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PREFACE
Jan Swasthya Abhiyan, a nationwide campaign working on health rights, was started in the year 2000 in
response to an international call. The failure of governments to provide 'Health for All by 2000 AD', as
committed in the Alma Ata Declaration of 1978, prompted the global coming together of civil society
organizations such as the Peoples' Health Movement (Jan Swasthya Abhiyan - JSA). Gujarat JSA has 55
organizations active in 20 districts in the State and has been working consistently since 2000.
JSA believes that social, economic, cultural, political and structural inequalities affect access, quality and
regularity of health care services. As a result of these inequalities, basic facilities like drinking water, food
security and healthy environment, safe and secure housing, violence free atmosphere are not available and
people have to struggle continuously for these rights. For poor, discriminated and disadvantaged
communities and their collectives, their own strength is the only way for them to get their legitimate rights.
In the last one decade as a result of peoples' movement, laws for right to information, right to employment
guarantee, food security, forest rights, rehabilitation rights, domestic violence, sexual harassment at work
have been enacted and schemes like free medicine in public health care facilities and relief to the victims of
occupational diseases like silicosis have been framed but their enforcement is still a problem and this
adversely affects rural poor, women and children of urban marginalized and other depressed communities.
Jan Swasthya Abhiyan believes that unless these rights are effectively enforced, improvement in quality of life
and healthy life is not possible.
In the last one year, members of the Abhiyan met several times to review the status of health rights in Gujarat.
Based on these consultations, a series of field level enquiries were planned and executed. This is a report of
these field enquiries. The enquiries were on 1. Role of the Gram Sanjeevani Samities and Use of Untied Funds,
2. Quality of VHNDs in Gujarat, 3. Status of Implementation of JSSK, 4. Breast and Cervical Cancer Screening in
Gujarat, 5. Access to Free Medicines and Diagnostics in Public Health Facilities, 6. District Level Report Cards
on Quality of Maternal Health Care. While the first five studies are included in this document, the Report Cards
for three districts are published separately.
These documents are published by the Steering Committee of JSA Gujarat, PATHEY Trust, ANANDI and SAHAJ.
JSA Gujarat thanks PATHEY and Mahendrabhai Jethmlani for the support and cooperation as well as team
members of ANANDI and SAHAJ for their technical support.
We hope that this publication will be useful for member organizations and individuals and others who are
committed to health rights. If the Government of Gujarat acts upon the recommendations emerging from
these studies, the citizens of Gujarat can hope to have better health care.
For further details related to the tools, pamphlets and data, SAHAJ / ANANDI can be contacted.
- Jan Swasthya Abhiyan, Gujarat
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JSA Study Series 1 : 2016-2017

VHSNCs and utilization of their Untied Funds in
ten districts of Gujarat : Study by JSA Gujarat
Introduction
In 2005-06 Jan Swasthya Abhiyan (JSA), Gujarat as part of a policy advocacy initiative, collectively drafted
a policy brief for Gram Arogya Samiti (Village Health Committee) with a vision to build community
monitoring and accountability mechanism in the public health system. This ground breaking intervention was
strengthened with the support of the Department of Health and Family Welfare and a Government Resolution
(GR) was passed. This initiative of JSA Gujarat and the Department of Health and Family Welfare, Government
of Gujarat (GoG) subsequently became part of the National Rural Health Mission (NRHM) provisions on
Community Monitoring.
Following the JSA Gujarat and GoG collaborative action, JSA also prepared training module for the monitoring
committees which were formed under the three tier Panchayati Raj system. Some member organisations of
JSA Gujarat worked closely with these Village Health Sanitation and Nutrition Committees (VHSNCs) in
orientation, capacity building and community dialogue to build social accountability in public health, nutrition
and sanitation interventions of the state.
Subsequently, in 2007-08, the VHSNCs were formed under the NRHM. Since 2011, these committees are also
entrusted with the responsibility of monitoring nutrition hence they are renamed as VHSNC or the Gram
Sanjivani Samiti (GSS). These committees are constituted with representation of women and men from the
socio-economically marginalised communities, and vulnerable groups, people with special needs and some
village level staff of the health and the ICDS.
The local leaders are trained to be able to plan and be part of decision making around financial resources. They
have a mandate from Gram Panchayat to monitor and act on the issues of quality and resources for public
health services. They have the mandate to use the untied funds to tackle the village level issues of health,
sanitation and nutrition, thus bring the community voice to the policy making process for right to health and
well being.
The VHSNCs have been formed in each revenue village with independent bank accounts. These VHSNCs have
received training for fund management from the Department of Health and Family Welfare. The department
also provides the annual untied funds of Rs. 10000/- per revenue village. In Gujarat about 13996 VHSNCs were
formed until year 2009 (SOURCE: Website of Gujarat State Third Finance Commission No .of Gram Panchayats
in 2012)
Key Features of VHSNCs


At least 50 % members of the VHSNC should be women.



Every hamlet within a revenue village must be given due representation on the VHSNCs to ensure
that the needs of the weaker sections especially Scheduled Caste, Scheduled Tribe, Other
Backward Classes are fully reflected in the activities of the committee.



A provision of at least 30% representation from the non -governmental sector.
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Representation to women's self help group etc. on these committees will enable the Committee
to undertake women's health activities more effectively.



(SOURCE: Guidelines for Village, Health and Sanitation Committees, Subcentres, PHCs and CHCsBy Ministry of Health and Family Welfare, Government of India)
Aim and Objectives of the Study
To assess the functioning of the VHNSCs in the field areas where JSA members are situated in order to enhance
the functioning of these Committees.
Objectives


Understand the role, process and engagement of members of the VHSNCs in decision making



Assess knowledge of the untied fund and decision making around its utilization among the
members of VHSNCs.



Assessment of training needs of the members of VHSNCs in accomplishing their role as members

Methodology
A structured questionnaire was utilized as an interview guide for the members of VHSNCs. PHCs were
selected in blocks where JSA members were functioning by using random sampling method. Further, two to
three VHSNCs were selected randomly from each of these selected PHCs by the member organisation.
Members of the VHSNCs who were assigned to maintain records and registers were interviewed first. In
addition, two other non- government community members of the VHSNCs were interviewed. Field teams
were trained in a series of meetings. They were oriented to the tool and were imparted interview skills
through mock interviews. Preliminary findings were shared in state level meetings and verification of the data
was done. The data was compiled in excel sheets and analysed using basic statistical methods.
Limitations
This study has been done by field practitioners and not by trained 'researchers'. It is an attempt to capture
experiences and perceptions of select VHSNC members in field areas of JSA members.
Results and Analysis
A total of eight organizations studied 108 VHSNCs from ten districts and 20 blocks. The following table shows
the statistical data of all 108 VHSNCs studied.
Table 1 Distribution of VHNSCs Studied
Organizations
Anjali
PTRC, KSSS
Anandi
Gram Seva Trust
Cohesion
Sewa Rural
SEWA

Districts

Talukas

PHCs

VHSNC

Aravali
Sabarkantha
Anand
Dahod
Panchmahals
Navsari
Patan
Bharuch
Tapi

2
3
3
1
2
2
1
1
1

2
3
6
4
6
3
7
2
1

3
5
19
10
21
10
7
5
5

Ahmedabad

4

12

23
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The VHNSCs have three sets of members. One is the community representatives like the SHG members or
dairy cooperative representatives or informal community leaders. Second is field staff appointed by the
government at the community level like AWW, FHW, ASHA, MPW, teacher etc. Third is the category of
representatives like Sarpanch, other elected Gram Panchayat members and so on.
1.

