. Need to be used with variations.Community based
resources/mechanisms should be established to reinforce the message.

> Social Pressure tent

Characteristics of soft skills are:

1) Communication — Oral, speaking capability, written, presenting,
listening.

2) Courtesy — Manners, etiquette, gracious, says please and thank you, be
respectful.

3) Flexibility — Adaptability, willing to change, lifelong learner, accepts
new things, adjusts, teachable.

Behaviour Change
Communication skills and
other Soft Skills
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4) Integrity — Honesty, ethical, high morals, has personal values

5) Interpersonal skills — Nice, polite, sense of humor, friendly, nurturing,
empathetic, has self-control, patient, sociability, warmth, social skills.

6) Positive attitude — Optimistic, enthusiastic, encouraging, happy,
confident.

7) Professionalism — Businesslike, well-dressed, appearance, poised.

8) Responsibility — Accountable, reliable, gets the job done, resourceful,
self-disciplined, conscientious, common sense.

9) Teamwork —Cooperative, gets along with others, agreeable, supportive,
helpful

10) Work ethic — Hard working, willing to work, loyal, initiative, self-
motivated, on time, good attendance.
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UNIT 2 WORK MANAGEMENT AND
ADMINISTRATION

Structure

2.0 Introduction
2.1 Objectives
2.2 Weekly Work Calendar

2.2.1 Stepsfor Preparing Weekly Work Calendar
2.2.2 Advantages of Weekly Work Calendar

2.3 Rolesand Responsibilities of Grassroot Workers

2.3.1 Accredited Social Health Activists (ASHAYS)

2.3.2 Multi-Purpose Workers (MPW) Male

2.3.3Auxiliary Nurse Midwife (ANM)/ Multi-purpose Workers (MPW) Female
2.4 Village Health Sanitation and Nutrition Committee (VHSNC)

24.1 Objectives of VHSNC
2.4.2 Constitution of VHSNC Members

2.4.3 Rolesand Responsibilities of VHSNC Members
2.5 Team Management in Health Sector
2.6 LetUsSumUp
2.7 Model Answers

2.1 INTRODUCTION

In the previous unit, you have read about behaviour change communication for
healthy life style.

Universal coverage requires number of professionals trained in primary health
care from multidisciplinary background with varying skills and knowledge.
Doctors, paramedical staff including nurses, technicians, grassroot levelsworkers
like MPWs and ASHAs all have significant defined role to play and can deliver
quality health care servicesonly if they work asateam. Since health hasvarious
social determinants; for attaining health, thereis aneed to collaborate with other
sectorslike education, public works, water and sanitation, environment, agriculture
etc. Thedistrict has beenidentified asthe organisational unit for the reorganisation
and transformation of health care provision, thus planning for quality care
provision has been decentralised up to the unit level like villagesin rural areas
through various platforms like Village Health Sanitation and Nutrition
committees (VHSNCSs). Thuswith the decentralisation in health system, the PRI,
community groups and grass root levels workers have a significant role to play
In planning, implementation and monitoring of various health and disease control
programmes.

In this unit, you will learn about health planning and the role of community
volunteers, PRIs and grass root level workers at village level. You will also
understand the importance of effective team management for better delivery of
services and ways to improve efficiency of staff.
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21 OBJECTIVES

After going through this unit, you should be able to:
e prepare aweekly work calendar;

e enumeratetherolesand responsibilities of Multi-purposeworkers(maleand
female) and ASHA,;

e describe objectives, composition and role of members of Village health,
sanitation and nutrition committee (VHSNC); and

e explain importance of team management in health sector.

2.2 WEEKLY WORK CALENDAR

Before we discuss weekly work calendar, let us first of all know that Work
Calendar is a systematic way to define and plan work for a specified period.
These can be developed over varying periodicity like weekly, fortnightly, yearly
schedule. These calendars helps to plan that which work will be carried out on
what available dates in aweek, fortnight, month or year. These are not only the
toolsof planning but also for monitoring and eval uation of thework done against
the targets set. Weekly work calendars are better and feasible for health care
workers since these are easy to plan and implement. Moreover, depending upon
the achievement over one week’s cycle, activities for subsequent weeks can be
planned. A weekly work calendar should be prepared for each health worker and
activitiescarried out in their areas accordingly. A weekly work calendar consists
of daysin aweek in columns with working hoursin first column.

2.2.1 Sepsfor Preparing Weekly Work Calendar

1) Make a blank table having rows and columns as per working hours and
number of working days available in that week

2) First column is number of working hoursin aday
3) Rows are prepared on hour wise basis starting from 9 am to 4 pm.
4) Next 6 columns are days in aweek

5) The health worker then fill the table as per activities planned for the week
like immunisation session, health talks, antenatal clinic, school health visit
etc.

Weekly work calendar (Model for ANM)

Days Monday | Tueday | Wednesday | Thursday| Friday | Saturday | Sunday
Time(Hrs) (Holiday)
9am Visit to Immunisa- Immuni{ ASHA
10am familiesin| MAS* | tionfixed | Outreach| sation | meeting
11am Gdli No. 14| meeting | centre session | fixed and diary
activity inAWC | centre | checking
activity

12 noon Hedlth Preparing

Education work

Session calendar




Days Monday |Tuesday| Wednesdayl Thursday| Friday [ Saturday| Sunday
Time(Hrs) (Holiday)
with for next
Adolescent week
girls
1pm
2pm Record Monthly
comple- meeting
3pm tion at
PHC
4 pm

*MAS (MahilaArogya Smiti)

2.2.2 Advantages of Weekly Work Calender

1) Helps a worker to prepare his’her schedule in advance. This can aso be
shared with the supervising officer and can be used by them for monitoring
and supportive supervision.

2) Planning activitiesin advance increases the efficiency of the worker.

3) Planning of activitieson day to day basisresultsin wastage of health workers
precious time, thus planning in advance helps her/him to dedicate more
productive hours to work with quality. S/He can also judiciously find time
slots so that the pending work can be compl eted.

Note: Weekly work calender is atime management tool that increases the work
efficiency of the health worker besides enabling the superiors to monitor and
provide support to her/him in the day to day activities.

2.3 ROLESAND RESPONSIBILITIES OF GRASS
ROOT WORKERS

Theworkersthat work within the community or at the sub-centre level areknown
as grass root level workers. Most important of these are Multipurpose Workers
(MPWs)- Male and Female, Accredited Social Health Activists (ASHAS),
Anganwadi workers (AWWSs). MPWs are the health workers that are posted at
the sub-centrefor provision of servicesand a soin thecommunity to the population
allocated to their sub-centre. Each sub-centreislocated at a population of about
5000 in plainsand 3000in hilly and difficult areas. ASHAs are the community link
workersand socia health activist that arevoluntary honorary workersunder National
Health Mission (NHM) and function as linkage between the community and the
health system. Anganwadi Centresunder Integrated Child Development Services
Scheme (ICDS) are manned by Anganwad Workers (AWWSs) and hel pers, which
serveasapoint of servicedelivery for outreach health care servicesto the community.

2.3.1 Accredited Social Health Activist (ASHA)
Let us now read the roles of ASHA in detail:

Each A SHA has been made responsiblefor 1000 popul ation under National Health
Mission (NHM) in rural areas. The ASHAS are selected from the community
wherethey are supposed to serve and trained to work as an interface between the

Work Management and
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community and the public health system. ASHA is chosen through a rigorous
process of selection involving various community groups, self-help groups,
Anganwadi Institutions, Block Nodal officer, District Nodal officer, Village
Health, Sanitation and Nnutrition Committee (VHSNC) and the Gram Sabha.
ASHA must be a woman resident of the village married/widowed/divorced,
preferably in the age group of 25 to 45 years and be able to spend at least two
hours a day in the community work. She should be acceptable to all sections of
the society and educated at | east up to 10th standard. ASHA s should have effective
communication skills, leadership qualities and be able to reach out to the
community.

ASHA has to undergo a series of training sessions to acquire the necessary
knowledge and skills for performing her roles. The modular training is for a
period of 23 daysin five episodes over one year and thereby refresher trainings
are given on periodic bases. ASHA receives performance-based incentives for
various activities like promoting universal immunisation, referral and escorting
women for delivery and sick newborn to hospital and first referral unit, other
healthcare programmes, and construction of household toilets.

Roles and responsibilities

1) Awareness generation- ASHA educates and generates awareness among
the community on health and disease a ong with the determinants of health
like nutrition, sanitation and hygienic practices, healthy lifestyle, existing
health servicesand the need for timely utilisation of health and family welfare
Services.

2) Home visitss ASHA has to conduct home visits to provide Home Based
Post Natal Care to mother and newborn and make adequate and timely
referralsin case of need. They counsel pregnant women on:

e birth preparedness

e importance of institutional delivery

e breastfeeding and complementary feeding
e immunisation

e contraception

e prevention of common infectionsincluding Reproductive Tract Infection/
Sexually Transmitted Infection (RT1s/STls) and

e careof theyoung child.

3) Community Mobilisation- ASHA mobilises the community and facilitate
them in accessing health care services available at the village/sub-centre and
other public health facilities, such as immunisation, ante natal care, post
natal check-ups, sanitation and other services provided by the government.

4) VillageHealth Sanitation Nutrition Committee (VHSNC) - ASHA hasto
work with the Village Health Sanitation Nutrition Committee of the Gram
Panchayat to facilitate acomprehensivevillage health planwith ANM, AWWSs
and PRI members. ASHA have to mobilise targeted community once in a
month for the celebration of Village Health and Nutrition Days (VHND) at
their Aanganwadi Centre.



5) Escort services- ASHA haveto arrange escort/accompany pregnant women
and children requiring treatment/ admission to the nearest pre-identified health
facility i.e. Primary Health Centre/Community Health Centre/First Referral
Unit.

6) Treatment of Minor ailments- ASHA isgiven adrug kit to provide primary
medical care for minor ailments such as diarrhoea, fever, and first aid for
minor injuries. ASHA also acts as DOTS providers under Revised National
Tuberculosis Control Programme (RNTCP). The drug kit of ASHA also
contains oral and emergency contraceptives along with condomsto be given
discretely to the usersin the community at a nominal cost.

7) Depot Holder- ASHA act as adepot holder for ORS, Iron Folic Acid (IFA)
tablets, Chloroquine tablets, contraceptives, etc. Provision of drug kit has
been made for ASHA.

8) Vital events- ASHA areexpected to providefirst information about the births
and deathsin her village and any unusual health problems/disease outbreaks
in the community to the SC/PHC/CHC or directly to the District Authorities
or even to the State HQ at the NRHM Help Line.

9) Maintain records: Maintaining records which help her in organising her
work and help her to plan better for the health of the people.

10) Coordination: For efficient functioning, ASHA should coordinate with
women self help groups, VHSNCs of the Gram Panchayat, AWW and ANMs
and support them in data updating, organising community based services.
She should also regularly meet theANM for improvement in quality of work
and guidance. She should also attend monthly meeting organised by PHC
medical officer for periodic reviewing of her work, timely disbursement of
Incentives and replenishment of kits. The staff at PHC and other public health
facilities should also be sensitised to honour the referrals made by ASHA to
build her credibility in the community.

2.3.2 Multi-Purpose Worker (MPW) —Male

The concept of Multipurpose Health Workers (Male and Female) wasintroduced
in 1974 as per the recommendation of Kartar Singh Committee for the delivery
of preventive and promotive health care servicesto the community through Sub-
Centres (SCs) located at the population of 5000 in plains and 3000 in hilly and
tribal aress.

The minimum qualification for MPW maleis class XI1 pass with biology which
can be relaxed in the notified tribal areas where the minimum educational
qualification may berelaxed to Class X pass. The applicants should be below 25
years age. Relaxation in age limit has been provided to SC, ST, OBC and other
categories. The applicant should preferably be resident of any of the villages
within the Gram Panchayat, or in the event of no availability from any of the
villages in adjoining Gram Panchayats/Blocks. The selection committee is
constituted at the Block PHC level by the State government with arepresentation
from the panchayat members.

Roles and responsibilities : Let us now read the roles and responsibilities in
details:

MPW Ma e should make visit to the families allocated to him at least oncein a
month. His work should mainly focus on:

Work Management and
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and Supervision

1) Malaria- During hishome visit, he hasto enquire about fever casesin each
family and verify the cases diagnosed positive after thelast visit. He Should

e collect blood smears and performs rapid diagnostic test (RDT) from
suspected fever cases

e ensure immediate dispatch of collected blood smears for |aboratory
investigations

e provide treatment to positive cases
e refer serioudly ill casesto visit PHC for immediate treatment

e take necessary measures to contain the spread of disease as advised by
PHC Medical officer.

e work in coordination with ASHA / ANM/ Anganwadi worker for early
detection of malaria

e replenish the stocks of microscopy slides, drugs etc.

e supervise the spraying operations and ensure the quality of spraying
operations

e maintain recordsfor domiciliary visits, blood smears collected, patients
given anti-malarial, details of spraying operations etc.
2) Tuberculosis- He Should be ableto:

e identify all cases of fever for over two weeks with cough with sputum
and refer them to PHC along with verification of self reporting of the TB
patients at health facilities

e function as DOTS provider to ensure that all confirmed cases are on
regular treatment

e motivate defaultersfor regular treatment

e raise community awareness about tuberculosis and guide suspected TB
cases for referral to the designated microscopy centres.

e ensure that follow up sputum smear examinations are carried out as per
the schedules

e maintain the treatment cards
e transmit the data weekly to the PHC.
3) Leprosy - Heistrained to:

e identify the suspected cases of skin patches with loss of sensation and
refer them to PHC

e ensure that the confirmed patients are put on adequate treatment and
follow up for completion of treatment

o refer leprosy patients with deformities for management at appropriate
health facilities

e coordinatewith and supervisetheASHAs/ Anganwadi Workersfor early
detection and management of leprosy

e generate the awareness of the community on signs and symptoms of
26 Leprosy for early detection



e maintaintherecordsof domiciliary visitsand trestment cards and transmit
the data to the PHC.

As Community Health Officer, you are going to play major role above the staff
working under you asateam |eader. Hence, you must know other responsibilities
of Multipurpose male worker which are given below:

e Preventive Health Care - He is responsible for surveillance for cases of
diarrhoea, dysentery, fever, jaundice, diphtheria, whooping cough, tetanus,
polio and other communicable disease and notify them to PHC. He should
ensuresavailability of clean drinking water including by regular chlorination
of al the drinking water sources. Therefore, he should periodically collect
water samplesfor testing and undertake appropriate actionsfor provision of
safedrinking water supplies. He should also be actively involved in generating
awarenessin the community regarding safe drinking water, sanitation, waste
disposal and personal hygiene.

e School Health - He should regularly visit all the schoolsinthe assigned area
and promote health by educating the students on personal hygiene, nutrition,
safe drinking water, sanitation etc. He assists ophthalmic assistant for eye
screening of children for detection of visual defects. He identifies cases of
malnutrition in school children and refers casesto PHC Medical Officer. He
also guides teachers and parents on nutrition and anaemia. He also educates
the community about nutritious diet for mothers and children from locally
available foods.

e Maternal Health and Family Planning - He assists in ensuring timely
referral, transport for pregnant women for emergency obstetric care. He
motivates men for spacing methods and sterilisation methods and provides
follow-up servicesfor the acceptors.He also supportstheANMsand ASHAS
in distribution of conventional contraceptives to eligible couples.

2.3.3 Auxillary Nurse Midwife (ANM)/ Multi-Purpose Wor ker
(MPW) — Female

ANM also works at sub-centre level. She should pay at least one visit, once in
two monthsto each household in the area. They report to the concerned medical
officer through their supervisors (Lady Health Visitors). In the case of Block
PHCs and CHCs, the reports are routed through Lady Health Supervisors.

Roles and responsibilities

1) Maintenance of Records and Registers- Comprehensive survey of all
households under their sub-centre areais conducted by them during specified
period. All households that qualify to be “beneficiary households’ in her
areaare duly listed. This data should have separate details about migrant or
nomadic population present in the area, housel ess dwellers and individuals
on visit to the area. Family and Village Records are also maintained by her.
Separate record of Reproductive, Maternal, Newborn, Child and Adol escent
Health (RMNCHA) Services like immunisation, eligible couples, antenatal
women is also maintained by her.

2) Maternal and Child health- Render care to pregnant women throughout
pregnancy which includes counselling on nutrition, institutional delivery,
distribution of Iron and Folic acid tablets, TT injection, identify high-risk
casesand refer them. They are also trained to conduct deliveriesand provide
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3)

4)

5)

6)

7)

8)

9)

family planning servicesincluding 1UD insertion in the sub-centre and refer
thewomen, in caserequired. They also pay postnatal visitsto oversee health
of mother and baby and educate mothersregarding family planning, nutrition,
immunisation, personal hygiene, baby care etc. During the outreach session
and in the sub-centre, while providing ante-natal careto mothers, she should
conduct routine examination, wei ght recording, checking the blood pressure,
urine examination, haemoglobin estimation and per abdominal examination
in al pregnant women.

For promoting child health, they immunisethe children and distribute Vitamin
A syrupinthesub-centreand in the outreach sessions. They also assessgrowth
and development of children and take necessary actions.

Family welfare services- She is responsible to contact eligible couples,
educate and motivatethem for accepting family planning methods. Shedistributes
contraceptives, setup depot holdersfor contraceptive distribution and provide
follow-up servicesto acceptorsand timely identify complicationsand failures
and advicethe couple accordingly. Shehasto identify local |eadersand educate
them and utilise their servicesfor raising community support. She organises
and conduct meetings of Mahila Swasthya Sanghs (MSS) and provides
guidance and supervision to these voluntary workersin health activities.

Adolescent health- Line listing and monitor adolescent girls for anaemia,
mal nutrition and take corrective steps by distribution of Iron FolicAcid (IFA)
tablets in coordination with schools and Anagnwadis. They also arrange
sessions to provide sex education, counselling and family life education to
adolescent girls.

Providing health services- Arrange and assist the Medical officer inclinics
during Antenatal and Immunisation clinics in the PHC and independently
provide these services in the sub-centre.

Nutritional Services - ldentify cases of malnutrition among children and
refer them to nearest health facility or anganwadi centre for hospital or
community based rehabilitation, whichever required. She should makeregular
visits to anganwadis for support and supervision. She should also educate
families about nutritious diets and conduct nutrition education sessions and
provide Iron Folic Acid(IFA) tablets for the anemic children and mothers.

Immunisation- After headcount, she maintainsalist of all the beneficiaries
for immunisation in her area. She conducts immunisation sessions for all
children listed in the area. She helps supervisor in maintaining stock register,
maintenance of cold chain and in distribution of vaccines. She educates the
community about theimportance of immunisation and encourages community
participation.She organises and conducts special immunisation sessionsalso
like National Immunisation Days (NIDs) asin “Pulse Polio” immunisation,
“Mop up rounds’ etc.

Implementation of National Health Programmes- She assists in
implementation of various national health programmes like RNTCP,
NVBDCP, NHM, JSY, NPCB, JSSK etc. by raising awareness, mobilising
communities, participating as DOTS provider etc.

Health education- Educate community about health and diseases, personal
hygiene, prevention of diseases and promotion of health by organising health
talks, group discussions etc.



10) Prevention and Control of communicable diseases- Notify notifiable
diseases and other diseases of public health importance to PHC medical
officer. In case of outbreaks, she should actively carry out control measures
like chlorination of water, distribution of ORS, DDT spraying, conducting
mass survey etc.

11) Curative Services Render first aid services and preliminary management
of sick persons.

12) Vital Events- She educates the community about the importance of
registration of births and deaths, and also records births and deaths in her
areaand givesinformation about deathsto the supervisor. Provideinformation
about births/deliveries as well.

13) School Health- Sheassist in organising and conducting medical examination,
Immuni sation session, nutrition and health education talksfor school children.

14) Medical Termination of Pregnancy- Render assistance and guidance to
females requiring Medical Termination of Pregnancy (MTP) ensuring safe
abortion services and educating women about PCPNDT Act.

15) Others- To identify cases of hypertension and diabetes mellitus in the
community and provide health education about prevention, detection, timely
and proper management and complications. Assist in follow up and
community rehabilitation of the mentally ill patients. She should attend staff
meetingsat PHCs, Block Offices or Panchayat Officesor at any other places
or occasions as and when required or instructed. Attend sectoral and project
level meetings of the ICDS. She isamember of VHSNC.

Check Your Progress1

1) Fill inthe blanks.
a) OneASHA worksfor apopulation of ..........
b) 1UD insertion at sub-centrelevel isdoneby ................
¢) Thepreferable age digibility for MPW maleisby...................

2) Statetrueand false

a) ASHA must beawoman resident of the village married/ widowed/
divorced, preferably in the age group of 25 to 45 years.

b) ASHA isapermanent workersin health system at village level
¢) MPW male works mainly for control of communicable diseases at
SC level.
3) List the stepsfor preparing weekly calendar.