Informants in the study from VHSNCs

Those members who maintained the registers and records of VHSNCs were interviewed. At some places two
respondents were together and they responded to the interview at the same time.
Table 1.1 Profile of Informants and Members
Informants

No.

Percent

FHW
ASHA
ASHA and Community member
MPHW
Anganwadi worker
Anganwadi worker and community member
Other members of VHNSCs
Total VHSNCs
Total members of 108 VHNSCs
Female members
Male members

61
26
9
5
2
3
2
108
1097
761
336

56.48
24.07
8.33
4.63
1.85
2.78
1.85
100.00
69.37
30.63

Table 1.2 Gender Distribution of Members
Gender Distribution

VHSNCs

Percent

6
9
83
10
108

5.56
8.33
76.85
9.26
100.00

equal ratio
only women
more women
more men
Total

Of the total 1097 members of VHSNCs, 761 (69.37%) are female members and 336 (30.63%) are male
members. If we see gender wise distribution of VHSNCs only 6 (5.56%) committees have equal ratio of male
and female members. Majority of the VHSNCs (nearly 77%) have more female members and few (8.33%) have
only females in the committee.
Almost in all VHSNCs the registers and records are maintained by FHW, ASHA and AWW. Women are high in
number because ASHAs, AWWs and FHWs are women. In 9 VHNSCs there are only women members this is
also not desirable because there is gendering of health by the health system and society. It is not clear from the
distribution of membership about how many women and community voices are present in the VHNSCs.
2.

Distribution of VHSNCs according to the number of members

108 VHSNCs comprised of 1097 members form part of this study. Members in each VHSNCs ranged from 2 to
15 with an average of 10 members. Around 20% VHSNCs have less than 10 members as against the NRHM
guidelines of minimum 15 members, which indicates that diversity of communities and the vulnerabilities may
not be fully represented in the VHSNCs currently.
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Graph 1: Number of Members in VHSNC
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President and office bearers of VHSNCs

Almost 30% of VHSNCs have ASHA as the President of VHSNC. According to the NRHM Guidelines the ASHA
was expected to be the secretary and bank signatory. Almost 30 % of the VHNSCs have the Sarpanch as the
President and only 10 % of other community representatives as the President.
Table 3.1: President of VHNSC
President
ASHA
Sarpanch
Teacher
Panchayat member
Anganwadi worker
Community member

No. of VHSNCs Percent
31
30
4
2
9
7

President

28.70
27.78
3.70
1.85
8.33
6.48

No. of VHSNCs Percent

Doctor
MPHW
FHW
Mid-day meal worker
Don't know
Blank answer

1
2
7
1
2
12

0.93
1.85
6.48
0.93
1.85
11.11

Table 3.2: Sex Distribution of the President
President of VHSNCs
Female President
Male President
Blank
Total

VHSNCs

Percent

68
34
6
1008

62.96
31.48
5.56
100.00

We see that nearly 63% of VHSNCs have female president and 31% have male presidents. 44 % VHSNCs have
ASHA or Female Health Worker as their Vice President. But nearly 38% of the respondents did not know who
the Vice President of the VHSNC was.
Table 3.3: Vice President of your VHNSC
Designation

No.

Percent

ASHA
FHW
Sarpanch
Panchayat member
Anganwadi worker

26
23
1
5
3

24.07
21.30
0.93
4.63
2.78
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Designation

No.

Percent

Dairy member
Community member
MPHW
Don't know
Total

2
6
1
41
108

1.85
5.56
0.93
37.96
100.00

Table 3.4. Operation of the VHNSC Bank Account
People who operate
bank accounts

VHSNCs Percent

ASHA
2 ASHAs
ASHA + Sarpanch
Non govt. sector members

4
8
35
5

People who operate
bank accounts

3.70
7.41
32.41
4.63

ASHA + AWW
ASHA and other members
AWW and other members
Blank
Total

VHSNCs

Percent

16
31
7
2
108

14.81
28.70
6.48
1.85
100.00

In nearly 82% VHSNCs the bank transactions are done by ASHA alone or with Sarpanch, Anganwadi worker,
other ASHA or other members of VHSNC.
4.

Utilisation of Untied Funds
Graph 2: Amounts Utilised by VHNSCs
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The untied funds were utilized by 87 VHSNCs out of which only 60 could give exact amount utilized which was
in the range of Rs.1500 to Rs.15700 with an average of Rs.7879. Twelve out of the 60 VHSCs spent more than
the annual budget allocation. This shows that community needs many times exceed Rs. 10, 000 and provisions
should be made for higher amounts.
Table 4.1: Knew whether Funds were Utilised
Funds utilized

VHSNCs

Percent

87
5
16
108

80.56
4.63
14.81
100.00

Yes
Don't know
Blank answers
Total

Out of 108 VHSNCs, 87 VHSNCs (80.5%) have utilized funds for their expenses as indicated by the interview
and the register.
Table 4.2 Funds were Utilized for the Following Reasons
A)

Expenses related to PHC requirements

Tables and chairs, Foot
tables, Dustbins, Buckets,
Brooms, Bed sheets,
Mosquito nets, Fans
in village

Pentavalent
vaccines,
Medicines,
Slides,
Oxygen

Weighing scales,
Height,
BP instruments

Stationary and files, Stamps,
Photocopies, Survey, Banners

Plates and
glasses

Labour charges for Rent of Room, Machine charges
manual work done,
Cutting of grass,
Cleanliness of sub
centre, Malathion
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E-mamta printing, Mamta Cards,
Data entry for E-mamta,
Growth Chart, SAM and MAM
management

B)

Expenses for patients
Powder for malnourished children, camps for malnourished children, moong and sukhadi treatment of
dengue, TB patients
Travel for TL operations, hire vehicle

C)

Other expenses
Painting of Anganwadi facility, chlorination of wells, claim forms for schemes, IEC material

5.

Receipt of Untied Funds

Only 61% VHSNCs have received untied funds for the year 2016-17 from April to Aug 2016. Table 5.1 shows
that 40 % of the VHSCs had not received their funds. To sustain the momentum of the meetings and
participation, it is important that fund disbursals are done in time. Two VHSNCs had mobilised funds from
community. This is indicative of the fact that there is potential for decentralised health planning and resource
mobilisation which needs to be actively supported by the health system.
Received funds for 2016-17

No. of VHSNCs

Percent

66
13
5
24
108

61.11
12.04
4.63
22.22
100.00

Funds received
Not received
Don't know
Blank
Total

48% respondents said that their VHSNCs had planned for expenses and utilization of untied funds for the year
2016-17.31 VHSNCs had also given estimated expenses for 2016-17. Ten VHSNCs that have received funds for
2016-17 had not yet planned for their expenses. See table 5.2
Table 5.2: Plan for Funds Received
Planning of utilization of funds for 2016-17

No. of VHSNCs

Percent

52
18
12
26
108

48.15
16.67
11.11
24.07
100.00

Have planned
Not planned
Don't know
Blank
Total

While planning for expenditure is good in principle, we see from the above that the previous year's
expenditures have been projected in the plan. It is important to also keep in mind the unforeseen health
emergencies in the community that may need deployment of the untied funds.
6.

VHNSC Meetings

The registers show that nearly 81% VHSNCs have conducted meetings in the year 2015-16. Most of the
VHSNCs have conducted meetings in the range of 2 to 18 times with an average of 8 meetings per year.
Table 6.1: VHNSC Meetings Conducted
Whether meetings are conducted
Meetings conducted
Don't know whether meetings held
Blank answers
Total
6

VHSNCs

Percent

88
7
13
108

81.48
6.48
12.04
100.00

Graph 3: Frequency of Meetings
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Graph 4: Agenda shared in meeting
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Graph 4 shows that information on the agenda for the meeting was given in 88% VHSNCs.
Table 6.2: Knew Dates of Last Meeting
Particulars

VHSNCs

Percent

87
5
16
108

80.56
4.63
14.81
100.00

Gave date of last meeting
Don't know
Blank answers
Total

This was done by asking the respondent to recall about the last meeting. 76 % of the (official) respondents
could give the dates of their last meeting.
Table 6.3: Meetings Conducted to Decide about Expenses
Meetings conducted for expenses
Yes
No
Don't know
Blank
Total groups that have utilized their funds

7

VHSNCs

Percent

68
2
7
10
87

78.16
2.30
8.05
11.49
100.00

Out of the 87 VHSNCs that have utilized their funds about 78% conducted meetings before utilization of funds.
Data indicates that in 93% of the meetings, government appointed members (community based) were
present. In 86% of the meetings, non government sector members were present.
Only 48 to 52% of the government and non- government sector members respectively attended meetings at a
time.
A total of 142 members other than those keeping records were also interviewed. Out of these 90 were non
government sector members and 52 were from the government appointed community level workers.
Graph 5: Awareness about the VHSNC Functioning
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Graph 5 shows that although more non-government members interviewed know they are members of the
VHNSC (almost 80%), only half of them knew the reasons for fund utilisation. The graph indicates that control
over financial decision making is lower among community representatives. Awareness amongst the
government appointed VHNSC members that they are members of the VHNSC is comparatively lower but
decisions about the spending of the untied funds appears to lie in their hands.
Recommendations
Keeping in view the results of the study, guidelines for formation of VHSNCs and field experiences of the
different JSA member organizations, we put forward the following recommendations to help strengthen the
VHSNCs and improve their performance.


Each VHSNC should have at least 50% members from the non government sector.



Similarly, equal representation of female and male members is recommended in the VHSNC.



One member each from goverment and non-government sector are recommended to conduct bank
operations of the VHSNC.



Members require training in maintaining registers, records and accounts.



Meaningful participation of community representatives should be promoted (with commensurate
capacity building) and this should be reflected in prioritisation of health needs and decisions on
utilisation of untied funds.



The expenditures should be on items that cannot be accommodated under other budget heads and
should genuinely reflect community needs and priorities.



Untied Fund should be increased from the current Rs. 10,000.



Audit reports of VHSNC accounts should be displayed.
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Conclusion

Village Health, Sanitation and Nutrition Committees were the basic tools of the National Health
Mission to tackle the health problems of the villages by the local leaders and community
members along with the health staff. More than 13000 VHSNCs were formed in revenue villages
of Gujarat with an untied fund of Rs.10,000/- every year.
To study the present status and functioning of the VHSNCs, ten organizations of Jan Swasthya
Abhiyaan conducted a small study in 20 districts of Gujarat studying 108 VHSNCs. A structured
questionnaire was utilized to interview members of these VHSNCs and the data was analyzed
using basic statistical methods.
The study showed that members of VHSNCs ranged from 2 to 18, where around 85 to 92 % of the
members know that they are in the committee. The committees have more female members
than male members and 61 % of the committees have females as their president.
ASHAs, Sarpanch, FHWs and Anganwadi workers play a major role in the implementation of the
VHSNCs. Majority of the VHSNCs utilize their untied funds for health infrastructure and
administrative services, expenditures which can easily be accommodated under other budget
heads. These expenditures are in the range of Rs.1500 to Rs.15000. Meetings are conducted for
formalising decisions about these expenses.
Based on the findings of the study, we recommend that equal number of male and female
members be strictly appointed on these committees and at least one non government sector
member be responsible to operate bank accounts. For smooth functioning of VHSNCs they
should be trained in record keeping, register maintenance etc. Genuine participation of
community representatives should be promoted and utilisation of untied funds should reflect
community priorities and expenditures that cannot be accommodated under other budget
heads. Transparency of accounts and audit reports should be maintained.
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JSA Study Series 2 : 2016-2017

A study of quality of VHNDs in eight districts
of Gujarat : Study by JSA Gujarat
Introduction
India lags behind in the development index due to its low performance in maternal mortality and child
mortality. To improve the maternal and child services and their coverage, Village Health and Nutrition Days
(VHND) are being implemented in the villages under the National Rural Health Mission (NRHM). It is
mandatory to conduct one VHND per 1000 population per month.
The main objective behind these VHNDs were provision of antenatal, immunization and adolescent services,
increase their coverage at the village level and provide for health education and nutrition education. VHND is a
valuable platform to improve access to services in villages and thus help improve maternal and child health
care services.
The impact of VHND depends largely on proper implementation of this day. Hence JSA found it important in
studying how the VHNDs were conducted in the villages. Thus, it was decided to study the implementation of
VHNDs with the participation of its members. Eight organizations in eight districts of Gujarat participated in
this micro study.
On the appointed day, ASHAs, AWWs, and others mobilize the villagers, especially women and children, to
assemble at the nearest Anganwadi Centre . The ANM and other health personnel should be present on time;
otherwise the villagers may get reluctant to attend the following monthly VHND. On the VHND, the villagers
interact freely with the health personnel and obtain basic services and information. They also learn about the
preventive and promotive aspects of health care, which encourage them to seek health care at proper
facilities. Since the VHDS are held at a site very close to their habitation, the villagers do not have to spend
money or time on travel. Health services are provided at their doorstep. The VHND comprisise of ASHA, AWW,
ANM, and the PRI representatives, and they, if fully involved in organizing the event, can bring about dramatic
changes in the way that people perceive health and health care practices.
Objectives
To find out
1.

Which staff is present at the VHNDs?

2.

Are the VHNDs being implemented regularly?

3.

Is health education a part of VHNDs?

4.