4) List the advantages of weekly calendar.
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24 VILLAGE HEALTH SANITATION AND
NUTRITION COMMITTEE (VHSNC)

Village Health, Sanitation and Nutrition Committee (VHSNC) as shown in Fig.
2.1 has been constituted under National Health Mission (NHM) in rural areasto
plan and implement activities at village level related to health and social
determinants of health. The main purpose to set up VHSNC is to promote
community involvement at local level so as to promote decentralisation in
planning. Thiscommittee provides|eadership and platform for addressing issues
related to health services, raising community awareness and promoting community
involvement.

VHSNC acts as a sub-committee of the Gram Panchayat having members from
all stakeholderslike panchayat members, community representatives, community
health workers etc. Local ASHA residing in the village is member secretary and
convener of the committee.

To ensure universal access to health care through strengthening health systems,
various institutions and capabilities have been set up under National Health
Mission.
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Fig. 2.1: VHSNC sub committee

Theseinstitutionsaim for effective health planning at variouslevels. TheVHSNCs
serve as village level institutions for health planning and action for the
marginalised and poor sections.

2.4.1 Objectivesof VHSNC

Objectives of Village Health Sanitation and Nutrition Committee are to:

1) inform the community about the health programmes and government
initiatives.

2) enableloca community to participate in the planning and implementation of

the programmes, and to take collective action for attainment of better health
status in the village.



3) take action on social determinants of health.

4) facilitate the community to voice health needs, experiences and issues
related to accessibility of health services such that theinstitutions of local
government and public health service providers can take appropriate
action.

5) equip Panchayatswith the understanding and mechanismsrequired for them
to play their role in governance of health and other public services and
provide leadership to the community for collective action to improve health
status.

6) provide support and facilitate the work of community health workers like
ASHA and other frontline health care providers, who form acrucial interface
between the community and health institutions.

7) monitor issues, status and action pertaining to nutrition in the community.

2.4.2 Constitution of VHSNC Members

Constitution of VHSNC Members includes the VHSNC is to be formed at
the level of revenue village. Where the population of arevenue village is
more than 4000, the VHSNC can be at the level of a Ward Panchayat. The
Gram Panchayat members, ASHA, ASHA facilitator (or Block Mobiliser)
and ANMs select members through a consultative process with the
community at village level. The VHSNC functions under the ambit of the
Panchayat Raj Institutions (PRI) as a subcommittee or a standing committee
of the panchayat. In other words, VHSNC is co-terminus with Gram
Panchayat of the village. Thus, it has to be re-constituted after a new
panchayat is elected.

The VHSNC should have a minimum of 15 members and the members can be
increased if needed. At least 50% should be women members and SCs, STs
and minorities should bewell represented. VHSNC can select new membersto
replace previous members or add a new member within the norms, by two
thirds majority.

Following are members of VHSNC:

1) Elected Gram Panchayat M embers: Those memberswho are residents of
the village are preferred. In areas where there are no elected panchayats,
members of tribal councils can be considered. The number of panchayat
membersislimited to onethird of thetotal number of members, and preference
Isgiven to women panchayat members. Members of the permanent standing
committees of the gram panchayat are preferred. The members of VHSNC
areshownin Fig. 2.2.

2) ASHAs: All ASHASs of the village are members.
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Fig. 2.2: Membersof VHSNC

3) Saff of government health related services: Thelocal ANM, the anganwadi
worker, and the school teacher are members (if they are resident in that
particular village). If not, they can be specia invitees. Volunteers/village
level workersof other government departments like hand pump mechanic of
Public Health and Engineering Department (PHED) or thefield coordinators
of the MNREGA programme can be members if they are resident of the
village.

4) Community Based Organisations: Representatives of community based
organisations like self help groups, youth groups, etc. are also members.

5) Pre-Existing Committees: If there are separate committees on school
education, water and sanitation or nutrition, they areintegrated with VHSNC.

6) Service-Users: Pregnant females, lactating mothers, mothers with children
of up to 3 years of age, and patients with chronic diseases who are using the
public services are a'so members.

Medical Officer of the local PHC, Facilitator of the ASHA Programme,
Supervisors in health and ICDS departments, Panchayat secretary and Block
Development Officer, Zilla and block panchayat member are special invitees.
The Chairperson of theVHSNC isawoman elected member of the gram panchayat
preferably from among the SC/ST communities, who isaresident of that village.
If there is no woman panch from that village, then preference is given to any
panch from the SC/ST. The ASHA is the Member-Secretary and Convener of
VHSNC. If there are more than one ASHASs in the village, one of them isto be
selected by consensus as Member-Secretary and convener. This could also be by
rotation amongst the ASHASs after atwo or three year period.

Once the VHSNC has been constituted, a bank account is opened in the nearest
bank, in which the untied fund of the VHSNC is credited. The joint signatories of
the VHSNC account are Chairperson of theVHSNC (femal e panchayat member)
and the Member Secretary (ASHA). The decision on expenditure of united fund
will only be done through a written approved proposal of the VHSNC with
signatures of its members.

2.4.3 Roles and Responsibilities of VHSNC Members

32 Let us now go through roles and responsibilities of various members.



1) Chairperson of the Committee

2)

3

a)

b)

f)

The Chairperson is responsible for ensuring that meetings are held on
monthly basis.

She leads the monthly meetings of the committee and ensure smooth
coordination amongst members.

Represent the VHSNC in the Standing Committee of the Panchayat on
health and share details of work undertaken by VHSNC.

Guide the VHSNC to undertake village health planning (annual plan)
and take responsibilities for actions and follow ups.

Ensure that the issues emerging from village health monitoring and
planning are reflected in the Gram Sabha and Gram Panchayat
proceedings.

To ensure adequate records maintenance.

Member Secretary and Convener of the Meeting

a)
b)

c)

f)

9)

h)

To fix the schedule and venue for monthly meetings of the committee.

Ensure that meetings are conducted regularly with active participation
of all members.

Draw attention of the committee on specific constraints and achievements
related to health status of the village community and enable appropriate
planning.

Facilitate collection of information for village level planning like total
population of the village, number of maternal and infant deaths, JSY/
JSSK beneficiaries, number of children immunised, malnourished
children and those referred to Nutrition Rehabilitation Centre (NRC),
number of households and details of familiesfalling under marginalised
groups such as- those bel ow poverty line, SC/ST category, women headed
households, landless familiesworking as daily wage |abourers, families
living in distant hamlets, migrant laboursand individua swith disability.

Maintain records on gaps identified in health or other related sectors
like cause of the gap, recording the decision on collective action required,
and designating the personsresponsiblefor leading the collective action,
the specified timeframe to undertake the action, and recording follow up
action.

Ensure utilisation of the un-tied fund as per the decisions taken by the
committeethrough regular disbursal of fundsjointly with the Chairperson.

Provide information on activity wise fund utilisation to the committee
every month and with bills and vouchers / documents on a quarterly
basis.

Work with Chairperson for the annual presentation of the activities and
expenditures in the annual Gram Sabha, its social audit and getting the
approval of the Statement of Expenditure (SOE) by the Gram Panchayat,
and timely submission of the SOE to the ASHA Facilitators or at the
block level.

The Anganwadi Worker

a)

Provide information on distribution of malnutrition status of children

Work Management and
Administration

33



Communication, Management
and Supervision

34

and presenting any specific challenges related to the functioning or any
help she needs for improving effectiveness.

b) Helpinmapping the marginalised househol ds needing nutrition services
and extends support in forming and implementing nutrition component
of the village health plan.

c) Accountablefor ensuring the provision of take homeration for children
of less than three years, pregnant/lactating mothers, and supplementary
food for children 3-6 years, and bringing the issues related to non-
availability of supplementary nutrition before the committee.

d) Inform VHSNC of any difficulties she faces in providing Anganwadi
services.

€) Accountable by the VHSNC for providing hot cooked meals.
4) Auxiliary Nurse Midwife (ANM)
a) Provideinformation to VHSNC regarding available services, schemes,
and services for maternal and child health.

b) Share details on marginalized groups or those unreached through health
services and seek the support of the VHSNC to reach these populations.

¢) Informthe VHSNC onthe deathsin thevillage, especially maternal and
child death and their probable causes.

d) Facilitate the committeein preparing avillage action plan to addressthe
issue of reaching the marginalized and unreached groups with health
services.

e) InformVHSNC of any difficultiesshefacesin providing health services.

f)  Accountable by the committee for smooth functioning of sub-centre and
provision of quality services and regular conduct of VHND.

5) Roleof Representativesfrom other DepartmentsLike Education, Water
and Sanitation, and Department of Woman and Child Development

VHSNC provides oversight and monitoring of their servicesto ensure convergent
action on wider determinants of health such as drinking water, sanitation, female
literacy, nutrition and women and child health. These representativeswill inform
VHSNC on various developments, enable VHSNC to monitor and take action
on challenges faced in implementing the respective programmes.

6) ASHA Facilitator

The ASHA Facilitator helps in facilitating the VHSNC meeting. She is also
responsiblefor collecting utilization certificates and other recordsfor submitting
to the BMO.

Roles and Responsibilities of VHSNC

VHSNC has following important functions to promote health status at village
level-

1) Villagehealth planningto plan, implement and monitor activitiesfor health
promotion in village.

2) Monitoring of health care services- Health care services in primary and
secondary health care facilities.



3) Organisinglocal action for health promotion- Motivating for community
mobilization and utilising their support for improving health statuslikevillage
sanitation, efforts for vector control etc.

4) Nutrition- To raise awareness about significance of nutrition and related
nutritional issues as an important determinant of health. It also plan and
undertake a community level survey on nutritional status of people and
prevalent nutritional deficienciesamong them especially women and children.
It also identifies and disseminates information about locally available food
stuffsof high nutrient value. The committee al so conduct anin-depth analysis
of causes of malnutrition at the community level by involving the ANM,
AWW, ASHA and ICDS Supervisors. It facilitates early detection of
malnourished children in the community and tie up referral to the nearest
Nutritional Rehabilitation Centre (NRC).

5) Monitoring and Supervision of Village Health and Nutrition Day- To
ensure that it is organised every month in the village with the active
participation of the whole village.

6) Supervise the functioning of Anganwadi- In the village and facilitate its
working in improving nutritional status of women and children.

7) Grievances redressal forum on Health and Nutrition issues- Organise
Jan Samvads which are forum for dialogue between the community and the
authorities.

8) Management and Accounting of Untied Fund- Anuntied fund of Rs. 10,000
Isgiven annually to the VHSNC which can be used for nutrition, education,
sanitation, environmental protection, public health measures.

9) Record maintenance- Monthly meetings, death register, birth register, village
health register are to be maintained.

25 TEAM MANAGEMENT IN HEALTH SECTOR

A health team comprises of health workers who work together to deliver health
care services for which they are mutually accountable. A team shares goals, are
interdependent in their accomplishment, and they affect the results through their
Interactionswith one another. Because wholeteam isheld collectively accountable
for goals, the work of integrating with one another is included among the
responsibilities of each member. Teamwork in health care employs the practices
of collaboration and good communication to help al health workerswho are part
of the team to make decisions as a unit that works toward a common goal.

Composition of health team

Health team isamuiltidisciplinary composition which consists of doctors (medical
officer), Pharmacist, PHNs, LHVs, ANM, MPW (male), ASHA, Anganwadi
worker (AWW), members of panchayat etc. Each member has specialised
knowledge and skills, defined roles and responsibilitiesfor varioustasks. Targets
can be set for each member as per the goal to be achieved.

I mportance of team wor k

1) Team work enhance quality and efficiency of workers.

2) Morechancesof innovation asdifferent team members hasdifferent expertise.
For example, acommunity health worker who iswell aware of local resources

Work Management and
Administration

35



Communication, Management
and Supervision

36

available and prevalent beliefs or level of awareness of a community can
give valuable insight about acceptance of a particular health intervention in
community.

3) Decision making becomes easier since all members can contribute.

4) When the responsibilities are shared among team members, team members
experience lower levels of stress.

5) Membersof team are much clearer about what their jobs entail because team
working enables good communication and detailed negotiation of effective
work roles.

Check Your Progress 2

1) Fill inthe blanks.
a) VHSNC plan and implement activities at village level related to

heathand .........cccccvinnene.
b) TheVHSNC should have aminimumof ......... members)
Anuntied fund of Rs. ............ is given annually to the VHSNC

2) Statetrueand false.
a) VHSNC acts as a sub-committee of the Gram Panchayat
b) ASHA isamember of VHSNC
c) Team management has limited role in health sector

3) List membersof VHSNC.

4) Explain importance of team work.

2.6 LET USSUM UP

We have discussed about weekly work calendar, steps and advantages. Rolesand
responsibilities of various grassroot level health worker in detail.

Decentralisation is bottom up approach in health sector where health planning
startsfrom villagelevel. ASHA workers are considered asimportant intervention
under NRHM who worksaat village level with MPW male and female. Important
roles of theses grass root level workers are promotion of maternal and child
health, vital registration, community survey, adolescent health and promoting
sanitation and hygiene. VHSNC is village level institution for planning for
health and its social determinants. It iscomposed of membersfrom PRI, ASHA,
MPWs and AWW with representation from disadvantageous sections of society.

Health team consists of doctor, ANM, ASHA and other staff. Effective team
management is aimportant for achievement of health goals.



2.7 MODEL ANSWERS

Check Your Progress1

1)
2)
3

4)

a) 1000 b) MPW femae c) lessthan 25years
a) True b) False c) Fase
Sepsfor preparing weekly work calendar

e Make ablank table having rows and columns as per working hours and
number of working days available in that week

e First column is number of working hoursin aday
e Rowsare prepared on hour wise basis starting from 9 am to 4 pm.
e Next 6 columns are daysin aweek

e The health worker then fill the table as per activities planned for the
week like immunisation session, health talks, antenatal clinic, school
health visit etc.

Advantages of weekly work calender

e Helpsaworker to prepare his/her schedulein advance. Thiscan aso be
shared with the supervising officer and can be used by them for monitoring
and supportive supervision.

e Planning activities in advance increases the efficiency of the worker.

e Planning of activities on day to day basis results in wastage of health
workers' precious time, thus planning in advance helps her/him to
dedicate more productive hours to work with quality. S/He can aso
judiciously find time slots so that the pending work can be compl eted.

Check Your Progress 2

1)
2)
3

4)

a) socia determinants of health b) 15 ¢) 10,000
a) True Db) True c¢) True

Elected Gram Panchayat Members, ASHAsS, Government Staff,
Representatives of community, members form school education, water,
sanitation and service users such as Pregnant and lactating mothers etc.

Importance of team work
e Team work enhance quality and efficiency of workers.

e More chances of innovation as different team members has different
expertise. For example, a community health worker who is well aware
of local resources available and prevalent beliefs or level of awareness
of acommunity can give valuableinsight about acceptance of aparticular
health intervention in community.

e Decision making becomes easier since all members can contribute.
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When the responsibilities are shared among team members, team
members experience lower levels of stress.

Members of team are much clearer about what their jobs entail because
team working enables good communication and detailed negotiation of
effective work roles
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3.0 INTRODUCTION

In the previous units you have read about work management. Whileall of usare
managers, managing things all the times at our home and work places, very few
individual s become effective leader. In thisunit wewill learn about qualitiesof a
good leader. Not all leadersare alike, their work stylesare different. Wewill also
learn about different types of leader based upon their working style. As a mid-
level health care provider your job involves observing the work of the ground
level staff. They are the most vital link between the community and health care
system. It is very important to monitor their performance. Performance
management involves aregular tab on the work of the staff. Supervisionisastep
ahead of themonitoring. Inthisunit wewill learn about the nuances of monitoring
and supervision. Though providing health care to the community isnot considered
to be traditional stressful job, managing the staff can sometime be stressful. It is
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essential that you must keep your cool while supervising the staff and adopt
different techniques to keep yourself stressfree.

3.1 OBJECTIVES

At the end of the unit, you will be able to:

explain the meaning of leadership;

list the types of leader;

describe the qualities of agood leader;

enumerate the differences between aleader and a manager;

organise a health camp or other health related activitiesin your community;
explain the meaning of monitoring and supervision;

differentiate between the monitoring and supervision;

discuss the various techniques of monitoring; and

describe the methods of de-stressing yourself.

3.2 LEADERSHIP

Professor Warren G. Bennis has said that ‘Leaders are people who do the right
thing; managersare peoplewho do thingsright.’ A leader isaperson who creates
an inspiring vision of the future, motivates and inspires people to engage with
that vision, manages delivery of the vision and coaches and builds ateam, so that
it ismore effective at achieving the vision. Leadership brings together the skills
needed to do these things. Good leadership is important for the success of any
organisation.

3.2.1 Qualities of a Good L eader

An effective leader has following personalities traits:

High energy level and stress tolerance: They have high levels of energy
and can work effectively for long periods. They are also less affected by
conflicts, crisisevents and pressure. They are ableto think relatively calmly
in crisis situations and communicate that calmness and confidenceto others.

Self-confidence: They are optimistic and confident in the face of
difficulties. They are more likely to deal with difficult situations rather than
deny or avoid them. However, excessive self-confidence or self-esteem can
make |leaders prone to making risky or wrong decisions.

Internal locus of control: They believe what happens around them is more
under their control than the control of external forces and are motivated to
take action to influence and control events. Thisisassociated with atendency
to be proactive rather than passive.

Emotional maturity: They have emotional maturity and intelligence in the
sense that they are less prone to moodiness, irritability and angry outbursts.
They are positive and optimistic, communicating their positivity to others.
They are aware of their own strengths, weaknesses and typical reactions to
situations.



e Personal integrity: High levels of persona integrity, aong with honesty,  Leadership, Supervisionand
transparency and trustworthiness are key characteristics of agood |eader. Monitoring

e Achievement orientation: High achievement orientation isassociated with
|eadership effectiveness.

e Low needsfor affiliation: Thisrefersto the need to be liked and accepted
by others, which effective leaders do not have.

3.2.2 Typesof Leader

Though leaders can be classified based upon various aspects, the most common
types of leader based on their style of working are:

1) Authoritarian leader:
a) They aredirectiveand do not permit any participation from team members

b) They are concerned for completing the task. Each member of theteamis
told what to do and how to do

2) Democratic leader:
a) They are the most successful
b) They encourage participation and discussions by group members

¢) They usudly involveall group membersin planning and completing the
task

3) Laissez-faireleader:

a) Thesetype of leader give complete freedom to the group members, do
not provide any leadership, do not establish policies or procedures

b) Asaresult, no member of the group influences another member
C) Thereischaosin organisation

3.2.3 How a Leader is Different from a Manager

Let us now, read the difference between aleader and a manager.

While a leader can be a manager, the reverse is not true. We all are manager,
managing various activities both on personal and professional fronts throughout
the day. A leader is hard to find. It takes generations for a nation to produce a
good leader. The following Table 3.1 shows important differences between a
leader and a manger.

Table 3.1: Difference between aleader and a manger

L eader M anager

Visionary Planner, organiser

Strategist Controller

Politician/ Advocate Supervisor

Campaigner Monitor

Team builder Efficient user of resources

Change agent Status quo a1
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3.3 LEADERSHIPIN HEALTH

In health care setting leadership is central to improving the quality of health care
and the improvement of organisational processes. In health care organisations
the quality and safety of careisof paramount importance. For thisto be achieved
the leader who have the resources, influence, and control must provide these:

e A culturethat fosters safety and quality

e Planning and provision of services that meet the needs of clients

e Human, financial, physical, and information resources for providing care
e Ongoing evauation and improvement of performance

3.3.1 Common Leadership Approach in Health Care Setting
Common leadership approach in health care setting are:

e Transformational Leadership: It requires leaders to communicate their
visioninamanner that ismeaningful, exciting, and creates unity and collective
purpose.

e Collaborative L eadership: Collaborative heathcare leadership requires a
synergistic work environment, wherein multiple parties are encouraged to
work together toward theimplementation of effective practicesand processes.

e Shared Leadership: Itresultsinindividual staff membersadopting leadership
behaviours, greater autonomy, and improved client care outcomes.

e Distributed Leadership: Here the work is distributed amongst staff
members. The advantage is that individuals complement one another’s
strengths and offset one another’s weaknesses.

e Ethical Leadership: A good leader must have intentions, values, and
behaviours that intend no harm and respect the rights of all stakeholders.

3.3.2 Taking Control of Health of Community

Healthcare systems is very large and complex. It is composed of numerous
professional groups, departments, and specialties with intricate, non linear
interactions between them. The numerous groups with associated sub-cultures
might support or bein conflict with each other. L eadership needsto capitalise on
the diversity within the organisation.

3.3.3 Organising Health Camp

Health camps means that a team of health professionals ‘camp’ in an area to
carry out alimited health intervention. Thisis one of the strategies adopted by
both government and non-government organisations to provide health care
services to the doorstep of the population. Following points should be kept in
mind while organising a health camp in the community.

a) Choosing the date and timing for the camp: The success of the health
camp depends upon the number of personsturning up for it. Choosing aday
which is suitable for most of the local residentsisvital for the effectiveness
of the camp. The health camp should preferably take place on a holiday



b)

f)

when most of the residents are expected to be in home. Preferably summer
months should be avoided. The health camp should run for the entire day.

Tar get population: The health camp can be thematic. Thetarget population
may be female of reproductive age group, children, adolescents, geriatric
population etc. Special efforts should be made to mobilise youth and women
groups in the community for camps focusing on reproductive issues.

Site of the camp: The venue of health camp should ideally be situated in the
center of thevillage or town. It should bereadily accessible by public transport.
There has been instances where despite the publicity the health camps had
poor attendance just because it was located at some ground which was far
from the center of the village where villagers had difficulty in commuting.

Publicity of the health camp: Much of the success of the health camp
depends upon the number of individuals knowing about the camp. A good
pre-planned publicity campaign will draw good attendance to the camp. All
effort should be made to involve the local level media tools such as folk
media, miking, announcements through village health and nutrition days
(VHNDs,) Gram Sabhas etc. to publicise the health camp. The publicity
should begin atleast 2 days before the scheduled health camp. The publicity
activity should cover the entire catchment area of the camp adequately.

Services at the health camp: The services at the health camp should
essentially include but not be limited to:

e Genera health checkup facilities and provision of medicines
e Antenatal checkups, immunisation can also be provided

e Information, Education and Communication Activities

e Hedlth exhibitions

Sensitisation of the key stakeholders: The key and influential persons of
the area should be told about the health camp. They may help in mobilising
the population and help in conducting the camp smoothly. The plan of the
health camp should be shared with them.

Check Your Progress 1
1) List common leadership approach in health care setting.

2) Explain pointsto bekept in mind while organising a health camp in the
community

3.

4 SUPERVISION

Supervision is the process of guiding, helping and encouraging staff to improve
their performance so that they meet the defined standards of their organisation.
Supervision can be either traditional or supportive. The traditional way of doing

L eader ship, Supervision and
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supervisory visitsiseffective to some extent only. It has several shortcomings. In
the traditional way of supervising, the supervisor only inspects facility. He does
not guide the staff in problem-solving. Thus performance improvement of the
staff isnot the objective of traditional supervision. Supportive supervision promote
sustainable and efficient programme management through interactive
communication, aswell as performance planning and monitoring. Table 3.2 shows
some of the differences between traditional supervision and supportive
supervision.

Supportive supervision is a process that promotes quality at al levels of the
health system by strengthening relationships within the system, focusing on the
identification and resolution of problems, optimising the allocation of resources,
promoting high standards, teamwork and better two-way communication.
Supportive supervision involves directing and supporting healthcare workersin
order to enhance their skills, knowledge and abilities with the goal of improving
health outcomes for the population they manage. It is an ongoing relationship
between health careworkers and their supervisors. Supportive supervision is
recognised as critical part of human resource management for the delivery of
quality health care services.

Table 3.2: Comparison of Traditional and Supportive Supervision

Action Traditional Supervision Supportive Supervision
Who performs | Externa supervisors External supervisors
supervision Staff from other facilities
Colleagues from the same facility
(Internal supervision)
Community health committees
Staff themselves through self-
assessment
When supervi- | During periodic visitsby | Continuously: During routine
sion happens external supervisors work Team meetings
Visits by external supervisors
How do Little or no preparation Supervisors review previous
supervisors supervisory reports
prepare Supervisors review reported
achievements Supervisors decide
before the supervision visit on what
they need to focus on
What happens | Inspection of facility Observation of performance and
during Review of records and comparison to standards
supervision supplies Provision of corrective and
Supervisor makes most supportive feedback on performance
of the decisions Discussion with clients
Reactive problem- Provision of technical updates or
solving by Supervisor guidelines
Little feedback or On site training
discussion of supervisor Use of data and client input to
observations identify  opportunities  for




Action Traditional Supervision Supportive Supervision

What happens | No or irregular follow-up | Actions and decisions recorded
after supervision Ongoing monitoring of weak areas

improvement

Joint problem solving

Follow-up on previously identified
problems

and improvements
Follow-up on prior Vvisits
and problems

3.4.1 Qualities of a Supervisor

A supervisor should possess these qualitiesin order to do his/her job well:

She/He should be very familiar with health care system prevailingin hisarea

She/He should have ability to address both administrative and programmatic
issues of the health problems

She/He should be committed, responsible and have strong interpersonal skills
She/He should have the ability to train, motivate and support staff

She/He must be flexible, respectful and should have hard working attitude
She/He should have patience to listen carefully

She/He should probeinto the problems, analyse the situations and formul ate
solutions to overcome it

She/He should have ability to provide and receive feedbacks after each visit
and write reports

3.4.2 Things Required for Supportive Supervision

The main resources required for an effective supportive supervision are:

Transport which should be reliable and should be available whenever
required

Sufficient time for preparation, travel, field visit, reporting and follow-up
activities

Supportive supervision tools (like checklist, standard operating procedures
and guidelines) and stationery

Support for periodic review meetings

3.4.3 Areas Covered During Supportive Supervision

Supporting supervisionincludeslooking after the entire aspect of the programme.
These can be covered under following headings:

A) Patient care:

e Coverage of health servicesin agiven region
e Referra system and linkages

e Avallability of policies, guidelines, standard operating procedures, Job
aids, manuals and |EC materials at the health centre

L eader ship, Supervision and
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B) Health infrastructure:

e Facility and equipment
e Utilities such aswater, electricity and communication facilities
e Privacy to patient as and when required

C) Human resourcesfor health:

o Staff adequacy, availability of trained staff
e Training and staff needs
e Short- and long-term plan

D) Logistics and resource management:

e Availability and adequacy of medicines, lab reagents and other
commodities

e Availability of reliable transport
e Sources and management of funds
e Implementation status of different health programmes

E) Monitoring and Evaluation:

e Records and documentation system
e Patient records, registers/forms
e Datamanagement

3.4.4 Key Elements of Effective Supervision

For a supervision system to be effective, there are a number of elements that
needto be present:

1

2)

3)

4)

5)

6)

Management Commitment: Supportive supervision is an integral part of
any health programme. It should be given equal importance and separate
resources should be alotted for this activity.

Standards of Performance: For supervision to be effective, the supervisor
should have knowledge about the work profile of the staff. Unless he hasthe
knowledge about the work of the ground staff he cannot supervise and
comment on the performance of the staff.

Planning for Supervision: Proper planning prevents poor performance. Just
like any activity supervision should start only when there is a planning in
place. Planning should be practical and include resources available to the
supervisor.

Preparation for Supervision: All the toolsrequired for supervision should
be made available beforehand. Thisinvolves availability of transport, check
lists, documents amongst other things.

Stakeholder Involvement: All the relevant persons involved in the
programme should beinformed about theimpending supervision prior to the
activity. They should be involved in the activity on as and when required
basis. This helps in conducting the supervision smoothly. The stakeholders
become accountable also and has a sense of belonging to the programme.

Supervisory Tools: The supervisory tools help to ensure that all key areas
are covered.



8)

9)

Documentation of Supervisory Findings: All the steps involved in
supervision should be recorded meticulously. Theresultsand findings should
berecordedin detail. Any on-sitetraining given should also berecorded. Itis
important that only those information and data which are important for
programme purpose should be collected and recorded. Unnecessary data
collection just lengthensthereport and serve no purpose. Thevita information
may belost in that case.

Preparation of an Action Plan: Follow-up activities after the supervision
IS as important as supervision process. Process of supervision is shown in
Fig.3.1 given ahead. The supervisor should prepare an action plan following
thefield work. Thisplan include work to be done at later stage and should be
prepared in consultation with the ground staff.

Sharing of Supervision Findings: The findings should be shared with
supervisors and relevant officials. This ensures that al staff are aware of
results, including actions to be taken.

10) Self-Assessment: Periodic self-assessment should be done by the staff himself

to prepare for the supervisory visit by external assessor. Thiswill help them
in facing the supervision process by external team more efficiently and
confidently.

3.4.5 Advantages of Supervision

There are many proven advantages of supportive supervision. Some of these

are:

Supportive supervision helps service providers to achieve work objectives
by improving their performance

It ensures uniformity to set standards

It helpsin identifying problems and solving them in atimely manner

It helps in making a follow-up on decisions reached during previous
supervision visit

It also identifies staff needs and provides opportunities for personal
development

It reinforces administrative and technical link between high and lower levels

Box: Effective behavioursfor encouraging per formance improvement

Behaviours that are helpful in gaining the commitment of the supervisees to
make efforts in order to improve performance are:

1)
2)
3
4)

5)

Supervision should be facilitative, not fault-finding.
Always praise work well done before raising problems.
If you see aproblem, check to seeif the supervisee seesthe same problem.

Analyse problemswith the supervisee to gain agood understanding of the
underlying causes.

Let the supervisee suggest possible solutions. This facilitates ownership
and acceptance of the solutions.

L eader ship, Supervision and
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and Supervision

Some of the challengesin providing supportive supervision of health programmes
in our country are:

e Lack of astandardised approach to supportive supervision

e Lack of adequate and reliable financial resources

e Shortage of human, financial and time resources

e Lack of technical skillsand work overload among health care workers
e Vertical, uncoordinated intervention-specific supervisory activities

Setting up a supportive supervision system
e Training acore set of supervisors
e Creating checklists and recording forms

e Ensuring appropriate resources are available — vehicles, per diem,
areas for collaboration with other programmes

Planning regular supervisory visits
e Where: using datato decide priority supervision sites
e When: schedule supervision visits using awork plan
e What subjects to train: identify training needs and skills that need

N updating y
4 Conducting supportive supervision visits )
e Observation
e Useof data
e Problem-solving
e On-the-job training
e Recording observations and feedback
- /
4 Follow-up R
e Follow up on agreed actions by supervisors and supervised staff
¢ Regular dataanaysis
e Feedback to all stakeholders

Fig. 3.1: Process of supervision

3.5 MONITORING

Let us discuss concept and process of monitoring.

3.5.1 Concept and Process of Monitoring

Monitoring is a process of measuring, recording, collecting and analysing data
48 on actual implementation of the programme and communicating it to programme



managers so that any deviation from the planned operations are detected, diagnosis
for causes of deviations are made and suitable corrective actions are taken. For
any monitoring to be effective, first a plan for the district health programme
needs to be prepared. Such a plan would specify what needs to be done, who is
going to do it and when. During the course of implementation, monitoring can
help identify whether activities are being implemented as planned and if not then
reasons for such deviation.

The word monitoring instils fear in the staff. There is opposition to monitoring
due to the fear that it can expose the deficiencies in working both at worker and
supervisor level. But monitoring isessential in running aprogramme efficiently.
Timely submission of appropriate amount of datato higher authority isessential
for effective monitoring. The staff should be given feedback after the monitoring.
Workers are motivated if they receive the feedback.

The monitoring process comprises of:

e Detecting deviation from the plan: The monitor should compare the
activitieswith the standard of procedure, if thereisone or themicro plan. He
should know what should be measured. It is important to measure major
input, activities and outputs. Everything need not be measured frequently.
Some crucial points need daily monitoring, for some other activities yearly
monitoring is enough.

e Diagnosing causes of deviations: After finding out the deviations ook for
thereasonsof it. In-depth analysis of the deviation should be done. The staff
may not always be at fault all the time. At the same time staff may put blame
on someone else or find some excuse for the deviation. The problem areas
should be investigated thoroughly so that it is not repeated.

e Taking corrective actions: Corrective actions depend upon the level of the
deviations. The mid-level health provider can take corrective action at the
spot without informing his superior if the deviation is small and does not
harm the programme in a major way. But he should inform the authority
during reporting if the deviation is major one or repetitive in nature.

3.5.2 Difference between Monitoring and Supervision

The difference between monitoring and supervision isthat monitoring isusually
concerned with aspects of the programme that can be counted, whereas
supervision deals with the performance of the people working within the
programmeincluding giving them support and assessing conditionsin the health
facility.

Some aspects of monitoring are closely connected to supervision. During the
supervisory visit, the supervisor can monitor by taking notes and recording data,
such as how many trained healthworkers at the session are giving injections
according to the protocols, and the vaccines and supplies available. However, a
person who monitors does not always comein contact with the staff, for example,
when reviewing reports to count the number of health workers who attended
training.Thus, supervision must involve interaction with staff, and usually also
has an element of monitoring. Monitoring does not often or automatically have a
supervisory element.

L eader ship, Supervision and
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Table 3.3: Differences between monitoring and supervision

Monitoring Supervision

Episodic in nature Continuous process

Narrow meaning Wider (includes monitoring)

May not involves interaction with humans | Always involves interaction with staff

Check Your Progress 2

Choose the best option:

1) The attitude of supervisor towards the health workers should be

2)

3)

4)

5)

a)
b)
c)
d)

Strict and controlling
Submissive and requesting
Polite and listening

Based on situations

Monitoring means

a)

b)
c)

d)

Regular observation and recording of activitiestaking placeinaproject
or aprogramme o asto facilitate feedback and improved performance

Process of helping staff to improve their own work performance

Controlling al processesrelated to the delivery of services and not
just the final activities

A systematic approach for compiling the information

What are the features of ‘ Supportive Supervision’?

a)
b)
c)
d)

More like a teacher, coach, mentor
Focus on improving performance
Follow up regularly

All of the above

As amanager, your role isto provide constant oversight to ensure that
health workersand service providersdeliver programme objectives. This
can be provided by

a)
b)
c)
d)

Supervision

Episodic problem solving
Authoritarian inspection
Supportive Supervision

Differentiate between aleader and a manager.




3.6 HOW TO DE-STRESSYOURSELF

Working hard has its disadvantages too. Sometimes we get involved so much in
our work that we forget to relax and it shows physically and mentally. Work can
be demanding and if we do not maintain aproper balance between the professional
and personal life our health will deteriorate.

3.6.1 Importance of De-stressing

Stress can develop through many ways at the work place. The most common
cause of stressisnot meeting the expectations of the superiors. Thiscan beinthe
form of not meeting the target, not able to visit aplace, staff not listening to you
etc. Sometimes personal problems can have bearing on your work. Stress produces
ahormonein our body which causes physiological changesinside. Recurrent or
chronic stress produces changes which may becomeirreversible. Physical ailments
following stress are hypertension, peptic ulcer diseases and headaches. Stress
can lead to some mental conditions like depression and anxiety disorders. It has
been proven that stressmakes some diseaseslike bronchial asthma, irritable bowel
syndromeworse. Stress can also lead to insomnia which has a cascading effect
on health. Thusit becomes very important to de-stress ourselves on regular basis
and maintain good health.

3.6.2 Techniques of De-stressing

Here are some ways to de-stress yourself. Each of these is backed by sound
scientific evidences.

1) Deep breathing exercise: Breathing exercise or pranayama helpsusto relax.
Taking afew deep breaths helps in reducing the tension and relieves stress
due to an extra boost of oxygen entering the lungs. Clinical research has
shown that deep breathing exercise reduces the high blood pressure.

2) Listen to some music: Your favourite music slows heart rate, lowers blood
pressure and decreases levels of stress hormones.

3) Have agood laugh: It may sound cliché but it is true that ‘laughter is best
medicine’ . Find time in between the work schedule to laugh for awhile.

4) Alternative contracting and relaxing muscles: Tighten your foot muscles
as much as you can, then relax them. Then go up and do this exercisefor all
the voluntary muscles of your bodly.

5) Meditation: Performing different asanas specific for stressis stress buster
and has been found effecting in different trials. Meditation is agreat way to
cam the mind.

6) Haveawalk: Just ten minute of brisk walk and not thinking about the work
has positive impact on our body. Monitor own time and work hours; take
responsibility for personal rest and renewal.

These are the methods to improve yourself:

1) Set personal growth goals and follow plan to attain them
2) Get and use a mentor or coach. Ask for help

3) Learnto delegate work

4) Understand your own style of learning, approach to power and to problems,
dealing with criticism and conflict

L eader ship, Supervision and
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3.7 LET USSUM UP

In this unit you have learned about the three important aspects of your work:
leadership, monitoring and supervision. Asamid-level health care provider you
play an important part in connecting the ground level health care worker with
your superiors. We cannot work inisolation. Providing health careto community
isateam work. Again, in ateam not all players do same things. Each player has
different role to do. Here comestherole of hierarchy in ateam. You haveto play
a leader role while leading your team. Basic qualities of effective leader are
mentioned in the unit. Though we live in a target free era, we have to work
towards achieving some goals for which there are targets and indicators. You
have to monitor the performance of the staff and see their performance level.
Supervision should be supportive one and not a fault finding exercise. You may
have to find immediate solutions to problems faced by staff and train them on
spot. All these work can have bad effects on your health. Thusit isimportant to
de-stress yourself on daily basis by doing deep breathing exercise. There are
other proven techniquestoo de-stressyourself. Doing yogais one of them. During
counselling it isimportant to keep yourself in client’s shoes but remember to put
it off a the end of your work. In this way you will be an effective health care
provider and will definitely become an asset for your organisation.

3.8 KEY WORDS

IEC : Information education and communication. A public
health approach aiming at changing or reinforcing health-
related behaviours in a target audience, concerning a
specific problem and within apre-defined period of time,
through communi cation methods and principles.

Job aids : An external devicethat providesjust-in-time knowledge
and information to help individuals with tasks by
directing, guiding, and enhancing performance.

L eader ship : Process of influencing the activities of an organised
group in its efforts towards goal setting and goal
achievement.

Mentoring ; System of practical training and consultation that fosters

ongoing professional development to yield sustainable
high-quality clinical care outcomes.

Monitoring ; A management function which uses a methodical
collection of datato determine whether the material and
financial resources are sufficient, whether the peoplein
charge have the necessary technical and personal
qualifications, whether activities conform to work plans,
and whether the work plan has been achieved and had
produced the original objectives.

Motivation : An individual’s degree of willingness to exert and
maintain an effort towards organisational goals.

Performance : A continuous process of identifying, measuring and

management devel oping the performance of individual s or teams and



aligning that performance to the strategic goals of the

organisation.
Supportive : A process that uses dialogue and constructive feedback
supervision to help staff to improve their performance in pursuit of

the organisation’s mission, while also setting goals for
growth and devel opment.

3.9 MODEL ANSWERS

Check Your Progress1

1) Common leadership approach in health care setting are:

e Transformational leader ship: It requires|eadersto communicatetheir
vision in a manner that is meaningful, exciting, and creates unity and
collective purpose.

e CollaborativelL eader ship: Collaborative heathcareleadership requires
asynergistic work environment, wherein multiple parties are encouraged
to work together toward the implementation of effective practices and
processes.

e Shared Leadership: It results in individual staff members adopting
leadership behaviours, greater autonomy, and improved client care
outcomes.

e Distributed Leadership: Here the work is distributed amongst staff
members. The advantage is that individuals complement one another’s
strengths and offset one another’s weaknesses.

e Ethical Leadership: A good leader must have intentions, values, and
behavioursthat intend no harm and respect therights of al stakeholders.

2) Thepointsto bekept in mind whileorganising ahealth campin the community
are:

e Choosingthedateand timingfor the camp: The success of the health
camp depends upon the number of personsturning up for it. Choosing a
day which is suitable for most of the local residents is vital for the
effectiveness of the camp. The health camp should preferably take place
on a holiday when most of the residents are expected to be in home.
Preferably summer months should be avoided. The health camp should
run for the entire day.

e Target population: The health camp can be thematic. The target
population may be female of reproductive age group, children,
adolescents, geriatric population etc. Special efforts should be made to
mobilise youth and women groupsin the community for campsfocusing
on reproductive issues.

e Site of the camp: The venue of health camp should ideally be situated
in the center of the village or town. It should be readily accessible by
public transport. There has been instances where despite the publicity
the health camps had poor attendance just because it waslocated at some
ground which was far from the center of the village where villagers had
difficulty in commuting.

L eader ship, Supervision and
Monitoring

53



Communication, Management
and Supervision

e Publicity of the health camp: Much of the success of the health camp
depends upon the number of individuals knowing about the camp. A
good pre-planned publicity campaign will draw good attendance to the
camp. All effort should be made to involve the local level mediatools
such as folk media, miking, announcements through village health and
nutrition days (VHNDs,) Gram Sabhas etc. to publicise the health camp.
The publicity should begin atleast 2 days before the scheduled health
camp. The publicity activity should cover the entire catchment area of
the camp adequately.

e Services at the health camp: The services at the health camp should
essentially include but not be limited to:

e General Health Checkup facilities and provision of medicines
e Antenata checkups, immunisation can also be provided

e Information, Education and Communication Activities

e Health exhibitions

e Sensitization of thekey stakeholders: The key and influential persons
of the area should be told about the health camp. They may help in
mobilising the population and help in conducting the camp smoothly.
The plan of the health camp should be shared with them.