Are claimants (service seekers) availing the services available?
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Table 1 : Participating Organizations
Organization

District

Sahaj

Vadodara

Sarthi

Mahisagar

KSSS

Anand

Gram Vikas Trust

Devbhumi Dwarka

Gram Seva Trust

Navsari

Anjali

Sabarkantha, Aravali

Anandi

Panchmahal

Methodology
A structured observation tool was prepared for this study. Members of participating organizations were
oriented with the tool in one of the state level workshop. JSA members selected one village per PHC for the
study from the villages where they are functioning by using random selection method.
The members were trained to only observe and not intervene in the functioning of the Village Health and
Nutrition Day. Data thus collected was entered in excel sheets and analysed using simple statistical method.
Table 2 : Overview of the Study
Total Districts

Organizations

Total PHCs

Total VHNDs studied

Duration of Study

8

7

16

10

April to August 2015

Graph 1 : Attendence of Health Staff in VHNDs (n=108)
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Note: Medical Officers attended the VHNDs only in Anand District. In rest of the districts, there was no
attendance by Medical Officers except on one occasion in Sabarkantha. Unexpectedly, ASHAs are absent in
many VHNDs (nearly 13%).
Graph 2 : Antenatal Services Given during 108 VHNDs
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Pregnant women were provided iron tablets, calcium tablets and tetanus injection in more than 90 % of
VHNDs. Weighing scales were functioning in all VHNDs but instrument for measuring blood pressure was not
functioning in nearly 15% VHNDs. Abdomen checkups and haemoglobin test were done in less than 65% of
VHNDs. In all, the antenatal services provided in VHNDs are incomplete. Measurement of blood pressure is
extremely important to detect preeclampsia. Similarly, monitoring of haemoglobin is very important as
anaemia levels among women in reproductive age are very high and can result in postpartum haemorrhage.
The graph below shows district wise functioning of VHNDs.
Graph 3 : District Wise Functioning of VHNDs
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The study looks at limited services of the VHND for pregnant women in select districts. Weighing scale was
functioning in all districts. Calcium tablets were given in only 70% of VHNDs. In this, services in districts of
Anand, Mahisaagar, Dwarka are comparatively inclusive. Vadodara district showed poor services with BP
instrument not functioning and haemoglobin test not done. Nearly all antenatal care services are poor in
Navsari and Panchmahal districts. Abdomen check up is not done in Aravali, Mahisagar and Vadodara disticts.
The table below gives an overview of health education to pregnant women during the VHND .
Table 3 : Health Education to Pregnant Women in VHNDs
Particulars

Total VHNDs

Information given about risks in pregnancy
Information given about maternity entitlement schemes
Information given about Diet in Pregnancy
Information given about importance of Institutional Delivery

Percent

32
34
43
42

29.63
31.48
39.81
38.89

VHNDs are largely activity days in which opportunity of health education is not utilised fully. In only 30 to 40%
of VHNDs health education is initiated.
VHND is also an important day for child health care services including vaccination and nutrition monitoring.
Table 4 below shows services provided in the VHND for health of children.
Table 4 : Child Health Services Given during VHNDs
Sr.No
1
2
3
4
5
6

Child Health Services
Weighing machine for children available
Growth chart used
Weight measured during VHND
AWW gave information to mother regarding weight of their children
Adolescent girls present
Vaccine / medicine available
12

Total VHNDs

Percent

108
76
106
91
77
47

100.00
70.37
98.15
84.26
71.30
43.52

Availability of vaccines in VHND is shockingly low. The graph below shows VHND performance in the study
districts.
Graph 4 : Services for Children in VHNDs
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6O

Percent

5O

Community Growth
Chart used

4O
3O
2O
10
O
Anand

Panchmahal

Navsari

Aravali

Mahisagar

Devbhumi
Drarka

Vadodara Sabarkantha

Weight measured
during VHND
AWW gave information
to mother regarding
weight to their
children
Adolescent girls present
Vaccine / medicine

Sharing of information to mothers regarding weight and nutrition of child is lacking in Panchmahaals, Navsari,
Aravali and Sabarkantha districts. No community growth charts, no information to mothers and absence of
adolescent girls was seen in all VHNDs and anganwadis in Vadodara district.
Many VHNDs did not have the community growth charts. Though most of the VHNDs had functional weighing
scales for children and children were weighed.
Limitations of this Study
As mentioned, this is a observation based micro study conducted by the members of JSA, Gujarat in a limited
area. Therefore, it is difficult to comment on quality of services given during VHND e.g. whether blood
pressure is accurately measured, and weights are accurately taken. Since VHNDs are not conducted regularly
due to other programmes, hence monthly data was not available.
Recommendations
1.

Supervision and monitoring of the VHNDs by Medical Officers of PHC is desirable.

2.

Provide good equipments like blood pressure machines, weighing scales, community
growth charts, mamta cards, iron and calcium tablets etc. to all VHNDs.

3.

Compulsory attendance by ASHA during VHNDs is ensured.

4.

Compulsory Health Education during VHNDs and training of staff for effective
implementation of VHND guidelines.

5.

Non school going adolescent girls should be motivated to attend VHNDs by ASHAs.

6.

Continue this type of study for better quantitative and qualitative assessment.
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JSA Study Series 3 : 2016-2017

Entitlements for cash free maternal health
services - Janani Shishu Suraksha Karyakram
(JSSK): Experiences from three districts of Gujarat
INTRODUCTION
This study is about how the Janani Shishu Suraksha Karyakram (JSSK), a Government of India initiative is
implemented in Gujarat. The NFHS 4 data shows that average out of pocket expenditure per delivery in a
public facility was Rs. 2136, in urban areas Rs. 2331 and in rural Rs. 2020.
WHAT IS JSSK?


JSSK is an initiative by the Government of India to assure completely free and cashless services to
pregnant women including deliveries (normal and Caesareans) up to 42 days after delivery, sick
newborns up to 30 days after birth and infants up to one year of age in all government institutions.



No user charges, ambulance charges, lab charges, medicines and disposable supplies, blood supply
charges under this scheme.



Free food to mother for three days in normal delivery and seven days in case of Casearian.



Transfer to delivery point, inter-hospital referral transport and drop back facility is free.



Irrespective of financial status, whether Below Poverty Line or not.



As an entitlement


Notice boards to be put up in hospital at multiple places



Grievance redressal system

Aim is that no mother or newborn should die due to want of money and all should go for institutional
delivery.
DATA SOURCES
The data for this study is from three JSA Gujarat member organizations working together on a collaborative
project on maternal health - SAHAJ, KSSS and ANANDI. The project covers 45 villages and roughly 1,00,000
population under six Primary Health Centres (PHCs) in Anand, Dahod and Panchmahals districts. The main
objective of the project is to enable communities to monitor accessibility and quality of maternal healthcare
through use of a pictorial monitoring format based on 'safe delivery' indicators. The monitoring results in
periodic report cards which form the basis of dialogues with healthcare providers and district health officers in
order to make the health system more responsive and accountable.
METHODOLOGY
All pregnant women in the area were contacted by trained village volunteers twice to get their experiences
around quality of maternal health care, once in the second trimester and once around 15 days after delivery.
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Out of pocket expenditure is one dimension of quality of care from the women's perspective which is
recorded. Thus, expenditure data was extracted from the monitoring forms of 2510 women filled between
2013 and 2015.
A second data set was also generated and consisted of monitoring forms of 591 women followed up in the
same way between June to November 2016. The analysis of this data was used to assess how well the JSSK is
working in the project area.
Case studies were documented on denials related to right to health care during October-December 2015 in
the project areas. Those case studies that shed some light on the implementation of the JSSK were also used
in this analysis. Out of 39 case studies of health rights violations, nine were related to JSSK.
In addition, based on some field reports that women were being charged for anesthesia during Caesarian
sections, field staff of NGOs did a fact finding exercise in the Community Health Centre. We draw upon the
findings of the fact finding to substantiate some of our analysis on how JSSK is being implemented in the area.
FINDINGS
The main finding of the study was that despite the JSSK that assures cashless deliveries in the public sector,
42.1% of the poorest women in the three project districts (Panchmahals, Dahod and Anand), incurred
expenditure for ante natal care, and 40.4 % for deliveries.


Less than half of the 2510 women tracked over three years - 37.3 % delivered in public sector facilities,
33.5 % in private facilities and 28.1 % had home deliveries. Of those who delivered in public facilities,
21.9% incurred expenditure for delivery and post natal care.



Despite the free ambulance services (108) and the Khilkhilahat scheme of Government of Gujarat (free
health facility to home transport facility after delivery), 65.5 % of the 951 who delivered in a public
facility incurred expenditure on transportation.



42% incurred expenditure on ANC, and of those who incurred expenditure on ANC, 20.6 % incurred
more than Rs. 500 and 8.4 % more than Rs. 1500.

The second data set conducted in 2016 shows that


43% of the women spent money during the ANC period, especially in Anand district.



Out of the 591 women, 54.5% delivered in public sector facilities, 34.4% in private sector, 9.6% had
home deliveries and 1.5% delivered on the way to an institution. Amongst those who delivered in the
public sector or on the way, 10.9% incurred cost for delivery (majority in Anand district). An increase in
use of public sector facilities is observed in all the three districts compared to the earlier data.



330 women availed the public sector facilities and 204 women went to private institutions, yet 63.5%
used private transportation and incurred cost. However, on return from the institutions this number
reduced to 47.8% probably because more women in public facilities were made aware and thus used
the free government ambulance service.

Out of the total cases of denial of services that we collected for the public hearing on health rights violation,
almost 25% were on violation of JSSK - 9 out of 39 total cases. The case studies show the various ways in which
the JSSK is denied to the women and their babies, despite women and families first choosing to go to the
public facilities. There are various and paradoxical reasons for women seeking health care from the private
sector.
In Anand district, which is economically developed, although the public health system is relatively better
functioning, the unregulated private sector has managed to capture much of health service provision through
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a system of 'commissions' and 'agents'. In contrast, in the backward tribal Panchmahals and Dahod districts supposedly high priority districts - the government health system is weak and under resourced/staffed. The
impoverished and already vulnerable women like Mugliben (see case study below) are pushed to the private
sector.
The case studies also show that when women go to the private facilities, here too their health rights are
violated denial because of failure to pay upfront, being asked to pay 'emergency charges' and otherwise high
charges.
Mugliben - 36 years (Dahod Distrct)
This was Mugliben's fifth pregnancy. She had received ANC both in the Mamta Divas and at the
Sevaniya PHC in the seventh month on 17.7.2015. On 27.7.15 evening, Mugliben while working in
the fields started labour pains and bleeding. Immediately 108 was called by her father-in-law,
which reached in 15 minutes. At the same time, the father-in-law also called the nurse from
Sevaniya who responded that they should contact the ASHA worker in the village, but the ASHA
worker's phone was dead and thus no support was received through them.
Mugliben was taken to Baria Civil Hospital which is 22 km from the village. The gynaecologist
immediately admitted her and gave her two bottles of glucose. The doctor then verbally
communicated to the family that they should take Mugliben to Baroda as they were unable to
stop the bleeding. The family took her to a private hospital in Baria, Maitra Hospital which is a
Chiranjeevi hospital and this was around 2 am. They found the hospital was closed, and so they
went to Godhra Civil Hospital on 28.7.15. There was no gynaecologist in Godhra Civil Hospital and
Mugliben's check up was done by a nurse who asked her to get her blood test done from a private
pathologist. After seeing the low HB the nurse asked the family to take her to Baroda.
Since they did not have money to take her to Baroda, the family took her to Deep Private Hospital
in Godhra in a private vehicle. She was immediately admitted in the hospital and was asked by the
doctor about how long she had been bleeding. She feared that she would be sent away from this
hospital as well, so she decided not to reveal the actual amount of bleeding she had been
suffering. Immediate check up was done and a sonography was also done after which the doctor
informed the family that an operation was required and a deposit of Rs. 5000 would have to be
given. Her haemoglobin was 6.5 at that time, so she was given one bottle of blood which was
arranged by the family from Red Cross Society, and the cost of one bottle was Rs.1500.
Before she was given the blood, she delivered a baby which was born dead.
The total amount spent during the treatment in Deep Hospital was around Rs. 13,500 - Rs. 6000
for the doctor, the cleaning of the room Rs. 500, Nurse charged Rs. 500, case paper Rs. 200,
Medicines for Rs. 700, Lab Charges Rs.1130, and Travel Rs.3000. And as stated earlier blood cost
was Rs. 1500.
There was Rs. 6000 in the home, which they spent entirely during the treatment; another Rs.
2000 was borrowed from Mugliben's brother. The husband borrowed the rest from a landlord,
on whose farm he works on when he migrates out of his village.
Mugliben was kept in Deep Hospital for 3 days and discharged on 30.7.15 and the bleeding had
completely stopped.
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Varshaben 20 years old (Anand District)
During the ANC period sonography was done at Sarsa CHC but no reports were given to them. Then
sonography was done at Tribhuvandas Foundation - a charitable hospital - and the reports showed that
there was a breach baby.
On 28.12.2014 her water broke, so the family took her to Sarsa CHC at 9:30 pm but she was not admitted
and she was informed that the doctor was on leave. She was also told that a caesarean section was
required. Then the family took her to a private hospital, Shri Hospital.
She was given saline and Rs. 800 were taken by the hospital. They were informed by the hospital staff that
further expense of Rs. 40,000 would be incurred so they decided to go to Sanjeevani Hospital in Borsad
hoping that there they would have to pay lesser amounts. In Borsad, they spent Rs. 10,500. They had to
borrow money from a relative who in turn took a loan on interest from someone else.

Shital (Anand District)
On 12.-9.2015 Shital's labour pain started and she went to Rasnol PHC where the health care
providers told her that the baby was in a good condition but had 'come down'. On 13.9.2015 they
went for sonography and were told that everything is okay. She told the doctor that at night she
had pain in stomach. The doctor did not check her nor did he do a sonography. He said if right now
you are having pain then get admitted or else go home.
Again at night at 3 am pain started. On 14.9.2015 Sunday in the morning at 6 am they went to the
CHC. The cleaning lady did the check up and said this is labour pain so 'please take her further to
another hospital'.
On inquiring, the cleaning lady said that since it was a Sunday, the doctor would not come. The
pregnant lady Shital entreated 'please call the doctor'. The cleaner replied, 'Even if the doctor
comes, your baby is looking pre mature so you will need incubator. We don't have an incubator
here - then how you will manage? So it is better that you go to another hospital.'
From there they went to Zakaria Private Hospital where the staff did not attend here since her
ANC case was not registered with them, they said. And then they said 'It is Sunday and the doctor is
not present'.
So from there they took her to Ragini Private Hospital, there they did her check up and admitted
her and she delivered a baby boy at night. The baby was low birth weight and needed an incubator
so he was transferred to Kilol Private Hospital and kept in an incubator there. The family spent a
total of Rs. 55,000.

Dakshaben (Anand District)
On 3.8.2015 at 11 pm, Dakshaben's labour pains started and she was taken to Sarsa CHC. Next
morning at 7 am the nurse and the cleaning lady did her normal delivery. She was bleeding
heavily, so the family was told to take her to another hospital. They called an ambulance and took
her to Shri Nursing Home in Anand where two family members gave blood. In addition Rs. 1300
was taken by the Indian Red Cross Society for two bottles of blood and no receipt was given to the
family. She was given stitches and for five days she was in the hospital.
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Anaesthesia charges in CHC Sarsa
In Sarsa CHC, several women who had Caesarean Section operations reported paying Rs. 2800 for
the anaesthetist despite being entitled to cashless deliveries under JSSK. Why are these not
cashless deliveries as JSSK meant them to be? Why is the patient's family asked to pay instead of
the anaesthetist being directly paid from the CHC bank account of the Rogi Kalyan Samiti?