Check Your Progress 2

1) C 2) A 3 D 4 D
1) Difference between aleader and a manger

L eader Manager

Visionary Planner, organiser

Strategist Controller

Politician/ Advocate Supervisor

Campaigner Monitor

Team builder Efficient user of resources

Change agent Status quo
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4.0 INTRODUCTION

Health Management Information System is an essential component of health care system.
It forms a base upon which the health services can be moulded and improved upon. It
deals with data related to health, their generation, transmission, output and finally the
dissemination and feedback, to make full utilisation of such a system. It can range from
a collection of data in a paper form and passing it on to the next level or in a modern
world, a complex network of data collection, entry, software, internet, data analysis
and reporting. For a health manager, understanding the importance of health information
and ability to manage it becomes a vital function to bring about positive changes in
health care.

4.1 OBJECTIVES

By the end of this unit, the learner should be able to:

e explain the concept of HMIS;
e enumerate the uses of HMIS;
e describe on the components of HMIS; and

e describe data errors and ways to ensure quality of data;

4.2 USES OF HEALTH MANAGEMENT
INFORMATION SYSTEM (HMIS)

HMIS has many purposes, depending upon the level at which it is analysed and utilized.
It helps to:

1) Make sense of the data that is collected for various programmes



2) Monitor and evaluate health services and programmes
3) Provide feedback to the health facilities about their own performance individually
4) Compare performance of neighbouring blocks, regions, states, etc.

5) Prepare reports for the block, district, state and country regarding health status
and give a clear picture of progress

6) Implement corrective measures in the services and programmes to improve
efficiency

7) Reveal the areas that are weak and focus on them for intervention and research.

4.3 COMPONENTS OF HMIS

After going through the uses of HMIS, let us now read in details about various
components of HMIS as follows:

4.3.1 Data Elements

Data elements: The basic unit in HMIS is data, and data element is a record of a
health event or a health related event. The number and nature of data elements collected
at each level will vary. It depends upon the services provided by that level.

Each of these data elements will represent one aspect of health care e.g. institutional
delivery, and a collection of these will represent one component of a health programme
e.g. maternal health will be represented by place of delivery, antenatal care, postnatal
care, complications after childbirth, etc. These data elements will be the ones that will
feature in the facility’s reports.

Table 4.1: Number of data elements at facility level formats

Section Sub-Centre | Primary Community
Health Health Centre/
Centre Sub-divisional
Hospital/
District Hospital
1  Antenatal care 8 9 10
2 Deliveries 5 5
3 Caesarean Section - 1 1
4 Pregnancy Outcome 7 7 7
5  Complicated pregnancies - 4 5
6 MTP - 3 2
7  RTISTI - 3 3
8  Postnatal care 2 3 3
9  Familyplanning 12 17 17
10 Child immunisation 28 27 28
11 VitaminA 3
12 Childhood diseases
13 Other programmes - 4 6
14 Patient Services 2 17 20
15 Lab Test 2 15 15
Total 76 127 134
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Data element need to be specific and well defined, or else it can lead to inaccurate data
and wrong reporting. Following are the data elements and their brief details contained
in the reporting format of a sub-centre shown in Table 4.1. It has three parts:

Part A. Reproductive and Child health (M1-MS)
Part B. Health Facility Services (M9-M10)
Part C. Mortality details (M11)

Table 4.2: Data elements in the reporting format of sub-centre

Part A. Reproductive and Child Health

Data Elements
M1 | Antenatal Care Services (ANC)
11.1 | Data Element : Total number of pregnant women Registered for ANC
Data Element : Of which Number registered within first trimester
Data Source — Antenatal Register / Pregnancy Register
New data element: Number of Pregnancy test Kits used at SC level
2 Data Element : New women registered under JSY
Data Source —JSY Register
3 Data Element : Number of pregnant women received 3 ANC check ups
Data Source — Antenatal Register / Pregnancy Register
4 Number of pregnant women given
4.1 Data Element : TT1
4.2 Data Element : TT-2 or Booster
Data Source — Antenatal Register / Pregnancy Register
5 Data Element : Total number of pregnant women given 100 IFA tablets
Data Source — Antenatal register / Pregnancy Register
6 Pregnant women with Hypertension (BP>140/90)
Data Element : New cases detected at institution
Data Source — Antenatal Register / Pregnancy Register
Pregnant women with Anaemia
7.1 Data Element : Number having Hb level<11 g/dl (tested cases)
Data Source — Antenatal Register / Pregnancy Register / Laboratory
Register
M2 | Deliveries
8 Deliveries conducted at Home
8.1 Number of Home Deliveries attended by:
a) Data Element : SBA Trained (Doctor/Nurse/ANM)
b) Data Element: Non SBA (TBA/Relatives/etc.)
8.2 | Data Element : Number of newborns visited within 24 hours of home
delivery
8.3 Data Element : Number of mothers paid JSY incentive for home
deliveries
Data source — for 8.1-8.3 will be delivery register.




9 Data Element : Deliveries conducted at facility

9.1 Data Element : Of which Number discharged under 48 hours of
delivery
Data Source — Labour Room Register/Delivery Register

9.2 Number of cases where JSY incentive paid to
a) Data Element : Mothers
b) Data Element : ASHAs
c) Data Element : ANM or AWW (only for HPS States)
Data Source — Pregnancy Register and JSY Register

M3 | Pregnancy Outcome and details of newborn
Definition: Pregnancy outcome, here (in the sub-Centre format), is the
sum of live births, stillbirths, and spontaneous abortions.

10 Pregnancy Outcomes (in number)

10.1 | Live Birth
a) Data Element : Male
b) Data Element : Female

10.2 | Data Element : Still Birth

10.3 | Data Element : Abortion (spontaneous/induced)
Data Source — Pregnancy Register/Labour Room Register

11 Details of Newborn children weighed

11.1 | Data Element : Number of Newborns weighed at birth

11.2 | Data Element : Number of Newborns having weight less than 2.5 kg
Data Source — Pregnancy Register/ Labour Room Register

12 Data Element : Number of newborns breast fed within 1 hour
Data Source —Pregnancy Register/ Child Care Register

M4 | Postnatal care
First six-weeks period (42 days) after delivery is called post-partum
postnatal period. However, information as required, against the respective
data element is only to be reported.

13 Data Element : Women receiving post partum check-up within 48
hours after delivery
Data Source — Inpatient Register/Pregnancy Register

14 Data Element : Women getting a post partum check-up between 48
hours and 14 days
Data Source — Inpatient Register/Pregnancy Register

MS | Family Planning
Family planning methods regulate the number and spacing of children in a
family through use of contraceptives or other methods of birth control.

15 Data Element : Number of new IUD Insertions

15.1 | Data Element : At facility

Data Source — Family Planning Register
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Data Source — Family Planning Register

17 Data Element : Number of oral pills cycles distributed
Data Source — Family Planning Register/ Inventory Register

18 Data Element : Number of condom pieces distributed
Data Source — Family Planning Register/ Inventory Register

19 Data Element : Number of centchroman (weekly) pills given
Data Source — Family Planning Register/Inventory Register

20 Data Element : Number of emergency contraceptive pills distributed
Data Source — Family Planning Register/Inventory Register

21 Quality in sterilisation services

21.1 | Number of complications following sterilisation
a) Data Element: Male
b) Data Element : Female

Data Source — Family Planning Register/OPD Register

21.2 | Number of failures following sterilisation
a) Data Element : Male
b) Data Element : Female

21.3 | Number of deaths following sterilisation Guidelines
a) Data Element : Male
b) Data Element: Female

Data Source — Family Planning Register/OPD Register

M6 Child Immunisation

22 Number of Infants 0 to 11 months old who received the following:
Data Source — Immunisation Register

22.1 | Data Element: BCG

22.2 | Data Element: Pentavalent 1

22.3 | Data Element: Pentavalent 2

22.4 | Data Element: Pentavalent 3

22.5 | Data Element: OPV 0 (Birth Dose)
22.6 | Data Element : OPV1

22.7 | Data Element : OP)?2

22.8 | Data Element : OPV3

22.9 | Data Element : Hepatitis-B1

22.10 | Data Element: Hepatitis-B2

2211 | Data Element : Hepatitis-B3

22.12 | Data Element : Measles

22.1 | New data element: Measles 2" dose and Hepatitis B0

Data Element: Total number of children aged between 9 and 11
months who have been fully immunised (Child given one dose of
BCG, three dosages of DPT i.e., DPT 1,2,3; three dosages of polio
i.e,. OPV 1,2,3 and a dosage of Measles)

60 Data Source — Immunisation Register




23 Data Element : Number of children more than 16 months who
received the following

23.1 | Data Element : DPT Booster

23.2 | Data Element : OPV Booster

23.3 | Data Element : Measles, Mumps, Rubella (MMR) Vaccine
Data Source — Immunisation Register

24 Immunisation Status

24.1 | Total number of children aged between 12 and 23 months who have
been fully immunised
(Child given one dose of BCG, three dosages of DPT i.e,. DPT 1,2,3;
three dosages of polio i.e., OPV 1,2,3 and a dosage of Measles) during
the month.
Data Source — Immunisation Register
a) Data Element : Male
b) Data Element : Female

24.2 | Data Element : Children more than 5 years given DTS5

24.3 | Data Element: Children more than 10 years given TT10

24.4 | Data Element : Children more than 16 years given TT16

24.5 | Data Element : Adverse Event Following Immunisation (AEFI)
a) Data Element : Abscess
b) Data Element : Death
¢) Data Element : Others
Data Source for 24.2-24.5 — Immunisation Register/OPD Register
IPD Register

25 Number of immunisation sessions during the month:

25.1 | Data Element : Planned

25.2 | Data Element : Held

25.3 | Data Element : Number of sessions where ASHAs were present
Data Source for 25 — Immunisation Planning Register

26 Data Element: Others [Japanese Encephalitis (JE) etc. Please
Specify]
Data Source — Immunisation Planning Register

M7 | Number of Vitamin A doses

27 Administered between 9 months and 5 years
Data Source — Immunisation Register

MS8 | Number of cases of childhood diseases reported during the month
(0-5 years)
Guideline: Sub-Centres will only report those cases that report to SC or
are treated at home.

28 Data Element : Measles
Data Source — OPD Register/IPD Register

29 Data Element : Diarrhoea and dehydration

Data Source — OPD Register/IPD Register
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30 Data Element : Malaria
Data Source — OPD Register/IPD Register/Lab Register

Part B. Health Facility Services

M9 | Patient services

31 Data Element: Number of Aanganwadi centers reported to have
conducted VHNDs during the month
Data Source —VHND Register

32 Outpatient

32.1 | Data Element : OPD Attendance (All)
Data Source — OPD Register

M10 | Laboratory Testing

33 Lab Tests

33.1 | Data Element: Number of Hb tests conducted

33.2 | Data Element: Of which number having Hb<7 gm
Data Source — Lab Register

Part C. Mortality details
This section deals with compiling data on deaths by major causes.The
probable cause of death is to be reported against ONE and ONLY ONE
major cause. In certain cases, death may have occurred due to multiple
reasons or reasons unknown. In such cases, the information of the deceased
is to be captured by the nearest probable cause of death. Deaths occurring
at home are to be reported in the Health sub-centre Form.

M 11 | Number of deaths reported at sub-centre or at home during the
month

34 Data Element: Infant deaths within 24 hrs of birth
Data Source — Death Register

35 Infants deaths up to 4 weeks by cause
Up to 1 week of Birth
Total infant deaths up to 1 week of birth during the reporting month.
Between 1week and 4 weeks of birth
Total infant deaths between 1 week and 4 weeks of birth during the reporting
month.

35.1 | Data Element: Sepsis

35.2 | Data Element: Asphyxia

35.3 | Data Element: Low Birth Weight (LBW) for children up to 4 weeks
of age only

35.4 | Data Element: Others
Data Source — Death Register

36 Infant / child deaths up to 5 years by cause

Between 1 month and 11 months

Total infant/child deaths between 1 and 11 months ofbirth during the reporting
month.




36.1
36.2
36.3
36.4
36.5

Between 1 year and 5 years

Total child deaths between 1 and 5 years of birth during the reporting month.
Data Element: Pneumonia

Data Element: Diarrhoea

Data Element: Fever related

Data Element: Measles

Data Element: Others

Data Source — Death Register

37

37.1-
37.7
37.9

37.10
37.11
37.12
37.13

Adolescents and adults deaths by cause

6-14 Yrs: Total adolescent deaths between 6 and 14 years of age during
the reporting month.

15-55 Yrs: Total adolescent/adult deaths between 15-55 years of age during
the reporting month.

Above 55 yrs: Total adult deaths above 55 years ofage during the reporting
month.

Causes of death in adolescents and adults

Maternal

Death of a pregnant woman from any cause related to or aggravated by
pregnancy or its management, but not from accidental or incidental causes,
during antenatal period, labour or up to 6 weeks after pregnancy.

a) Data Element: Abortion

b) DataElement: Obstructed/prolonged labour
c) DataElement: Severe hypertension/fits

d) DataElement: Bleeding

e) DataElement: High fever

f)  DataElement: Other causes (including causes not known)
Data Element: Trauma/accidents/burn cases

Data Element: Suicide

Data Element: Animal bites and stings

Other Diseases

a) Data Element: Known acute disease

b) Data Element: Known chronic disease

c) DataElement: Causes not known

Data Source — Death Register

In addition to the above, PHCs/CHCs/SDH/DH will have data elements related to
more components according to the services provided at those facilities. Data elements
related to these components will be available in their reporting formats:

e  Number of caesarean sections done at the facility

e  Number of spontaneous and Induced abortion

e  Number of cases of pregnant women with Obstetric Complications and attended
at Public facilities

Health Management
Information System

63



Communication, Management
and Supervision

64

e  Complicated pregnancies treated at the facility, [V antibiotics, [V anti-hypertensive’s
and IV oxytocis

e Postnatal care maternal complications

e  Medical termination of pregnancy performed

e RTI/STDtreated

e Sterilisations done; male and female

¢ Inlaboratory, more investigations will feature like Widal’s, HIV, etc
e  Availability of sick newborn and child care unit

e Presence of Rogi Kalyan Samitis, Ambulance, patient transportation, etc.

4.3.2 Recording and Reporting Formats

Recording

Data is recorded at the health facilities in various registers and data formats. At sub-
centre level, an ANM and male health worker maintain a number of registers:

Registers in sub-centre:
1) Eligible Couple Register including Contraception
2) Maternal and Child Health Register:
a) Antenatal, intra-natal, postnatal
b) Under-five register:
1)  Immunisation
i) Growth monitoring
3) Births and Deaths Register
4) DrugRegister
5) Equipment Furniture and other accessories Register
6) Communicable diseases/ Epidemic Register
7) Passive surveillance register for malaria cases
8) Register for records pertaining to Janani Suraksha Yojana
9) Register for maintenance of accounts including untied funds
10) Register for water quality and sanitation
11) Minor ailments Register
12) Records/registers as per various National Health Programme guidelines

(NLEP, RNTCP, NVBDCP, etc.)

At PHC and above, there will be more registers, according to the services they provide
and the facilities they have like MTP register, Operation theatre register, In patient
register, etc.

Recording of cases is done as line list in standard formats shown in Fig.4.1. This will
have the details of each individual case. It can be reported as such from lower level
facility as they will have limited number of cases. Information for the reporting formats
will be derived from the line lists.



Health Management
Information System

< ) \Gng Punsc

d B
MOTHER NAME

Gl
Ebaes 7 "*’/1 §

e

CHILD BASIC INFORMATION FOR THE MONTH OF=- [\ =
|FATHER'S NAME [ADDRESS [DELIVERY DATE

Hae 1 [—:U{f/.(zf‘:) Poae’ 1 Pl cargfa
ooy ]|,-“\1, |'.l >] [(ﬂ-". “‘f? ."Jffjw*r.\tf {ﬂ.f]lfﬂ“"i’ :l'i_'é_ié._
o pasforagan B3 16

of B L[’,ﬂ.-w_r.\ ot
\_’ W npa e Sa ha ¢ e lanafup20 310

Gt }\\-1,; Yl o
N Retha Peddrq

e
Lo ES

e
2831

'\.'[H:__

Fig. 4.1: Line list of delivery cases

1 Dinla of Hate ol Fasiilts Dale wf sending
’ﬂlﬁﬁ Dﬂ;llwh:: of dl'uun‘linll Recaih, of | Tesuf 1o Hernarks
“'u I.b' finde I lab ("] e Winhe
§ 10 (Al 12 11 14 1 16

18] e o | )
A iy
T e

e P | L
7 mh - )
.'_i. ﬂ,?f& e
M‘, rz.g(& ] | i
e e [ -
3 ]

|
L

i l 1
)| | \
b | l

| | l

v

Ao

Fig.4.2: Line list of fever cases whose slides were taken for malaria test

Reporting formats

The reporting formats of different facilities will contain data elements relevant to that
level. The number and nature of data elements will vary depending upon the facility.
Fig. 4.3 shows monthly reporting format for the health facility.
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Fig. 4.3: Monthly reporting format for the health facility

Other reporting formats

e National vector borne disease control programme

e Integrated Disease Surveillance Programmes

Revised National Tuberculosis Control Programme (RNTCP) Fig.4.4
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4.3.3 Data Compilation

Compilation of data happens at three levels: you have read in Block 1, Unit 2 about
healthcare delivery system in detail.

First level Compilation is at Block PHC where the Block Data Manager makes the
“Block Monthly Consolidated Report” from data obtained from its own PHC as well
as other PHCs and Sub-centres.

Second level Compilation is at District level where the District Data Manager will
make the “District Monthly Consolidated Report” after data from all institutions within
its limits, both private and public send their respective reports. This report will be
electronically uploaded on the central Web Portal. Where ever State HMIS application
is functional one copy of the entire database will be stored in the State HMIS application.

Third level Compilation will be at State level where monthly, quarterly and annual
reports of the state will be prepared. Aggregation will be carried out by accessing all
District consolidated reports and all State specific data entry that was done at the
State level (quarterly, FMR, annually). ‘State Aggregated Report’will be uploaded on
the Web Portal, and a copy of the same will be available in the State specific HMIS
application running on the State server.

4.3.4 Data Flow

Data is transmitted either in line list format, ifthere is limited number to report, or more
commonlyin a reporting format, where it is aggregated. At sub-centre level, reporting
format is filled and sent to the PHC. At the PHC, data from all the sub-centres under
them are collated and added to their own PHC data. This report is then sent to Block
PHC, where theyreceive and combine reports of all the PHCs and their own. Block
PHC will have a Block Data Manager (BDM) who will be responsible for collecting,

Community
health centre

iT Primary }ﬂ
- health
\\ centre ;

.ubcentr

Fig. 4.5: Transmission of information from sub-centre to central level
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report to District headquarter, which will also receive reports from sub-district hospitals,
private practitioners and nursing homes, public and private sector hospitals present in
the district. District will have District Data Manager (DDM), who will ensure the
collation, quality and transmission of data of the whole district including the district
hospital.

The report will be sent as hard copy from the sub-centre level and at most PHC level.
However, most of the blocks will have online data entering and reporting system,
which will be operated by the BDM and they will send the signed hard copy of the
report as well as enter the data in the system, which can be accessed by the district.

This flow of data from the lowest level of health care institution to the central level is
done through specific formats developed for the purpose as shown in Table 4.3.

Table 4.3: Reporting formats for different levels

Reporting forms from State & UTs to GOI
(These forms are to be sent to GOI)

1) | NRHM/GOV/1/A | Annual 30™ April
Consolidated
2) | NRHM/GOI/2/Q | Quarterly 20™ of month
Consolidated following the quarter State Govt to GOI
3) | NRHM/GOI/3/M | Monthly
consolidated 20 of following month
Reporting forms within State Govt.
(These are not to be sent to GOI)
4) | NRHM/SG/1/A Annual 15" April Internal for state govt.
5) | NRHM/SG/2/Q Quarterly 20" of month
following the quarter
Reporting forms within Districts
(these are to be sent to the state govt.)
6) | NRHM/DHQ/1/A | Annual 5™ April District to state govt.
7) | NRHM/DHQ/2/Q | Quarterly 10" of month
following the quarter
8) | NRHM/DHQ/3/M | Monthly 10" of following
month
Facility reporting forms within Districts
(These forms are to be sent to district headquarter)
9) | NRHM/DH-SDH- | Monthly 5™ of the following District hospital todistrict
CHC/3/M month headquarter
(The forms are the
same for DH, SDH,
CHC and can be
used interchangeably)
10)) NRHM/PHC/3/M | Monthly 5% of the following PHC to district
month headquarter
11)| NRHM/HSC/3/M | Monthly 5% of the following Health sub-centre to
month district headquarter




4.3.5 Logistics and Technology

In India, till few years back, all data were being exclusively dealt with as only hard
copies in the form of reporting formats and written reports. However, Government
of India in the last has now established an electronic HMIS Portal in 2008 under
National Health Mission (NHM), which manages data related to maternal and child
health.

Health Management Information System (HMIS) Portal

The HMIS portal is envisaged as a “Single Window” for all public health data for the
Ministry of Health and Family Welfare. The MOHFW initially rolled out the HMIS up
to the District Level and now being expanded to the Sub District/Block level facility
wise data entry. Over 630 Districts are reporting their monthly performance on a regular
basis. eHMIS 1s most efficient for data transfer because it is network based and without
physical movement, data is easily transmitted. However, it requires both hardware,
software and network for it to function efficiently.

Hardware- Computers are needed at all levels with eHMIS with minimum
specifications i.e. intel Pentium, 254 MBRAM, 20 GB hard disk space, explorer 6
and above. Along with computers, its peripherals like printers and UPS and modem
will be needed.

Software- MOHFW has developed a software, which has two domains. One is public
domain and any body can access it. Other is the secured domain, which can be accessed
only by authorised health workers/personnel with log in ID and password. User
operability depends upon the extent of access each level requires. At every level, the
operator can access the formats that need to be filled at their level. Solong as entered
data is in draft mode, the operator can edit the entry. Once the form is submitted, then
itwill no longer be accessible for editing, though they can see what they had submitted.
Only their facility data will be available to them. In District level, they will be able to see
and extract data of all the CHCs under them as well as enter their own facility data.

The principle of editing and access remains the same; after submission, it won’t be
editable.

Mother and Child Health Tracking System

One special component of this eHMIS is the Mother and Child Health Tracking
System (MTCS). Tracking of Pregnant mothers and children has been recognised
as a priority area for providing effective healthcare services to this group. As a
major initiative in this regard, the Mother and Child Tracking system (MCH) is
name based pregnant mother and child tracking system. It is a management tool to
reduce MMR/IMR/TFR and track the health service delivery at the individual
level.

MCH is a generic system which aims to provide information of different health
services received at the individual level, by monitoring all the encounters that an
individual undergoes in his/her health programme. This system aims to help the
service provider (health worker or Doctor) by categorising various health services
the individual person has to get (with due date) and missed services. It also provides
for effective monitoring of different health services drilling down to the individual
patient information.
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MCTS also has components of work plans for various functions like

e  Registration of pregnant mothers
e ANCservice

e Deliveryservice

e Postnatal care visits

e  Child Immunisation

e Child Care

e  Adolescents

e FamilyPlanning
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4.3.6 Analysis of Data and Indicators

Data analysis can be done at every stage. An ANM can analyse the data in her area
and use it to bring about changes in her activities. Medical officer in the PHC and other
staffincluding supervisors can use data from their areas, provide feedback and amend
their own activities to be more efficient or effective.

Example of data analysis:

Ifthere are 16 deliveries in an ANM’s area in the past year and if the delivery register
shows that, three of them were home deliveries; then institutional delivery in her area is
only 81.3%, which should be actually 100%.

No of deliveries in institutions x 100

Institutional delivery (%) = Total no of deliveries 16 =13x100=81.3%

She can go back to those cases and inquire into reasons for home delivery, and try to
tackle those reasons either at her own level or have it brought to the attention of the
PHC/CHC depending upon the reasons.

This measure of percentage of institutional delivery is called an ‘Indicator’. When
data are compiled, like number of pregnant women registered for antenatal care, it has
limited meaning unless, it’s accompanied by a denominator. Ifan ANM says she has
16 pregnant women registered with her, it will have limited value because, there is no
idea of how many pregnant women are there and of them how many have registered.
Even though, this number will be useful in planning her activities and stock supply; as
for its representativeness about health and service for pregnant women, it does not
convey much. Hence, this data needs to be converted to an indicator.

An indicator is a measure which denotes the health status, service delivery or efficiency
of operations according to how it is calculated. Indicators helps one to know :

e how healthya population group is,

e what is the quality of service provided, and
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e howefficientan activityis

¢ finding the vulnerable groups which are affected, place that are most affected as
well as time when certain health problems occur.

These can help in planning of services and allocation of resources.
Example of indicators:
Antenatal coverage

no of pregnancies registered

1) Percentage of pregnant women registered = Total no of pregnancies

2) Percentage of pregnant women registered in first trimester = no of
pregnancies registered in 1* trimester / Total no of pregnancies x100

Indicators can be calculated for TT dose, IFA tablet, place of delivery
(institutional), postnatal care, etc.

Immunisation coverage

3) Immunisation coverage= no of 9—11 months old children fully immunised
total no of children in the same age group x 100

Coverage for each individual vaccine can be calculated and also percentage of
children getting adverse effects following immunisation.

Services

4) Percentage of children with diarrhoea treated with ORS=no of children
with diarrhoea treated with ORS/total no of children with diarrhoea x 100

5) Percentage of children with pneumonia treated with antibiotic= no of
children with pneumonia treated with antibiotic/total no of children with
pneumonia x 100

Mortality rates

6) Maternal Mortality Ratio=no of women dying during pregnancy, delivery
and postpartum/total no of live births x 100,000

7) Infant mortality rate =no of children dying within one year of birth/total no
of livebirths x 1000

These are some of the indicators that health workers can use in their own areas too.
Indicators can be used to compare performances and health status of different sub-
centres and PHC areas or blocks. State will use it to compare different Districts and at
national level, they will compare different states.

These indicators should be the driving points for providing feedbacks and planning
ahead by strengthening the weak areas and services.

4.3.7 Feedback

Feedback should be an integral part of HMIS, inbuilt and robust. Without feedback,
data collection, aggregation, flow and analysis will be in vain except for few uses. It is
essential that feedback of HMIS information flows in the opposite direction of data
flow from every level.

Primary health centres should give feedback to their sub-centres. Clock PHCs should
give feedback to all other PHCs and District should give feedback to all blocks, CHCs



and hospitals. State should give feedback to the Districts and centre should give feedback Health Management
to the states Information System

Feedback can be given in the form of

e  Written reports

e Inmonthly/quarterly meetings

e Inannual review meetings

Every year, Ministry of Health and Family Welfare, Govt of India as well as the States

publish their annual report from 1¥April of previous year to 31% March. This can also
be utilised as also a form of feedback.

4.4 DATAQUALITY

Data quality is an important factor which determines whether it can be used effectively
for planning and management of services. Quality is measured in three different aspects
of completeness, timeliness and accuracy:

A) Completeness

For data to be of good quality, it has to be complete. Completion can be seen in two
ways:

1) Facility wise completion: Ofthe total facilities both private and public existing in an
area, what percentage are sending their reports and they are included in the District
report?

2) Number of data elements reported among total data elements in a reporting format.

The forms have to be assessed for zeros and blanks. Ifthere is repeated omission of
certain elements, reason has to be ascertained and if needed, amended.

B) Timeliness

For data to be useful, it has to be reported timely. Delayed reports will hinder accurate
assessment and action. There is enough time given for the facilities to submit data after
themonth ends i.e. earliest being Sth of next month or 20th in case of quarterly report.
They should be sent on time. Assessment of the district will also include timeliness of
reporting and will affect functioning and status of District.

C) Accuracy

Data should measure what it is supposed to measure and if it does that, then it is said
tobe accurate. It means that accurate data will be correct and useful. If data is incorrect
for any reason, it will lead to false interpretation and actions that might be harmful for
population/facility health and service provision.

Error in data could arise due to:
1) Gapsin understanding of data definitions and data collection methods
2) Datarecording and data entry errors

3) Systemic errors- Logical errors embedded in the system due to which these errors
remain unless underlying systemic issues are corrected

4) Misreporting
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Data entry errors can be reduced by

1) Visual scanning or eye balling: This is just scanning of the document for any
major deviation from the normal. It may be in the form of missing values, abnormal
figure or calculation mistakes. For e.g. age of an antenatal mother written as 60

years.
PHC A PHCB PHCC PHCD
Total ANC registration 281 328 491 267
Early ANC registration 90 100 214 95
ANC Third visits 211 309 475 186
ANC given TT1 247 295 424 250
ANC given TT2 or Booster 277 305 425 231
ANC given 100 IFA 276 296 438 253
ANC moderately anemic < 11 gm 68 67 114 51
ANC having Hypertension -New cases 20 76 15 /’
Very high

One can easily see from the above Table that 4711 is an exceptionally large figure,
which is not appropriate for a PHC.

2) Performing validation checks: Validation is performed by comparing values of
2 (or more) data elements that are related . One (or more) data elements are
placed on left side and other data element(s) are placed on right side with an
operator separating both sides e.g. ‘Early ANC registration’ is a part of ‘ANC
registration’ and it can equal to ‘ANC registration’ or it will be less than or equal to
‘ANC registration’ but it cannot be greater than ‘ANC registration’. This rule can
be expressed as:

Validation rule Left side Operator

Early ANC registration | Early ANC registration | < (less than or equal to) | Total ANC registration
is less than or equal to
total ANC registration

It is important to note that violation of a validation rule does not always indicate error.
Sometimes inconsistent/unexpected values may be due to management issues like
availability of vaccines or medicines in stock, disease outbreak, etc. Violation of
validation rule indicates that one has to enquire and check/verify data until satisfactory
answer is not found.

Validation tools that can be used regularly in these aspects:
a) Number of low birth weights cannot be more than number of deliveries

b) Number of BCG given cannot be more than number of live births; unless
there are children born outside the area who have come only for immunisation

¢) Number of family planning users should be less than total eligible couples

d) Number of women receiving postnatal care should not be more than total
deliveries

3) Identification of statistical outliers: Outliers are those values that in statistical
terms live above or below 2 standard deviations. [fany such figures stand out,
theyneed to be checked for their accuracy. It need not be an error always. Figures
may exceed 2 SD if there is an outbreak and large number of cases are reported.



Systemic errors can arise due to many reasons and unless the system fault leading to
the error is corrected, it will continue. Some of the reasons for such systemic errors
are:

Problem 1: Errors due to multiple registers or poorly designed registers

Sometimes, when there are too many registers to handle, ANMs may record certain
data in their personal diaries and when they eventually have to fill the register format,
they realise that they missed something out and that element will be missing. This can
be corrected by discouraging personal diaries for official use.

Problem 2: Misinterpretation of Data Elements

In ANC care, instead of number of women given 100 IFA tablets, some health workers
may write number of tablets given. Some may visit a woman who has delivered the
baby after 6 weeks and still write postnatal visit done. This can only be achieved by
proper training in data elements and supportive supervision.

Problem 3: Consistency of terms used

This means the same terms being used in more than one form or in the recording
register/format as well as the reporting format. Newborns being breastfed within first
hour of birth needs to be reported in the reporting format but it is missing element from
the records. In such cases, the health workers have to compare and add or amend the
elementin question.

Problem 4: Computation problem

Attimes, there might be problem compilation. For e.g.in order to calculate the number
of children fully immunised the health worker will add up all the children receiving
vaccine in the previous month irrespective of their actual immunisation status. Instead
she should have taken only those 9—11 months old children who have received all
vaccines till measles vaccine. This should be corrected by proper training and supportive
supervision.

Problem 5: Problem in data aggregation/ Compilation

At times, simple errors of calculation like addition can lead to such situations where it
becomes unreliable. One can clearly see in the table below that there is gross discrepancy
between the block total and district total when they should be same as district total is
addition of all blocks. Visual scanning can spot such errors.

REPRODUCTIVE AND CHILD HEALTH

G BlodA || BloekE | Bk €| Block | Blokm| ook | Dl
Services Total Report
Total number of preg-

nant women reg-istered 387 457 2114 2076 2586 7620 11110
for ANC

Of which number

registered within first 20 288 2142 1636 1202 5288 5288
trimester

New women registered

under JSY 0 401 169 1765 1588 3923 E

Number of pregnant
women received 3 ANC 2984 239 1357 1679 124 6383 6383
check ups
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Check Your Progress 1

1) What do youmean by data element?

2) List three parts of data element.

3) What are data elements involved in assessing immunisation coverage?

4) List theregisters maintained at sub-centres.

5) What are the aspects of data quality? What methods can be used to detect
data entry errors?

4.5 LETUSSUM UP

HMIS is an important component of a health system. It is vital that all the health
functionaries at various levels have a clear understanding of the data management in
terms of recording, aggregation, reporting flow and feedback. This module dwells
heavily on data elements, which is the building block for HMIS. If data elements have
error, this will be passed on to every level. The unit also focuses on identification of
errors in data and how to ensure quality of data. Understanding of indicators and their
use will help to identify the areas of strength and weaknesses, and the area’s own
performance vis-a-vis others in their vicinity and beyond. How data flows, in which
formatits reported, how the MCTS works, etc will all aid in improving efficiency and
planning of health activities.




4.6 MODELANSWERS

Check Your Progress 1

)
2)

3)

4

Data element is arecord of a health event or a health related event.
The Three parts of data element are:

Part A. Reproductive and Child health (M1-M8)

Part B. Health Facility Services (M9-M10)

Part C. Mortality details (M 11)

Data elements involved in assessing immunisation coverage are:
Child Immunisation

Number of Infants 0 to 11 months old who received the following:
Data Source — Immunisation Register
Data Element: BCG

Data Element: Pentavalent 1

Data Element: Pentavalent 2

Data Element: Pentavalent 3

Data Element: OPV 0 (Birth Dose)

Data Element : OPV 1

Data Element : OPV 2

Data Element : OPV 3

Data Element : Hepatitis- B 1

Data Element: Hepatitis - B 2

Data Element : Hepatitis- B3

Data Element : Measles

New data element: Measles 2nd dose and Hepatitis BO

Data Element : Total number of children aged between 9 and 11 months who
have been fully immunised (Child given one dose of BCG, three dosages of
DPTi.e., DPT 1,2,3; three dosages of polioi.e,. OPV 1,2,3 and a dosage of
Measles)

Data Source — Immunisation Register
Registers in sub-centre:
1) Eligible Couple Register including Contraception
2) Maternal and Child Health Register
a) Antenatal, intra-natal, postnatal
b) Under-fiveregister:
)  Immunisation
i)  Growth monitoring

3) Births and Deaths Register
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4) DrugRegister
5) Equipment Furniture and other accessories Register
6) Communicable diseases/ Epidemic Register
7) Passive surveillance register for malaria cases
8) Register for records pertaining to Janani Suraksha Yojana
9) Register for maintenance of accounts including untied funds
10) Register for water quality and sanitation
11) Minor ailments Register
12) Records/registers as per various National Health Programme guidelines
(NLEP, RNTCP, NVBDCEP, etc.)
5) Theaspects of data quality are:
A) Completeness

For data to be of good quality, it has to be complete. Completion can be seen in
two ways:

a) Facility wise completion: Ofthe total facilities both private and public existing
in an area, what percentage are sending their reports and they are included in
the district report?

b) Number of data elements reported among total data elements in a reporting
format.

The forms have to be assessed for zeros and blanks. Ifthere is repeated omission of
certain elements, reason has to be ascertained and if needed, amended.

B) Timeliness

For data to be useful, it has to be reported timely. Delayed reports will hinder accurate
assessment and action. There is enough time given for the facilities to submit data after
the month ends i.e. earliest being 5th of next month or 20th in case of quarterly report.
They should be sent on time. Assessment of the district will also include timeliness of
reporting and will affect functioning and status of district.

C) Accuracy

Data should measure what it is supposed to measure and if it does that, then it is said
to be accurate. It means that accurate data will be correct and useful. If data is incorrect
for any reason, it will lead to false interpretation and actions that might be harmful for
population/facility health and service provision.

Error in data could arise due to
e Gapsinunderstanding of data definitions and data collection methods
e Datarecording and data entry errors

e Systemic errors- Logical errors embedded in the system due to which these errors
remain unless underlying systemic issues are corrected

e  Misreporting
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5.0 INTRODUCTION

The Government of Indiahaslaunched the Nationa Hedlth Mission (NHM) to carry
out thenecessary architectural correctioninthebasic hedlth careddivery system. The
Plan of Actionincludesincreasing public expenditure on health, decentralisation and
district management of health programmes, aswell asinduction of management and
financia personnd intodigtrict hedth system.

Asaresult of decentralisation, most of theNHM fundsareflowing downtotheblocks
and units below it, like CHCs/ PCHSs, Sub-centres and VHSCs. The success of
decentrdisation experiment woul d depend on the strength of themanagement capacities
built at eachleve.

Inmany statesthe sub-centreisa so maintaining the books of accountsfor theVHSCs
under itsjurisdiction (likein Rgasthan), hencetheunit asoincludesguidelinesfor such
situations. In other statesthefundsfor VHSCsaretransferred directly tothe VHSC
bank accountsand not routed through the sub-centre. In such casesthe sub-centre
only collectsexpenseinformation and consolidatesthe same along with its SoE.



Sub-centre receives funds from blocksto carry out specified activities. They are
supposed to report their activitiesto their supervisory unit which could be Block/
CHC/PHC. In casethey are also maintaining books of accountsfor VHSC swithin
their jurisdiction, they are supposed to consolidatethe activities of the VHSC intheir
monthly SoE and accordingly report to the block.

Thisunitisaimed at building capacity your capacity in maintaining proper accounting
records of thefundsreceived at the sub-centre.

5.1 OBJECTIVES
After going through the unit, you should ableto describe:

o theactivitiesfor whichfundsarereceved and spent at the sub-centre under the
National Health Misson (NHM));

e themechanismfor accounting; and book keeping requirementsasper thelmportant
Accounting Principlesand Policiesunder the National Health Mission (NHM)
suchas-Booksof Accountsto bemaintained, BasicAccounting Entries, Accounting
Process and Internal Controls, Payments and Expenditure, Fixed Asset, SOE
reporting format and Utilisation Certificate (UC) reporting format; and

e basics toolsfor financia management such asthe budget and audit.

5.2 ACTIVITIESFORWHICHFUNDSARE
RECEIVED AND SPENT

Thefollowing table summarisestheactivitiesunder which the sub-centrereceivesmoney
fromtheblocks/ supervisory unit.

Sl. | Activitiesfor which fundsare Purpose
No. | received by the Sub-centrefrom
theBlock /Supervisory unit

A. | RCHHexipool

1. | JSY PaymentstoMothers& ASHAS Received from blocksfor

disbursement to JSY beneficiaries
andASHAs.

2. | Any Other (to be specified)

B | NRHM Additiondities

1. | Untied Fundsat Sub-centres Received from blocks

2. | Untiedfundfor VHSC Received from blocksfor al the

VHSCsunder itsjurisdiction

3. | Annud Maintenance Grants(AMG) Received from blocks
at Sub-centres

4. | Any Other (to be specified)
Others

5.2.1 Janani Suraksha Yojana (JSY)

Theguiddinesasprovided by MoHFW isavailableat thefollowing link http://mohfw.
nic. infjanani suraksha yojanahtm
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Purpose

Thepurposeof thisschemeisto provide cash ass stancewith antenatal careduring the
pregnancy period, ingtitutional careduring ddlivery and immedi ate post-partum period
inahealth centre by establishing asystem of coordinated care by field level health
worker (ASHAS).

Under thisscheme cash assistanceisprovided towomen from below BPL families, for
enablingthemto ddiver in hedthingtitutions. The purposeof the schemeisto encourage
ingtitutional ddliverieswhichwouldinturn helptobringdownMMR and IMR.

EligibleAmounts

Severa Stateshave comeout withtheir own variationsof theJSY keepinginmindthe
contextua requirementsfor their State.

E.ginthestate of Rajasthan

Payment to beneficiary

At CHC/ PHC — Rs. 1000

At Sub-centre— Rs. 1400 + 300 (for transportation)
Payment toASHAS

Rs. 200 (100 and 100 after 2 days)

Fund Flow
Fundsarereceived fromthe Block for thesaid activity.

5.2.2 Untied Funds for Sub-Centre

The guidelines as provided by MoHFW is available at the following link http://
mohfw.nic.iyNRHM/DocumentsGuiddines of untied funds NRH M.pdf

Purposeand EligibleAmounts

Asapart of theNHM programme untied fund to thetune of Rs. 10000 isprovided to
each sub-centreannually. The purpose of thefund isto providefor urgent yet discrete
requirementsat the sub-centre so asto increasetheir workability and at the sametime
ensurether functionality.

Besidesthe usual recurring cost support to the sub-centres, they also would be
given anAnnual Maintenance Grant (AMG) of Rs. 10,000 per annum (applicable
only to those sub-centers which are functioning in Government buildings). The
fund would be kept in ajoint account to be operated by theANM and the local
Sarpanch.