CONCLUSION

The Government of India's programme assuring women of free and cashless services in public
sector facilities, fails to live up to its promise in three districts of Gujarat. Using multiple sources of
data, we find that there are various ways through which public sector health facilities, deny care
to women thereby pushing them to unregulated private health facilities. Our recommendation is
that the JSSK should be expanded to cover maternal health care through the private sector till
such time that quality of care is assured in public facilities. Private sector regulation is urgently
required. Grievance redressal mechanisms are required and should be implemented in public
and private facilities.
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JSA Study Series 4 : 2016-2017

Access to screening services for Breast and
Cervical Cancer in public hospitals :
Study by JSA Gujarat
INTRODUCTION
On World Health Day 2016, the Chief Minister of Gujarat launched a series of health services including statewide screening campaign for diabetes, breast and cervical cancer and oral health care along with a complete
vaccination campaign. She announced that nearly 10,000 screening and detection centres across the state for
each of the NCD - diabetes, breast and womb cancer and oral health care would be operational from June 1,
2016. Further, over 300 Community Health Centres (CHC) and 308 Urban Health Centres (UHC) would be
roped in under this campaign launched by the Chief Minister at Ahmedabad Civil Hospital. This study was
undertaken in this connection.
OBJECTIVES


To find out whether breast and cervical cancer screening services are available at the taluka level.



To document experiences of women who approached public hospitals for services.
METHODOLOGY

A pamphlet was developed for awareness raising amongst JSA members as well as for dissemination in the
community. JSA members also did falia meetings and distributed the pamphlet.
A tool was developed to find out from the Taluka Health Officer (THO) whether these services are being
provided . Table 1 shows the blocks where the tool was filled during September to October 2016. .
Table 1: Screening during September to October 2016
District

NGO

Taluka

Time period

Remarks

Ahmedabad

SEWA

Dholka

Sept 2016

Anand
Bharuch

KSSS
Seva Rural

Anand
Jhagadiya

Oct 2016
Oct 2016

Dahod
Navsari

ANANDI
Gram Sewa Trust

Devgadh Baria
Vansda

Oct 2016
Oct 2016

Panchmahaals
Panchmahaals
Districts 6

ANANDI
ANANDI
NGOs 5

Ghoghamba
Shehara
Talukas 7

Oct 2016
Oct 2016
Sept to Oct 2016

10 women screened in
the entire year
No data available
with THO
Screening being done
by ASHAs
-
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It was found that in seven blocks of six districts, cancer screening services had not started till October 2016, six
months after the announcement by the Chief Minister. Reports from KSSS and ANANDI after their interviews
with the taluka level officers indicate that ASHA and ANM identify suspected case and refer them to the PHC,
CHC and district hospital.
Following the field level enquiries and interviews with health system representatives, three JSA members
(ANANDI, KSSS and Gram Seva Trust) decided to organise camps for cancer screening. ANANDI and KSSS
organised the camps in collaboration with Karamsad Medical College, respective Taluka Health Officer and
Medical Officer of the blocks, while Gram Sewa Trust coordinated and provided the technical support for the
camps in rural parts of Vansda.
CASE STUDIES
1.

Dahod and Panchmahal Districts

Looking at the vast number of health complaints of women's reproductive health prevalent in the area, the
announcement by the Chief Minister was a welcome step. For many women who did not have access to
diagnostic services in absence of a gynaecologist even at a Sub District Hospital in Devgadh Baria, it raised
hopes.
Methodology
ANANDI, Devgadh Mahila Sangathan, Panam Mahila Sangathan, Karamsad Medical College, Sonaba Hospital
(Sevaliya), and Taluka Health Officers of Devgadh Baria, Ghoghamba and Shehara together, organized camps
for the diagnosis of women's reproductive health issues. Camps were organised in four PHCs of three blocks of
Dahod - Panchmahal districts.
The four PHCs arranged for the labour room, and other spaces for examination with privacy, medicines, and
equipment in all the camps. The ASHA worker, Medical Officer, and other staff remained present and took
responsibility for follow up. The PHCs of Dabhava and Shimaliya decided to take care of the expenses for
biopsy reports. The THO also agreed to this decision. This supportive environment could be the result of the
realisation of the extent and severity of women's reproductive health issues evident in the camps.
As part of sustainability strategies, a group of dais, health volunteers and the health team members of ANANDI
were trained by the specialists and para medical staff of the Karamsad Medical College at the Sonaba Hospital.
The specialists also remained present to examine women with complaints indicative of cervical cancer, breast
cancer, oral cancer, blood pressure and diabetes. Ten dais examined women for both breast and cervical
cancer in presence of their trainers.
Screening camps
Table 2 gives an overview of the coverage and identified cases from these camps in Dahod and Panchmahal.
Table 2 : Camps for screening women

District

Taluka

Time period

No. of women
examined for
Breast Cancer

No. of women
screened for
Cervical Cancer

Dahod

Devgadh Baria

Dec. 2016

80

44

Panchmahal

Ghoghamba

Dec. 2016

44

26

Panchmahal

Shehera

Nov. 2016

87

77

2

3

Nov. Dec. 2016

211

147
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Findings
We list a few cases from amongst those who were examined in the camps.


Biopsy reports of a patient from Nandarva, diagnosed with a cyst in her uterus, showed that is was non
cancerous (benign), but needed surgery, so she was taken to the government hospital in December
2016.



Two cases of uterine infection from the same village were also examined as the doctors suspected
cancer. These women needed longer treatment for the infection.



There were cases of prolapsed uterus making women vulnerable to infections and pain.



Three cases of cervical cancer were identified. One has started taking treatment at the Karamsad
Medical College Hospital. One was being treated at a private clinic. One woman is old and weak, with an
even older husband and therefore no family support she required a lot of counselling. The third patient
too required a lot of emotional support.



In a case of uterine infection the patient was required to taken for a biopsy agin, as the reports were not
very clear.
Struggle of Santokben
Santokben Abheysinhbhai Baria, 55 years of age, is a resident of the village Bara, Devgadh Baria
block in Dahod district. A trained midwife and leader of Dai Sangathan Gujarat and Devgadh
Mahila Sangathan is a recognized health rights leader in her community.
In January 2016, Santokben was diagnosed with cervical cancer after complaints about failing
health. She underwent hysterectomy in March, following which it was found that the cancer had
recurred. Due to a financial crisis, lack of support from husband and mental taboo about cancer
treatment, Santokben's treatment for cancer was delayed till December.
In December 2016, she was finally admitted to the Shri Krishna Medical Hospital in Karamsad, a
trust run hospital with multi speciality facility including cancer treatment. Since she is a BPL family
and also holds a Mukhyamantri Amrutum Yojna card she was brought to this hospital which is
empanelled under this state government scheme to subsidise tertiary treatments. However, initial
tests during this hospitalisation revealed that the cancer had caused an obstructive nephropathy,
which was preventing her kidneys from functioning normally.
From 27 December 2016 to 5 January 2017 Santokben was in the ICU with high blood pressure,
potassium, creatinine leading to several procedures and kidney dialysis. Diagnostic tests to assess
her cancer growth and treatment had to be stalled as her physical condition was not in shape to
take CT scan test. After her kidneys started functioning to an acceptable level of stability, her MRI
was done.
She had to be kept under tight observation in an ICU for the duration of this treatment. The
expenditure for investigations, kidney dialysis and other medical procedures, ICU and medicines
till January 2017 was about Rs. 55,000. This was expected to go up as Santokben would need
constant medical attention for her kidneys as well as her cancer. The family could raise only Rs.
15,000. Santokben's family earns their living from their small agricultural land and migrant work.
Her husband and two sons migrate out for over six months to sustain their family of nine including
two small grand children and her widowed daughter in law. Family is in deep debts with ailing son
and now her distressing health condition.
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Recommendations
In the experience of ANANDI, Devgadh Mahila Sangathan and Panam Mahila Sangathan there is
need for the following action on part of the health department.

2.



Set up protocol for complete screening for all women above the age of 35 years, as this
process of screening itself draws out a large number of complaints related to infections
and other symptoms of women in reproductive age.



Build capacities of ASHA and FHW to take preliminary history and examination for all non
communicable diseases including breast and cervical cancer to ensure timely treatment.



Ensure that there are diagnostic kits available at the PHCs for screening of women with
reproductive health complaints.



Counselling and accompanying support be provided for patients needing biopsy at the
District / Civil Hospital.



Regular reproductive health clinics at the PHC / CHC / district hospitals.

Navsari District

Gram Sewa Trust (Kharel) organised a women's health camp on January 24, 2017 in response to the
announcement of the state government about breast and cervical cancer screening. The objective was to do a
screening of women in five villages of Mankunia PHC for reproductive health problems.

Methodology
A questionnaire was prepared in local language (Gujarati) to be used by the field staff (Community health
workers or ASHAs). The field level staff were trained in using this questionnaire. They were asked to go door to
door and interview women aged 30 years and above for any reproductive health problem, using this
questionnaire.
Findings
A total of 780 women were thus screened, out of which 296 had some health problem. These were asked to
attend the free check up camp at Mankunia PHC on January 24, 2017. Out of the 296 who reported health
problems, only 96 women attended the camp. Free check ups and pap tests by gynaecologists were done in
this camp. The women were given treatment as per their need. Out of the 96 women, 25 needed pap tests.
These pap tests were done and sent for pathological examination to Surat. No positive results were obtained.
Two women had uterine proplapse and were operated for the same.
Recommendations

3.



Health education to demystify breast and cervical cancer screening and encourage
women to seek treatment when they have symptoms.



Regular reproductive health clinics at PHCs.

Anand District

In the September 2016 Maternal Death Reviews' workshop (organised for interested JSA members), there
was a session on breast and cervical cancer and as one of the ANANDI staff was suffering from cervical cancer
that was detected quite late, there was a lot of discussion with regard to creating awareness about these
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cancers which when detected early, can save lives. It was suggested that hence the organizations should do
local meetings with the community women to spread awareness about it.
When Kaira Social Service Society (KSSS) had such meetings with the village women, a demand for cancer
screening came up. KSSS coordinated with Karamsad Medical College in Anand district. KSSS staff talked to the
senior doctors in Karamsad Medical College and soon two screening camps for breast and cervical cancer,
diabetes and blood pressure were conducted in September and November 2016.
A total of 112 women were covered in these two camps. Of these 50 women were screened for breast cancer
(many women were older and perceived that breast cancer and gynaecological problems occurred only in
reproductive age span and thus refused breast examinations.) Of these only one was referred for further
investigation.
For cervical cancer screening, the doctors took history of all the women and based on their history, further
investigated 15 women. None tested positive.
CONCLUSION
Active screening procedures have by and large not been initiated despite the announcement being made in
April 2016.
However, efforts of JSA members indicate that
a.

Awareness raising of women is required to demystify vaginal (and other types of) examination, break
the internalised notions of secondary status in the family, and break taboos around reproductive
morbidities, and highlight seriousness of reproductive and other cancers.

b.

Women do come for examination if services are made available and after considerable awareness
raising.

c.

There is unmet need in terms of reproductive morbidities including cancers.

d.

PHC facilities are adequate for screening of breast and cervical cancers and non communicable
diseases. PHCs can make arrangements for the required privacy for examination of the women.

e.

There is support of the Medical Officers and their teams, the THOs, CDHOs and RCHOs.

f.

Screening can be done through VIA by paramedical staff. Medical Officers can screen for other
reproductive morbidities and then refer to gynaecologists.

g.

Where women test positive, appropriate and adequate services are not available within their easy
reach.

h.

Some fund is required to help women manage their treatment costs if they test positive.

RECOMMENDATIONS
Based on the above we demand that
1.

IEC and awareness campaigns are very important. Counselling for treatment and care is
critical.

2.

Field staff ASHAs, FHWs be trained to do screening for cervical cancer through VIA.

3.

Monthly gynaecological OPDs be organised at the PHCs.

4.

Budgetary provisions should be realistically made to account for cases that test positive
after screening.

5.

Mukhyamantri Amrutam rules be reviewed as indicated in Satokhben's case study.
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JSA Study Series 5 : 2016-2017

Access to Medicines : Study by JSA Gujarat
OBJECTIVES
To find out whether users have to incur any out of pocket expenses for medicines and investigations at
government health facilities.
METHODOLOGY
A pamphlet on Gujarat Government's promise to provide Free Access to Medicines was distributed to JSA
members to educate them about the government's access to medicines scheme and the rationale for this
study. These pamphlets were distributed in JSA Meeting (Table 1 )
Table 1 : JSA members Oriented to the Study
District

Oriented to issue and provided pamphlet

Date

Participants

Ahmedabad

JSA meeting

9,10 September 2016

40

Borsad

NGO meeting (GVHA)

6 Frebruary 2016

13

Surat

Pathey and JSA

15 February 2016

101

Patan

Pathey and JSA

18 February 2016

37

4

4

Total

191

A tool was developed to find out about access to medicines in PHCs. It contained sections on : whether any
medicine was prescribed during the facility visit, whether the medicine was given by the facility, or whether
the patient was required to get it from outside, whether any expense was incurred either in the hospital or
outside, if yes, how much expense was incurred. There were additional sections for injections, supplies
(gloves, syringe, catheter etc), laboratory tests, X ray, Sonography.
This tool was adapted to find out expenditure incurred in higher facilities like the CHC, District and Sub District
Hospitals, and Teaching Hospital.
The study was done during September 2016 and March 2017.
All the forms/tools were sent to SAHAJ where they were entered in Excel. The analysis was done by a small
group of JSA members.
Limitations
This study was done in areas where JSA members were situated, therefore the findings may not be
representative of the situation in the entire state.
FINDINGS
1.

A total of 332 respondents were interviewed during exit interviews in 11 district and 2 cities.
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Table 2 : Details of Expenditure Incurred or Not incurred across 13 locations in Gujarat
District

Expenses Incurred

Expenses Not Incurred

Other

Total

Ahmedabad

13

62

4

79

Anand

8

73

5

86

Dwarka

6

5

2

13

Patan

1

15

0

16

Kutch

0

10

10

Tapi

0

19

19

Navsari

1

19

20

Mehsana

0

1

1

Panchmahal

5

0

5

Dahod

5

2

7

Bharuch

3

11

14

Surat city

44

8

52

Vadodara city

7

3

10

Total-13

93

228

11

332



Table 2 shows that 27.4% of the respondents incurred expenditure on medicine and diagnostics.