Guidelinesfor useof sub-centre (SC) fundsunder NHM

e Aspartof theNationa HeadthMission,itisproposed to provideeach sub-centre
with Rs.10,000 asan untied fund to facilitate meeting urgent yet discrete activities
that need relatively small sumsof money.

e Thefundshall bekept inajoint bank account of theANM and the Sarpanch.

e Decisonsonactivitiesfor which thefundsareto be spent will beapproved by the
Village Health Committee (VHC) and be administered by the ANM. In areas
wherethe sub-centreisnot co-terminuswith the Gram Panchayat (GP) and the
sub-centre coversmore than one GP, theVHC of the Gram Panchayat wherethe



SCislocated will approvetheAction Plan. Thefunds can beused for any of the
villages, which are covered by the sub-centre.

e  Untied Fundswill beused only for the common good and not for individual needs,
except inthe case of referral and transport in emergency Situations.

Suggested areaswher e Untied Fundsmay beused include:

e Minor modificationsto sub-centre—curtainsto ensure privacy, repair of taps,
installation of bulbs, other minor repairs, which can bedoneat thelocal level .

e Adhoc paymentsfor cleaning up sub-centre, especialy after childbirth.,

e Transport of emergenciesto appropriatereferral centres Transport of samples
during epidemics,

e Representation to women’s self-help group etc. on these committees etc. will
enablethe Committeeto undertakewomen'shealth activitiesmoreeffectively.

¢ Notwithstandingtheabove, theoveral composition and nomenclatureof theVillage
Hedlth and Sanitation Committeesis|eft to the State Government aslong asthese
committeeswerewithintheumbrellaof PRIs.

e Purchaseof consumablessuch asbandagesin sub-centre.

e  Purchaseof bleaching powder and disinfectantsfor usein common areas of the
village

e Labour and suppliesfor environmental sanitation, such asclearingor larvicida
measuresfor stagnant water.

o Payment/rewardtoASHA for certainidentified activities.

Untied funds shall not be used for any salaries, vehicle purchase, and recurring
expendituresor to meet the expenses of the Gram Panchayat.

5.2.3 Untied Fundsfor Village Health and Sanitation
Committees (VHSC) under the Sub-Centre

The guidelines as provided by MoHFW are available at the following link http://
mohfw.nic.in/NRHM/Documents/Guidelinesof untied fundsNRH M. pdf

Every VHSC to get Rs 10000 per year asuntied funds.

Guidelinesregarding constitution of Village Health and Sanitation Committeesand
utilisation of untied grantsto these committees.

TheNRHM implementation hasbeen planned within theframework of Panchayati Ry
Institutions [PRI S| at various|evels. The Village Health and Sanitation Committee
envisaged under NRHM isalsowithintheoveral umbrellaof PRI.

Composition of theVillageHealth and Sanitation Committee

ToenabletheVillageHed th and Sanitation Committeeto reflect the aspirationsof the
local community especialy of the poor householdsand women, it hasbeen suggested
that:

e Atleast 50% membersontheVillageHed th and Sanitation Committee should be
women.

e Every hamlet within arevenuevillage must be given due representation on the
Village Health and Sanitation Committee to ensure that the needs of the weaker
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sectionsespecialy Scheduled Castes, Scheduled Tribes, Other Backward Classes
arefully reflected intheactivitiesof thecommittee.

e Aprovisionof at least 30% representation from the Non-governmental sector.
e Representation of women self help groups

Orientation and Training

Every Village Health and Sanitation Committee after being duly constituted by the
State Governments needsto be oriented and trained to carry out the activitiesexpected
of them.

VillageHealth Fund

Every such committee duly constituted and oriented would be entitled to an annual
untied grant of Rs.10,000/-, which could be used for any of thefollowing activities:

e Asarevolving fund from which households could draw in times of need to be
returnedininstallmentstheresfter.

e Forany villagelevd public hedth activity likecleanlinessdrive, sanitation drive,
school hedlthactivities, ICDS, Anganwadi level activities, household surveysetc.

e Inextraordinary case of adestitute women or very poor household, theVillage
Hedlth and Sanitation Committee untied grantscould even beused for hedlth care
need of the poor household.

e Theuntied grantisaresourcefor community action at thelocd level and shall only
beused for community activitiesthat involveand benefit morethan one household.
Nutrition, Education and Sanitation, Environmental Protection and Public Health
Measures shall bekey areaswherethese funds could be utilised.

e Everyvillageisfreeto contribute additional grant towardsthe Village Health &
Sanitation Committee. Invillageswherethecommunity contributesfinancia resources
to the Village Heal th and Sanitation Committee untied grant of Rs.10,000/-,
additional incentive and financia assstancetothevillage could beexplored. The
intention of thisuntied grant isto enablelocal action and to ensurethat Public
Hedlth activitiesat thevillageleve receivepriority attention.

M aintenance of Bank Account

TheVillage Hea th and Sanitation Committeefund shall be credited to abank account,
which will be operated with the joint signature of ASHA/Health Link Worker/
Anganwadi Worker along with the President of theVillage Health and Sanitation
Committee/Pradhan of the Gram Panchayat. The account maintenance of thisjoint
account shall betheresponsibility of theVillage Health and Sanitation Committee
especially theASHA/AWW [wherever noASHA]. TheVillageHedlth and Sanitation
Committee, theASHA/AWW shdl maintainaregister of fundsreceved and expenditure
incurred. Theregister shdl beavailablefor public scrutiny and shall beinspected from
timeto time by theANM/MPW/Gram Panchayat.

Accountability

e Every Village Health and Sanitation Committee needs to maintain updated
Household Survey datato enable need based interventions.

e Maintain aregister where complete detail s of activitiesundertaken, expenditure
incurred etc will be maintained for public scrutiny. Thisshould be periodically
reviewed by theANM/Sarpanch.



TheBlock level Panchayat Samiti will review the functioning and progress of Financial Management,

B Accounts and Computing at
activitiesundertaken by the VHSC. Sub-Centre

TheDistrict Missioninitsmeeting also through its members/block facilitators
supporting ASHA [wherever ASHA'sarein position] elicit information onthe
functioning of the VHSC.

A database may be maintained on VHCSsby the DPMUs.

Check Your Progress1

1) Ligtheactivitiesunder which the sub-centrereceivesmoney fromtheblocks
upervisory unit.

2) Ligttheguideinesfor useof the untied fundsfor sub-centre.

3) Ligtheguideinesforthe useof untied fundsfor VillageHed th and Sanitation
Committee.

5.3 ACCOUNTINGANDBOOK KEEPING

REQUIREMENTS

L et usnow read about accounting and book keeping requirements.

5.3.1 Important Accounting Principles and Poalicies to be

Followed

Accounting shall be doneon cash basisi.e. atransaction shall be accounted for at
thetimeof receipt or payment only.

The books of accounts of the sub-centre shall be maintained on double entry
book keeping principles.

Period—A ccounting period followed shall bethefinanciad year of the Government
of Indiai.e. 1st April to 31st March.

5.3.2 Books of Accounts to be Maintained
Following books should be manually maintai ned by the accountant:

Columnar Petty Cash book o5
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e BankRegigter

e  Ledger book (Unitscurrently maintaining ledgersmay continuemaintainingit asa
good practice.)

o Fixed Asset/ Stock register

o JSY Regider

Columnar Petty Cash Book (Format Provided in Annexurel)
e  Thesub-centre should maintain acolumnar petty cash book.

e  Petty Cash book to be updated weekly and duly signed by theANM 4.2.3. Bank
Register (Format Providedin Annexurell).

e  Sub-centre should maintain abank register to record receipt and payment of
fundsthrough cheque respectively.

e [tistobeclosed monthly and duly signed by theANM.
L edgers(Format Provided in Annexurel 1)
Following pointsshoul d betaken care of whilemaintaining ledger book:

L edger accountsin the prescribed format areto be maintained. Accounting should be
done and ledgers prepared under thefoll owing account heads (heads may be added /
del eted based on state specific customisation):

e GrantinaidforJSY
e Grantinaidfor untied fundfor Sub-centre

e Grantinaidfor untiedfund for the respective VHSC under the sub-centre (One
ledger account for each VHSC)

e Expenditureincurred out of JSY (Payment to beneficiaries)
e Expenditureincurred out of untied fund for Sub-centre

e Expenditureincurred out of untied fund for VHSC (Oneledger account for each
VHSC)

e Interest Earned

Oncethevouchersareenteredin cash/ bank book, they should beimmediately entered
inthe appropriateledger folios (along with referencing to cash book serial number and
voucher serid number)

All theledger accountsshall be closed at the end of the month. Total swould be done
for each ledger head and a SoE prepared. Discrepancies, if any, will berectified and
reconciled.

Fixed Asset and Stock Register (For mat Provided in AnnexurelV)

A fixed asset/ stock register isto be maintained to includethefollowing items. It may
be broken into three parts:

e  Consumablespurchased out of untied funds—like stationery, etc.

e [temsof fixed nature purchased out of untied fund (likefurniture, amirah, etcfor
the sub-centre). Assetstransferred from the block are also to berecorded.

e  Stock of free supplies(medicinesor consumables, etc.) received from blocks



JSY Register

A register tokeeptherecord of JSY beneficiariesisto bemaintained. Register should
captured| relevant informationwith respect to thebeneficiary. (Informationlike Name,
Age, Completeaddress, No of children, Finger print column, Name of husband, etc
arerequired to be captured)

5.3.3 Basic Accounting Entries

Atthetimeof receipt of fundsfromthe Block for advanceagainst aparticular activity,
thefollowing entry isto be passed:

BankA/lc  Dr
To, Grant-in-Aidfor (Activity for Which Fund has been received)

(Threeactivitiesunder which grants-in-aid isreceived are-JSY, Untied fund for Sub-
centreand Untied fund for various VHSCsunder it)

At thetime of withdrawing money from the bank thefollowing entry isto be passed
CashAlc  Dr

To, Bank A/c

Atthetimeof incurring of expenditurethefollowing entry isto be passed:
ExpenditureHeadA/c Dr

To, Bank/ CashAlc

(Thethree categoriesof expenditureinclude paymentsfor —JSY, from Untied fund for
Sub-centre and Untied fund for various VHSCs under it)

For Interest earned on bank account thefollowing entry isto be passed:
BankA/c Dr
To, Interest Earned on Bank A/c

For unspent grant against a particul ar activity returned to the supervising Block/
BCHC

Grant-in-Aidfor
(Activity for Which Fund hasbeenreceived) A/c  Dr
To, Bank A/c

(Three categoriesof grant-in-aid may bereturned —JSY, Untied fund for Sub-centre
and Untied fund for variousVHSCsunder it)

5.3.4 Accounting Process and Internal Controls

Cash/ Bank Book

e  Sub-centre should withdraw cash asrequired and not have heavy cashin hand
e Cashbook istobeupdated on aweekly basis

e Physica cashshouldtdly with thefigure of cash asper books

e Bank passbook / bank statement to be updated regularly (monthly inspection by
BAM during the monthly meeting may be conducted)

Financial Management,
Accounts and Computing at
Sub-Centre

87



Communication, Management
and Supervision

88

e Bank Account to be opened and operated under joint signature of theANM and
Sarpanch in any scheduled commercial bank / Grameen Bank/ Post office.
Following pointsto be noted w.r.t the same: Private bank accounts should not be
allowed to bemaintained; In areaswhere bank availability isaproblem, account
should be maintainedin post office.

e Interestincomeshouldbeclearly identified and reported inthe SoE/ UC ontimely
basis.

e All chequesshdl besigned by thetwo signatoriesasauthorised by the Governing/
Executive body of the Society inlinewith defined guidelines.

e Chequebooks, new, used or currently under use shall be kept in the personal
custody of ANM who isthe authorised signatory on the cheques.

e Acknowledgement of achequeissued and received sha | beobtained fromthe payee.

e Whilemaking paymentsthrough cheque, itsnumber shouldinvariably benotedin
the cash book for cross checking.

e All cash/cheques/Demand Draftsetc. received should be deposited into bank as
far aspossbleonthesameday itsdlf, otherwiseon the next working day positively.

e Bank reconciliation statement should be prepared as per the Format (appended
under Annexure V). Following pointsshould befollowed inthisregard:

BRS should be prepared on amonthly basis (by the 10th of thefollowing month)
Separate BRS should be prepared for each bank account

BRS should bereviewed and signed by the Supervisory Medica Officer
Outstanding entries should befollowed up

Proper explanation by the ANM to begivenin caseof any unreconciled entries

5.3.5 Payments and Expenditure
e All voucherd hills/ invoicesto bescrutinised thoroughly before making payments
e All vouchersto befilled properly and should be completein all respects

e All vouchers/bills/invoicesto bescrolled (serid numbered) and enteredin cash
/ bank book with appropriate referencing

e All vouchersto be supported with appropriate documentary evidence (vouchers
to be prepared only when adequate supporting arein place)

e All supporting documents in originals should be defaced as ‘PAID &
CANCELLED’ with detailsof cheque number and date

e All expenditure made should bein accordance with the gpprova of the sanctioning
authority inlinewith delegation of power asprescribed by the State

e Expendituresto be debited to the correct account head

e  Thesub-centre should endeavour to makeall paymentsonly by crossed account
payee cheque. Bearer cheque can begivento JSY beneficiariesif itisnot practical/
time consuming to open their bank accounts. Normally paymentsby cash should
be discouraged, however if that isnot practical, payment by cash may be made,
subject todirectives/ limits prescribed by the State.

e Any payment above Rs. 2500/- must necessarily be madethrough crossed Account
payee chequesonly.



5.3.6 Fixed Asset

Annua physical verification of fixed assats, if any, purchased out of untied grantsshould
be conducted by block accountant with maor discrepanciesin physical verification, if
any, reported tothe BMO.

5.3.7 SoE Reporting*

Format of SOE Reportingand Provided in AnnexureVI

e  Thesub-centreshould ensurethat by the 25th of the monthit collectsthe monthly
SoE fromthe VHSCsunder itsjurisdiction, if applicableto the sub-centre. (The
ANM should review the SoE along with books of the VHSC to ensure correct
reporting).

e However, it wasobserved in many cases, that the ANM of the supervising sub-
centrewas examining the books and preparing aquarterly / s x-monthly SoE for
the VHSCsunder itsjurisdiction. So the statesmay appropriately customisethe
reporting frequency from theVHSC based ontheir requirements.

e Further by the26th of themonthit should submit itsmonthly SoE (d ongwithmonthly
SoEsreceived/ collected fromthe VHSCs) to the block/ supervisory units.

e Evenifinaparticular month thereisno expense at the sub-centre, anil SoE report
should be submitted to the block/ supervisory units.

In case any funds are al so received under National Disease Control Programmes
(NDCPs) at Sub-centrelevel, SoE reporting for the same a so needsto be made by
the sub-centre. Format similar to the SoE format (appended asAnnexure V) can be
used to report expenditure under them.

*Note: In case of untied funds given to Sub-centre as advance, only funds reported by
sub-centre as‘ actually spent’ under SoE shall be booked as expenditure. Hence, timely
and accurate SOE reporting by sub-centre is very important.

5.3.8 Utilisation Certificate (UC) Reporting

Format Utilisation CertificateisProvided in AnnexureVI1.
e Thesub-centreisrequired to submit the UC annually (Duly signed by theAN M
of the sub-centre) along with thevouchers.

e  TheANM shouldreview the UC (along with books of accounts) prepared by the
ASHA of theVHSCsunder itsjurisdiction for correctnessand counter signthe
samebeforesubmitting/ forwarding it to the block / supervisory unit.

e Asper GFR requirements, Utilisation Certificate al So needsto be submitted for
any fundsreceived under NDCPs. Aboveformat can also be used for the same.

Summary of Reporting Requirementsfor Sub-centre.

S. No. Activity Freguency Cut-off Date

1 Collection of SoEsfrom Monthly 25" of theMonth
the VHSCs*

2 Submission of monthly Monthly 26" of theMonth
SoE (including al vouchers)
tothesupervisory unit

3 Submissionof UCs(including Annudly 30" April of the
thevouchers) followingyear

* Wherever Sub-centres are controlling the VHSCs.
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Check Your Progress2

1) Listthe Important Accounting Principlesand Policiesto befollowed at the
sub-centre.

2) Listthenamesof the Booksof Accountsto be maintained at the sub-centre.

3) Listanyfiveguiddinesfor operating Cash/ Bank Book at the sub-centre.

4) Ligt any fiveguiddinesfor Paymentsand Expenditureat the sub-centre.

5.4 PREPARINGABUDGET

Let usnow discussthebudget in detail:

Definition of budget
e Afinancia statementor planfor futureactivities inyour health centre.
e [tisfrequently usedto help control futureactivities.

Characteristicsof budget

e [tispreparedinadvance.

e [tfocusesonthefuturei.e,, itisfutureoriented.

e Itisexpressedinquantitativeforms, physical or monetary unit or both.

Uses of budget
e Ithbringsabout theefficiency.
e [tservesasabenchmark for controlling ongoing activites.

e Ithepsinreducingwastagesandlossesby reveaing themintimefor corrective
actions.



Sepsin preparing budget

e Listouttheactivitiesyouwishto carry outinyour sub-centrefor thenext year.
e Foreachof the activity, mention number and money etc required.

e Addthetota costsand thisisyour budget for the sub-centreinthe next year.

Preparingfor thebudget of thesub-centre

Name of the| Number of the | Estimated M oney | Total Money for| Remarks
Activity Activity (A) Required per theActivities
Activity (B) (AXB)

Check Your Progress3
1) Whatisabudget?

5.5 AUDIT

Auditingisasystematic examination of thebooksand recordsrelated to finances.

Scopeof Audit
e Tocheck thearithmetical accuracy of theaccounts

e  Tocheck thebooksof accountswiththehelp of dl therelevant vouchers, invoices,
correspondences, minute books, etc.

e Toveify theassetsand liagbilitiesshowninthebaance shest.
e Toreporttotheclient onthebasisof hisfindings.
Objectivesof Audit

e  Ensuringthe correctnessand compl eteness of accounts.
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e  Ensuring regulationsof expenditure by examination of accounts.

e Lookingintothe honesty of financia transactionsto detect errorsand frauds.

e  Ensuring that thefundsexpended by ingtitution have produced thedesired results.
Audit Process

e Auditisdoneby theauditorsidentified.

e They will visit you and ask for various records and documents rel ated to the
activitiesyou havecarried our inthegivenfinancial yesr.

e Thevariousrecordsand vouchersrelated to the account as you have maintained
at your sub-centre (mentioned above) will beexamined by them.

e Thesuggestionfor theimprovement infuturewill begiven by them.

Check Your Progress4
1) Whatisaudit?

5.6 LETUSSUM UP

The Government of Indiahaslaunched theNational Rural Health Missionto carry out
the necessary architectural correctioninthebasic health caredelivery system. Asa
result of decentralisation, most of the NRHM fundsareflowing downto Sub-centres
and VHSCs.

The success of decentralisation experiment would depend on the strength of the
management capacitiesbuilt at this level.

Theactivitiesunder which the sub-centrereceivesmoney from the blocks/ supervisory
unit are—Janani SurakshaYojana, Untied Fundsfor Village Health and Sanitation
Committees (VHSC) under the sub-centre, Untied Fundsfor Sub-centre.

Theguiddinesfor useof the untied fundsfor sub-centreare:

e Aspartof theNationad HeathMission,itisproposed to provideeach sub-centre
with Rs.10,000 asan untied fund to facilitate meeting urgent yet discrete activities
that need relatively small sumsof money.

e Thefundshall bekept inajoint bank account of theANM and the Sarpanch.

e Decisonsonactivitiesfor which thefundsareto be spent will beapproved by the
Village Health Committee (VHC) and be administered by the ANM. In areas
wherethe sub-centreisnot co-terminuswith the Gram Panchayat (GP) and the



sub-centre covers morethan one GP, the VHC of the Gram Panchayat wherethe
SCislocated will approvetheAction Plan. Thefunds can beused for any of the
villages, which are covered by the sub-centre.

Untied Fundswill beused only for the common good and not for individua needs,
except inthe case of referral and transport in emergency Situations.

Theguiddinesfor the useof untied fundsfor VillageHeal th and Sanitation Committee.

Asarevolving fund from which househol ds could draw in times of need to be
returnediningtalmentstheresfter.

For any villagelevel public hedth activity likecleanlinessdrive, sanitationdrive,
school hedthactivities, ICDS, Anganwadi leve activities, household surveysetc.

In extraordinary case of adestitutewomen or very poor household, the Village
Health and Sanitation Committee untied grantscould even beused for hedlth care
need of the poor household.