Both the cities Surat and Vadodara showed that a high percentage of respondent incurred expenditure
in Vadodara 70% and in Surat almost 89%.



In Kutch, Tapi, Navsari, Patan, expenditure incurred was either nil or very low.
Table 2A : Range of Expenditure Incurred by 93 responents
Range of expenditure

Frequency

Rs. 0-50

27/93 (29%)

Rs. 51-100

12/93 (13%)

Rs. 101-200

15/93 (16%)

Rs. 201-300

5/93 (5%)

Rs. 301-500

8/93 (9%)

Rs. 501-1000

12/93 (13%)

Rs. 1001-2000

7/93 (8%)

Rs. 2001-5000

2/93 (2%)

Rs. 5001-Above

7/93 (8%)

Table 2A shows that most respondents (58%) incurred expenditures below Rs. 200. However, 41% did
incur high expenditures above Rs. 500.
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Table 3 : Expenditure Incurred according to Districts and Levels of Facilities
District

PHC

CHC

Civil
Hospitals

Medical
College

Expenses
Incurred

Expenses
Incurred

Expenses
Incurred

Expenses
Incurred

Ahmedabad

4/45(9%)
Rs.5 to 4500

2/11 (18%)
Rs.100 to 350

Anand

2/17 (12%)
Rs.130 to300

5/50 (10%)
Rs.100 to 6500

Dwarka

others

Total
Patients

7/20(35%)
Rs.150 to 400

4

79

1/14 (7%)
Rs.20

5

86

2

13

0

16

6/11 (56%)
Rs.30 to 650

Patan

0

0

1/1 (100%)
Rs.1800

Kutch

0

0

0

10

Tapi

0

0

0

19

Navsari

1/20 (5%)
Rs.60

0

0

20

0

1

Mehsana
Panchmahal

5/5 (100%)
Rs.68 to 400

Dahod

1/2 (50%)
Rs.230

Bharuch

1/6 (17%)
Rs.30

5
4/5 (80%)
Rs.80 to 1450

2/8 (25%)
Rs.35-50

14

Vadodara city
Surat city

13/16 (81%)
Rs.10 to 80

7

1/1 (100%)
Rs.125

7/10 (70%)
Rs.5 to 2000

10

30/35 (86%)
Rs.10 to 8690
Avg Rs. 852
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Table 3 shows, as expected, that expenditures are incurred at higher level of facilities like the civil hospital and
medical college hospital.


One respondent visiting Tarapur CHC in Anand District incurred Rs.6500 for an appendix operation
towards injection, laboratory and sonography charges.



Another respondent in the Patan District Hospital incurred Rs.1800 for a Kidney problem towards
laboratory, x-ray and sonography charges.



One respondent in the Vadodara SSG Medical College incurred Rs.2000 for cancer related surgery.
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Table 4 : Detail Expeniture Incurred According to Level of Facilities and Symptoms
PHC
Expenses
Incurred

CHC
Expenses
Incurred

Civil Hospital
Expenses
Incurred

ANC

1/2 (50%)
Rs.300

1/4 (25%)
Rs.400

2/2 (100%)
Rs.750 to 1450

Delivery

0

3 /7 (43%)
Rs.350 to 1000

1/1 (100%)
Rs.200

0

Expenses

TL Operation

Medical College
Expenses
Incurred

0

Gynaecological problem

2/4 (50%)
Rs.20-35

0

0

3/4 (74%)
Rs.110 to 2110

Medicine illness

3 /13 (23%)
Rs.70 to 300

3/18 (17%)
Rs.68 to 650

6 /6 (100%)
Rs.21 to 1900

3 /5 60%
Rs.410 to 3000

BP and/or Diabetes

0

0
Rs.435

1/1 (100%)
Rs.530

1/1 (100%)

Fever

2/37 (2%)
Rs.5 to 270

6/34 (18%)
Rs.35 to 112

4/10 (40%)
Rs.20 to 525

Weakness, Anaemia

3/7 (43%)
Rs.20

0

3/3 100%
Rs.110 to 230

Body ache

0

1/1 (100%)
Rs.68

1/1 (100%)
Rs.10

Back pain problem

0

0

1/1 (100%)
Rs.150

Feet problem

0

1/1 (100%)
Rs.200

Respiratory illness

2/12 (17%)
Rs.60 to 1000

0

3/3 (100%)
Rs.10 to 84

1/1 (100%)
Rs.350

Pain in abdomen

1/4 (25% )
Rs.130

0

2/4 (50%)
Rs.430-1200

1/1 (100%)
Rs.5500

Diarrhoeal diseases

0

0

1/1 (100%)
Rs.300

Appendectomy

1/1 (100%)
Rs.6500

ENT problem

1/1 (100%)
Rs.10

1/3 (33%)
Rs.80

2/2 (100%)
Rs.5 to

Eye problem

0
Rs.20

0

1

Skin

1/3 33%
Rs.20

1/1 (100%)
Rs.200

1/2 (50%)
Rs.100

Kidney problem

0

0

1/1 (100%)
Rs.1800
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1/1 (100%)
48

1/1 (100%)
Rs.3500

Stone problem

1/1 (100%)
Rs.150

Urine problem

1/1 (100%)
Rs.400

Cancer

2/2 (100%)
Rs.330 to 2000

Injury and Bone

1/3 (33%)
Rs.40

3/5 (60%)
Rs.100 to 125

2/3 (67%)
Rs.70 to 600

Leg fracture

0

0

1/1 (100%)
Rs.235

1 /1 (100%)
Rs.6500

1/1 (100%)
Rs.8960

0

1/1 (100%)
Rs.60

0

0

1/1 (100%)

Surgery
Animal bite

0

Check up

1/3 (33%)

Don't know illness

Rs.330

1/1 (100%)
Rs. 80

Rs.1835

Table 4 shows


Women are spending on ANC and delivery belying the promise of JSSK.



Fever, weakness, anaemia and body ache are common and simple problems yet expenditures are
incurred on these.



With Non Communicable Diseases (NCDs) as a priority area two respondents have gone to higher level
facilities and incurred expenditure.
Case study
Hasmukhbhai Hirabhai Bariya told us that three months ago, he had a motor cycle accident and
sustained a brain injury and was taken unconscious, in an emergency to the Bariya CHC. From
there he was referred to the Godhra Civil Hospital with saline. And from there he was referred to
Vadodara. They were told that the patient would need to go to a private hospital and the
expenses incurred were Rs. 80,000 for chest report, brain report etc.

CONCLUSION
From this study it appears that medicines and laboratory investigations etc are available free of
charge for most people in Gujarat in public facilities. However, around 30 % do have to incur
expenditures in the public facilities and sometimes expenditures higher than Rs. 500 per illness
episode. Higher level facilities have to ensure that patients do not have to incur expenditures.
The flexi funds at these facilities should be used to meet these expenses for patients. Maternal
health related expenses should be taken care by the JSSK. NCDs, a priority of the Government of
Gujarat should be ensured free medicines and investigations at lower level facilities.
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