Theuntied grantisaresourcefor community action at thelocal level and shdl only
beused for community activitiesthat involveand benefit morethan onehousehol d.
Nutrition, Education and Sanitation, Environmenta Protection and Public Hedlth
Measuresshall be key areaswherethesefunds could be utilised.

The Important Accounting Principlesand Policiesto befollowed at the sub-centre.

Accounting shall be done on cash basisi.e. atransaction shall be accounted for at
thetimeof receipt or payment only.

The books of accounts of the sub-centre shall be maintained on double entry
book keeping principles.

Period—A ccounting period followed shall bethefinanciad year of the Government
of Indiai.e. 1st April to 31st March.

The Books of Accountsto be maintained at the sub-centre:;

Columnar Petty Cash book
Bank Register

Ledger book (Unitscurrently maintaining ledgersmay continuemaintaining it asa
good practice.)

Fixed Asset/ Stock register
JSY Register

The guidelinesfor operating Cash/ Bank Book at the sub-centre:

Sub-centre should withdraw cash asrequired and not have heavy cashin hand
Cash book isto be updated on aweekly basis
Physical cash shouldtally with thefigure of cash asper books

Bank passbook / bank statement to be updated regularly (monthly inspection by
BAM during the monthly meeting may be conducted)

Bank A ccount to be opened and operated under joint signature of theANM and
Sarpanch in any scheduled commercial bank / Grameen Bank/ Post office.
Following pointsto be noted w.r.t the same: Private bank accounts should not be
allowed to bemaintained; In areaswhere bank availability isaproblem, account
should be maintained in post office

Financial Management,
Accounts and Computing at
Sub-Centre
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The guidelinesfor Paymentsand Expenditure at the sub-centre
e All voucherd hills/ invoicesto bescrutinised thoroughly before making payments
e All vouchersto befilled properly and should be completein all respects

e All vouchers/bills/invoicesto bescrolled (serid numbered) and enteredin cash
/ bank book with appropriate referencing

e All vouchersto be supported with appropriate documentary evidence (vouchers
to be prepared only when adequate supporting arein place)

e  Any payment above Rs. 2500/- must necessarily be madethrough crossed Account
payee chequesonly.

Thebudgetisa financial statement or planfor futureactivities inyour health centre.
Itisfrequently used to help control futureactivities. Thestepsin preparing budget are:

e Listouttheactivitiesyouwishto carry outinyour sub-centrefor thenext year.
e Foreachof the activity, mention number and money etc required.
e Addthetotal costsand thisisyour budget for the sub-centrein the next year.

TheAuditis asystematic examination of the booksand recordsrelated to finances.
Thescopeof auditis:

e Tocheck thearithmetical accuracy of theaccounts

e  Tocheck thebooksof accountswiththehelp of dl therelevant vouchers, invoices,
correspondences, minute books, etc.

e Toverify theassetsand liabilitiesshownin thebalance shest.
e Toreporttotheclient onthebasisof hisfindings

5.7 MODELANSWERS

Check Your Progress1
1) Janani SurakshaYojana

Untied Fundsfor Village Health and Sanitation Committees (VHSC) under the
sub-centre

Untied Fundsfor Sub-centre

2) Theguiddinesfor useof the untied fundsfor sub-centreare:

e Aspartof theNational Health Mission, it isproposed to provide each sub
centrewith Rs.10,000 asan untied fund to facilitate meeting urgent yet discrete
activitiesthat need relatively small sumsof money.

e Thefundshal bekept inajoint bank account of theANM and the Sarpanch.

e Decisonsonactivitiesfor which thefundsareto be spent will be approved by
theVillage Health Committee (VHC) and be administered by theANM. In
areaswherethe sub-centreisnot co-terminuswith the Gram Panchayat (GP)
and the sub-centre coversmorethan one GP, the VHC of the Gram Panchayat
wherethe SCislocated will approvetheAction Plan. Thefundscan be used
for any of thevillages, which are covered by the sub-centre.

e Untied Fundswill beused only for the common good and not for individual
needs, except inthecase of referral and transport in emergency Situations.



3

The guidelinesfor the use of untied funds for Village Health and Sanitation
Committecare:

Asarevolving fund from which households could draw intimes of needto be
returnediningtallmentstheresfter.

For any villageleve public hedthactivity likecleanlinessdrive, sanitation drive,
school hedthactivities ICDS, Anganweadi levd activities, household surveyseic.

Inextraordinary case of adegtitutewomen or very poor household, the Village
Health and Sanitation Committee untied grants could even be used for health
care need of the poor household.

Theuntied grant isaresource for community action at thelocal level and
ghall only beused for community activitiesthat involve and benefit morethan
onehousehold. Nutrition, Education and Sanitation, Environmental Protection
and Public Health M easures shall be key areaswhere these funds could be
utilised.

Check Your Progress2

1) TheimportantAccounting Principlesand Policiesto befollowed a thesub-centreare:

2)

3

4)

Accounting shall be done on cash basisi.e. atransaction shall be accounted
for at thetimeof receipt or payment only.

Thebooksof accounts of the sub-centre shall be maintained on double entry
book keeping principles.

Period - Accounting period followed shall bethefinancia year of the Government
of Indiai.e. 1st April to 31st March.

The names of the Books of Accountsto be maintained at the sub-centreare:

Columnar Petty Cash book
Bank Register

L edger book (Unitscurrently maintaining ledgersmay continuemaintaining it
asagood practice.)

Fixed Asset/ Stock register
JSY Register

Thefiveguiddinesfor operating Cash/ Bank Book at the sub-centreare:

Sub-centre should withdraw cash asrequired and not have heavy cashin hand
Cash book isto be updated on aweekly basis
Physical cash shouldtally with thefigure of cash asper books

Bank passbook / bank statement to be updated regularly (monthly inspection
by BAM during themonthly meeting may be conducted)

Bank A ccount to be opened and operated under joint signature of theANM
and Sarpanchin any scheduled commercia bank / Grameen Bank/ Post office.
Following pointsto be noted w.r.t the same: Private bank accounts should not
be all owed to be maintained; In areaswhere bank availability isaproblem,
account should bemaintained in post office

Thefiveguidelinesfor Paymentsand Expenditureat the sub-centreare:

All voucherd bills/ invoicesto bescrutinised thoroughly beforemaking payments

Financial Management,
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e All vouchersto befilled properly and should be completeinall respects

e Allvouchers/hills/invoicesto be scrolled (seria numbered) and enteredin
cash/ bank book with appropriate referencing

¢ All vouchersto be supported with gppropriate documentary evidence (vouchers
to be prepared only when adequate supporting arein place)

e Any payment above Rs.2500/- must necessarily be made through crossed
Account payee chequesonly.

Check Your Progress3
1) Budgetis:
e Afinanciad statementor planfor futureactivities inyour health centre.
o Itisfrequently usedto help control futureactivities
2) Thestepsinpreparing budget are:
e Listouttheactivitiesyouwishtocarry outinyour sub-centrefor thenext year.
e For eachof the activity, mention number and money etc required
e Addthetota costsandthisisyour budget for the sub centreinthe next year.
Check Your Progress4
1) Auditis:
Auditing isasystematic examination of thebooksand recordsrelated to finances

2) Thescopeof auditis:
e Tocheck thearithmetical accuracy of theaccounts.

e To check the books of accountswith the help of all therelevant vouchers,
INvoi ces, correspondences, minute books, etc.

o Toveify theassetsand ligbilitiesshowninthe balance sheet.
e Toreporttotheclient onthebasisof hisfindings
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Sub-Centre

Refer thefollowing eight Annexures pertaining to the various records maintained and
prepared at sub-centre asgiven below:

Annexure-1, Format of Columnar Petty Cash Book
Annexure-l, Format of Bank Register

Annexure-111, Format of Ledger Account (for those sub-centresalready preparing
ledger books)

AnnexurelV, Format of Asset Register

Annexure-V, Format of Bank Reconciliation statement

AnnexureVI, Format of SOE Reporting from Sub-centres

Annexure V11, Format for Utilisation Certificate (UC) Reporting
Annexure-VI11,ASHA incentivesunder various National Health Programmes

Annexure-1, Format of Columnar Petty Cash Book
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o =
= 8 B s g =
= = =~ = i - U §
= 2 = . e S a & .;'
ol X E L] =1
- B = H g® g 2 |2 3 |5
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= B = 0 £ B oo = o o f ¥ o= : " o
z o = =2 5|8 i Z Y E H g E E E 4 5 2
= E 25 £ 12 8 SelE Eal &8 2 ol & 7
v = . . L i 5
b [ & = £ & = = wWwml = E®B ~ T e = - (=

Note: Note: Cash book should be serialy page numbered and authenticated by the
supervisor

* |llustrative expense heads have been mentioned here, however, additional heads can
be added as per requirement
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Annexure-l1, Format of Bank Register

Receipts Payments
Date Particulars Amount Sr. No. | Date Particulars S. No. | Amount
(Detailsof the | (Rs) (Detailsof the (Rs)
source) activity for
whichamount
isspent)
Grant-in-aid Cash
for VHSC Withdrawd
untiedfund
Cash Deposit Payment for
(Explanation
of theactivity
forwhich
payment has
been made)
Interest
Received
Monthly Total Monthly Total
(A) (B)
Balance (A-B)

98
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Annexure-l11, Format of L edger Account (for thosesub-centresalready

Name of the Ledger Account (Name of the Expense/ Activity and Name of the Pool)

preparingledger books)

Financial Management,
Accounts and Computing at

Date

Particular

Voucher
Said
Number

Cash Book
Folio Number

Amount
(Dr.)

Amount
(Cr.)

Badance
(Dr./Cr.)

Dr-debited , Cr-credited

Sub-Centre
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Annexure-1V, Format of Asset Register

Date | Voucher | Particular | Location | Assets (uantity Assets Cost (Rupees)
St No, {Number)
5 5 g 5
= b = =
— = . -
b= 1} —_ =0 =
= = E E"Ir _: o E .
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Annexure-V, Format of Bank Reconciliation Statement Financial Management,
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Bank Reconciliation statement for the month of Sub-Centre

Name of Sub-centre:
Bank A ccount No.
Nameof Bank

Balance as per the cash book ( ason the date)

Add:
I.  Chequesissued but not yet presented for payment
ii. Credit entered madein the bank passbook but not yet shown ascash
Totd
Less
. Amount sent to bank but not yet credited in the saving account of theunit
ii. Bank chargesdebited inthe bank account but not yet accounted for in
the cash book
Totd
Balance as per the pass book
Prepared by
Examined by
Date
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and Supervision Annexure-VI1, Format of SOE Reporting from Sub-centres
> 4 o Q
2 |3 ) ) <
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1. JSY
a Paid to
beneficiaries
b Paid to
ASHA
2. Untied fund *Pease
of Sub- fill note-
cantre ' 1
3. Untied fund
for VHSC
a VHSC-1
b VHSC-2
C VHSC-3
4, Annua **Please
mai ntenance fill note-
grant for 2
sub-centre
Note1: Out of theamount of Rs.10, 000 sanctioned for theyear (Reporting Year) towards Untied Fund
for Sub-centre, only Rs. , has been utilised and the remaining utilisation of
Rs. relatesto the previousyears.
**Note 2: of the amount of Rs.10, 000 sanctioned for the year (Reporting Year) towards Annual
Maintenance Grant for Sub-centre, only Rs. has been utilised and theremaining
utilization of Rs, relatestothepreviousyears.
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Annexure-VIIl, Format for Utilisation Certificate(UC) Reporting Financial Management,
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(Form No. GFR-19A) Sub-Centre

Name of the sub-centre
Reproductive Helth Programme Phase-1 |
Utilisation certificatefor theyear

Dated

Sanction Letter| Opening | FundsRecelved | Expenditure in | Baanceif Any
No. and Date | Bdance inCurrentYear | Current Year

Further certified that | have satisfied mysdlf that the conditions, on whichthegrant-in-
adwassanctioned, havebeen duly filled and that | haveexercised thefollowing checks
to seethat themoney actualy utilised for the purposefor which it was sanctioned.

1
2.
3.

Signatureof ANM Supervisory Medical Officerincharge
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Annexure-VI11,ASHA incentivesunder variousNational Health Programmes

S. [ Heads of Compensation | Amountin | Source of Documented in
No.| Maternal Health Rs./case Fund and
Fund Linkages
1 | JSY financial package (NEW uniform package) MOHFW Order
No. Z 14018/1
a. For ensuring antenatal | 300 for Maternal 2012/-JSYy JSY
care for the woman Rural areas |Health- RCH section
200for Flexi pool Ministry of Health
Urban areas and Family
Welfare-6th. Feb.
b. For facilitating 300for 2013
institutional delivery Rural areas
200for
Urban areas
2 | Reporting desth of women | 200 for Health Sub- MOHFW-OM -
(15-49 years age group) reporting Centre Un- 120151/148/2011/
by ASHA to Block PHC | within24  |tied Fund MCH; Maternal
Medical Officer. hours of Health Division;
(New Revised incentive) | occurrence 14th Feb. 2013
of death by
phone
1| ChildHealth
Undertaking six (incase | 250 Child Hedlth- HBNC Guidelines
of ingtitutional deliveries) RCH Flexi —August 2011
and seven (for home poal
deliveries) home- visits
for the care of the new
born and post-partum
mother
[ | Immunisation
1 | Socia mobilisation of 150/session | Routine Order on Revised
childrenfor immunisation Immunisation Financial Norms
during VHND Poal under UIP-
T.13011i01/2077-
2 | Completeimmunisation 100.00 CC-May 2012
for achild under one
year
3 | Full immunisation per Rs. 50 Routine Order on Revised
child upto two years age Immunisation Financial Norms
(all vaccination received Poal under UIP-
between 1st and second T.13011i01/2077-
year age after completing CC-May 2012
full immunisation after
one year
4 | Mobilising childrenfor 75/day IPPI funds
OPV immunisation under
Pulse Polio Programme




IV | Family Planning
1 | Ensuring spacing of 500 Family MinutesMission
2 years after marriage Planning Steering Group
Compensat- meeting- April
ion Funds 2012
2 | Ensuring spacing of 500
3 years after birth of 1st
child
3 | Ensuring acoupleto 1000
opt for permanent
limiting method after
2children
4 | Counsdling, motivating 150 Family Revised
and follow up of the Panning Compensation
cases for Tubectomy Sterilisation packagefor Family
Compensation | Planning-
Funds September 2007-
No-N 11019/2/
2006-TO-Ply
5 | Counsdlling, motivating 200
and follow up of the
cases for Vasectomy/
NSV
6 | Socia marketing of Amountin | Source of Detailed Guiddlines
contraceptives- as Rs./case Fund and on homedelivery
home delivery through for apack | Fund of contraceptives
ASHAs of three Linkages by ASHAs-Aug.
condoms | Family 2011-N 11012/3/
for acycle| Planning 2012-FP
of OCP Fund
2fora
pack of
ECPs
V | Adolescent Headlth
Distributing sanitary Re Upack | Menstrual Operational
napkinsto adol escent of 6 sanitary| Hygiene- Guidelineson
girls napkins ARSH Scheme for
Promotion of
Menstrual Hygiene
Aug. 2010
2 | Organising monthly 50/meeting| VHSNC
meeting with adol escent Funds
girlspertainingto
Menstrual Hygiene
VI | Nirma Gram Panchayat Programme
Motivating households 75/Toilet Fundsfor MinutesM SG-
to construct and use a congtructed| |EC activities | Meeting April
toilet under District | 2012; DO No. W-
Project Outlay | 11042/7/2007/-
under TSC CSRP-Part

Financial Management,
Accounts and Computing at
Sub-Centre
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V11 | Village Health Sanitation and Nutrition Committee
Facilitating monthly 150/ VHSNC MOHFW Order
meetings of VHSNC meeting Untied Fund Z-18015/12/2012-
followed by meeting with NRHM-I1
women and adol escent
girls
V11| Revised National Tuberculosis Control Programme
Being DOTS Provider 250 RNTCP Funds | Revised Norms
(only after completion of and Basis of
treatment or cure) Costing under
RNTCP
IX [National Leprosy Eradication Programme
1 [Referra and ensuring 300 NLEP Funds Guidelines
compliancefor complete forinvolving
treatment in pauci- ASHASs under
bacillary cases of Leprosy NLEP
2 |Referral and ensuring 500
compliancefor complete
treatment in multi-
bacillary cases of
Leprosy
X [National Vector Borne Disease Control Programme
1 |Preparing blood slides 5/dide NVDCP NVDCP
Fundsfor Guidelinesfor
Malaria involvement of
Contral ASHASs in Vector
Borne Diseases-
2009
2 | Providing complete 20
treatment for RDT
positive Pf cases
3 |Providing complete 50

radical treatment to
positive Pf and Pv case
detected by blood slide,
as per drug regimen
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6.0

INTRODUCTION

In the previous unit you have learnt financial management and accounts. In
continuation this unit deals with records and reports. As you know that records
areasource from which data can be collected, it becomes basisfor assessment of
needs and future planning. You will alsolearn about various reportsto be submitted
at the place of work, information provided in monthly reports. Records evaluate

previous performance with current status.
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6.1 OBJECTIVES

After completing this unit, you should be able to:
e |ist therecordsto be maintained at sub-centre/ FRU level;

e explaintheimportance of recordsto be maintained and reportsto be prepared
at sub-centre /FRU level;

e identify the official records to be maintained and reports to be submitted
under the provision of community health nursing practice;

e discussthe guidelinesto be used for maintaining the up to date records. And
sending the reports to appropriate authority;

e explain about the surveillance and role of Nurse health practitioner in the
surveillance;

e describetheinformation to be provided in monthly reports and prepare the
reports in the prescribed formats under the current health programme; and

e evauate your own performance by assessing the reports prepared by you.

6.2 CONCEPTSOF RECORDSAND REPORTS

A record is a permanent written communication that documents information
relevant to a client’s health care management, e.g. aclient chart is a continuing
account of client’s health care status and need. —Potter and Perry

An effective health record shows the extent of the health problems’ needs and
other factors that affect individuals their ability to provide care and what the
family believes. What has been done and what to be done now also can be shown
in the records. It also indicates the plans for future visits in order to help the
family member to meet the needs.

All documents information, regardless its characteristics, media, physical form
and themanner it isrecorded or stored. Records function as evidence of activities.
Expressor presenting facts, data, figuresor other informationinwritingiscalled
records means written information. Health records refers to the forms on which
information about an individua or family is recorded.

The performance or output of services rendered by the staff are reported on the
formats prescribed. Thisinformation iscommunicated from thelowest to highest
level of health services, They are also used as important management tools for
assessment of quality and quantity of services provided, which further helpsin
decision making process for future action plans. These reports also help to
understand if planned services are provided or not.

6.2.1 Importance of Records and Reports

e Assess hedth level of the community
e Helps in collecting data

e Assessment and evaluation of work

e Basisfor formulating plans

e Tool or medium for health education.



Determine needs of resources

Lega documentation

Means of communication

Provide information of good nursing
Conduct training and research work
Assess health problems

6.2.2 Legal Implication of Records and Reports

There are three approachesto legal implications of records and reports:

1)

2)

3

Individual approach: Recordsof importance are birth records, death records
etc. They are valuable documents not only from health department also from
other departments.

Community approach: Health records provide conformation and protection
of rights related to health. It presents charges through which charges can be
taken against medical administration and political system. It could lead to
proper implementation of services.

Nursing approach: It isimportant preserving individual records of health.
Confidentiality and privacy has to be maintained. These documents should
be shown to authorised person. The value of the record when they are
presented at the right time. Legally accepted process should be followed
for destroying obsolete records. Records of medico legal cases should be
handled carefully.

6.2.3 Purposes of Records

1)
2)

3

4)

5)
6)

7)
8)
9

Supply datathat are essential for programme planning and evaluation.

To provide the practitioner with data required for the application of
professional services for the improvement of family’s health.

Records are tools of communication between health workers, the family,
and other development personnel.

Effective health records shows the health problem in the family and other
factorsthat affect health.

A record indicates plans for future.

It provides baseline data to estimate the long-term changes related to
services.

Legal documents: poisoning, assault, rape, LAMA, burn etc.
Research or statistics: rates
Audit and nursing audit

10) Quality of care
11) Continuity of care

12) Informative purposes. census

13) Teaching purpose of students

14) Diagnostic purposes: test reports

Recordsand Reports
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6.2.4 Value and Uses of Records

Let us go through the value of records for the nurses, doctors, and for the
Community and Organisation as discussed below:

For the Nurse:

e Providesbasic factsfor service.

e Providesabasis of analysing needs.

e Providesabasisfor short term and long term planning.

e Preventsduplication of service.

e Helpsevaluate care and teaching given.

e Helpsfollow-up services effectively.

e Helpsto organise work.

e Servesasaguideto professional growth.

e Enablesto judge the quality and quantity of the work done.

For the Family and Individual:

e Creates awareness.

e Helpsto recognise health needs.
e Can be used as teaching tool.

For the Doctor:

e Servesasaguidefor diagnosis, treatment and evaluation of services.
e Indicatesprogress.

e May beused inresearch.

For the Sanitarian:

e Identify families needing service.

e Draw nurses attention to any pertinent observation made.

For the Community and Organisation:

e Evaluate servicesrendered, teaching done and persons action and reactions.
e Helpsin the guidance of students.

e Helpsadministrator to assess the health needs and needs of village/area.

e Helpsinmaking studiesfor research, for legislative action and for planning
budget.

e Isalegal evidence of service rendered.
e Providesjustification for expenditure of funds.

6.2.5 Principles of Record Writing

1) Nurses should develop their own method of expression and form in record
writing.

2) Records should be written clearly, legibly and appropriately.
3) Recordsshould contain facts based on observation, conversation and action.



4)
5)
6)
7)

8)
9)

Select relevant facts and the recording should be neat, complete and uniform
Records should be written immediately after an interview.
Records are confidential documents.

Records are valuable legal documents and so it should be handled carefully,
and accounted for.

Records systems are essential for efficiency and uniformity of services.

Records should provide for periodic summary to determine progress and to
make future plans.

6.2.6 Filling of Records

Different systems may be adopted depending on the purposes of the records and
on the merits of a system. The records could be arranged:

Alphabetically
Numerically
Geographically and
With index cards

Records should be Permanent, Secure, Traceable

Permanent,

Secure: Maintain confidentiality
Limit access
Protect from environmental hazards

Traceable:  Sign and date every
Keep books bound record
Number pages
Use permanent ink
Control storage

6.3 TYPESOF RECORDS

There are different ways to know the type of records. Let us discuss each one by

one:

1)

2)

Cumulative or continuing records

e Thisis found to be time saving, economical and also it is helpful to
review the total history of an individual and evaluate the progress of a
long period. (e.g.) child’srecord should provide space for newborn, infant
and preschool data.

e The system of using one record for home and clinic services in which
homevisitsarerecorded in blueand clinic visitin red ink hel pscoordinate
the services and saves the time.

Family records

e The basic unit of service is the family. All records, which relate to
membersof family, should be placed in asinglefamily folder. Thisgives
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the picture of the total services and helps to give effective, economic
service to the family as awhole.

Separate record forms may be needed for different types of service such
asTB, maternity etc. all suchindividual recordswhich relateto members
of one family should be placed in asingle family folder.

Some scholars have classified records under four headings. They are asfollows:
1) Periodical:

a)
b)

Permanent records (cumulative)
Temporary records (casual/daily records)

2) Unit Based Records:

3)

4)

a)
b)
c)
d)

Individual (individual health cards)

Related to family (family folders)

Related to community (community folders)
National (national health programms records)

Subject Based:

a)
b)
c)
d)

Economical (financial structure of family, village)
Social (records of socia structure)

Political

Medical and nursing (treatment and medicine records)

Collection Place Based:

a)
b)

Collected at institutions (records of hospitals/ health Centres)
Recordsto be kept with theindividua (immunisation cards, disease cards)

6.3.1 Records Related to Community

These are of two categories:

a)
b)

Records to be kept under health centres
Records to be kept with the patient

Recordsto be kept under health centres

Family folders: MCH cards

Antenatal card/ postnatal cards
Infant card
Pre-school child card

M edicine distribution card include records of iron and folic
acid distribution cards

Family welfarerecords: Eligible couple,

MTR,

Family planning.

Treatment and referral records

Vital event records: birth and death records



General information records: Individual records Recordsand Reports
Family
Village
Map of community
Other records: antenatal records
Medicine records
Monthly/ yearly records
Consumable stock register
Stationary stock register
Daily diary
Cumulative records

b) Records to be kept with the Patient (Kept under supervision of
community health nurse)

These are:

e Health record of school going children
e Infant health card

e Maternal card

e TB patient card

e Individual health card

e Birth and death record

e Inpatient and outpatient record

e Eligible couplerecords

6.3.2 Registers

It providesindication of thetotal volume of service and type of cases seen. Clerical
assistance may be needed for this. Registers needed to be maintained at FRU are:

e MCH Register and Immunisation card- Materna care, Birth, Newborn and
child care.

e Registersfor recording Contraceptives:
e Condom distribution register
e Ord pill register
e CU'T/IUD register
e Sterilization register —Male and female
e FRU clinic register/OPD register
e Admission and Discharge register
e Deathregister
*  Stock register
*  Referral register
*  Duplicate copy of the monthly report submitted for each month. 113
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6.3.3 General Guidelines for Maintaining Records

1
2)

3)
4)
5)

6)

7)

8)

9)

Enter information in the proper place.

Write down information immediately as soon as possible. Delay resultsin
incomplete and inaccurate records.

Maintain records up-to-date daily and avoid letting records being piled up.
Write clearly and neatly. It should belegible.

Keep recordsin order either alphabetically/numerically/geographically and
with index card.

Keep all the registers in cupboard, dust regularly and protect from rats,
cockroaches and termites.

Treat records confidential and do not allow unauthorised person to read the
records.

Maintain an adequate stock of stationary, registers and all forms needed to
ve filled and submitted.

Destroy al old records (i.e. more than 5 years old).

Maintenance of Health Record at Facility L evel

a)

b)

d)

f)

Village Register

Theregister ismaintained to storetheinformation regarding an overall picture
of each village covered under the sub-centre area.

Household Survey Register

The information regarding each and every household is collected during
household survey. After the initial survey, it should be revised after three
years. The details of information, need to be collected and entered in the
survey register

Eligible Couple Register

I dentify the number of couples where the wife's age is between 1545 years
from household survey register and enter in thisregister with address. The
family status with parity and age of the youngest child should aso be
mentioned. The couplesif using any contraceptives also need to be recorded
along with the details of contraceptives methods being used.

Maternal and Child Health Register cum Contraception Register

Isjust likethefamily folder with maternal data (antenatal, natal and postnatal)
record and under fiverecords of the child, adolescent card and eligible couples
use of contraceptives methods.

Sub-centre/FRU Clinic Register

Thisregister is maintained for keeping records of patients attending the sub-
centre clinics. The attendance in antenatal, immunisation, family planning
clinics should not be registered in this record.

Death Register

All deaths occurring in the areaare covered by the sub-centre are entered in
thisregister.



9)

h)

)

Sock Register

Recordsof particularsrelated to all items provided and utilised at sub-centre
should be maintained.

Register for Recording Consultative Process

As an important member of the health team you have to conduct meetings
with village working team constituted for each village and with other members
of the group of that village. The details of the meetings are recorded of each
meeting in the register.

Referral Register

The details of the referred cases should be entered in the register. This will
also help to undertake follow-up of the referrals made.

Daily Diary

The daily diary is maintained by the Health Team Members in which the
daily activities are performed in the field as well asthe clinic with regard to
immunisation, antenatal checkup and follow-up, distribution of
contraceptives, follow-up of IUD and OP cases, identification of PID. RTI/
ST cases, birth and death reported, malariacasesetc. The meetings conducted
with thevillage working team and the group of village representatives should
also be mentioned in the diary.

Thedaily diary will enableto updateal theregister to be maintained and will
also be helpful in preparation of the monthly report. Itiseasy to carry onedaily
diary instead of al the registers when one goes on home visits'meetings.

Check Your Progress 1

1) List the purposes of record keeping.

2) Listthetypesof recordsto be kept at the health centre.

3) Explainthelega implication of records.

4) List the principles of record writing.

5) List the patient records to be kept at health centre and with the patient.
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6) Listtheregistersto be maintained at the health centre.

6.4 REPORT WRITING AND DOCUMENTATION
OF ACTIVITIES CARRIED OUT DURING
FIELD/HOME VISITS

Let us now learn about reports, purpose of writing reportsin details:
Reports

Potter and Perry stated that “a report isasummary of activities or observations
seen, performed or heard”. These are account or statement describing in detail an
event, situation, or like, usually astheresult of observation, inquiry, etc. aformal
or official presentation of facts. Some important aspects to be considered are:

e Reports can be compiled daily, weekly, monthly, quarterly and annually.
e Report summarises the services of the nurse and/or the agency.
e Reports may bein the form of an analysis of some aspect of a service.

e Thesearebased onrecords and registersand so it isrelevant for the nurses
to maintain the records regarding their daily case load, service load and
activities.

e Thusthe data can be obtained continuously and for along period.

6.4.1 Purposes of Writing Reports

e To show the kind and quantity of service rendered over to a specific
period.

e To show the progressin reaching goals.

e Asanaidin studying health conditions.

e Asanaidin planning.

e Tointerpret the services to the public and to other interested agencies.

6.4.2 Type of Reports

1) Performance in corresponding month of last year

2) Performance in the reporting month

3) Cumulative performance till corresponding month of last year
4) Cumulative performance till current month

5) Planed performancein current year



6.4.3 Criteria of Good Report

Can be made promptly
Clear, concise and complete
All pertinent, identifying dataincluded

Mention all people concerned, situation and signature of person making
report

Easily understood
Important points are emphasised

K ey Messages

Written policies and procedures are the backbone of the quality system
Complete quality assurance records make quality management possible
Keeping records facilitates meeting programme reporting requirement

Records and reports reveals the essential aspects of service in such logical
order so that the new staff may be able to maintain continuity of serviceto
individuals, families and communities.

6.5 MEDICAL RECORD DEPARTMENT

Medical Record of the patient stores the knowledge concerning the patient and
his care. It contains sufficient data written in sequence of occurrence of events
to justify the diagnosis, treatment and outcome. In the modern age, Medical
Record has its utility and usefulness and is a very broad based indicator of
patients care.

6.5.1 Filing of Medical Records

The inpatients Medical Record is filed by the serial numbers assigned at
central Admitting Office.

The Record is bound in bundles 100 each and are kept year wise according
to the serial number.

6.5.2 Retention of Medical Record

The policy isto keep indoor patient Records for 10 years
The OPD registersfor 5 years

Therecord whichisregister for legal purposesin Maintained for 10 yearsor
till final decision at the court of Law

6.5.3 Functions of Medical Record Department

1)

2)
3
4)

Daily receipt of case sheets pertaining to discharge and expired patientsfrom
various wards, there checking and assembly.

Daily compilation of Hospital census report.
Maintains and retrieval of recordsfor patient care and research study.

Compl etion and Procession of Hospital statisticsand preparation on different
periodical reports on morbidity and mortality.
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5) Online registration of vital events of Birth and Death.

6) Issuing Birth and Death certificated up to one year.

7) Dealing with Medico Legal records and attending the courts on summary.
8) Arrangement and Supervision of enquiry and admission office.

6.6 ELECTRONIC MEDICAL RECORDS (EMR)

Let us now learn electronic medical records.

The IOM 2003 Patient Safety Report describes an EMR as encompassing:

e “alongitudinal collection of electronic health information for and about
persons

e Immediate electronic accessto person and popul ation-level information
by authorized users,

e Provision of knowledge and decision-support systems that enhance the
quality, safety, and efficiency of patient care and

e Support for efficient processes for health care delivery.”

The 1997 10M report “The Computer-Based Patient Record: An Essential
Technology for Health Care” defines an EMR as: “A patient record systemisa
type of clinical information system, which is dedicated to collecting, storing,
mani pulating, and making available clinical information important to the delivery
of patient care. The central focus of such systemsisclinical dataand not financial
or billing information.”

6.6.1 Capabilities and Components of an Electronic Media
Record (EMR)

There are three essential capabilities of an EMR. They are:

1) To capture data at the point of care,

2) To integrate datafrom multiple internal and external sources, and

3) To support caregiver decision making.

Components of an EMR

e Resultsreporting

e Datarepository

e Decision support

e Clinical messaging and e-mail

e Documentation

e Order entry

6.6.2 Electronic Health Record (EHR)

It isalongitudinal electronic record of patient health information generated by
one or more encounters in any care delivery setting. There are interoperability
standards to exchange information outside asingle healthcare delivery system. It
supports other care-related activities directly or indirectly— evidence-based
decision support, quality management, and outcomes reporting.



6.6.3 Levels of Automation

Stage O: Not al ancillary systems (Lab, X-ray, Pharmacy) are operational
Stage 1: Magjor ancillary clinical systemsinstalled

Stage 2: A clinical data repository (CDR) stores information from major
ancillary clinical systems

Stage 3: Basic clinical documentation required, CDR storageretrieval (picture
archiving communication systems-PACS)

Stage 4: Computerised provider order entry(CPOE), support for evidence-
based practice

Stage 5: Barcode medication administration (BCMA), radio frequency
identification (RFID) integrated with CPOE and pharmacy

Stage 6: Full physician documentation, decision support, aerts, full PACS
Stage 7: Fully electronic paperless environment

6.6.4 Attributes of Electronic Health Record (EHR)
The attributes of Electronic Health Record are listed below :

Secure, reliable access where and when needed

Records and manages episodic and longitudinal information
Primary information source during care

Assists with planning and delivery of evidence-based care
Captures datafor:

e Quality improvement

e Utilization review

¢ Risk management

e Resource planning

e Performance management

Captures information needed for medical record and reimbursement
purposes

Longitudinal, masked information supports clinical research, public health
reporting, and population health initiatives

Supports clinical trials and evidence-based research

6.6.5 Bene€fits of Electronic Health Record
The benefits of Electronic Health Record are tabulated and listed below :

S.No Areas Benefits

Genera Improved data integrity: readable, better organised,
accurate, complete

Improved productivity: access data whenever,
wherever for timely decision

Increased quality of care: tailored views, “ dash-board”
Increased satisfaction for caregivers. easy access to
client data and related services
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Communication. Management [SNo|  Areas Benefits
2. Nursing Decreased redundant data collection
Allowed data comparison from prior visits
Ongoing access, update record at bedside
Improved documentation and quality of care

Supported timely decision

3. Health provider| Better/faster/simultaneous data access

Improved documentation, reporting

Prompted to ensure administration of treatments and
medications

Supported automation of critical pathways/ workflows
Improved efficiency: eligibility, early warning of status

changes
4. Healthcare Better record security
Enterprise Fewer lost records Instant notice

of eligibility/procedure authorisation

Decreased need and cost for record storage, x-ray film,
filing

Decreased length of stay due to waiting

Faster turnaround for accounts

Increased compliance with regulatory requirements

5. Patient Decreased wait time for treatment

Increased access/control over health information
Increased use of best practices/decision support
Increased ability to ask informed questions

Quicker turnaround time for ordered treatments
Greater clarity to discharge instruction

Increased responsibility for own care

Alerts and reminders for appointments and scheduled
tests

Increased satisfaction and understanding of choices

6.6.6 Advantages and Disadvantages of Electronic Health
Record

The advantages of an EHR are listed below:

a) EHRsareeasly accessible.

b) Easier to send adigital file from one office to another.

c) Timeissaved in transferring files.

d) Accuracy of dataarereadily available for further decision making.

e) Readily available to patients when stored electronically.

f) Occupies less space in the office/file rooms.

g) Easerto storethem for long term.

h) Reduces errors which arises from misinterpretation of bad handwritings.

Disadvantages of Electronic Health Record

The disadvantages of an EHR are listed below:

a) Compromiseon privacy of the health recordsof patientsasit can be accessed
120 by many.



To have error free maintenance, skilled technicians are required.
Details of the health records can be hacked.

Minimal error can lead to bigger loss as retrieval of datamay be difficult if
lost.

Is costly to set up the infrastructure.
Requires compatible system on board for all users.
Need to have a backup plan.

6.

7 NURSES RESPONSIBILITY IN RECORD
KEEPING AND REPORTING

Let us now discuss the nurses responsibility for records and reports as given

below:

e Keep under safe custody of nurses.

e Noindividual sheet should be separated.

e Not accessible to patients and visitors.

e Strangersis not permitted to read records.

e Recordsarenot handed over to thelegal advisorswithout written permission
of the administration.

e Handed carefully, not destroyed.

e Identified with bio-data of the patients such as name, age, admission number,
diagnosis, etc. (Legal Issues)

e Never sent outside of the hospital without the written administrative
permission.

e Patient Verification: Two identifiers: patient name and date of birth

e Compare to ID band, consents, diagnostic images, and all other patient

documentation related to the procedure

Check Your Progress?2
1) What are the purposes of report writing?
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6.8 LET USSUM UP

Oneof theforemost and important role of the nursing professionalsisto accurately
document their work so that it can be useful to all members of the health teamin
the interest of the client. A number of records and reports are maintained in the
health centre. These are essential to check the progress of the clients, and the

need to

make accurate decisions when need arises.

6.9 KEY WORDS
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CPOE
CDR
EHR
EMR
FRU
IOM
IUbD
LAMA
MCH
MTP
oP
OPD
PACS
PID
RFID
RTI
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Reproductive Tract Infection
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6.10 MODEL ANSWERS

Check Your Progress1

1) Purposesof record writing

Supply datathat are essential for programme planning and evaluation.

Provide the practitioner with data required for the application of
professional services for the improvement of family’s health.

Records are tools of communication between health workers, thefamily,
and other development personnel.

Health records shows the health problem in the family and other factors
that affect health.

A record indicates plans for future.



Provides baseline data to estimate the long-term changes related to
services.

2) Types of Records

3

4)

5)

a)
b)

Cumulative or continuing records

Family records

Legal Implication of Records and Reports:

There are three approaches to legal implications of records and reports:

Individual approach : Records of importance are birth records, death
recordsetc. They arevaluable documents not only from health department
also from other departments.

Community approach: Health records provide conformation and
protection of rights related to health. It presents charges through which
charges can be taken against medical administration and political system.
It could lead to proper implementation of services.

Nursing approach : It isimportant preserving individual recordsof health.
Confidentiality and privacy hasto be maintained. These documents should
be shown to authorised person. The value of the record when they are
presented at theright time. Legally accepted process should be followed
for destroying obsolete records. Records of medico legal cases should
be handled carefully.

Principles of record writing

1

2)
3

4)

5)
6)
7)

8)
9)

Nurses should devel op their own method of expression and forminrecord
writing.

Records should be written clearly, legibly and appropriately.

Records should contain facts based on observation, conversation and
action.

Select relevant facts and the recording should be neat, complete and
uniform.

Records should be written immediately after an interview.
Records are confidential documents.

Records are valuable legal documents and so it should be handled
carefully, and accounted for.

Records systems are essential for efficiency and uniformity of services.

Records should providefor periodic summary to determine progress and
to make future plans.

Recordsto be kept under health centres

Family folders: MCH cards; Antenatal card/ postnatal cards, Infant card,

Pre-school child card; Medicine distribution card include
records of iron and folic acid distribution cards

Family welfarerecords: Eligiblecouple, MTP, Family planning. Treatment

and referral records, Vital event records; birth and
death records
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6)

7)

General information records: Individual records; Family records; Village
records, Map of community

Other records: Antenatal records; medicine records; monthly/ yearly
records; consumabl e stock register; stationary stock register;
daily diary and cumulative records

Recordsto be kept with the Patient (Kept under supervision of CHN):

health record of school going children; infant health card; maternal card;
TB patient card; individual health card; birth and death record; inpatient and
outpatient record and eligible couple records

Register to be maintained in Health Centre

Villageregister; household survey register; eligible coupleregister; maternal
and child health register and contraception register; sub-centre/FRU clinic
register; death register; stock register; register for recording consultative
process; referral register; daily diary.

General guidelinesfor maintaining records

1) Enter information in the proper place.

2) Write down information immediately as soon as possible. Delay results
in incomplete and inaccurate records.

3) Maintain records up-to-date daily and avoid letting records being piled
up.
4) Write clearly and neatly. It should belegible.

5) Keeprecordsin order either alphabetically/numerically/geographically
and with index card.

6) Keep al theregistersin cupboard, dust regularly and protect from rats,
cockroaches and termites.

7) Treat recordsconfidential and do not allow unauthorized person to read
the records.

8) Maintain an adequate stock of stationary, registersand all forms needed
to be filled and submitted.

9) Destroy al old records (i.e. more than 5 years old).

Check Your Progress 2

1

Purposes of writing reports

e To show the kind and quantity of service rendered over to a specific
period.

e To show the progressin reaching goals.

e Asanaidin studying health conditions.

e Asanaidin planning.

e Tointerpret the servicesto the public and to other interested agencies.

2) Typesof Reports

1) Performancein corresponding month of last year
2) Performance in the reporting month



3

3) Cumulative performance till corresponding month of last year
4) Cumulative performancetill current month
5) Planed performancein current year

List the benefits of electronic health records for nursing department.
1) Decreased redundant data collection

2) Allowed data comparison from prior visits

3) Ongoing access, update record at bedside

4) Improved documentation and quality of care

5) Supported timely decision
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